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Issue Date:  August 28, 2019 

Deadline for Questions: September 11, 2019 

Closing Date: October 11, 2019 

Closing Time:  16:00 Local Ethiopia Time 

 

  

Subject:   USAID/Ethiopia Notice of Funding Opportunity (NOFO) 72066319RFA00005 

 

Program Title:       Health Workforce Improvement Program (HWIP) 

 

Catalog of Federal Domestic Assistance (CFDA) Number: 98.001 

 

Ladies/Gentlemen: 

 

The United States Agency for International Development (USAID), represented by 

USAID/Ethiopia, is seeking applications for a Cooperative Agreement from qualified entities to 

implement the Health Workforce Improvement Program (HWIP). Eligibility for this award is 

not restricted.   

 

 

This NOFO consists of this Cover Letter and the following sections: 

 

 1. Section A, Program Description; 

 2. Section B, Federal Award Information; 

 3. Section C, Eligibility Information; 

 4.   Section D, Application and Submission Information; 

 5.    Section E, Application Review Information; 

 6. Section F, Federal Award and Administration Information; 

 7. Section G, Federal Awarding Agency Contact(s); 

 8. Section H, Other Information; and 

 9. Annexes 

 

Subject to the availability of funds, USAID/Ethiopia intends to provide approximately $39.5 

million to be allocated over a five-year period for this activity.  USAID/Ethiopia anticipates 

awarding one cooperative agreement as a result of this solicitation; however USAID/Ethiopia 

reserves the right to fund any or none of the applications submitted.   

 

 

 

2014 
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USAID (the Government) intends to make an award to the applicant(s) who best meets the 

objectives of this funding opportunity based on the merit review criteria described in this NOFO 

subject to a risk assessment. Eligible parties interested in submitting an application are 

encouraged to read this NOFO thoroughly to understand the type of program sought, application 

submission requirements and selection process. 

 

To be eligible for award, the applicant must provide all information as required in this NOFO 

and meet eligibility standards in Section C of this NOFO.  This funding opportunity is posted on 

www.grants.gov, and may be amended. It is the responsibility of the applicant to regularly check 

the website to ensure they have the latest information pertaining to this notice of funding 

opportunity and to ensure that the NOFO has been received from the Internet in its entirety.  

USAID bears no responsibility for data errors resulting from transmission or conversion process. 

If you have difficulty registering on www.grants.gov or accessing the NOFO, please contact the 

Grants.gov Helpdesk at 1-800-518-4726 or via email at support@grants.gov for technical 

assistance. 

 

USAID may not award to an applicant unless the applicant has complied with all applicable 

unique entity identifier and System for Award Management (SAM) requirements detailed in 

Section D. The registration process may take many weeks to complete. Therefore, applicants are 

encouraged to begin registration early in the process. 

 

Applications must be received by the Closing Date and Closing Time indicated at the top of this 

Cover Letter.  Any questions concerning this NOFO must be submitted in writing to 

caddis@usaid.gov with a copy to Tsegereda Gebremedhin and Belay Teame at 

tgebremedhin@usaid.gov  and bteame@usaid.gov no later than the Deadline for Questions 

indicated at the top of this Cover Letter.  Responses to questions received prior to the deadline 

will be furnished to all applicants through an amendment to this NOFO posted on 

www.grants.gov. 

 

Issuance of this notice of funding opportunity does not constitute an award commitment on the 

part of the Government nor does it commit the Government to pay for any costs incurred in 

preparation or submission of comments/suggestions or an application.  Applications are 

submitted at the risk of the applicant. All preparation and submission costs are at the applicant’s 

expense. 

 

Thank you for your interest in USAID programs. 

 

Sincerely, 

 

//Signed (Original Signature on File)// 

 

Alula Abera 

Agreement Officer 

http://www.grants.gov/
mailto:support@grants.gov
mailto:caddis@usaid.gov
mailto:tgebremedhin@usaid.gov
mailto:bteame@usaid.gov
http://www.grants.gov/
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SECTION A: PROGRAM DESCRIPTION 

 

This funding opportunity is authorized under the Foreign Assistance Act (FAA) of 1961, as 

amended. The resulting award will be subject to 2 CFR 200 – Uniform Administrative 

Requirements, Cost Principles, and Audit Requirements for Federal Awards, and USAID’s 

supplement, 2 CFR 700, as well as the additional requirements found in Section F. 

 

1. TITLE 

 

The title of this program is “Health Workforce Improvement Program (HWIP)”. 

 

2. OBJECTIVE 

 

The purpose of this program is to address critical human resources challenges in Ethiopia’s 

health sector. The program will build on the work carried out under the Strengthening Human 

Resources for Health (HRH) Cooperative Agreement (AID-663-A-12-00008) that was awarded 

to Jhpiego in 2012.  The Health Workforce Improvement Program will work with the Ministry of 

Health (MOH) and Ministry of Science and Higher Education (MOSHE) at the national level and 

their respective structures at the sub-national levels (regional, zonal and woreda levels), Higher 

Education Institutes (HEIs) levels that provide healthcare education at national and sub-national, 

and targeted health worker professional associations to improve the quality of Ethiopia’s health 

workforce. The focus areas of this Activity are:  

 

i. Institutional and individual capacity building to improve the quality of pre-service 

education for priority clinical cadres to improve the competency of clinical health 

workers,  

ii. Improve the human resource for health management and regulation capacity of 

national and sub-national entities. The program will target program managers at 

MOH, Regional Health Bureau (RHB) and District Health Office; and faculty at 

HEIs, building their leadership, management and governance capacity for human 

resource development and management.  

iii. Improve the generation and utilization of evidence to inform HR planning, 

development and management 

 

Moreover, the program will reduce gender disparities in the health workforce by addressing 

gender challenges during health workforce development, deployment and management. The 

Activity will work with gender office in HEIs to provide appropriate technical and financial 

incentives to overcome gender barriers. 

 

As a result of Health Workforce Improvement Program interventions, Ethiopia’s healthcare 

workforce will be better qualified, better managed and more motivated to provide effective 

healthcare services to all segments of the Ethiopian population. Structural interventions will 

ensure that the gains are sustainable and that Ethiopia’s health workforce will be available, 

accessible, and capable of delivering quality healthcare services that meet the Government of 

Ethiopia’s (GOE) goal of providing universal health care to all citizens. 
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3. BACKGROUND 

 

Relevant background is provided below relating to:  (a) the global framework for HRH; (b) the 

HRH context in Ethiopia; (c) USAID’s role in HRH both globally and in Ethiopia, and (d) 

alignment of USAID’s HWIP with USAID/Ethiopia’s recently developed strategic priorities for 

its next Country Development Cooperation Strategy. 

 

a. Global Framework for HRH 

 

Following the May 2014 World Health Assembly (WHA) Resolution WHA 67.24 titled 

“Follow-up of the Recife Political Declaration on Human Resources for Health: renewed 

commitments towards universal health coverage,” the World Health Organization (WHO) 

developed a Global Strategy on Human Resources for Health: Workforce 2030.  Launched in 

2016, the strategy summarizes the essential role of an adequate health workforce for achieving 

the health priorities of the post-2015 agenda for sustainable development and universal health 

care. The strategy notes that goals such as ending AIDS, tuberculosis and malaria; dramatically 

reducing maternal mortality; ending preventable deaths of newborns and children under-5; and 

providing universal health care all require a transformation of workforce capability. The strategy 

then highlights four objectives that policy makers must consider when setting human resource 

policy:  

 Optimize the performance, quality, and impact of the health workforce; 

 Align investments in human resources for health with the current and future needs of the 

population and health systems, taking account of labor market dynamics and education 

policies, to address shortages and improve distribution of health workers;   

 Build the capacity of institutions at subnational, national, regional and global levels for 

effective public policy stewardship, leadership and governance of actions on human 

resources for health;     

 Strengthen data on HRH for monitoring and ensuring accountability of implementation. 

 

WHO’s global strategy, endorsed by member states, advocates for the adoption of a National 

Health Workforce Account (NHWA) as a harmonized, integrated approach for annual and timely 

collection of health workforce information? With reliable HRH information provided by NHWA 

in hand, countries will be able to better plan, implement, and monitor workforce policies. 

 

WHO’s global strategy is complemented by the 2016 report of the United Nations High Level 

Commission on Health Employment and Economic Growth (HEEG Report).  The Commission 

was tasked with making recommendations to stimulate and guide the creation of at least 40 

million new jobs in the health and social sectors, and to reduce the projected shortfall of 18 

million health workers, primarily in low and lower-middle income countries, by 2030.  It aimed 

to make health employment and education top priorities of political leaders around the world and 

inspire action by framing health as an economy as well as a system. The Commission notes that 

the health economy is a strong force for inclusive economic growth. First, the rapidly growing 

health sector creates much needed education and employment opportunities, including for 

women and youth. Second, a healthy population is more productive; it is estimated that the 

https://www.who.int/hrh/resources/globstrathrh-2030/en/
http://www.who.int/hrh/com-heeg/en/
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returns on investments in health are around 9 to 1. The Commission outlined six 

recommendations related to what needs to be changed in health employment, health education, 

and health service delivery to maximize future returns on investments and four recommendations 

focusing on how to enable the necessary changes. Citing the urgency of meeting the global need 

for a qualified health workforce, the report called on national leaders to commit budgetary 

resources to transformative education, skills and job creation and to accelerate the 

implementation and reporting of National Health Workforce Accounts. 

 

b. HRH Context in Ethiopia 

 

Health indicators in Ethiopia, particularly those related to child health and malaria, have 

improved significantly in the past decade.  A comparison of the 2016 to the 2005 Ethiopian 

Demographic Health Survey (DHS) indicates that:  

 Infant mortality has decreased from 77 deaths to 48 deaths per 1,000 births 

 Under-five mortality has decreased from 123 deaths to 67 deaths per 1,000 births 

Furthermore, the total fertility rate decreased from 5.5 children per woman in 2000 to 4.6 

children per woman in 2016 and maternal mortality declined from 676 maternal deaths per 

100,000 live births in 2011 to 412 per 100,000 in 2016. These improvements are due, in part, to 

improvements in government policy and the health workforce.  Most significantly, the 

government’s Health Extension Program, launched in 2004, deployed some 38,000, mainly 

female, government-salaried health extension workers (HEW) across the country. The HEWs 

play a major role in increasing community access to essential health care packages and 

mobilizing communities around health interventions. The program’s referral system also 

broadened access to care at secondary and tertiary levels.   

 

Significant investments in human resources training and development between 2009 and 

2017/2018 (EFY 2009) also played a major role in improving Ethiopia’s health statistics. The 

attention given to improving and expanding health workforce training for various cadres of 

health professionals resulted in the following key achievements in this period:  

 The number of medical schools increased from 7 to 35 and midwifery teaching 

institutions increased from 23 to 49;  

 Annual enrollment in medical schools increased from 200 to 2,124;  

 The number of physicians in the country increased from 1,540 to 7,503; and 

 The number of midwives increased from 1,270 to 8,413.  

Health workforce density (health professionals to population ratio) increased from 3 per 10,000 

populations to 9 .0 per 10,000. Women continue to be underrepresented in the health workforce 

at the professional and mid-level categories, including in professions such as nursing, which is 

traditionally considered a female domain. Health extension workers, on the other hand, are 

predominately female. Reasons for the poor representation of females in the professional health 

workforce could include factors such as lower educational completion rates for females, family 

responsibilities, or cultural biases. 

 

The GOE’s approach to HRH is guided by its Human Resources for Health Strategic Plan (HRH 

SP) 2009-2025 (Please refer to appendix 1).  The goal of the plan is “To ensure that skilled and 

motivated health workers are available to provide universal access to healthcare in Ethiopia.” 

Its objectives are to: 
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 Strengthen HRH policy, planning and partnership in Ethiopia 

 Ensure the number of health care workers is increased to meet the minimum density 

threshold as recommended by WHO. 

 Maintain an appropriate skill mix of health workers with competences relevant to the 

needs of the population by 2025. 

 Ensure equitable redeployment and distribution of the health workforce. 

 Attract and retain health professional including measure for improving their remuneration 

and their working and living conditions. 

 

At the third Global HRH Forum in November 2013, Ethiopia renewed its commitment to ensure 

Universal Health Coverage for its population and made two broad commitments to: 

 Scale-up quality pre-service education of HRH focusing on those cadres in critical 

shortage 

 Improve human resources for health planning and management capacity  

 

In July 2015, the HRH SP was updated to reflect accomplishments between 2009 and 2014 and 

to align the plan’s priorities and targets with the Government’s fourth Health Sector 

Transformation Plan (HSTP), (Please refer to appendix 2). ‘Ethiopia’s Path Towards Universal 

Health Coverage through Primary Health Care exercise’, other global commitments, and to 

address issues of healthcare worker motivation and retention.   

  

The updated plan and a situation analysis exercise conducted in late 2013 indicate that, in spite 

of major accomplishments, significant human resources development and management 

challenges continue to exist.  

 Imbalances in geographical distribution and professional skills mix: geographic 

imbalances and the skills mix of the available health workforce challenge health service 

coverage.  

 Human Resources Management: The Human Resource Information System (HRIS) is not 

generating up-to-date data for planning and evidence-based management decision-

making.  In addition, targets related to health workforce motivation and retention has not 

been met despite incentives implemented by the MOH and Regional Health Bureaus.  

 Health Workforce Regulation: Structures and institutions have been created for health 

workforce regulation, but the capacity of these institutions is limited.    

 

The revised HRH SP therefore identified eight strategic priorities for Ethiopia for 2016-2025:     

 Scale up education and training of health workers.  

 Improve the imbalances in professional skill mix and geographic distribution.  

 Improve quality of pre-service education and in-service training.  

 Strengthen leadership and governance capacity of the health workforce.  

 Optimize the utilization, retention and performance of the available health workforce. 

 Improve health workforce information and the generation of evidence for decision-

making 

 Strengthen HRH regulatory capacity  

 Strengthen health workforce partnership and dialogue 
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For the last two decades, the GOE has aligned its budget with poverty reduction priorities. 

Between 2006/07 and 2015/16, national on-budget health expenditure increased 2.5 fold in real 

terms. Over the last decade, nearly 59 percent of total national health care spending was 

allocated to finance capital expenditure (UNICEF National Health Budget Brief).  HRH accounts 

for close to 80% of MOH’s recurring budget at the regional level. While it is anticipated that the 

GOE will continue to prioritize poverty reduction and that the budget allocation for health will 

be stable or grow, the pressure of providing health care services to a growing population is 

immense. Actions that improve the efficiency and effectiveness of the health workforce can help 

to alleviate some of this pressure.   

 

c. USAID Role in HRH  

 

Health systems strengthening (HSS) has been at the core of USAID’s global health programming 

for the last twenty years.  Traditionally, HSS efforts have been incorporated into disease specific 

programs.  However, in 2015 USAID issued the Vision for Health Systems Strengthening 

(VHSS) and began to focus its approach to HSS on concrete, integrated projects that would help 

achieve USAID’s strategic priorities of preventing child and maternal deaths, controlling the 

HIV/AIDS epidemic, and combating infectious diseases. Countries’ HRH capacity is critical to 

advancing and sustaining achievement towards these strategic priorities, and this is further 

evidenced by the inclusion of HRH as one of the six critical health system functions in its Vision 

for HSS. USAID has over 30 years of investment and technical leadership in human resources 

for health with comprehensive HRH programming currently spanning more than 25 countries. 

USAID’s 30-year history in workforce development has evolved to a more comprehensive focus 

on HRH that is aligned with the WHO’s Global Strategy on Human Resources for Health: 

Workforce 2030 and the report and recommendations from the High-Level Commission on 

Health Employment and Economic Growth (HEEG). USAID leverages its expertise in 

education, youth workforce development, economic growth, and ability to catalyze private sector 

engagement to further health and social workforce advances in order to strengthen countries’ 

health status, inclusive growth, and self-resiliency. Building on this commitment, in 2015 

USAID launched the Human Resources for Health in 2030 (HRH2030) project to help countries 

build sustainable solutions to health workforce challenges. 

 

In Ethiopia, USAID has been supporting various aspects of HRH, particularly the training of 

various cadres of health care workers, since the early 1990s.  In 2012, the Mission developed and 

began implementing a comprehensive program focused exclusively on strengthening HRH in 

Ethiopia as a means of improving health services delivery and health outcomes. 

 

The Strengthening Human Resources for Health program, implemented from 2012 to 2018, by a 

Jhpiego-led consortium, was tasked with: 

 Improving HRH management 

 Increasing the availability of midwives, anesthetists, health extension workers and other 

essential health workers 

 Improving the quality of pre-service education and in-service training of health workers 

 Conducting program learning and generating research and evaluation evidence on critical 

HRH issues. 

 

https://www.usaid.gov/sites/default/files/documents/1864/HSS-Vision.pdf
https://www.usaid.gov/sites/default/files/documents/1864/HSS-Vision.pdf
https://www.hrh2030program.org/
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A summarized list of accomplishments of the HRH program includes: 

 Supported the development of a 10-year National HRH Strategic Plan to guide HRH 

program planning and implementation. 

 Advocated for the creation of more than 1,300 new HR Management positions within the 

MOH and regions contributing to improved HR management capacity at all levels of the 

health system. 

 Supported establishment of national and regional HRH forum, with government and non-

government membership, as a platform for coordination, harmonization and alignment of 

HR efforts and enhancing self-reliance through private sector engagement. 

 Developed and/or re-designed over 40 curricula for midwifery, anesthesia, HEW, 

nursing, medicine, biomedical, public health, and others 

 Supported establishment of Educational Development Centers (EDC) in public higher 

education institutions to lead and coordinate quality assurance and program monitoring 

and evaluation activity. 

 Assisted the government to establish 50 In-service training (IST) sites within GOE 

institutions, helping to move away from delivering IST in hotels and gradually 

institutionalize trainings into teaching hospitals, research centers, etc. 

 Improved performance management practices through Balanced Score Card (BSC) 

training, experience sharing visits, semi-annual/annual appraisals, and reward/recognition 

events 

 Supported the development of close to 30 policies and regulations at federal and regional 

level, thereby improving the HRH management practice. 

 Increased retention; enhanced commitment and capacity of women in healthcare 

education programs through financial aid, recognition, tutorials, and other support 

 Supported the development of Continuing Professional Development (CPD) legal 

framework and implementation guide to improve quality and competency of health 

workers. 

 Completed a robust research agenda and applied results to programming 

 Developed accreditation  standards for 12 university and 6 TVET programs and trained 

388 quality assessors 

 Strengthened clinical training through collaborations with clinical sites to repair 

equipment, better equip preceptors, and ensure use of national service delivery guidelines 

 Trained and improved the skills of 2,717 human resource staff from all levels of the 

health system 

 Supported improved staff motivation and retention by advocating for the provision of 

opportunities for training and education, performance-based reward/recognition, and 

improving the work climate 

 Supported finalization of a National Scope of Practice for 15 cadres of health workers 

 Promoted the adoption of competency-based curriculum 

 Supported the development and piloting of a licensure exam for medical, health officer, 

nursing, midwifery and anesthesia university graduates. 

 

The end-line evaluation of the current HRH award reconfirmed the above achievements. It 

highlighted that the Activity was effective in bringing the HRH agenda to the forefront of 

regional and federal governments’ agendas and helped to strengthen human resources 
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management. It is not only the source of the new thinking behind the latest approaches to 

implementing quality improvement but also contributed to strengthening the quality of pre-

service education in health science colleges through its investment in curriculum development 

and revision, the establishment of functioning Educational Development Centers, and financial 

and material support. 

 

The same evaluation also highlighted some of the major challenges the HRH program continues 

to face. Quality control measures and regulation of professional practice conducted both at the 

pre-service training institutions and service provision levels remain weak primarily due to the 

varying degrees of implementation particularly at public institutions. The In-service Training 

(IST) centers have limited infrastructure to provide quality training. Activities of the IST centers 

are not also fully institutionalized and standardized. 

 

With regards to improving quality of pre-service training, despite the many and innovative works 

done in the training institutions, a number of challenges remain to implement quality 

improvement interventions. The following challenges were highlighted in the HRH end-line 

evaluation: 

 Resistance from the conventionally-trained trainers to shift the conventional curriculum 

to a competency-based curriculum 

 Increased enrollments in training institutes having a negative impact on the quality of 

training due to a mismatch between infrastructure constraints and other inputs versus the 

number of trainees. 

 The implementation and provision of rigorous university pre-training curriculum and the 

required faculty development to sustain these programs is challenging due to high 

turnover of staff and time required to build the capacity of young faculty members 

through mentoring and training. There is also a critical shortage of preceptors at many 

training institutions. 

 

With regards to regulation of health workforce as well as the training institutions, double-

standards exist where only the private training institutes are highly scrutinized for meeting 

standards while the public sector is not strictly monitored to ensure regulatory standards are met. 

Moreover, despite having two regulatory authorities at federal level (HERQA, for higher 

education institutions and FMHACA, for professionals), their regulation capacity remains a 

major challenge for improving the quality of training institutions, advancing the professionalism 

of health workers and ensuring responsiveness of health providers. The lack of uniform 

enforcement of regulation standards across public and private institutions or professionals along 

with the limited capacity of both regulatory institutions, regulatory functions are highly 

compromised. Both institutions do not have the information systems, staffing and structures at 

regional levels to effectively enforce regulations. 

 

Additional information on achievements of the HRH program can be found in the HRH final 

evaluation, in HRH annual and quarterly reports, and in the compendium of research 

publications and presentations. 

   

Because some of the initiatives of the Strengthening Human Resources for Health program are in 

early  stages, they are not yet fully institutionalized. In addition to the HRH activity, 
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USAID/Ethiopia implements other programs – in the health and other sectors – that complement 

investments in Ethiopia’s HRH sector.  These include: 

 

 Health financing program: The overall goal of this activity is to further strengthen the 

health financing functions and systems to support Universal Health Coverage (UHC) of 

quality PHC services for Ethiopian citizens with reduced financial barriers.  

 Transform Primary Health Care: This activity seeks to contribute to the health sector’s 

broad goal of ending preventable child and maternal deaths through integrated and 

improved engagement with the Government of Ethiopia public health sector actors. It 

focuses primarily in the areas of maternal, newborn and child health (MNCH); family 

planning (FP) and reproductive health (RH); and malaria within Ethiopia’s four major 

regions: Amhara, Oromiya, Southern Nations, Nationalities and People (SNNP) and 

Tigray. 

 Transform Health in Developing Regions:  This activity is implemented in the four 

developing regional states of the country - Afar, Benishangul Gumuz, Ethiopia Somali 

and Gambella regions- with the objective of increasing the numbers of healthy mothers 

with successful birth outcomes; expanding access and uptake of family planning; 

increasing numbers of healthy newborns; and sustaining gains already achieved in 

reducing under-five mortality. The Activity will implement its activities through women, 

children and girls-centered lens, under a three pronged strategic approaches focusing on 

i) Increased access to integrated quality high impact MNCH/FP services; ii) Increased 

health seeking behavior enhanced by reduced gender inequalities; and iii) Improved 

evidence-based decision making and program learning; all with the overall goal of 

strengthening the regional health systems. 

 Private Health Sector: The Private Health Sector Program (PHSP) supports the Ethiopian 

Federal Ministry of Health and regional health bureaus in making the private health 

sector an indispensable component of the national health care delivery system. PHSP 

works to enhance geographic and financial access to key public health services through 

the private sector, establishing a policy environment that enables private sector delivery 

of the services, supporting continuous quality improvement of the services to increase 

demand for affordable and high-standard services by informed and proactive consumers 

further leading to self-reliance. PHSP connected the public health sector with private 

facilities through public private partnerships to expand the reach of four essential public 

health services - tuberculosis (TB), HIV and AIDS and other sexually transmitted 

infections, family planning, and malaria. 
  

d. Alignment with USAID’s Country Development Cooperation Strategy 

 

USAID/Ethiopia just finalized its next generation five-year Country Development Cooperation 

Strategy (CDCS).  The Mission’s overall development hypothesis that has guided strategic 

thinking is that if Ethiopians are healthier and better educated they will be empowered to drive 

Ethiopia’s socio-economic development. 

 

The goal of the CDCS is:  By 2035, Ethiopia will be more prosperous, inclusive and self-reliant, 

with increasingly empowered citizens driving effective and accountable roles in governance, 

poverty reduction, and improved crisis management. The goal will be supported by strategic 
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principles  that focus on  citizen empowerment, household and community resilience and well-

being, and  more effective and accountable systems and institutions at all levels.    These, in turn, 

will be supported by development objectives around the themes of reducing risk/impact of 

disasters, increasing the resilience of vulnerable populations, expanding economic growth, and 

improving health and education outcomes.  

 

The Health Workforce Improvement Program (HWIP) directly contributes to the focus on health 

and education outcomes. The program will help optimize the health workforce; strengthen the 

leadership, management and governance capacities of individuals and institutions involved in 

both managing human resources for health and training new healthcare workers; and improve 

workforce responsiveness, thus improving the overall quality of the health workforce and 

strengthening the national health system – all of which will lead to improved health outcomes for 

the Ethiopian population. HWIP also contributes to the objective to increase the resilience of 

vulnerable populations, as both a healthy population and a stronger health system are more 

resilient to shock. As outlined in the HEEG report, investments in the health workforce, also 

contribute to economic growth through job creation and education—usually greatly benefiting 

women and youth.  And, a healthier population is more productive and better able to contribute 

to economic growth.  Finally, the Health Workforce Improvement Program also supports the 

Mission’s priority of reducing gender inequities.   

 

 

4. GENERAL ACTIVITY GUIDANCE 

 

The following provides the operational guidance that will be critical for the successful and 

sustainable implementation of this program.  These include: overarching guiding principles; the 

collaborating, learning and adapting approach; geographic scope; funding sources; gender 

considerations; overall technical approach; and the management approach.  

  

a. Overarching Guiding Principles 

 

The overall purpose of this program is to improve the capacity of Ethiopia’s health workforce to 

deliver quality health services to achieve universal health care. To achieve this purpose, 

interventions under this award must: 

 Be in line with GOE national HRH targets and objectives:  Support the HRH SP, the 

HSTP and subsequent Health Sector Transformation Plans, and other relevant 

government plans and priorities. 

 Maximize efficiencies:  The recipient should seek efficient means to achieve desired 

outcomes, minimizing costs and efforts.  

 Build on past investments and promote evidence-based practices adapted to Ethiopia:  

The recipient should build on the considerable successes and achievements of the HRH 

program, the knowledge it generated, and its monitoring and evaluation tools. Proposed 

interventions should be based on evidence-based best practices in HRH management, 

planning and monitoring, adapted to the Ethiopian context. In addition, recipient should 

make use of and adapt for use in Ethiopia existing tools, materials, curricula, data, data 

bases, research, and other knowledge.   
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 Coordinate with, collaborate with, and leverage the activities of other USAID-funded 

partners:  The programs supported by other USAID partners are often complementary to 

those of the HWIP and can contribute toward achievement of HRH follow-on objectives. 

Specific USAID partners include, but are not limited to:  Abt, the recipient of the new 

health financing activity; Amref, as implementing partner for the Transform Health in 

Developing Regions activity; Pathfinder, implementing partner for the Transform 

Primary Health Care activity; Abt Associates, implementing partner for the PHSP, the 

awardee of the USAID eHIS follow on award; and others as needed.  

 Work closely with other bilateral and multi-lateral donors:  While no other bilateral or 

multilateral donors are specifically supporting HRH in Ethiopia, recipients will be 

expected to collaborate with other donor programs, when relevant.  In particular, 

recipients should be familiar with and align activities with programs supported by Center 

for Disease Control (CDC)/Ethiopia. 

 Avoid duplication of efforts:  Activities should not duplicate or overlap with the 

investments of other USAID partners, other donors, or the GOE. Recipients should 

engage in effective coordination and collaboration to ensure that this does not happen. 

 Promote Public Private Partnerships (PPPs):  Collaborate with the private sector on 

practicum training activities. 

 Address gender inequities:  Gender inequities influence many health and development 

outcomes in Ethiopia.  The design, implementation and monitoring of all interventions 

should be considered through a lens that prioritizes gender-based concerns. 

 Increase local capacity and commitment, promote sustainability, and build resilience:  

recipient should demonstrate how proposed interventions will build local capacity in 

HRH and lead to sustained capabilities to manage, plan and monitor the health workforce 

as well as weather shocks and crises. 

 

b. Collaborating, Learning and Adapting (CLA) 

 

USAID is integrating CLA best practices into all aspects of its operations and programming to 

achieve better development results. This involves strategic collaboration, systematic and 

continuous learning, and adaptive management.  CLA asks:  

 Do you take the time to think critically about your work?  

 Are you strategic in who you collaborate with, what you’re learning, and  

 Do you use those learnings to change accordingly? 

 

While CLA is not a new idea, these practices often do not occur regularly, are not systematic, 

and not deliberate. CLA is not a different or extra work stream or done for its own sake. It is a 

different way of approaching program design and making implementation as effective as 

possible to maximize development impact. Strong CLA practices vary with organizational 

culture, program contexts, and their enabling environments. CLA practices need to be tailored 

where investments at different levels of the health sector and the enabling environment are 

implemented by different implementing partners. 
  
Partners can achieve this intentionality by identifying knowledge gaps in their program’s theory 

of change or by filling gaps in the evidence that designers used when creating the program. The 

intentionality may be achieved by creating and taking opportunities for stakeholders to track 
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progress, discuss challenges, opportunities, and changes in context. Another opportunity to be 

intentional emerges as collaboration opportunities are created or required, especially if 

USAID/Ethiopia or Washington stakeholders are involved.  
 

ADS 201.3.4.10.B describes potential approaches to CLA that include, but are not limited to:  

 Having partners identify knowledge gaps in the theory of change for their 

program or in their technical knowledge base and supporting them in 

identifying and implementing ways to fill these gaps;  

 Planning for and engaging in regular opportunities for partners to reflect on 

progress, such as partner meetings, portfolio reviews, and after-action 

reviews. These opportunities may focus on challenges and successes in 

implementation to date, changes in the operating environment or context that 

could affect programming, opportunities to better collaborate or influence 

other actors, and/or other relevant topics;  

 Encouraging or requiring partners under a program to collaborate, where 

relevant. Collaboration activities may include joint work planning, regular 

partner meetings that facilitate knowledge sharing, and/or working groups 

organized along geographic or technical lines. These activities require time 

and resources, and appropriate resources should be budgeted;  

 Involving implementing partners in the USAID learning activities, such as 

portfolio reviews or stocktaking efforts, as appropriate; and  

 Using the knowledge and learning gained from implementation as 

opportunities to reflect on performance, monitoring data, evaluations, 

knowledge about the context, and other sources to adjust interventions and 

approaches as needed.  

 

These practices need to drive decision-making and program adjustments in an intentional way 

that responds to new information and changes in context. 

 

Recipients should describe how they will integrate CLA into their programming to ensure that 

information and knowledge is shared among the recipient and any sub-partners, that 

collaboration takes place, and that knowledge gained is used to adjust interventions and 

approaches, when needed. 

 

c. Geographic scope 

 

The Health Workforce Improvement Program will be national in scope and work at the federal 

and regional level with selected higher education institutions. At the federal level, the primary 

focus will be supporting the federal institutions including MOH, Ministry of Science and Higher 

Education, the federal regulatory agencies and selected federal institutions.  At the regional level, 

the recipient is expected to support the RHBs and the regional regulatory systems. In supporting 

training institutions, the recipient is expected to show a prioritized approach where focus is given 

to the new generation of universities to support major changes in curriculum to improve the 

overall capacity of graduate students. For example, given the receptiveness of the new 

universities for changes, new universities could be targeted for the introduction of competency-

based curriculum. Some of the interventions should also be targeted at certain tiers of the health 
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system (e.g. region level) to ensure a focused and targeted support. For example, support for 

HRM interventions could be implemented primarily at the national and regional levels.  

Similarly, interventions in different geographic areas and at different educational institutions 

may vary, based on need.  Recipients should indicate an approach to determining what 

interventions will be required for different tiers, geographic areas, and educational institutions. 

 

d. Funding sources 

 

USAID will fund the Health Workforce Improvement Program which will run for up to  5 years 

(estimate: December 2019 – November 2024), with an initial award of three years and renewal 

grant for two years based on performance of the first three years.  The life of project funding is 

estimated at $39.5 million. The source of funding for this Activity will be from MCH, FP/RH, 

TB and malaria resources. 

 

e. Gender considerations 

 

Gender inequalities influence many health and development outcomes in Ethiopia. 

USAID/Ethiopia is committed to addressing these inequalities throughout its programs. A gender 

assessment was conducted to provide the Mission with guidance on how to build on its current 

work in gender programming. Many programs in the current USAID/Ethiopia portfolio are 

working to challenge the gender inequitable norms and practices that undermine health. 

 

Given this program’s focus on human resources for health, gender concerns must be taken into 

account in all aspects of the program. As noted in the HEEG report, jobs in the health sector tend 

to be inclusive of women, and many health sector positions are located in rural and remote areas, 

where women often lack opportunities for employment. Nevertheless, gender biases, physical 

and sexual violence, and other forms of harassment remain important challenges for health 

workers. For example, female human resource managers may encounter different challenges than 

men when hiring, evaluating, disciplining, firing, or transferring personnel and the work of some 

female health workers is often undervalued.   

 

Both male and female HRM professionals must be sensitive to gender concerns when dealing 

with the health workforce.  Although the majority of health workers are women, women are not 

as well represented in management positions in the health sector.  Fewer women than men are 

admitted to pre-service training for healthcare positions and those that are admitted may require 

additional support and mentoring above that provided to men to succeed. Because little data 

exists on gender concerns in the HRH field, gender integration and challenges should be 

integrated into research topics. The design, implementation and monitoring of all health 

workforce improvement activities should be considered through a lens that prioritizes gender 

issues and concerns.   

 

Promoting gender equality and advancing the status of women and girls is vital to achieving 

USAID development objectives. In addressing gender issues in the Health Workforce 

Improvement Program, Applicants are required to review existing gender analysis done to date 

and plan to conduct additional gender analysis as needed at the beginning of program 
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implementation and develop clear strategy to address identified issues. The review of existing 

studies or the additional gender analysis should identify:   

 Relevant gender gaps in the status and anticipated levels of participation of women 

and men that could hinder the key results to be achieved by the program, 

 Key gender inequalities or needs for female empowerment that could be addressed 

through the program, and 

 Any potential differential effects (including unintended or negative consequences) on 

women and men. 

 

f. Technical Requirements 

 

Recipients will design and manage interventions that will improve the capacity of Ethiopia’s 

health workforce by addressing constraints to effective and efficient human resource 

management and training. The program will build on the achievements of the previous USAID 

programming and institutionalize several of the interventions that were initiated under that 

program. (Please refer to the Development Experience Clearinghouse (https:/dec.usaid.gov) for 

the end line evaluation which contains the list of interventions). Human resource management 

approaches will be evidence-based and based on global best practices and international standards 

that lead to optimal use of limited human resources. Approaches to training will emphasize 

creating the conditions that lead to and sustain quality education facilities able to graduate 

competent male and female healthcare providers with an appropriate mix of skills. The recipient 

is expected to propose and support prioritized higher education institutions to introduce 

competency-based training, both in public and private institutions. Interventions related to 

certification and licensure regulations will help ensure that standards are implemented and 

maintained. The recipient is not expected to directly conduct in-service or continuing 

professional development trainings, but rather should propose an innovative mix of interventions 

that will improve the quality of in-service training provided by public and private institutions. 

Moreover, innovative sub-granting approaches are needed to ensure local capacity development 

and sustainability of certain interventions like the Leadership,  Management and Governance 

training that is offered to senior, mid and low level managers.  Data and research-related 

interventions will build local capacity, fill knowledge gaps, and provide critical information that 

will allow HRH decision makers to better plan and manage the health workforce. Innovative 

approaches will be required to ensure full institutionalization and sustainability of gender-related 

interventions at Higher Education Institutes. All proposed interventions should build local 

ownership, capacity, and sustainability and reduce gender inequities.   

 

The Activity shall also include an opportunity to experiment and learn through “high-risk/high-

return” interventions that attempt to unblock those seemingly intransigent obstacles with a small 

but dedicated innovations fund. High-risk/high-return means activities are those that, if 

successful, could be “game changers” (high-return) towards improved progress in an area of 

implementation, but as relatively untested approaches, also have a risk of failure (high risk). A 

small portion of the Activity's funds will be used for this purpose. Applicants should use their 

discretion to propose a reasonable amount to meet this requirement. The innovation should 

demonstrate a clear link to the goal/outcomes and should identify the probability for being a 

game-changer.  
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g. Management Requirements 

 

The recipient will propose a comprehensive program management plan that enables achievement 

of all intermediate results under the health workforce improvement program. The recipient is 

required to utilize the appropriate mix of managers, technical experts, and administrative staff at 

the national and regional levels. The staffing level and pattern should be  modified over time as 

needed to provide effective support to field efforts as they evolve.  

 

The recipient’s staff, taken as a whole, must have qualifications, skills and experience in:  

 Management and administration of  USG or other similar size/type donor-funded 

programs; 

 Technical knowledge of HRH, including technical expertise related to all facets of human 

resource management, pre-service training, in-service training, continuing professional 

development, data use and management, quality improvement, research, and professional 

licensure; 

 Capacity building approaches and measurement, including leadership, management and 

governance; 

 Gender-sensitive programming; 

 Partnerships with governments institutes, higher education institutions, professional 

associations, local organizations, and private sectors; and  

 Monitoring, evaluation, and research methods for measuring program effectiveness and 

impact.  

 

h. Local Partner Engagement 

The recipient is expected to engage relevant local partner(s) in the implementation of the 

Health Workforce Improvement Program. Proposed areas of engagement may include the 

development/design, implementation and monitoring of Continuous Professional 

Development program and review of CPD proclamation, among others. The recipient is 

expected to transfer up to 10% of its award to local partner(s) through sub-grant to carry 

out these activities. Capacity building of the local partner(s) to engage in this activity will 

begin starting from the first year. By the end of the third year, the prime recipient is 

expected to have built capacity of the local partner(s) so that USAID will make direct 

grants to the local partner(s). 

 

i. Transition/Exit Strategy 

The recipient must propose clear plan to sustain efforts and gains made through a clear 

transition plan. The recipient should outline how each intervention will continue to run 

with little or no external support after the project phases out.  

 

5. ACTIVITY DESCRIPTION 

 

This section describes the interventions envisioned under this Activity. The activity purpose and 

the strategy for achieving results, as illustrated in the Results Framework, are discussed below. 

Under this activity, USAID/Ethiopia seeks to improve the quality of Ethiopia’s health workforce 

to achieve improved health outcomes across the country.     
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Results Framework for the Health Workforce Improvement Program  

 
  

DO4: Gender Equitable health and education outcomes advanced. 

DO2: Increased resilience of vulnerable populations to key shocks 

 

Goal: Quality of Ethiopia's Health Workforce 
improved to promote Universal Health Care 

Result 1: Competency of the 
health workforce improved  

1.1  Quality of pre-service 
education improved 

1.2 Regulation of Higher 
Education Institutions 

strengthened 

1.3 System for providing 
and monitoring in-service 
training institutionalized 

Result 2:  Health Workforce 
management and regulation 

capacity improved 

2.1 Capacity of Managers 
to plan and manage the 

HRH workforce built  

2.2 National system for 
health workforce 

regulation strengthened 

2.3 Leadership, 
Management and 

Governance capacity of 
local institutions 

strengthened at all levels 

Result 3: Evidence-based decision 
making institutionalized 

3.1 Federal and Regional 
entities supported in 

generating HRH-related 
evidence 

3.2 HRIS strengthened 
for generation of 

routine information on 
HRH 

3.3 Use of evidence to 
inform policy and 

programming 
facilitated  
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The purpose of the HWIP is to augment management and implementation capacity of GoE 

entities to improve HRH management practices and address the low competency of health care 

workers.  The development hypothesis is that a better managed and more capable health 

workforce will provide improved health services, which will lead to better health outcomes for 

Ethiopians. This program will focus on the “supply” side of health by ensuring that quality health 

services are available to the Ethiopian population.  Other USAID/Ethiopia, government and 

donor programs focus on the “demand” side, addressing issues of knowledge, access, and 

utilization of services. 

 

As indicated in the results framework, the purpose of the health workforce improvement program 

will be achieved through three inter-related results, each with several intermediate results.  The 

specific context, expected results, illustrative activities, and illustrative indicators relating to each 

result are described below. 

 

a. Result 1: Competency of the health workforce improved  

 

I. Context 

 

A well trained workforce, capable of providing quality healthcare service delivery, demands that 

both training institutions and individual health care workers meet and maintain quality standards, 

from leadership levels to the lowest ranked worker.  

 

Over the past few years, in response to a deliberate GOE effort to increase the number of 

healthcare professionals available in the country, Ethiopia has made remarkable progress in 

expanding the number of facilities offering health care-related pre-service training. This 

successful strategy resulted in dramatic increases in the numbers of health officers, midwives, 

medical doctors, human resource managers, and other critical health cadres. However, the 

expansion has been so rapid that infrastructure, faculty, and regulatory capacity has often been 

outpaced, compromising the quality of pre-service education.    

 

Gaps in pre-service education include: 

 Shortage of experienced and motivated male and female faculty  

 Insufficient educational resources and infrastructure 

 Use of curricula that does not sufficiently develop relevant and practical competencies to 

meet current or forecasted needs aligned to the provision of universal health care 

 Lack of gender-sensitive support for female students 

 Weak collaboration between academic institutions and practicum sites 

 Lack of standards and insufficient skill levels among preceptors at practicum sites 

 Insufficient capacity and commitment for quality improvement 

 Lack of academic leaders focusing on improving the quality of education 

 Weak institutional capacity for accreditation, quality assurance and regulation  

 

Similarly, there is weak capacity and commitment to support the development, provision and 

monitoring of both standardized in-service training (IST) and continuing professional 
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development (CPD).  Neither health workers nor employers fully embrace the need for lifelong 

learning to build capacity in new areas and skills. Important steps in strengthening IST made 

under the HRH program include the development of IST guidelines and directives.  Other 

challenges include: 

 

 Local capacity to assess and aggregate needs from bottom up is weak 

 Capacity to develop and provide IST is weak 

 Planning, coordination and monitoring of in-service training is weak  

 Government and private employers do not allocate resources for staff development 

 

Ethiopia’s lack of standardized national licensing exam a licensure and re-licensure system 

compounds the lack of commitment to IST and CPD.  At present, any student graduating from 

pre-service training is able to begin practicing, without having to pass a national licensing exam. 

This is particularly problematic given the lack of standardization in pre-service training and the 

varying quality of pre-service training institutions. The HRH program piloted a licensure exam 

for health officers, medical doctors and midwives that was well received, but has not been 

institutionalized. As of yet, there is no policy on licensure.  

 

II. Expected outputs for Result 1 

 

 Clinical and pedagogic skills of faculty improved  

 Competency-based curriculum is routinely used for all essential health cadre training in 

selected universities and regional health science colleges 

 Quality improvement/quality assurance plans routinely developed and implemented in 

higher education institutions 

 Students graduate with the skills and knowledge required to provide quality health care 

and health care management 

 Pre-service training institutions meet national standards and are accredited 

 Preceptors in practicum sites meet guidelines 

 National Licensing Exams institutionalized for priority healthcare cadres 

 Gender balance of instructors in higher education institutions improves 

 Gender balance of students completing pre-service training improved 

 Student admission system improved 

 IST guidelines and directives in use at all health facilities 

 Tracking system for IST used at all levels of health system 

 

III. Illustrative activities for Result 1 

 

Illustrative activities are set forth below for each IR under Result 1. 

 

IR1.1:  Quality of pre-service education improved 

 

 Expand use of competency-based curriculum for health officers, midwives and medical 

doctors 

 Institutionalize educational quality improvement systems in higher education institutions 
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 Reduce gender disparities in recruitment and retention in higher education institutions  

 Work with the Federal Ministry of Education to improve student admission system 

 Build capacity of faculty to meet quality standards for both clinical and pedagogic skills 

 Build the skills of preceptors at practicum sites 

 Develop guidelines, standards and follow-up system for preceptors 

 Increase the availability of essential equipment, technologies, and supplies in selected 

higher education institutions 

 

IR 1.2: Regulation of Higher Education Institutions strengthened 

 Develop/strengthen accreditation standards and an accreditation system for public and 

private higher education institutions 

 Strengthen accreditation enforcement system for both public and private HEIs 

 Build capacity of higher education institutions to meet national accreditation standards  

 Improve the capacity of regulatory agencies to conduct ongoing external quality audits 

 Support a system of regular and ongoing mechanism for self-assessment against existing 

standards  

 Establish and/or strengthen a national board of licensure examination  

 Support engagement of local medical professional associations in the process of licensure 

 

 

IR1.3:  System for providing and monitoring in-service training of health workforce 

institutionalized 

 Strengthen use of IST guidelines and directives. 

 Provide support to IST sites with the goal of making them self-sustainable. 

 Monitor standardization of IST. 

 Develop a system for tracking in-service training linked to Human Resource Information 

System (HRIS) and CPD. 

 Work with universities, regional health science colleges and selected professional 

associations to institutionalize use of an in-service training tracking system linked to the 

HRIS and CPD. 

 

IV. Illustrative indicators for Result 1 

 

 Number of HEIs adopting competency-based curricula 

 Number of HEIs with fully functional Education Development Centers 

 Number of higher education institutions with quality improvement plans 

 Number of public and private higher education institutions meeting national accreditation 

standards 

 Number of public and private higher education institutions accredited by a recognized 

accreditation body 

 Number/proportion of female students admitted and number/proportion completing pre-

service training, disaggregated by age (Adolescence 15-19 years, Emerging Adulthood 

20-24 years, transition into Adulthood 25-29 years). 
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 No. of students graduating each year, per cadre and health education institution, 

disaggregated by age and sex (Adolescence 15-19 years, Emerging Adulthood 20-24 

years, transition into Adulthood 25-29 years). 

 Attrition (drop-out) rate per student cohort, per cadre and health education institution 

over a given period, disaggregated by age and sex (Adolescence 15-19 years, Emerging 

Adulthood 20-24 years, transition into Adulthood 25-29 years). 

 Attrition (turnover) rate among instructors, per cadre and health education institution 

(over a given period). 

 Number/percent of practicum sites that meet implementation guideline standards. 

 No. and % of graduating students granted professional certification/licensure, per cadre.  

 Number of health facilities using IST tracking system. 

 

 

b. Result 2:  Health workforce management and regulation capacity improved 

 

I. Context 

 

An optimal health workforce has the right people at the right place at the right time. This requires 

capable human resource managers able to engage in adequate and timely planning, recruitment, 

tracking, training and retention of healthcare workers.  

 

Leadership, management and governance (LMG) capacity among health managers at all levels of 

the MOH, RHBs and within institutes of higher education is not well developed. Under the 

USAID/Ethiopia-funded Leadership, Management and Governance cooperative Agreement 

(OAA-A-11-00015), support for LMG training was provided to various institutions with 

impressive results. Similar intensive, well-facilitated and well-supervised training has the 

potential to transform and empower management both within the various tiers of the public 

health system and within institutions of higher education. This type of transformed leadership 

and management, in turn, has the potential to motivate staff, improve the quality of management 

and teaching, and ultimately improve healthcare service delivery for better health outcomes.   

 

 While Ethiopia has made significant progress over the past few years in strengthening human 

resource management, HRM functions, particularly at the decentralized levels, continue to 

receive inadequate attention and many human resource management staff lack experience and 

capacity.  There is huge gap in training programs dedicated to human resource management with 

undergraduate and post-graduate training that can sustainably create a pool of HR professionals.  

 

With support from USAID’s HRH program, the health human resources structure was reviewed 

in the past 3 years and a new structure created at the zonal, woreda and health facility levels to 

complement the national and regional levels. In addition, over 1,300 new HR positions were 

created and to date around 90% of these have been filled with funding from the GOE.  While 

already making important contributions to HRM in Ethiopia, these new staffs have been in their 

positions for only a short period of time and continue to need support, training, supervision, and 

professional development opportunities to be able to incorporate modern HRM concepts and 

practices into their day-to-day work. Women HR managers may require specific gender-sensitive 

support. Also, the remaining vacant positions need to be filled and the new officers supported. 
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Workforce planning is a major challenge for HR managers. Not only does Ethiopia suffer from 

an inadequate number of trained healthcare workers, but also those who are trained do not 

always have the needed mix of skills or are not deployed where their skills can be most 

effectively used. While health professional density improved at the national and regional levels 

from 1.27 per 1,000 population in 2013 to 2.3 today, it still falls short of the MDG threshold of 

4.45 healthcare workers per 1,000 population. Furthermore the existing workforce is unevenly 

distributed between urban/rural areas, between and within regions, and among different tiers of 

the health system, leaving rural and hard-to-reach areas particularly underserved. Overall, the 

capacity of MOH and regions to effectively carry out workforce planning, recruitment, and 

deployment, training and development, performance management, and motivation and retention 

is sup-optimal.  

 

The ability of the MOH to appropriately recruit, deploy, retain and manage healthcare workers is 

hampered by several factors: 

 

 Weak ability to forecast HRH needs at regional and national levels.  This lack of ability 

is mainly due to knowledge and training among HR managers at all levels, as well as a 

lack of complete and timely HRH data to inform HRH programming. 

 Weak inter-ministerial coordination around HRH issues:  Weak coordination between 

the MOH, with responsibility for planning and deploying the health workforce, and the 

Ministry of Science and Higher Education (MOSHE), with responsibility for training the 

health workforce, undermines the matching of HRH supply and demand. The skill mix 

provided by educational institutions does not always match the needs of the healthcare 

system. Similarly, budget, controlled by the Ministry of Finance and Economic 

Cooperation (MOFEC), does not always align with needs. Furthermore, the Ministry of 

Civil Service is responsible for the recreation of new government positions. With support 

from USAID/Ethiopia’s HRH program, the HRH Forum was established to provide a 

platform for coordination, harmonization and alignment of partners’ efforts at national 

and regional levels. GOE entities, non-government organizations, private sector, and 

other interested groups are able to participate in the HRH Forum. While this forum 

provides a critical venue for improving coordination, it remains underutilized.  

 Inappropriate staffing standards.  The staffing standards that dictate the number and 

type of health care worker at each tier of the health system are currently outdated and not 

consistent with the growing change in population dynamics and epidemiologic transition.  

Updating staffing standards using a system based on the current population profile and 

disease burden would allow health services to better serve their clientele.  

 Poor motivation and retention of the health workforce:  Attrition rates among healthcare 

workers are very high due to a variety of factors that may include low benefit package, 

leadership and management gaps, gender concerns, lack of a clear career path, lack of 

recognition/respect, lack of supportive supervision, absence of needed equipment and 

supplies, and weak performance of the HR management system. Although 

compensation/benefits packages are outside the purview of the Health Workforce 

Improvement Program, the scope for introducing other retention strategies that address 

work environment concerns is large. 
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 Lack of HRH Policy: while the GoE has the National HRH Strategic Plan to guide HRH 

program implementation, there is no national HRH policy (either stand-alone or as part of 

the National Health Policy) to guide overarching HRH plan and also guide future revision 

of the strategic plan.  

 

Important steps in strengthening CPD made under the HRH program include the 

development of CPD courses in anesthetics, midwifery, medical and internal medicine. 

However, gaps still remain in the areas of capacity and readiness to enforce a CPD 

requirement and linking CPD to renewal of licensure. This has compounded the lack of 

commitment to CPD in the country. 

 

Medico-legal issue in Ethiopia is also one of the growing concerns of the community. While 

MOH is taking certain steps to address this challenge, there remains key gap in capacity and 

system to prevent, address, report on and follow-up medico-legal issues arising from delivery of 

health care to the population. The HWIP is expected to support the system of addressing medico-

legal issues at national and regional level by working with the relevant stakeholders at MOH and 

RHBs. 

 

II. Expected outputs for Result 2 

 

National Level 

 Human resource management capacity built at all levels of the system 

 Capacity for long-term planning and forecasting of HR needs established;  

 System for planning, deploying and managing HR needs during emergency/humanitarian 

crisis or disease outbreaks institutionalized 

 Appropriate HR plans in place at various tiers of the health system 

 HRH Forum strengthened and used for review of policy and strategic direction on HRH 

 Advocate for the inclusion of comprehensive HRH issues in the National Health Policy 

document  

 Support the development of Health Professional Council  

 Staffing retention strategies developed and implemented 

 Innovative motivation and retention schemes developed 

 Training programs for human resource management institutionalized 

 Supply and demand for healthcare workers balanced 

 Staffing standards at each tier of the health system revised and implemented 

 Skills mix of health workforce matches staffing standards 

 Leaders in higher education institutes become champions of quality improvement/quality 

assurance 

 Mandatory CPD requirements for re-licensure in place 

 Capacity and system for designing, administering, monitoring and evaluating CPD 

program in place 

 Local professional associations involved in CPD 

 Capacity to monitor and address medico-legal issues strengthened 

 Additional HRM positions created based on the need of each region and vacant HRM 

positions filled 
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III. Illustrative activities for Result 2 

 

Illustrative activities are set forth below for each Intermediate Result (IR) under Result 2. 

 

IR2.1:  Capacity of managers to plan and manage the HRH workforce built 

 Build capacity to quantify workforce needs so that supply more closely matches demand.  

 Help fill remaining HRM positions, mindful of gender equity concerns. 

 Support new human resource management officers; build their professional capacity. 

 Work with MOH to absorb HRH management graduates into HR units at Regional 

Health Bureaus, zones and health facilities. 

 Develop capacity for planning, deploying and managing health workforce during 

emergency and humanitarian crisis 

 Developing innovative motivation and retention schemes, building on already existing 

initiative to address motivation and retention issues. 

 Develop and implement gender-sensitive staff motivation and retention strategies that 

improve the work environment. 

 Improve performance management of HRH at facility level. 

 Continue to support and strengthen the HRH Forum for integrating and coordinating 

HRH efforts between various GOE ministries, the non-government sector and the private 

sector. 

 Promote dialog between the Ministry of Science and Higher Education (MOSHE), MOH, 

MOFEC and Ministry of Civil Service around HRH issues. 

 Promoting inter-professional collaborative education and practice, both within academic 

institutions and between academic institutions and health facilities 

 Use the Workforce Indicators of Staffing Need (WISN) or a similar tool to revise/update 

staffing standards at each health facility based on workload. 

 Work with HRM staff to adjust staffing patterns based on revised standards. 

 

IR2.2:  National system for health workforce regulation strengthened 

 Ensure standardized CPD courses are available for various cadres 

 Ensure re-licensure is dependent on and linked to CPD courses 

 Advocate for the involvement of local professional associations in CPD planning, design, 

delivery, administration and monitoring 

 Ensure the CPD legal framework and implementation guide are used 

 Strengthen the system for addressing medico-legal issues at national and regional level 

 

IR2.3: Leadership, management and governance capacity of local institutions strengthened at all 

levels 

 Conduct needs assessment of institutions to determine gaps and needs for LMG training 

at all levels within federal institutions (ministries and agencies working on HRH), regions 

and sub-regional structures, including training institutions. 

 Work with existing partners on the ground to support the Woreda Transformation agenda 

through strengthening governance capacity at the district level  
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 Work with identified entities to include LMG training in work plan and budget 

preparation.   

 Support creation of a pool of LMG trainers at various levels of the system, Facilitate the 

identification of LMG training providers. 

 Support MOH to institutionalize LMG activities, including monitoring, supervision, 

planning and budgeting. 

 

IV. Illustrative indicators for Result 2 

 

 Number or % of human resource managers supported and trained in HRH (disaggregated 

by gender). 

 Number of higher education institutions offering degrees in human resource management 

 Number of regions using WISN (or equivalent) to determine staffing levels  

 Number of vacant HRM positions filled (disaggregated by gender). 

 Number of staff lost/retained, by cadre and by gender. 

 Number of HRH Forum meetings held. 

 Proportion of institutions staffed as per revised staffing standard. 

 Number/percent of professionals meeting re-licensure standards (disaggregated by sex 

and age Early Adolescence 10-14 years,). 
 Number of CPD courses developed Percentage of facility staff receiving in-service training during a 

reference period (e.g., annually), by cadre and type of training (disaggregated by sex).  

 Percentage of facility staff completing CDP courses during a reference period (e.g. 

annually), by cadre and type of training (disaggregated by sex). 

 Number of local professional associations involved in CPD (i.e. medical, midwifery, 

nursing, social work). 

 Distribution of HRH workforce by geographical location by category. 

 Number of trained and deployed health professionals by category (disaggregated by 

gender). 

 Health workforce density. 

 A percentage of budgets allocated to human resources management or human resources 

development annually. 

 Existence of institutional models for projecting, monitoring, and evaluating staffing 

requirements. 

 Percentage of health management structures (regional, zonal, and woreda) with individual 

staff performance plan and appraisal annually (disaggregated by levels).   

 % of health workers undergoing annual performance appraisal on time. 

 Number of health managers receiving LMG training (disaggregated by sex). 

 Number of managers receiving LMG training by training institution (disaggregated by 

sex). 

 Number of institutions including LMG training in their work plans and budgets. 

 

c. Result 3: Evidence-based decision-making institutionalized 

 

I. Context 
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Lack of information on which to base policy, planning, management decisions and programming 

constrains overall improvements to productivity and performance of Ethiopia’s HRH sector. The 

current Human Resource Information System (HRIS) has limitations in generating timely, 

accurate and quality data to guide HRH planning and management in the country. In addition, 

with a proprietary and closed information system, the government will remain unable to support 

data integration and exchange of information between the HRIS, DHIS2 and other information 

systems used to capture pre-service education information. This limitation of the current HRIS 

system is compounded by lack of capacity of health managers and providers in core 

competencies for data use and poor identification of information needs to solve critical 

workforce planning and management challenges. 

 

USAID plans to support a new award that will provide support to the MOH for improving 

several health information systems, including the HRIS that meets the requirements outlined in 

the eHealth Architecture of the Ministry of Health. The Health Workforce Improvement Program 

will work very closely with the new eHIS award to support design and roll-out of new HRIS that 

capture comprehensive information, and are integrated with information systems that capture 

data on licensing, regulation and oversight of health care workers. 

 

The Health Workforce Improvement Program will also support the GOE in planning and 

carrying out a National Health Workforce Account (NHWA) exercise to generate required sets 

of data that can inform overall HRH planning, management, regulation, licensing, motivation 

and retention. HR managers and will focus on ensuring that data generated through the NHWA is 

available to and used by human resources managers to make decisions about staff needs, 

deployment, etc. 

While improvements in the HRIS will provide critical needed information, research is required to 

answer questions such as “What types of blended learning approaches are most successful in 

Ethiopia for which cadres of healthcare workers?” or “Are retention rates different for different 

cadres of healthcare workers and, if so, why?”  USAID’s HRH program carried out a robust 

research agenda that often focused on select cadres of health workers. Under the Health 

Workforce Improvement Program, research topics will shift to focus more on cross-cutting HR 

issues and approaches that have impact on health workforce planning and management. 

Research-related activities will focus on building local capacity to plan, implement and use 

research.  The recipient may not necessarily implement research studies directly. 

 

Challenges to implementing a robust research agenda are many.  Ethiopia does not have a strong 

research culture and the value of research and evidence, particularly in an area such as HRH, is 

not always appreciated. Furthermore, within the Ministry of Health there is no established 

platform to collaboratively identify research and program learning priorities. 

 

The Ethiopia Public Health Institute (EPHI) is charged with carrying out public health research 

for the Ministry of Health, but to date capacity and engagement in HRH-related research has 

remained limited. At the sub-national level (regions and lower levels), capacity to conduct 

research, particularly qualitative studies, is relatively weak. In addition, capacity to utilize 

evidence for planning and programming decisions is not strong.  

 

II. Expected outputs for Result 3 
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 HRIS generates timely, accurate and complete data 

 HRIS and other data available and used for decision-making 

 Capacity of federal and regional institutions to conduct HRH-related researches is built. 

 Inter-ministerial stakeholders discuss research needs. 

 Prioritized HRH research agenda developed by MOH. 

 MOH and EPHI collaborate in carrying out the research agenda. 

 Completed research informs policy and planning. 

 

III. Illustrative activities for Result 3 

 

Illustrative activities are set forth below for each IR under Result 3. 

 

IR3.1: Federal and Regional entities supported in generating HRH-related evidence 

 Work with MOH and RHBs to implement a participatory system for identifying critical 

HRH research needs that will inform improvements in HRH productivity and the 

performance of health professionals. 

 Facilitate the prioritization of the identified research needs and the development of an 

HRH research agenda and timeline.  

 Facilitate collaboration between different entities at federal level (e.g. MOH and the 

Ethiopia Public Health Institute (EPHI)) and sub-national level to develop scopes of work 

for priority research. 

 Provide support to MOH and other entities, as required, for contracting, reviewing drafts, 

and addressing other needs for undertaking research on HRH. 

 

IR3.2:  HRIS strengthened for generation of routine information on HRH 

 Build capacity of GoE entities to use HRIS data for decision-making 

 Support integration and exchange of information between the different existing HRH 

information systems tracking various types of HRH data (e. MoE pre-service education 

data and MOH in-service data) 

 Develop appropriate tools to assist with the understanding and use of HRIS data to make 

decisions 

 

IR3.3:  Use of evidence to inform HRH policy and programming facilitated 

 Work with the GOE to plan for and implement a National Health Workforce Account 

 Work with MOH to assess implications of research findings for HRH policy and 

planning. 

 Ensure results of HRH research are incorporated into HRH planning and programming. 

 Train staff to use the NHWA results for management, planning and monitoring of the 

health workforce 

 National Health Workforce Account planned, completed and used 

 

IV. Illustrative indicators for Result 3 

 

 Number of stakeholders participating in development of research agenda. 
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 Number of HRH research completed at national and regional level 

 National Health Workforce Account completed. 

 Number of HRH research studies analyzed and used to inform HRH policy and planning. 

 National HRIS populated with data at the subnational and national levels on a regular 

basis (e.g., quarterly/annually). 

 Number of regions with a functional and comprehensive HRIS. 

 Number of staff trained on HRIS (disaggregates by cadre, region and gender) 

 Contents of the HRIS used to inform decision-making among health authorities at the 

national and subnational levels on a regular basis (e.g., annual planning and management 

review). 

 All indicators and data within the HRIS use a common set of definitions and 

classifications allowing for consistent comparisons over time, across sources, and at the 

international level. 

 All relevant indicators and data within the HRIS can be disaggregated by cadre, gender, 

geographical area, sector, or other characteristics. 
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SECTION B: FEDERAL AWARD INFORMATION 

 

1. Estimate of Funds Available and Number of Awards Contemplated 

 

Subject to funding availability, USAID/Ethiopia intends to provide approximately $39.5 million 

in total USAID funding over the five-year life of the activity.  

 

USAID/Ethiopia intends to award one (1) Cooperative Agreement pursuant to this NOFO. 

However, this amount may be adjusted at the discretion of USAID/Ethiopia based on the 

circumstances. USAID/Ethiopia reserves the right to fund any or none of the applications 

submitted. 

 

2. Start Date and Period of Performance for Federal Awards 

 

This is a five-year agreement, with an initial period of performance of three years, and a renewal 

grant for two additional years to be awarded based on performance of the first three years. 

The start date will be upon the signature of the award, estimated to be in January 2020.  

 

3. Type of Award and Substantial Involvement 

 

USAID plans to negotiate and award an assistance instrument known as a Cooperative 

Agreement with the successful applicant for this program.  Potential applicants should note that 

USAID policy prohibits the payment of fee/profit under assistance instruments. 

 

A Cooperative Agreement implies a level of “substantial involvement” by USAID (see ADS 

303.3.11). This substantial involvement will be through the Agreement Officer, except to the 

extent that the Agreement Officer delegates authority to the Agreement Officer’s Representative 

(AOR) in writing. The intended purpose of the substantial involvement during the award is to 

assist the recipient in achieving the supported objectives of the agreement.  The anticipated 

substantial involvement elements for this award are listed below (this list does not include 

approvals required by Standard Mandatory Provisions for Non-US NGOs or other applicable 

law, regulation or provision): 

 

3.1. Approval of the Recipient's Implementation Plans, including but not limited to, annual 

work plans, life-of-project exit strategy, and any subsequent revisions of such plans. If at the 

time of award, the program description does not establish a timeline in sufficient detail for the 

planned achievement of milestones or outputs, USAID may delay approval of the recipient’s 

implementation plans for a later date. USAID must not require approval of implementation plans 

more often than annually. If the AO has delegated authority to the AOR to approve 

implementation plans, the AOR must review the agreement’s terms and conditions to ensure that 

changes to the terms and conditions are not inadvertently approved by the AOR.  

 
3.2. Approval of Specified Key Personnel USAID may designate as key personnel only those 

positions that are essential to the successful implementation of the Recipient’s program. 
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USAID’s policy limits this to a reasonable number of positions, generally no more than five 

positions or five percent of Recipient employees working under the award, whichever is greater. 

 

3.3. Agency and Recipient Collaboration or Joint Participation in implementation, 

including, but not limited to, participation in advisory committees and direction and/or 

redirection of activities specified in the program description due to GoE priorities and 

guidance as well as interrelationships with other programs;  

 

a) Concurrence on the Substantive Provisions of Sub-Awards. 2 CFR 200.308 already 

requires the recipient to obtain the AO’s prior approval for the sub-award, transfer, or 

contracting out of any work under an award.  

 

b) Approval of the Monitoring Evaluation & Learning Plan – the ME&L Plan will be 

developed in consultation with USAID/Ethiopia. During the initial project planning 

period, the recipient shall work closely with USAID/Ethiopia to ensure that the ME&L 

plan clearly links the Recipient’s activity with the objectives and targeted outcomes of 

the Program Description. The jointly developed ME&L plan shall be submitted within 

120 calendar days of the award;  

 

c) Monitor to authorize specified kinds of direction or redirection because of 

interrelationships with other projects. All such activities must be included in the 

program description, negotiated in the budget, and made part of the award. 

 

3.4. Agency Authority to Immediately Halt Construction.   

 

4.   Authorized Geographic Code 
 

The principal authorized geographic code for this assistance instrument is geographic code 935 

(any area or country including the recipient country, but excluding any country that is prohibited 

source). ADS 310.3.1.1 (3) authorize the use of Geographic Code 935 for funds covered by the 

statutory exemption for the Development Assistance (DA) fund for Africa. This authorization 

applies for the DA funds used in Africa 

(https://www.usaid.gov/sites/default/files/documents/1876/310.pdf). 

 

For accurate identification of prohibited sources, please refer to 22 CFR 228 and Automated 

Directive System (ADS) 310 entitled “Source and Nationality Requirements for Procurement of 

Commodities and Services Financed by USAID. 

 

5.   Nature of the Relationship between USAID and the Recipient 

 

The principal purpose of the relationship with the Recipient and under the subject program is to 

transfer funds to accomplish a public purpose of support or stimulation of the Health Workforce 

Improvement Program activity which is authorized by Federal statute. The successful Recipient 

will be responsible for ensuring the achievement of the program objectives and the efficient and 

effective administration of the award through the application of sound management practices.  

The Recipient will assume responsibility for administering Federal funds in a manner consistent 

https://www.usaid.gov/sites/default/files/documents/1876/310.pdf
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with underlying agreements, program objectives, and the terms and conditions of the Federal 

award.   

   

SECTION C: ELIGIBILITY INFORMATION 

 

1. Eligible Applicants 

 

There are no restrictions on eligibility for this solicitation.  All qualified U.S. or non-U.S. 

organizations (other than those from foreign policy restricted countries), including non-profits 

and for-profit entities, are eligible to apply. Faith-based and community organizations that fit the 

criteria above are also eligible to apply.  

 

Pursuant to Code of Federal Regulations (CFR) 200.400(g), it is USAID policy not to award 

profit under assistance instruments such as cooperative agreements, and as such, for-profit 

organizations must waive profits and/or fees to be eligible to submit an application. Foregone 

profit does not qualify as cost-share or leverage.  

 

Applications will not be accepted from individuals. All applicants must be legally recognized 

organizational entities under applicable law. Public International Organizations are not eligible to 

apply for funding under this program. All applications must be submitted in accordance with 

ADS 303.  

 

In support of the Agency’s interest in fostering a larger assistance base and expanding the 

number and sustainability of development partners, USAID encourages applications from 

potential new partners which have not previously received financial assistance from USAID. 

 

To be eligible for an award, in addition to other conditions of this NOFO, organizations must 

have a politically neutral humanitarian mandate, a commitment to nondiscrimination with respect 

to beneficiaries and adherence to equal opportunity employment practices. Non-discrimination 

includes equal treatment without regard to race, religion, ethnicity, gender, and political 

affiliation. 

 

The applicant is also reminded that U.S. Executive Orders and U.S. law prohibits transactions 

with, and the provision of resources and support to, individuals and organizations associated with 

terrorism. It is the legal responsibility of the Recipient to ensure compliance with these 

Executive Orders and laws. This provision must be included in all sub-awards issued under the 

resultant Cooperative Agreement. 

 

When considering making an award to an organization with limited or no previous USAID 

experience, or for any other reason determined by the Agreement Officer, USAID/Ethiopia 

might determine to conduct a pre-award survey which is a risk assessment to determine the 

organization’s capabilities to complete the proposed activities. If notified by USAID that a pre-

award survey is necessary, applicants must prepare in advance the required information and 

documents. Prospective NGO applicants should refer to ADS Chapter 303.3.9.1 for additional 



 USAID/Ethiopia Notice of Funding Opportunity (NOFO) 72066319RFA00005 

Health Workforce Improvement Program (HWIP) 

 

33 

 

information about pre-award surveys. For Non-U.S. Organizations, the Pre-award Survey 

Guidelines and Support is available in the following link:   

http://www.usaid.gov/sites/default/files/documents/1868/303sam.pdf. A pre-award survey does not commit 

the USAID to make an award to any entity. 

 

The Recipient must have established financial management, monitoring and evaluation 

processes, internal control systems, and policies and procedures that comply with established 

U.S. Government standards, laws, and regulations. The successful applicant(s) will be subject to 

a risk assessment by the Agreement Officer (AO) to assess whether the prospective recipient has 

the necessary organization, experience, accounting and operational controls, and technical 

skills—or ability to obtain them—in order to achieve the objectives of the program and comply 

with the terms and conditions of the award. 

     

2.  Cost Sharing or Matching 
 

Cost Sharing is not required for this activity, though it is encouraged and the use of cost share 

funds may lead to a program with greater impact. 

 

Cost sharing may be provided directly by the Recipient; other multilateral, bilateral, and 

foundation donors; host governments; and local organizations, communities and private 

businesses that contribute financially and in-kind to implementation activities at the country 

level. This may include contribution of staff level of effort, office space or other facilities or 

equipment which may be used for the program, provided by the Recipient. For guidance on cost 

sharing in grants and cooperative agreements, see 2 CFR 200.306. 

 

3. Other Eligibility Requirements 

 

Applicants can only submit one (1) application under this NOFO. Applications submitting more 

than one application may be disqualified from the evaluation process. Per Section A.4.h., the 

recipient is expected to transfer up to 10% of its award to local partner(s) through sub-grant to 

carry out these activities.  Applicants are directed to review the other requirements for 

applications specified herein, including, but not limited to, Sections D and E herein.  

 

http://www.usaid.gov/sites/default/files/documents/1868/303sam.pdf
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SECTION D: APPLICATION AND SUBMISSION INFORMATION 

 

1. Agency Point of Contact 
 

The application package can be accessed at www.grants.gov. Applicants may also contact 

Tsegereda Gebremedhin or Belay Teame via email at tgebremedhin@usaid.gov  or 

bteame@usaid.gov for copies of the application package if they have accessibility problems (see 

Section G below for more information regarding point of contacts). 

 

2. Questions and Answers 
 

Questions regarding this NOFO should be submitted electronically to caddis@usaid.gov with a 

copy to Tsegereda Gebremedhin and Belay Teame at tgebremedhin@usaid.gov  and 

bteame@usaid.gov no later than the date and time indicated on the Cover Letter, as amended.  

Any information given to a prospective applicant concerning this NOFO will be furnished 

promptly to all other prospective applicants as an amendment to this NOFO, if that information 

is necessary in submitting applications or if the lack of it would be prejudicial to any other 

prospective applicant. 

 

3. General Content and Form of Application  
 

For the purposes of this NOFO, the term “applicant” is used to refer to the legal entity or 

organization submitting the application.  The application received by the deadline will be 

reviewed for responsiveness to the guidance set forth below, including, but not limited to, the 

application format.  Applications that are incomplete or not directly responsive to the terms, 

conditions, and provisions of this NOFO may be eliminated from further consideration at the 

discretion of the Agreement Officer.  Pre-applications, letters of intent, concept papers or white 

papers are not required and will not be considered.    

 

Each applicant must furnish the information required by this NOFO.  Applications must be 

submitted in two separate parts: the Technical Application and the Business (Cost) Application.  

This subsection addresses general content requirements applying to the full application.  Please 

see subsections 5 and 6, below, for information on the content specific to the Technical and 

Business (Cost) applications.  The Technical application must address technical aspects only 

while the Business (Cost) Application must present the costs, and address risk and other related 

issues.     

 

Both the Technical and Business (Cost) Applications must include a cover page containing the 

following information: 

 Name of the organization(s) submitting the application; 

 Identification and signature of the primary contact person (by name, title, 

organization, mailing address, telephone number and email address) and the 

identification of the alternate contact person (by name, title, organization, mailing 

address, telephone number and email address); 

 Program name; 

http://www.grants.gov/
mailto:tgebremedhin@usaid.gov
mailto:bteame@usaid.gov
mailto:caddis@usaid.gov
mailto:tgebremedhin@usaid.gov
mailto:bteame@usaid.gov
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 Notice of Funding Opportunity number; and 

 Name of any proposed sub-recipients or partnerships (identify if any of the 

organizations are local organizations, per USAID’s definition of ‘local entity’ 

under ADS 303. 

 

Any erasures or other changes to the application must be initialed by the person signing the 

application.  Applications signed by an agent on behalf of the applicant must be accompanied by 

evidence of that agent’s authority, unless that evidence has been previously furnished to the 

issuing office. 

 

Applicants may choose to submit a cover letter in addition to the cover pages, but it will serve 

only as a transmittal letter to the Agreement Officer. The cover letter will not be reviewed as part 

of the merit review criteria. 

 

Applications must comply with the following: 

 

 USAID will not review any pages in excess of the page limits noted in the subsequent 

sections. Please ensure that applications comply with the page limitations. 

 Applications must be written in English. 

 Applicants should use a standard 8 ½” x 11”, single sided, single-spaced, 12 point Times 

New Roman font, 1” margins, left justification and headers and/or footers on each page 

including consecutive page numbers, date of submission, and Applicant’s name. 

 10 point font can be used for graphs and charts. Tables, however, must comply with the 

12 point Times New Roman font requirement. 

 Applications must be submitted via Microsoft Word or PDF formats (or equivalent), 

except budget files which must be submitted by Microsoft Excel (or equivalent). 

 The estimated start date identified in Section B of this NOFO must be used in the cost 

application. 

 The technical application must be searchable and editable Word or PDF format (or 

equivalent) as appropriate. 

 The Cost Schedule must include an Excel spreadsheet (or equivalent) with all cells 

unlocked and no hidden formulae or sheets. A PDF version of the Excel spreadsheet may 

be submitted in addition the Excel version at the Applicant’s discretion; however, the 

official cost application submission is the unlocked Excel (or equivalent) version. 

 

Applicants must review, understand and comply with all aspects of this NOFO. Failure to do so 

may be considered as being non-responsive and may be evaluated accordingly. Applicants 

should retain a copy of the application and all enclosures for their records. 

 

4.  Application Submission Procedures 

 

Applications in response to this NOFO must be submitted no later than the closing date and time 

indicated on the Cover Letter, as amended.  Late applications may or may not be considered, at 

the discretion of the Agreement Officer.  Applicants must retain proof of timely delivery in the 

form of system generated documentation of delivery receipt date and time or confirmation from 

the receiving office/certified mail receipt.   
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Applications shall be submitted by email to caddis@usaid.gov and Tsegereda Gebremedhin at 

tgebremedhin@usaid.gov. Email submissions must include the NOFO number and applicant’s 

name in the subject line heading.  In addition, for an application sent by multiple emails, the 

subject line must also indicate whether the email relates to the technical or cost application, and 

the desired sequence of the emails and their attachments (e.g. "No. 1 of 4", etc.). For example, if 

your cost application is being sent in two emails, the first email should have a subject line that 

states: "[NOFO number], [organization name], Cost Application, Part 1 of 2". 

 

USAID’s preference is that the technical application and the cost application each be submitted 

as consolidated email attachments, e.g. that you consolidate the various parts of a technical 

application into a single document before sending it. If this is not possible, please provide 

instructions on how to collate the attachments. USAID will not be responsible for errors in 

compiling electronic applications if no instructions are provided or are unclear. 

 

After submitting an application electronically, applicants should immediately check their own 

email to confirm that the attachments were indeed sent. If an applicant discovers an error in 

transmission, please send the material again and note in the subject line of the email or indicate 

in the file name if submitted via grants.gov that it is a "corrected" submission. Do not send the 

same email more than once unless there has been a change, and if so, please note that it is a 

"corrected" email. 

 

Applicants are reminded that e-mail is NOT instantaneous, and in some cases delays of several 

hours occur from transmission to receipt. Therefore, applicants are requested to send the 

application in sufficient time ahead of the deadline.  For this NOFO, the initial point of entry to 

the government infrastructure is the USAID mail server. 

 

There may be a problem with the receipt of *.zip files due to anti-virus software. Therefore, 

applicants are discouraged from sending files in this format as USAID/Ethiopia cannot guarantee 

their acceptance by the Internet server. File size must not exceed 5 MB limit per email. 

 

5. Technical Application Format 
 

The Technical Application should be specific, complete, and presented concisely. The 

application must demonstrate the applicant's capabilities and expertise with respect to achieving 

the goals of this program. The application should take into account the requirements of the 

program and merit review criteria found in this NOFO.  

 

Specific guidance on each of the components of the Technical Application is provided below. 

 

a. Cover Page:  Not to exceed one (1) page. See Section D.3 above for requirements. 

 

b. Table of Contents: Include major sections and page numbering to easily cross-

reference and identify merit review criteria. 

 

mailto:caddis@usaid.gov
mailto:tgebremedhin@usaid.gov
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c.  Executive Summary:   Not to exceed two (2) pages. The Executive Summary must 

provide a high level overview of key elements of the Technical Application. This summary shall 

allow technical reviewers to quickly understand the proposed activities, goals, purposes and 

anticipated results and capabilities to accomplish the desired results, technical and managerial 

resources of the applicant’s organization. The Executive Summary must summarize the key 

elements of the applicant’s Technical Application, including, but not limited to, the technical 

approach, and any public-private partnerships, if applicable. 

 

d. Technical Application Body:  The Technical Application Body must not exceed 

thirty (30) pages and contain the main parts of the technical application and shall include the 

following sections:  

 

 i. Technical Approach 

 ii. Management Approach, Staffing Plan and Key Personnel 

     iii. Implementation and Monitoring, Evaluation and Learning Plans 

     iv. Organizational Capacity, Past Performance and Experience 

 

The basic purpose of the Application Body is to provide the information necessary to allow 

USAID/Ethiopia to fairly and completely evaluate the application under each of the technical 

merit review criteria specified in Section V of this NOFO. Additional specified guidance for 

each Section of the Application Body is set forth below. 

 

i. Technical Approach 

The Technical Approach Section should include information sufficient to evaluate the application 

under the Technical Approach Criterion. This section should not exceed fifteen (15) pages. 

 

The Technical Approach Section shall demonstrate a clear understanding of the objectives of the 

Activity and demonstrate a feasible and credible approach to achieve them. The Technical 

Approach Section shall demonstrate applicants’ technical expertise (the “how”) with respect to 

achieving the goal of this Activity.   It shall be specific, complete and presented concisely.  This 

Section must include, but not limited to, a discussion of the following issues: 

 

 Objectives and specific aims articulated in the Technical Approach that will make a 

substantial and meaningful contribution to the NOFO objectives; 

 Logical Framework and relevant texts demonstrate that the activity objectives are 

supported by the evidence for relationships between activities, outputs and purpose;  

 The timeline and decision points in implementing the proposed activity as well as in 

achieving the results, outcomes and the expected impacts are clear and feasible; 

 The results, outcomes and impacts of the proposed activities that build on or add to past 

and ongoing USAID programs and have clear implications and value for future programs. 

 

ii. Management Approach, Staffing Plan, and Key Personnel 

The Management Approach, Staffing and Key Personnel Section must include information 

sufficient to evaluate the application under the Management Approach, Staffing Plan, and Key 
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Personnel Criterion. This Section must not exceed seven (7) pages, and should include, but not 

limited to, a discussion of the following issues: 

 The Applicant must include a clear management plan for the proposed activity including 

key personnel, sub-award structure, technical and administrative management oversight, 

strategic partnership and coordination with stakeholders, and oversight of design, 

development, key initiatives and capacity strengthening activities;  

 Management and staffing plan narrative with an accompanying organizational chart (as 

an Annex) that illustrates the management structure of both full time and non-full time 

staff for prime and all subcontractors. The narrative should describe the roles, 

responsibilities and lines of authority of key personnel/staff, partners and subcontractors.  

 Positions to be considered key personnel must be identified with a clear definition of 

roles. The skills, education, prior experience and expertise of the individuals who are 

proposed must be described in detail. Resumes, letters of commitment, and reference 

information are required for the key personnel, long and short term assignment.  

 

Five positions are considered essential for implementation of the activity. These Key 

Personnel positions are: 

1. Chief of Party (COP) 

2. Deputy Chief of Party (DCOP) and Technical Director  

3. Senior Human Resource (HR) Management Advisor 

4. Senior Pre-Service Education Advisor 

5. Monitoring, Evaluation and Learning (MEL) Advisor 

 

1. Chief of Party (COP) 

 

The COP will be based in the HQ Office (Addis Ababa). The COP will be responsible for 

the overall program leadership, management, and technical direction of staff and 

consultants, project activities such as implementation, monitoring, reporting and 

evaluation, and partner coordination. He/she will serve as key liaison with USAID, 

government counterparts, and local partners. The COP will manage and supervise the 

work of program personnel and subcontractors/subgrantees and ensure that all program 

assistance is technically sound and appropriate. He/she also oversees program work 

planning, performance management, and strategic communication. The COP will work at 

100% level of effort (LOE) for years 1-5.  The following requirements apply to this 

position: 

 

- PhD or Master's in Public Health or related areas, with deep understanding 

and knowledge of the health systems, particularly the human resource for 

health education and management system of the country.  
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- At least 15 years of demonstrated experience managing operational, project 

management and administrative duties for U.S. Government–funded projects 

or other internationally funded programs.   

 

2. DCOP and Technical Director  

 

The DCOP and Technical Director will be based in the HQ Office (Addis Ababa). 

He/She will be responsible for providing managerial and operational guidance for the 

program. His/her primary responsibilities will be to ensure that the program functions in 

line with technical priorities of the GoE and in line with USG regulations. Thus he/she 

will need to work closely with the Technical Advisors, the Finance Officer, Operational 

Manager, and the COP. He/She will act as the COP in the COP’s absence. The DCOP 

will work full time throughout the project. The following requirements apply to this 

position: 

 

- Master's in Public Health or related areas, with deep understanding and 

knowledge of the health care system and human resource for health education 

system.  

- At least 10 years of demonstrated experience managing operational, project 

management and administrative duties for U.S. Government–funded projects 

or other internationally funded programs.   

 

3. Senior HR Management Advisor 

The Sr. HR Management Advisor will be based in the HQ Office (Addis Ababa). He/She 

will be responsible for providing managerial and operational guidance for the program. 

His/her primary responsibilities will be to ensure the Human Resource Management 

practice is optimal with due attention to building the capacity of the newly recruited 

human resource managers at different levels of the health system. The Advisor will work 

full time throughout the project. 

- Master's in Public Health or related areas, with deep understanding and 

knowledge of the health system.  

- At least 7 years of demonstrated experience on human resource management, 

managing operational, project management or administrative duties for U.S. 

Government–funded projects or other internationally funded programs.   

 

4. Senior Pre-Service Education Advisor 

 

The Sr. Pre-Service Education Advisor will be based in the HQ Office (Addis Ababa). 

He/She will be responsible for ensuring the quality of pre-service education is optimal by 
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working with the relevant institutions responsible to monitor and improve quality of 

education. This Advisor will provide technical support to the Education Development 

Centers in the respective universities to ensure there is capacity and skill to perform 

Internal Quality Assurance. The Advisor will work full time throughout the years.  The 

following requirements apply to this position: 

 

- Master's in Public Health or related areas, with deep understanding and 

knowledge of the health system.  

- At least 7 years of demonstrated experience on pre-service education quality 

improvement or related program in U.S. Government–funded projects or other 

internationally funded programs.   

 

5. Monitoring, Evaluation and Learning (MEL) Advisor 

 

The MEL Advisor will be based in the HQ Office (Addis Ababa). He/She will be 

responsible for providing technical assistance on  research, monitoring and evaluation of 

HRH program at National, Regional and District Levels. The Advisor will also work with 

MOH, RHBs and Higher Education Institution (HEI) Managers to ensure MEL capacities 

are built at all levels of the HEI. The Advisor will work full time throughout the years. 

The following requirements apply to this position: 

 

- Master's in Public Health or related areas, with deep understanding and 

knowledge of the health system.  

- At least 7 years of demonstrated experience on MEL or related areas in U.S. 

Government–funded projects or other internationally funded programs.   

In addition to the information authorized in this section, the following annexes relate to the 

review of the Management Approach, Staffing Plan and Key Personnel criterion are authorized:   

 

i. An Organizational Chart that illustrates the management structure to be used to 

achieve the objectives of the Program; 

ii. Resumes and letters of commitment for staff specifically identified in the application, 

with resumes and letters of commitment for the five key personnel position 

candidates being mandatory.   

iii. Draft Grants Manual that outlines the competition process, selection criteria, types of 

grants to be utilized, the expected distribution of grants over the life of the award, the 

proposed distribution of the grants over the life of the award that aligns with the 

activities and milestones of the Health Financing Improvement Program, as well as 

all grants templates.  

 

 

iii. Implementation and Monitoring, Evaluation & Learning Plans 
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The Implementation Plan must include planned activities for the respective year, planned 

expenditures, knowledge management plans, planned events, international travel, 

international meetings, research studies/protocols, training and other capacity building 

efforts, activity locations and beneficiary populations. It should also include the Schedule of 

Milestones from the beginning to the completion of the proposed activities, including all 

deliverables and plans for dissemination of reports and information. A Monitoring, 

Evaluation and Learning Plan, with the indicators and metrics/measurement arrangements 

also needs to be part of the Implementation Plan. 

 

This section should not exceed five (5) pages, and should include, but not be limited to, a 

discussion of the following issues: 

 A general description of the planned activities for the respective years and how the 

activities and sequencing of activities will effectively implement the technical approach 

proposed; and  

 The Applicant’s approach to ME&L and how it will establish an ME&L framework that 

addresses the need to refine theories of change over time.   

 

In addition to the information authorized in this Section, the following annexes relate to the 

review of the Implementation and Monitoring, Evaluation and Learning Plans criterion are 

authorized:   

 A Draft Year One Implementation Plan that addresses the planned activities 

and sequencing of activities consistent with the technical approach proposed 

and should clearly indicate the outcome of each intervention; this should 

include clearly articulated start up tasks, major interventions, knowledge 

planned events, international travel, international meetings, research 

studies/protocols, training and other capacity building efforts, activity 

locations and beneficiary populations and expected results for the first year. 

Applicants must include a notional (quarterly) outline for subsequent years 

that reflects proposed timing of phasing-in of major tasks and activities; and  

 A Draft ME&L Plan, with indicators and clear and appropriate metrics/ 

measurement arrangements. 

 

iv. Organizational Capacity Past Performance and Experience 

This Section should include information sufficient to properly evaluate the application under the 

Organizational Capability, Past Performance and Experience criterion. This Section of the 

Technical Application should not exceed three (3) pages. 

Applicants should discuss their capability and experience, and also that of any partner, and how 

that experience is relevant to successfully implementing this activity. Applicants should discuss 

their relevant capabilities and experience involving the program areas set forth in the Program 

Description, including, but not limited to, a discussion of their experience working on Health 

Workforce Improvement Programs in resource poor countries on relevant activities of 

comparable scale.    
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A description of the applicant’s technical and administrative experience and capabilities in the 

proposed activity area must be included, such as experience in: the scientific/programmatic area, 

ability to critically assess products through the development process, collaborating with multiple 

stakeholders, developing research capacity in low- and middle-income countries, managing and 

implementing projects of similar technical scope and complexity. If sub-awards with other 

organizations are proposed, to the extent possible, pertinent aspects such as technical roles, 

management relationships, and levels of effort (LOE) of the organizations and individuals 

involved in the sub-award must be explicitly described. 

The experience information shall provide past performance history and be included as part of the 

Technical Application, including narrative highlights, reference information, project summaries 

etc., and special requirements such as experience in the region or in specific technical areas. 

In addition to the information authorized in this Section, the following annexes relate to the 

review of the Organizational Capacity Past Performance and Experience criterion are authorized:   

 Partners Letters/Capabilities Statements; and 

 Past Performance/Experience Reference Information. 

 

 

e. Annexes:  The following six annexes are authorized. No additional annexes and other 

supporting documentation will be reviewed and evaluated: 

 

Annex 1 – Organizational Chart  

This annex should consist of a chart showing the proposed organization for the Program; this chart 

should include, but is not limited to, a representation of the staff reporting lines and relationships 

between the different positions that fully illustrates the management structure of both full time and 

non-full time staff for the Recipient and all sub-recipients; it should be sufficient to illustrate the 

complete human resources needs necessary to achieve the objectives of this Program. 

Annex 2 – Resumes/CVs & Letters of Commitment 

This annex should include a complete and current resume/CV for each key personnel position, 

detailing the requisite qualifications and experience of the individual and references with contact 

information.  Resumes may not exceed five (5) pages in length. Qualifications, experience and 

skills shall be placed in chronological order starting with most recent information.  Each resume 

shall be accompanied with a commitment letter from each candidate indicating his or her: (a) 

availability to serve in the stated position, in terms of calendar days after the award; (b) intention to 

serve for the stated term of service; and (c) agreement to the compensation levels which correspond 

to the levels set forth in the cost application.  Each resume shall include a minimum of three (3) 

references of professional contacts within the last five years; with complete current contact 

information, including email addresses and telephone numbers, for each proposed key personnel 

candidates.  Resumes and letters of commitment may also be provided for other personnel identified 

in the Merit Review Application.  
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Annex 3 – Grants Manual  

A Recipient will be requested for Grants Manual at the time of award. This annex should consist of 

a draft Grants Manual chart that outlines, at a minimum, the competition process, selection criteria, 

types of grants to be utilized, the expected distribution of grants over the life of the award, the 

proposed distribution of the grants over the life of the award that aligns with the activities and 

milestones of the Health Financing Improvement Program, as well as all grants templates. The 

Manual must describe, in detail, the full spectrum of the Recipient‘s grant management processes. 

The Agreement Officer's Representative (AOR) will be closely involved in the above process with 

the recipient and will provide input, review drafts, etc. Once the Grants Manual is approved by the 

AO, the AOR will have the authority to approve the grant recipient selection. 

 

Annex 4 - Draft Year One Implementation Plan  

This annex should set forth a draft implementation plan for year one of the activity that addresses 

the planned activities and sequencing of activities consistent with the technical approach proposed 

and should clearly indicate the outcome of each intervention; this should include clearly articulated 

start up tasks, major interventions, knowledge planned events, international travel, international 

meetings, research studies/protocols, training and other capacity building efforts, activity locations 

and beneficiary populations and expected results for the first year. Applicants must include a 

notional (quarterly) outline for subsequent years that reflects proposed timing of phasing-in of 

major tasks and activities. 

 

Annex 5 – Five-Year Draft ME&L Plan  

This annex should set forth a detailed results framework and indicator table for the five years of the 

activity.  The format will be developed by the Applicant and should clearly include information 

sufficient to clearly indicate appropriate metrics and measurement information.   

Annex 6 –Partners Letters/Capabilities Statements.    
 

The Applicant may provide letters or memoranda of understanding from partners (sub-awardees or 

otherwise) signed by relevant officials indicating their commitment to collaboration (if applicable, 

i.e. if sub-awards are within the applicant’s proposed management and implementation plan) and, if 

appropriate, specifying the expertise that the proposed partner will provide (if applicable).  Other 

documents that state the capabilities of the Applicant’s partners may also be included.   

Annex 7 - Past Performance/Experience Reference Information   

The Applicant shall provide reference information for itself and each major sub-awardee (one 

whose proposed cost exceeds 20% of the Applicant’s total proposed cost) with respect to the 

following projects:  (a) any projects discussed in the Experience Section and (b) the Applicant’s 

five most-recently completed projects (contracts, task orders, cooperative agreements, grants, or 

other implementing mechanisms) that involved international development [if a project meeting 

this criteria is also discussed in the Experience Section of the Merit Review Application, then this 

list can be less than five]. For each project referenced, provide the following information: 

 

a. Agreement, grant, contract, order or other identifying number; 
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b. Agency or entity providing the funding; 

c. Description of the program or scope of work, including, but not limited to 

a brief discussion of the complexity/diversity of tasks; 

d. Primary location(s) of program or work; 

e. Period of performance; 

f. Skills/expertise required; 

g. Dollar/value; 

h. Type of agreement, contract, order or grant, e.g. fixed-price or amount or 

cost; and  

i. Contact information for two persons, including name, job title, mailing 

address, phone numbers and e-mail address.      

 

(See Annex 3 of this NOFO for suggested format.) 

 

USAID/Ethiopia reserves the right to verify the experience and past performance record of cited 

projects or other recent projects by reviewing Contractor Performance Assessment Reports 

(CPARs), other performance reports, or to interview cited references or other persons 

knowledgeable of the Applicant’s performance on a particular project. USAID/Ethiopia may 

check any or all cited references to verify supplied information and/or to assess reference 

satisfaction with performance. The Agreement Officer may also consult other resources and 

references not provided by the applicant related to the applicant’s past performance. 

DO NOT SUBMIT: Promotional literature and materials regarding the Applicant as part of the 

annexes. Do not submit unsolicited material. Additional annexes will not be reviewed. 

 

6. Business (Cost) Application Format 

 

The Business (Cost) Application must be submitted separately from the Technical Application.   

While no page limit exists for the full cost application, applicants are encouraged to be as 

concise as possible while still providing the necessary details. The business (cost) application 

must illustrate the entire period of performance (60 months), using the budget format shown in 

the SF-424A.  

 

In addition, the following information should be provided in the Cost Application. 

 

(i) Guidelines: 

 Budget should be stated in US Dollars and the USAID/Ethiopia support 

should total approximately $39.5 million.   

 Applicants should assume notification of an award as set forth in Section 

B.2. 

 

(ii) Overall Budget: 

 

An overall budget should be included in the Cost Application that provides, in detail to the 

individual line item, a breakdown of the costs anticipated. The types of costs should be organized 

based on the cost categories in the SF-424 budgets. All budgets shall include a worksheet 
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relating to the entire 60-month period and separate sheets for each 12 month program year 

[applicants can alternatively include one worksheet that includes the detailed cost breakdown per 

year and a 60-month summary].  

(iii) Sub-Partner Budgets: 

 

The budget shall include a summary and breakdown of the costs allocated to any sub-recipient or 

sub-contractor involved in the activity (unless the agreement or contract is on a fixed-amount 

basis).  The applicant has the option of including separate sub-agreement or subcontract budgets. 

Note: The recipient is expected to transfer up to 10% of its award to local partner(s) through sub-

grant to carry out these activities.  

(iv) Budget Notes:  

 

Budget notes are required and must provide an accompanying narrative by line item which 

explains in detail the basis for how the individual line item costs were derived. The budget notes 

must be sufficient to ensure that USAID/Ethiopia can determine the purpose of every cost item 

proposed, as well as understand the basis for the cost estimate (units and unit cost). 

The applicant must ensure the budgeted costs address any additional requirements identified in 

Section F, such as Branding and Marking. The Budget Narrative must be thorough, including 

sources for costs to support USAID’s determination that the proposed costs are fair and 

reasonable. 

 

The Budget must include the following worksheets or tabs, and contents, at a minimum: 

 

 Summary Budget, inclusive of all program costs (federal and non-federal), broken out by 

major budget category and by year for activities implemented by the applicant and any 

potential sub-applicants for the entire period of the program.  

 Detailed Budget, including a breakdown by year, sufficient to allow the Agency to 

determine that the costs represent a realistic and efficient use of funding to implement the 

applicant’s program and are allowable in accordance with the cost principles found in 2 

CFR 200 Subpart E. 

 Detailed Budgets for each sub-recipient, for all federal funding and cost share, broken out 

by budget category and by year, for the entire implementation period of the project. 

 

(v) Line Item Costs: 

 

The following Section provides guidance on line item costs. 

1) Personnel  - Direct salaries and wages should be proposed in accordance with the  

organization's personnel policies and must be proposed consistent with 2 CFR 200.430 

Compensation - Personal Services. The applicant’s budget must include position title, 
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salary rate, level of effort, and salary escalation factors for each position.  Allowances, 

when proposed, must be broken down by specific type and by position. Applicants must 

explain all assumptions in the Budget Narrative. The Budget Narrative must demonstrate 

that the proposed compensation is reasonable for the services rendered and consistent 

with what is paid for similar work in other activities of the applicant. Any proposed 

salary increase [initial or annual] must be sufficiently justified and supported with the 

organization’s personnel policies. Applicants must provide their established written 

policies on personnel compensation.  If the applicant’s written policies do not address a 

specific element of compensation that is being proposed, the Budget Narrative must 

describe the rationale used and supporting market research. 

 

Fringe Benefits – If the organization has a fringe benefit rate that has been approved by 

an agency of the Government, such rate should be used and evidence of its approval 

should be provided.  If a fringe benefit rate has not been so approved, the application 

should propose a rate and explain how the rate was determined.  If the latter is used, the 

narrative should include a detailed breakdown comprised of all items of fringe benefits 

(e.g., unemployment insurance, workers compensation, health and life insurance, 

retirement) and the costs of each, expressed in dollars and as a percentage of salaries. 

 

2) Travel and Transportation-  Provide details to explain the purpose of the trips, the 

number of trips, domestic and international, the origin and destination, the number of 

individuals traveling, and the duration of the trips. Per Diem and associated travel 

costs must be based on the applicant’s normal travel policies (applicants may 

however choose to refer to the Federal Standardized Travel Regulations for cost 

estimates). When appropriate please provide supporting documentation as an 

attachment, such as company travel policy, and explain assumptions in the Budget 

Narrative. 

 

3) Equipment  -  Vehicles, capital equipment like generators, lab equipment, etc. will be 

estimated in this budget. Must include information on estimated types of equipment, 

models, and the cost per unit and quantity. The Budget Narrative must include the 

purpose of the equipment and the basis for the estimates.  The Budget Narrative must 

support the necessity of any rental costs and reasonableness in light of such factors as: 

rental costs of comparable property, if any; market conditions in the area; alternatives 

available; and the type, life expectancy, condition, and value of the property leased. 

 

4) Supplies – This category includes items like computers, office furniture, 

printer/copier, projector, server, etc. The application should indicate the supplies, and 

their value, that are required to run the Office in Addis Ababa and 3 offices in the 

region. The Budget Narrative must include the purpose of the supplies and the basis 

for the estimates. 

5) Contractual – General Program Activities, consultants and sub-grants will be estimated 

in this category. Specify the budget for the portion of the program to be passed through to 

any subrecipients. See 2 CFR 200.330 for assistance in determining whether the sub-tier 

entity is a subrecipient or contractor.  The subrecipient budgets must align with the same 
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requirements as the applicant’s budget, including those related to fringe and indirect 

costs.  

 

6) Other Direct Costs- This includes communications, report preparation costs, 

passports and visas fees, medical exams and inoculations, insurance (other than 

insurance included in the applicant's fringe benefits), equipment (procurement plan 

for commodities), office rent abroad, branding/marking supplies, etc. The narrative 

should provide a breakdown and support for all and each other direct costs. 

 

7) Indirect Costs- Local/ regional or other organizations that do not have a Negotiated 

Indirect Cost Rate Agreement (NICRA) letter with any US Government, these 

organizations should exclude all indirect costs from the cost estimate and instead use the 

de minimis rate of 10% of modified total direct costs as specified in 2 CFR 200.414(f) if 

appropriate.  Otherwise shared costs should be treated as direct and a basis for the 

allocation should be provided. USAID is under no obligation to approve the applicant’s 

requested method.  

 

Seminars and Conferences - The application should indicate the subject, venue, and 

duration of proposed conferences and seminars, and their relationship to the 

objectives of the program, along with estimates of costs.   

Foreign Government Delegations to International Conferences- Funds in this 

agreement may not be used to finance the travel, per diem, hotel expenses, meals, 

conference fees, or other conference costs for any member of a foreign government’s 

delegation to an international conference sponsored by a public international 

organization, except as provided in ADS Mandatory Reference “Guidance on 

Funding Foreign Government Delegations to International Conferences or as 

approved by the AOR [http://www.info.usaid.gov/pubs/ads/300/refindx3.htm]. 

Training Costs - If there are any training costs to be charged to this Agreement, they 

must be clearly identified. 

Audit Fees - If the applicant proposes expending more than $300,000 of USAID   

funding during a single fiscal year of the applicant, the applicant must include funds 

within the budget to contract an audit, with the Statement of Work approved by 

USAID.   Any sub awards for more than $300,000 per year or $750,000 in total are 

required to be audited. 

(vi)  Joint Venture: 

 

In the case of an application where the entity receiving the award is a joint venture, partnership 

or some other type of group where the proposed applicant is not a legal entity, the Cost 

Application must include a copy of the legal relationship between the prime applicant and its 
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partners. The application document should include a full discussion of the relationship between 

the applicant and its partners, including identification of the applicant with which USAID will 

directly engage for purposes of Agreement administration, the identity of the applicant which 

will have accounting responsibility, how Agreement effort will be allocated and the express 

Agreement of the principals thereto to be held jointly and severally liable for the acts or 

omissions of the other.   

(vii) Financial Reporting: 

 

The Cost Application should describe headquarters and field procedures for financial reporting.  

Discuss the management information procedure you will employ to ensure accountability for the 

use of U.S. Government funds.  Describe program budgeting, financial, and related program 

reporting procedures. 

(viii)  Financial Commitments: 

 

Indicate if financial commitments were made among partners during the preparation of the 

application.  Budgets shall indicate the amounts committed to each member of the team. Letters 

of commitments from partners may be included in an annex in the Merit Review Application. 

(ix) Financial and Management Status Information: 

 

If requested by USAID after submission of applications, please provide information on the 

Applicant’s financial and management status, including: 

A. Audited financial statements for the past three years; 

B. Organization chart, by-laws, constitution, and articles of incorporation, if 

applicable; and 

C. If the applicant has made a certification to USAID that its personnel, 

procurement and travel policies are compliant with applicable OMB circular 

and other applicable USAID and Federal regulations, a copy of the 

certification should be included with the application.  If the certification has 

not been made to USAID/Washington, the applicant should submit a copy of 

its personnel (especially regarding salary and wage scales, merit increases, 

promotions, leave, differentials, etc.), travel and procurement policies, and 

indicate whether personnel and travel policies and procedures have been 

reviewed and approved by any agency of the Federal Government.  If so, 

provide the name, address, and phone number of the cognizant reviewing 

official.   

 

(x) Accounting System Approval: 

 

If applicable, approval of the organization’s accounting system by a U. S. Government 

agency including the name, addresses, and telephone number of the cognizant auditor. 
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(xi) Resources and Capacity: 

 

The Cost Application should also address the applicant’s resources and capacity in the 

following areas in narrative form:  

1. Have adequate financial resources or the ability to obtain such resources, 

as required during the performance of the award; 

2. Has the ability to comply with the agreement conditions, considering all 

existing prospective recipient commitments both nongovernmental and 

governmental; 

3. Has a satisfactory record of performance. Generally, relevant 

unsatisfactory performance in the past is enough to justify a finding of non-

responsibility, unless there is clear evidence of subsequent satisfactory 

performance or the applicant has taken adequate corrective measures to 

assure that it will be able to perform its functions satisfactorily; 

4. Has a satisfactory record and business ethics; and 

5. Is otherwise qualified to receive an award under applicable laws and 

regulations.  

 

(xii) Risk Assessment: 

 

If requested by USAID after submission of applications, the Applicant shall provide any 

additional information relating to risk assessment considered necessary in order for the 

Agreement Officer to evaluate risk. Please note that a positive risk assessment is a requirement 

for award, and all organizations will be subject to a review to verify the information provided 

and substantiate the determination, including, but not limited to, checking references and, 

possibly, a pre-award survey. 

(xiii) Cost Sharing: 

 

Cost Sharing is not required for this activity, though it is encouraged and the use of cost share 

funds may lead to a program with greater impact. 

 

The Cost Application must contain the following sections (which are further elaborated below 

this listing with the letters for each requirement): 

 

a) Cover Page (See Section D.3 above for requirements) 

 

b) SF 424 Form(s) 

 

The applicant must sign and submit the cost application using the SF-424 series.  Standard Forms 

can be accessed electronically at www.grants.gov or using the following links:   

http://www.grants.gov/
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Instructions for SF-424 http://www.grants.gov/web/grants/form-instructions/sf-424-

instructions.html 

Application for Federal 

Assistance (SF-424) 

https://www.grants.gov/web/grants/forms/sf-424-family.html  

Instructions for SF-424A http://www.grants.gov/web/grants/form-instructions/sf-424a-

instructions.html  

Budget Information (SF-

424A) 

https://www.grants.gov/web/grants/forms/sf-424-family.html  

Instructions for SF-424B http://www.grants.gov/web/grants/form-instructions/sf-424b-

instructions.html 

Assurances (SF-424B) https://www.grants.gov/web/grants/forms/sf-424-family.html 

 

Failure to accurately complete these forms could result in the rejection of the application. The 

program described in Section I above includes non-construction elements. Therefore, these 

mandatory forms for non-construction programs must be completed.  Costs to non-construction 

activities should be included on the SF-424A.  

c) Required Certifications and Assurances  

 

The applicant must complete the following documents and submit a signed copy with their 

application: 

 

(1) “Certifications, Assurances, Representations, and Other Statements of the Recipient” 

document found at  

http://www.usaid.gov/sites/default/files/documents/1868/303mav.pdf   including: 

 

(i) Assurance of Compliance with Laws and Regulations Governing 

Nondiscrimination in Federally Assisted Programs (This assurance applies to 

Non-U.S. organizations, if any part of the program will be undertaken in the 

U.S.);   

(ii) Certification on Lobbying;     

(iii)Prohibition on Assistance to Drug Traffickers for Covered Countries and 

Individuals (ADS 206, Prohibition of Assistance to Drug Traffickers); 

(iv) Certification Regarding Terrorist Financing Implementing Executive Order 

13224;   

(v) Certification Regarding Trafficking in Persons, Implementing Title XVII of the 

National Defense Authorization Act for Fiscal Year 2013; and 

(vi) Certification of Recipient. 

 

(2) Assurances for Non-Construction Programs (SF-424B) 

(3) Certificate of Compliance: Please submit a copy of your Certificate of Compliance if your 

organization's systems have been certified by USAID/Washington's Office of Acquisition 

and Assistance (M/OAA). 

(4) Other certifications and statements found in ADS 303mav, Certifications, Assurances, and 

Other Statements of the Recipient and Solicitation Standard Provisions  including: 

http://www.grants.gov/web/grants/form-instructions/sf-424-instructions.html
http://www.grants.gov/web/grants/form-instructions/sf-424-instructions.html
https://www.grants.gov/web/grants/forms/sf-424-family.html
http://www.grants.gov/web/grants/form-instructions/sf-424a-instructions.html
http://www.grants.gov/web/grants/form-instructions/sf-424a-instructions.html
https://www.grants.gov/web/grants/forms/sf-424-family.html
http://www.grants.gov/web/grants/form-instructions/sf-424b-instructions.html
http://www.grants.gov/web/grants/form-instructions/sf-424b-instructions.html
https://www.grants.gov/web/grants/forms/sf-424-family.html
http://www.usaid.gov/sites/default/files/documents/1868/303mav.pdf
http://inside.usaid.gov/ADS/200/206.pdf
http://inside.usaid.gov/ADS/300/303mav.pdf
http://inside.usaid.gov/ADS/300/303mav.pdf
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(i) A signed copy of the Survey on Ensuring Equal Opportunity for Applicants; 

(ii) Representation by Organization regarding a Delinquent Tax Liability or Felony 

Criminal Conviction; and 

(iii)Other Statements of Recipients.  

 

d) Prior Approvals in accordance with 2 CFR 200.407 

 

Inclusion of an item of cost in the detailed application budget does not satisfy any requirements 

for prior approval by the Agency.  If the applicant would like the award to reflect approval of 

any cost elements for which prior written approval is specifically required for allowability, the 

applicant must specify and justify that cost.  See 2 CFR 200.407 for information regarding which 

cost elements require prior written approval.  

 

e)   Approval of Subawards 

 

The applicant must submit information for all subawards that it wishes to have approved at the 

time of award. For each proposed subaward the applicant must provide the following: 

 

 Name of organization 

 DUNS Number 

 Confirmation that the subrecipient does not appear on the Treasury Department’s Office 

of Foreign Assets Control (OFAC) list  

 Confirmation that the subrecipient does not have active exclusions in the System for 

Award Management (SAM)  

 Confirmation that the subrecipient is not listed in the United Nations Security designation 

list  

 Confirmation that the subrecipient is not suspended or debarred 

 Confirmation that the applicant has completed a risk assessment of the subrecipient, in 

accordance with 2 CFR 200.331(b) 

 Any negative findings as a result of the risk assessment and the applicant’s plan for 

mitigation.  

 

e) Dun and Bradstreet and SAM Requirements 

 

USAID may not award to an applicant unless the applicant has complied with all applicable 

unique entity identifier (DUNS number) and System for Award Management (SAM) 

requirements.  Each applicant (unless the applicant is an individual or Federal awarding agency 

that is exempted from requirements under 2 CFR 25.110(b) or (c), or has an exception approved 

by the Federal awarding agency under 2 CFR 25.110(d)) is required to:  

 

1. Provide a valid DUNS number for the applicant and all proposed sub-recipients; 

2. Be registered in SAM before submitting its application. SAM is streamlining processes, 

eliminating the need to enter the same data multiple times, and consolidating hosting to 

make the process of doing business with the government more efficient (www.sam.gov). 

http://www.sam.gov/
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3. Continue to maintain an active SAM registration with current information at all times 

during which it has an active Federal award or an application or plan under consideration 

by a Federal awarding agency. 

 

The registration process may take many weeks to complete.  Therefore, applicants are 

encouraged to begin the process early. If an applicant has not fully complied with the 

requirements above by the time USAID is ready to make an award, USAID may determine that 

the applicant is not qualified to receive an award and use that determination as a basis for making 

an award to another applicant.  

 

DUNS number: http://fedgov.dnb.com/webform 

SAM registration: http://www.sam.gov 

 

Non-U.S. applicants can find additional resources for registering in SAM, including a Quick 

Start Guide and a video on how to obtain an NCAGE code, on www.sam.gov, navigate to Help, 

then to International Registrants.  

 

Sub recipients must be registered in DUNS but not in SAM. 

 

f) History of Performance 

 

The applicant must provide information regarding its recent history of performance for all its 

cost-reimbursement contracts, grants, or cooperative agreements involving similar or related 

programs, not to exceed 5 years, as indicated on Annex 3: 

 

If the applicant encountered problems on any of the referenced Awards, it may provide a short 

explanation and the corrective action taken. The applicant should not provide general 

information on its performance.  USAID reserves the right to obtain relevant information 

concerning an applicant’s history of performance from any sources and may consider such 

information in its review of the applicant’s risk.  The Agency may request additional information 

and conduct a pre-award survey if it determines that it is necessary to inform the risk assessment. 

 

g) Branding Strategy & Marking Plan  

 

Pursuant to ADS 303.3.6.2.f and ADS 320.3.1.2, the apparently successful applicant will be 

requested to submit a Branding Strategy and Marking Plan that will have to be successfully 

negotiated before a cooperative agreement will be awarded. These plans shall be prepared in 

accordance with the guidance in ADS 320.3.1.2, 2 CFR 700.16 and the references therein.   

Please note that the Branding Strategy and Marking Plan shall not be included with the original 

application but shall be provided only after a written request of the Agreement Officer. Cost of 

Branding and Marking should be included in cost application. 

 

USAID/Ethiopia does not intend to make an award without an approved Branding Strategy and 

Marking Plan. ADS Chapter 320 sections concerning "assistance" apply to this NOFO.  ADS 

Chapter 320 sections concerning "acquisition" do not apply to this NOFO. ADS Chapter 320 can 

be found on the USAID website: http://www.usaid.gov/policy/ads/300/320. 

http://fedgov.dnb.com/webform
http://www.sam.gov/
http://www.sam.gov/
http://www.usaid.gov/policy/ads/300/320
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h) Funding Restrictions 

 

Profit is not allowable for recipients or subrecipients under this award. See 2 CFR 200.330 for 

assistance in determining whether a sub-tier entity is a subrecipient or contractor. 

 

Construction is not authorized under this award.  If specific construction activity is approved by 

the Agreement Officer, the following conditions apply.  

 

1. No construction activities other than those included in an approved implementation plan 

or amendment thereto may be performed as part of the cooperative agreement; 

2. The costs related to construction activities must be incorporated into the budget of the 

award. 

3. A construction activity at a single site must not exceed $500,000. 

4. The total cost of construction must not exceed $10,000,000. 

5. Where construction activities are financed, the Recipient is encouraged to use fixed price 

contracts to the extent practicable; 

 

USAID will not allow the reimbursement of pre-award costs under this award without the 

explicit written approval of the Agreement Officer. Except as may be specifically approved in 

advance by the AO, all commodities and services that will be reimbursed by USAID under this 

award must be from the authorized geographic code specified in Section B.4 of this NOFO and 

must meet the source and nationality requirements set forth in 22 CFR 228. 

 

i) Conflict of Interest Pre-Award Term 

 
a. Personal Conflict of Interest  

 
1. An actual or appearance of a conflict of interest exists when an applicant organization or an 

employee of the organization has a relationship with an Agency official involved in the 

competitive award decision-making process that could affect that Agency official’s impartiality. 

The term “conflict of interest” includes situations in which financial or other personal 

considerations may compromise, or have the appearance of compromising, the obligations and 

duties of a USAID employee or recipient employee.  

 

2. The applicant must provide conflict of interest disclosures when it submits an SF-424. Should 

the applicant discover a previously undisclosed conflict of interest after submitting the 

application, the applicant must disclose the conflict of interest to the AO no later than ten (10) 

calendar days following discovery.  

 

b. Organizational Conflict of Interest  

 

The applicant must notify USAID of any actual or potential conflict of interest that they are 

aware of that may provide the applicant with an unfair competitive advantage in competing for 

this financial assistance award. Examples of an unfair competitive advantage include but are not 

limited to situations in which an applicant or the applicant’s employee gained access to non-
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public information regarding a federal assistance funding opportunity, or an applicant or 

applicant’s employee was substantially involved in the preparation of a federal assistance 

funding opportunity. USAID will promptly take appropriate action upon receiving any such 

notification from the applicant. 

 

j) Hard copies requirement  

 

 

1. Submission, Marking and Copies 

 

 

It would be greatly appreciated if Applicants would also provide one (1) original and two (2) 

hard copies of the technical application and one (1) original and two (2) hard copies of the cost 

application, with the goal that these hard copies will be received within three (3) days of the 

closing date for receipt of applications electronically; please note that lateness of the applications 

under Section IV.D above will be determined by the electronic submission, not the submission of 

hard copies.  

 

The outside of the envelope/package must include the following information:  

- Due date and time of the application package 

- NOFO number 

- Name of the USAID POC 

- Name and address of the applicant 

 

2. Addresses  

 

Courtesy hard copies should be provided to the following address: 

 

U.S. Agency for International Development 

Attn.: Tsegereda Gebremedhin, Acquisition & Assistance Specialist 

Office of Acquisition and Assistance 

United States Embassy Compound 

Entoto Street 

P.O. Box 1014 

Addis Ababa, Ethiopia 

 

Telegraphic or faxed applications are not authorized for this NOFO and will not be accepted. 

 

 

 

 

 

SECTION E: APPLICATION REVIEW INFORMATION 

 

1.  Criteria 
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The merit review criteria prescribed here are tailored to the requirements of this particular 

NOFO. Applicants should note that these criteria serve to: (a) identify the significant matters 

which the applicants should address in their applications, and (b) set the standard against which 

all applications will be evaluated.  

 

The following criteria will be evaluated. The Selection Committee (SC) will evaluate the various 

components of the application set forth below in descending order of importance. 

 

a.  Technical Approach; 

b. Management Approach, Staffing Plan and Key Personnel; 

c.  Implementation and Monitoring, Evaluation and Learning Plans; and 

d. Organizational Capacity, Past performance and Experience 

 

2. Review and Selection Process 
 

The required format and content for the application are described in Section D.  Applications will 

be evaluated in accordance with the merit review criteria set forth above by a Selection 

Committee comprised of USAID employees, other U.S. Government representatives, and/or host 

country experts.  

 

Prior to negotiating an actual award, the Agreement Officer will review the apparently successful 

applicant’s budget to ensure that costs are in compliance with OMB’s and USAID’s policies. 

The costs proposed must be determined to be reasonable, based on the Cost Application and 

other information, before award can be made. 

 

Award will be made to the responsible applicant whose application is determined to be the best 

based on technical and cost factors specified in this NOFO. The Agreement Officer must also 

evaluate risk of the apparently successful applicant and is charged with the final determination of 

whether to make an award to the apparently successful applicant. Among other issues, the 

apparently successful applicant’s history of performance will be reviewed using the reference 

information contained in the Technical Application and Cost Application, along with any other 

information deemed relevant by the Agreement Officer and/or Selection Committee.  

 

Authority to obligate the Government: The Agreement Officer is the only individual who may 

legally commit the U.S. Government to the expenditure of public funds.  No costs chargeable to 

the proposed Agreement may be incurred before receipt of either an Agreement signed by the 

Agreement Officer or a specific, written authorization from the Agreement Officer.   

 

 

 

 

 

a) Guidance on Merit Review Criteria 
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USAID will conduct a merit review of all applications received that comply with the instructions 

in this NOFO. Applications will be reviewed and evaluated in accordance with the following 

criteria shown in descending order of importance: 

 

a. Technical Approach (Most Important) 

 

The Technical Approach criterion will be evaluated in terms of overall quality and the extent to 

which the proposed technical approach demonstrates a clear understanding of the objectives of 

the program and a convincing approach to achieve the expected results. This includes the 

following considerations:  

 How well the application demonstrates an understanding of the objectives of the 

program and a convincing approach to expected results, including effective 

professional and institutional capacity development for strengthening healthcare 

workforce activity;  

 How well the Logical Framework and relevant text demonstrate the activity 

objectives. Whether this is supported by evidence for relationships between activities, 

outputs, and purpose;  

 Realistic timeline and decision points to achieve the results, outcomes, and how well 

the expected impacts are clear and feasible;  

 Strength of the proposed approach and activities in building on or adding to achieved 

results of past and ongoing USAID activities and have a clear implications and value 

for future activities.   

 

b. Management Approach, Staffing Plan and Key Personnel (Second most 

Important) 

 

The Management Approach, Staffing and Key Personnel Criterion will be evaluated for the 

overall quality and responsiveness of the management plan and approach to achieve program 

objectives and how fit are the proposed Key Personnel. This includes the following 

considerations: 

 The extent to which the proposed management approach shows a clear management and 

line of communications between key personnel, sub-awardees, and technical and 

administrative management oversight;  

 How effective and efficient is the proposed partnership and coordination with 

stakeholders clear oversight of key initiatives and capacity strengthening activities;  

 How clear is the management and staffing plan, the organizational chart that shows line 

of authority and line of communications with partners; the narrative that clearly describe 

the roles, responsibilities and lines of authority of key personnel/staff. 

 The extent to which key personnel possess the requisite qualifications, skills, 

competencies, experiences in leading relevant activities; and 

 The effectiveness and efficiency of the proposed overall staffing plan, such that 

personnel possess the full range of experience, skill, and expertise required to 

successfully implement the Activity.  
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c. Implementation and Monitoring, Evaluation and Learning Plans (Third Most 

Important) 

 

The Implementation and ME&L Plans Criterion will be evaluated for the strength, workability, 

and completeness of the Implementation and ME&L plans. This includes the following 

considerations: 

Effectiveness and relevancy of the suggested activities, processes and their outputs/outcomes; 

 The realism of the timeline and decision points to achieve the results, outcomes;  

 Appropriateness of the suggested list of objectively verifiable indicators; 

 Effectiveness of the means and frequency of verification for the performance and 

outputs/outcomes of the activities described in the ME&L plan.  

 The extent to which the ME&L Plan serves as a valuable tool for measuring the 

achievement of objectives, and for finding ways to improve integration of cross cutting 

issues, as well as the extent to which the ME&L plan has a feedback mechanism that 

leads to learning from experience and adaptation as appropriate to ensure that it meets the 

agreed up on targets for the results, outcomes, and outputs. 

 

d. Organizational Capacity, Past performance and Experience (Least Important) 

 

The Organizational Capability and Experience Criterion will be evaluated on the existing 

capacity of the applicant and its major sub-recipients as demonstrated by its actual experience in 

providing similar programs and activities. Specifically, experience in the following areas will be 

considered: 

 Strength and relevancy of demonstrated experience in the technical areas set forth 

in the Program Description, including, implementing and managing Healthcare 

Workforce service delivery; 

 Demonstrated successful experience in managing a project of similar size and 

complexity;  

 Demonstrated experience working on Health Workforce  management in resource 

poor countries on relevant activities of comparable scale; and 

 Experience working in the Africa region, including, but not limited to Ethiopia. 

 

The extent to which the applicant and its teaming partners, if any, demonstrate successful Past 

performance in achieving the results on similar programs in the areas of: 

 Quality of performance - as defined in contract/agreement standards; 

 Cost performance - how close to cost estimates and how good in cost control; 

 Schedule performance - timeliness of completion of interim and final milestones. 

 Business relations - history of professional behavior and overall business-like concern for 

the interests of the customer, including timely completion of all administrative 

requirements and customer satisfaction.  
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b) Business Review 

 

The Agency will evaluate the cost application of the applicant(s) under consideration for an 

award as a result of the merit criteria review to determine whether the costs are allowable in 

accordance with the cost principles found in 2 CFR 200 Subpart E.  

 

The Agency will also consider (1) the extent of the applicant's understanding of the financial 

aspects of the program and the applicant's ability to perform the activities within the amount 

requested; (2) whether the applicant's plans will achieve the program objectives with reasonable 

economy and efficiency; (3) whether the recipient complied with the “transfer up to 10% of its 

award to local partner(s) through sub-grant to carry out these activities” requirement; and (4) 

whether any special conditions relating to costs should be included in the award. 

 

Proposed cost share, if provided, will be reviewed for compliance with the standards set forth in 

2 CFR 200.306, 2 CFR 700.10, and the Standard Provision "Cost Sharing (Matching)" for U.S. 

entities, or the Standard Provision "Cost Share" for non-U.S. entities.  

 

The AO will perform a risk assessment (2 CFR 200.205).  The AO may determine that a pre-

award survey is required to inform the risk assessment in determining whether the prospective 

recipient has the necessary organizational, experience, accounting and operational controls, 

financial resources, and technical skills – or ability to obtain them – in order to achieve the 

objectives of the program and comply with the terms and conditions of the award.  Depending on 

the result of the risk assessment, the AO will decide to execute the award, not execute the award, 

or award with “specific conditions” (2 CFR 200.207). 

 

 

c) Co-creation 

 

To build self-reliance and ensure host-country buy-in and ownership of the health workforce 

improvement interventions, USAID will use a co-creation approach. Once applications are 

reviewed and apparently successful applicant (ASA) is identified, USAID will convene a co-

creation workshop with the ASA and its consortium partners, Government of Ethiopia partners 

(Ministry of Health, Ministry of Science and Higher Education, and Regional Health Bureaus) to 

jointly design the final program description and implementation plan. 

The apparently successful applicant may be requested to prepare and submit the “Program 

Description” to be incorporated into the resulting Cooperative Agreement for USAID’s review 

and acceptance.   
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SECTION F: FEDERAL AWARD ADMINISTRATION INFORMATION 

 

1. Federal Award Notices 

 

Award of the agreement contemplated by this NOFO cannot be made until funds have been 

appropriated, allocated and committed through internal USAID procedures. While USAID 

anticipates that these procedures will be successfully completed, potential applicants are hereby 

notified of these requirements and conditions for the award. 

 

The Cooperative Agreement signed by the Agreement Officer is the authorizing document, 

which shall be transmitted to the Recipient for countersignature to the authorized agent of the 

successful organization electronically, to be followed by original copies for execution. 

 

Notification will also be made electronically to unsuccessful applicants pursuant to ADS 

303.3.7.1.b.  USAID/Ethiopia will consider requests for additional information pursuant to ADS 

303.3.7.2. 

 

2. Administrative & National Policy Requirements 

 

The resulting award from this NOFO will be administered in accordance with the following. No 

deviations are currently contemplated to the standard provisions for the cooperative agreement 

contemplated by this NOFO. The standard provisions to be used will be the Mandatory Standard 

Provisions for U.S. Nongovernmental Recipients or the Mandatory Standard Provisions for Non-

U.S. Nongovernmental Recipients (other types of provisions may be used if other types of 

eligible organizations are selected for award).   

 

The following regulations and policies are expected to govern award administration. 

 

 For U.S. organizations, ADS 303, 2 CFR 700, 2 CFR 200 and the Standard 

Provisions for U.S. Nongovernmental Recipients will be applicable.  

 For non-U.S. organizations, the Standard Provisions for Non-U.S., Nongovernmental 

Recipients will apply. While 2CFR 200 does not directly apply to non-U.S. 

applicants, the Agreement Officer will use the standards of 2CFR 200 in the 

administration of the award.   

 

These documents may be accessed through the internet as follows: 

  

 2 CFR 200: http://www.ecfr.gov/cgi-bin/text-

idx?SID=058338fa3254c782718e94843a3e4e09&node=pt2.1.200&rgn=div5 

 Standard Provisions for U.S., Nongovernmental Recipients:  

http://www.usaid.gov/policy/ads/300/303maa.pdf  

 Standard Provisions for Non-U.S., Nongovernmental Recipients:  

http://www.usaid.gov/policy/ads/300/303mab.pdf 

 

See Annex 2 for a list of the Standard Provisions that will be applicable to any awards resulting 

from this NOFO. 

http://www.ecfr.gov/cgi-bin/text-idx?SID=058338fa3254c782718e94843a3e4e09&node=pt2.1.200&rgn=div5
http://www.ecfr.gov/cgi-bin/text-idx?SID=058338fa3254c782718e94843a3e4e09&node=pt2.1.200&rgn=div5
http://www.usaid.gov/policy/ads/300/303maa.pdf
http://www.usaid.gov/policy/ads/300/303mab.pdf
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3. Reporting Requirements 

 

The Recipient shall be responsible to USAID/Ethiopia for all matters related to the execution of 

the agreement. Specifically, the Recipient shall report to the Agreement Officer (AO) and to the 

Agreement Officer’s Representative (AOR), who will be designated by the AO prior to award. 

 

The Recipient will be expected to provide the following reports. All approved quarterly, annual 

reports, implementation plans, ME&L plans, and technical reports shall be posted to the 

Development Experience Clearinghouse (DEC) as appropriate. 

 

a. Implementation Plans 
 

The Recipient will have submitted a draft year one implementation plan with the application. 

The Recipient will work closely with the AOR to finalize the year one implementation plan. The 

final version of year one implementation plan will be due within the first 90 calendar days of the 

Cooperative Agreement. 

 

Thirty (30) calendar days before the beginning of each subsequent fiscal year, the Recipient will 

submit annual implementation plans. The annual implementation plan for each fiscal year will be 

finalized in consultation with USAID/Ethiopia with approval by the Agreement Officer’s 

Representative. If during the course of implementation, the Recipient wishes to make changes to 

the plan, the Recipient must submit the requested changes in writing for technical review. The 

Implementation Plan will be consistent with the guidance in the Program Description above. 

 

b. Monitoring, Evaluation and Learning Plan 
 

The Recipient will have submitted a draft life-of-project ME&L Plan with the application. The 

Recipient will work closely with the AOR to establish indicators, as well as baseline data and 

performance targets for each indicator and to finalize the plan. The final version of the ME&L 

Plan is due within the first 90 calendar days of the Cooperative Agreement. 

 

Thirty (30) calendar days before the beginning of each subsequent fiscal year, the Recipient will 

submit an update to the ME&L Plan. The update for the ME&L Plan for each fiscal year will be 

finalized in consultation with USAID/Ethiopia’s Health Office with approval by the AOR. If during 

the course of implementation, the Recipient wishes to make changes to the plan, the Recipient must 

submit the requested changes in writing for technical review.    

 

c. Quarterly Progress and Financial Reports 
 

The Recipient will submit separate Quarterly Progress and Financial reports to USAID/Ethiopia 

within 30 calendar days after the end of each quarter of the fiscal year during the performance 

period.   The Quarterly Progress reports shall include the following information: i) a summary of 

activities and key achievements; ii) describe progress made during the reporting period actual 

achievements of the quarter; and iii) assess overall progress to date against: performance 

indicators agreed upon, and the planned outputs for the quarter in the annual implementation 

plan. The progress report should also highlight key accomplishments and any issues that are 
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affecting the timing of HWIP interventions, steps being taken or proposals being made to resolve 

issues, plans and intended outputs for the following quarter. 

 

d. Geographic Information Systems (GIS) 

 

USAID/Ethiopia is in the process of building internal capacity to manage GIS-related 

information within the Mission to support greater utilization of GIS tools among implementing 

partners, promote coordination among stakeholders, and to share information about USAID-

funded activities, their impact in Ethiopia, as well as relevant data about the country.  As defined 

in the USAID Policy Framework (2011-2015), USAID is committed to strategically allocating 

resources through geographically targeting aid investments, monitoring & evaluating overall aid 

effectiveness, and upholding the Agency’s open data and transparency goals. Utilizing GIS 

technology, geographic data, and analysis is essential to effectively achieving these objectives. 

 

The Recipient should apply geospatial methods using GIS technology to support USAID’s effort 

to incorporate geographic data and analysis into USAID’s overall development planning, design, 

and monitoring & evaluation. Geographic data collection, analysis, and submission methods 

should be included in ME&L and the work plan. When geographic data is acquired through data 

use or ownership agreements with the host-country government or other entity, the Recipient 

must ensure that the agreement makes it permissible for the geographic data to be submitted to, 

and used by, USAID and other U.S. Embassy agencies. USAID/Ethiopia does not expect that 

overly elaborate or costly methods of collecting GIS data is necessary and will work with the 

Recipient to ensure that this information is provided in the least burdensome and expensive 

effective manner. 

 

e. Annual Technical Performance Reporting  

 

The Recipient shall submit an original and two copies of a performance report to the AOR. 

Annual performance reports are due 60 calendar days after the reporting period. The first annual 

report will cover the 12 months period following the signature of the cooperative agreement. 

Subsequent reports will cover the next 12 month periods. At a minimum, Annual Performance 

Reports shall contain the information listed below: 

 

a) Success stories for each project component; 

b) A summary of the actual activities and results during the reporting period compared 

with the plan established for the reporting period; 

c) An explanation of why results were surpassed or were not achieved and why 

activities were delayed or not carried out during the reporting period. Indicate 

corrective actions taken or a plan to ameliorate or change performance if appropriate. 

For each corrective action, the Recipient will designate responsible parties and 

establish a timeframe for completion; 

d) Information on accrued expenditures to date; and 

e) A listing of all sub-agreements, including a scope of work with detailed descriptions 

of the related program, in which the Recipient is engaged during the annual reporting 

period.  
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The AOR will acknowledge receipt of all Annual Performance Reports and will provide verbal 

or written feedback within 30 calendar days after receipt of the report. If the AOR deems it 

necessary, there will be a meeting with the Recipient to discuss the contents of the Annual 

Performance Report. 

 

Upon receiving AOR approval, the approved Annual Report shall be submitted to the USAID’s 

DEC. A copy of all annual reports should be provided to the relevant Office/Directorate within 

the Federal Ministry of Health of Ethiopia.  

 

f. Final Report 
 

The Final Report will cover the entire period of the award. The Recipient shall submit a draft of 

the final report to the AOR within 90 calendar days following the estimated completion date of 

the cooperative agreement. The Recipient shall submit to the AO and the AOR and to one of the 

following:  

 

●Via E-mail: DocSubmit@usaid.gov; 

●Via Fax: (202)216 -3515; or 

●Online: http://dec.usaid.gov. 

 

This Final Report will include the following information:  

 

a) A description of the cumulative results achieved; 

b) An assessment of the impact of the program, including a summary of lessons learned, 

and any particularly important success stories; and 

c) A summary of progress made in achieving indicator targets from the M&E plan 

(based on valid data collection and analysis). 

  

Upon receiving AOR approval, the approved Final Report shall be submitted to the relevant 

Office/Directorate within the Federal Ministry of Health of Ethiopia.  
 

The reports described above are in addition to any financial or performance reporting otherwise 

required under the standard provisions of the Agreement. Copies of all required financial reports 

will be submitted to the AOR. 

 

4. Close out Plan 

 

The Recipient will be requested to provide a closeout plan for all activities (administration, 

information, finance, procurement and management) for review and approval, no less than 90 

calendar days before the end date of the Cooperative Agreement. 

 

5. Submission to the Development Experience Clearinghouse and Publications 

 

Per ADS 540.3.2.3, documents and development assistance activity descriptions produced or 

funded with USAID resources and created in support of Intellectual Work must be submitted for 



 USAID/Ethiopia Notice of Funding Opportunity (NOFO) 72066319RFA00005 

Health Workforce Improvement Program (HWIP) 

 

63 

 

inclusion in the DEC.  The recipient must provide the AOR one copy of any Intellectual Work 

that is published, and a list of any Intellectual Work that is not published. 

 

In addition, the recipient must submit Intellectual Work, whether published or not, to the DEC, 

either on-line (preferred) or by mail. The recipient must review the DEC Web site for submission 

instructions, including document formatting and the types of documents to submit. Submission 

instructions can be found at: http://dec.usaid.gov. For purposes of submissions to the DEC, 

Intellectual Work includes all works that document the implementation, evaluation, and results 

of international development assistance activities developed or acquired under this award, which 

may include program and communications materials, evaluations and assessments, information 

products, research and technical reports, progress and performance reports required under this 

award (excluding administrative financial information), and other reports, articles and papers 

prepared by the recipient under the award, whether published or not. The term does not include 

the recipient’s information that is incidental to award administration, such as financial, 

administrative, cost or pricing, or management information. 

 

Each document submitted should contain essential bibliographic information, such as 1) 

descriptive title; 2) author(s) name; 3) award number; 4) sponsoring USAID office; 5) 

development objective; and 6) date of publication. 

 

The recipient must not submit to the DEC any financially sensitive information or personally 

identifiable information, such as social security numbers, home addresses and dates of birth. 

Such information must be removed prior to submission. The recipient must not submit classified 

documents to the DEC.  

 

In the event award funds are used to underwrite the cost of publishing, in lieu of the publisher 

assuming this cost as is the normal practice, any profits or royalties up to the amount of such cost 

must be credited to the award unless the schedule of the award has identified the profits or 

royalties as program income.  

 

6. Environmental Compliance 

 

Although the Health Financing Improvement Program is a follow-on activity, the program 

description has been revised. Therefore, it required having an activity level IEE. The Mission 

Environmental Officer, after review of the program description, has made a determination for 

Categorical Exclusion Request which is currently under processing for concurrence of the 

Bureau Environmental Officer (BEO) before the award. No activity funded under this 

Cooperative Agreement will be implemented unless the impending Categorical Exclusion 

Request is cleared and approved by the BEO. 

 

The amended IEE for this activity will be shared with the apparently successful applicant at a 

later stage. 

  

a. General  

http://dec.usaid.gov/
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a. The Foreign Assistance Act of 1961, as amended, Section 117 requires that the 

impact of USAID’s activities on the environment be considered and that USAID 

include environmental sustainability as a central consideration in designing and 

carrying out its development programs. This mandate is codified in Federal 

Regulations (22 CFR 216) and in USAID’s Automated Directives System (ADS) 

Parts 201.5.10g and 204 (http://www.usaid.gov/policy/ads/200/), which, in part, 

require that the potential environmental impacts of USAID-financed activities are 

identified prior to a final decision to proceed and that appropriate environmental 

safeguards are adopted for all activities.  The Recipient’s environmental compliance 

obligations under these regulations and procedures are specified in the following 

paragraphs of this Request for Applications.  

b. In addition, the contractor/recipient must comply with host country environmental 

regulations unless otherwise directed in writing by USAID. In case of conflict 

between host country and USAID regulations, the latter shall govern.  

c. No activity funded under this Grant will be implemented unless an environmental 

threshold determination, as defined by 22 CFR 216, has been reached for that 

activity, as documented in a Request for Categorical Exclusion (RCE), Initial 

Environmental Examination (IEE), or Environmental Assessment (EA) duly signed 

by the Bureau Environmental Officer (BEO). (Hereinafter, such documents are 

described as “approved Regulation 216 environmental documentation.”) 

 

b. Implementation Plans  

 

a. As part of its initial Work Plan, and all Annual Work Plans thereafter, the recipient, 

in collaboration with the AOR and Mission Environmental Officer or Bureau 

Environmental Officer, as appropriate, shall review all ongoing and planned activities 

under this grant to determine if they are within the scope of the approved Regulation 

216 environmental documentation.  

b. If the Recipient plans any new activities outside the scope of the approved Regulation 

216 environmental documentation, it shall prepare an amendment to the 

documentation for USAID review and approval. No such new activities shall be 

undertaken prior to receiving written USAID approval of environmental 

documentation amendments. 

c. Any ongoing activities found to be outside the scope of the approved Regulation 216 

environmental documentation shall be halted until an amendment to the 

documentation is submitted and written approval is received from USAID. 

 

7. Program Income  

 

Program income is not expected to be generated under this award. However, any program 

income generated under this award will be used to reduce the Federal award and non-federal 

entity contributions rather than to increase the funds committed to the activity in accordance 

with 2 CFR 200.307. 
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SECTION G: FEDERAL AWARDING AGENCY CONTACT(S) 

 

Points of Contact: 
 

Any questions regarding this NOFO may be addressed to: 

 

caddis@usaid.gov  with a copy to  

 

1. Tsegereda Gebremedhin 

Acquisition and Assistance Specialist 

Email: tgebremedhin@usaid.gov    

USAID/Ethiopia         

Addis Ababa, Ethiopia 

 

2. Belay Teame 

Acquisition and Assistance Specialist 

Email: bteame@usaid.gov  

USAID/Ethiopia 

Addis Ababa, Ethiopia 

 

 

 

 

 

 

 

 

 

 

 

 

  

mailto:caddis@usaid.gov
mailto:tgebremedhin@usaid.gov
mailto:bteame@usaid.gov


 USAID/Ethiopia Notice of Funding Opportunity (NOFO) 72066319RFA00005 

Health Workforce Improvement Program (HWIP) 

 

66 

 

SECTION H: OTHER INFORMATION 

 

USAID reserves the right to fund any or none of the applications submitted.  The Agreement 

Officer is the only individual who may legally commit the Government to the expenditure of 

public funds.  Any award and subsequent incremental funding will be subject to the availability 

of funds and continued relevance to Agency programming. 

 

H.1 Applications with Proprietary Data 
 

Applicants who include data that they do not want disclosed to the public for any purpose or 

used by the U.S. Government except for evaluation purpose, should mark the cover page with the 

following: 
 

“This application includes data that must not be disclosed duplicated, used, or disclosed – in 

whole or in part – for any purpose other than to evaluate this application. If, however, an 

award is made as a result of – or in connection with – the submission of this data, the U.S. 

Government will have the right to duplicate, use, or disclose the data to the extent provided in 

the resulting award. This restriction does not limit the U.S. Government’s right to use 

information contained in this data if it is obtained from another source without restriction. The 

data subject to this restriction are contained in sheets {insert sheet numbers}.” 
 

Additionally, the applicant must mark each sheet of data it wishes to restrict with the following: 

 

“Use or disclosure of data contained on this sheet is subject to the restriction on the title page 

of this application.”  
 

The following additional information is provided in this Section: 

 

H.2 SUBMISSION OF DATASETS TO THE DEVELOPMENT DATA LIBRARY 

(OCTOBER 2014) 
 

a. Definitions. For the purpose of submissions to the DDL:  
 

(1) “Dataset” is an organized collection of structured data, including data contained in 

spreadsheets, whether presented in tabular or non-tabular form. For example, a 

Dataset may represent a single spreadsheet, an extensible mark-up language 

(XML) file, a geospatial data file, or an organized collection of these. This 

requirement does not apply to aggregated performance reporting data that the 

recipient submits directly to a USAID portfolio management system or to 

unstructured data, such as email messages, PDF files, PowerPoint presentations, 

word processing documents, photos and graphic images, audio files, collaboration 

software, and instant messages. Neither does the requirement apply to the 

recipient’s information that is incidental to award administration, such as financial, 

administrative, cost or pricing, or management information. Datasets submitted to 

the DDL will generally be those generated with USAID resources and created in 

support of Intellectual Work that is uploaded to the Development Experience 

Clearinghouse (DEC) (See M21. SUBMISSIONS TO THE DEVELOPMENT 

EXPERIENCE CLEARINGHOUSE AND PUBLICATIONS (JUNE 2012).  
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(2) “Intellectual Work” includes all works that document the implementation, 

monitoring, evaluation, and results of international development assistance 

activities developed or acquired under this award, which may include program and 

communications materials, evaluations and assessments, information products, 

research and technical reports, progress and performance reports required under 

this award (excluding administrative financial information), and other reports, 

articles and papers prepared by the recipient under the award, whether published or 

not. The term does not include the recipient’s information that is incidental to 

award administration, such as financial, administrative, cost or pricing, or 

management information. 
 

b. Submissions to the Development Data Library (DDL)  
 

(1) The recipient must submit to the Development Data Library (DDL) at 

www.usaid.gov/data, in a machine-readable, non-proprietary format, a copy of any 

Dataset created or obtained in performance of this award, including Datasets 

produced by a subawardee or a contractor at any tier. The submission must include 

supporting documentation describing the Dataset, such as code books, data 

dictionaries, data gathering tools, notes on data quality, and explanations of 

redactions. 
 

 (2) Unless otherwise directed by the Agreement Officer (AO) or the Agreement 

Officer Representative (AOR), the recipient must submit the Dataset and 

supporting documentation to the DDL within thirty (30) calendar days after the 

Dataset is first used to produce an Intellectual Work or is of sufficient quality to 

produce an Intellectual Work. Within thirty (30) calendar days after award 

completion, the recipient must submit to the DDL any Datasets and supporting 

documentation that have not previously been submitted to the DDL, along with an 

index of all Datasets and Intellectual Work created or obtained under the award. 

The recipient must also provide to the AOR an itemized list of any and all DDL 

submissions.  
 

The recipient is not required to submit the data to the DDL, when, in accordance 

with the terms and conditions of this award, Datasets containing results of 

federally funded scientific research are submitted to a publicly accessible research 

database. However, the recipient must submit a notice to the DDL by following the 

instructions at www.usaid.gov/data, with a copy to the agreement officer 

representative, providing details on where and how to access the data. The direct 

results of federally funded scientific research must be reported no later than when 

the data are ready to be submitted to a peer-reviewed journal for publication, or no 

later than five calendar days prior to the conclusion of the award, whichever 

occurs earlier.  
 

 (3) The recipient must submit the Datasets following the submission instructions and 

acceptable formats found at www.usaid.gov/data.  
 

http://www.usaid.gov/data


 USAID/Ethiopia Notice of Funding Opportunity (NOFO) 72066319RFA00005 

Health Workforce Improvement Program (HWIP) 

 

68 

 

 (4) The recipient must ensure that any Dataset submitted to the DDL does not contain 

any proprietary or personally identifiable information, such as social security 

numbers, home addresses, and dates of birth. Such information must be removed 

prior to submission.  
 

(5) The recipient must not submit classified data to the DDL.  
 

(END OF PROVISION) 

 

H.3 PROHIBITION ON PROVIDING FEDERAL ASSISTANCE TO ENTITIES THAT 

REQUIRE CERTAIN INTERNAL CONFIDENTIALITY AGREEMENTS - 

REPRESENTATION (May 2017) 
 

(a) Definitions.  “Contract” has the meaning given in 2 CFR Part 200.  

 

“Contractor” means an entity that receives a contract as defined in 2 CFR Part 200.  

“Internal confidentiality agreement or statement” means a confidentiality agreement or any 

other written statement that the recipient requires any of its employees or subrecipients to 

sign regarding nondisclosure of recipient information, except that it does not include 

confidentiality agreements arising out of civil litigation or confidentiality agreements that 

recipient employees or subrecipients sign at the behest of a Federal agency.  

“Subaward” has the meaning given in 2 CFR Part 200.  

“Subrecipient” has the meaning given in 2 CFR Part 200.  
 

(b) In accordance with section 743 of Division E, Title VII, of the Consolidated and Further 

Continuing Appropriations Act, 2015 (Pub. L. 113-235) and its successor provisions in 

subsequent appropriations acts (and as extended in continuing resolutions), Government agencies 

are not permitted to use funds appropriated (or otherwise made available) for federal assistance 

to a non-Federal entity that requires its employees, subrecipients, or contractors seeking to report 

waste, fraud, or abuse to sign internal confidentiality agreements or statements that prohibit or 

otherwise restrict its employees, subrecipients, or contractors from lawfully reporting such waste, 

fraud, or abuse to a designated investigative or law enforcement representative of a Federal 

department or agency authorized to receive such information.  
 

(c) The prohibition in paragraph (b) of this provision does not contravene requirements 

applicable to Standard Form 312, (Classified Information Nondisclosure Agreement), Form 4414 

(Sensitive Compartmented Information Nondisclosure Agreement), or any other form issued by a 

Federal department or agency governing the nondisclosure of classified information.  
 

(d) Representation. By submission of its application, the prospective recipient represents that it 

will not require its employees, subrecipients, or contractors to sign or comply with internal 

confidentiality agreements or statements prohibiting or otherwise restricting its employees, 

subrecipients, or contractors from lawfully reporting waste, fraud, or abuse related to the 

performance of a Federal award to a designated investigative or law enforcement representative 

of a Federal department or agency authorized to receive such information (for example, the 

Agency Office of the Inspector General).  
 

(END OF PROVISION) 
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ANNEXES 

 

List of Annexes 

 

The following documents are included as Annexes to the NOFO to provide additional information 

to the prospective applicants. 

 

Annex 1   _     Summary Budget Template 

 

Annex 2   _     Standard Provisions 

 

Annex 3   –  Past Performance Information to be completed by the Applicant 

 

 Annex 4   _  List of supplemental documents to be provided with NOFO 

 

Annex 5    _     Abbreviations and Acronyms   
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ANNEX 1  -  SUMMARY BUDGET FORMAT 

 

Cost Categories   Year 1   Year 2   Year 3   Year 4   Year 5  

 Total All 

Years  

Personnel        

Fringe Benefits       

Travel        

Equipment        

Supplies       

Contractual (Program 

Implementation) 
      

Other Direct Costs       

Total Direct Charges       

Indirect Charges       

TOTALS –       39.5 Million 
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ANNEX 2 - STANDARD PROVISIONS 

 

https://www.usaid.gov/ads/policy/300/303maa and 

https://www.usaid.gov/ads/policy/300/303mab. The actual Standard Provisions included in the 

award will be dependent on the organization that is selected.  The award will include the latest 

Mandatory Provisions for either U.S. or non-U.S. Nongovernmental organizations.   The award 

will also contain the following “required as applicable” Standard Provisions: 

 

REQUIRED AS APPLICABLE STANDARD PROVISIONS FOR U.S. 

NONGOVERNMENTAL ORGANIZATIONS  

 
Required Not 

Required 

 

Standard Provision 

TBD RAA1. NEGOTIATED INDIRECT COST RATES - PREDETERMINED 

(DECEMBER 2014) 

RAA2. NEGOTIATED INDIRECT COST RATES - PROVISIONAL (Nonprofit) 

(DECEMBER 2014) 

RAA3. NEGOTIATED INDIRECT COST RATE - PROVISIONAL (Profit) 

(DECEMBER 2014) 

X  RAA4. EXCHANGE VISITORS AND PARTICIPANT TRAINING (JUNE 2012) 

 X RAA5. VOLUNTARY POPULATION PLANNING ACTIVITIES – SUPPLEMENTAL 

REQUIREMENTS (JANUARY 2009) 

 X RAA6. PROTECTION OF THE INDIVIDUAL AS A RESEARCH SUBJECT (APRIL 

1998) 

 X RAA7. CARE OF LABORATORY ANIMALS (MARCH 2004) 

 X RAA8. TITLE TO AND CARE OF PROPERTY (COOPERATING COUNTRY TITLE) 

(NOVEMBER 1985) 

X  RAA9. COST SHARING (MATCHING) (FEBRUARY 2012) 

 X RAA10. PROHIBITION OF ASSISTANCE TO DRUG TRAFFICKERS (JUNE 1999) 

 X RAA11. INVESTMENT PROMOTION (NOVEMBER 2003) 

X  RAA12. REPORTING HOST GOVERNMENT TAXES (DECEMBER 2014) 

X  RAA13. FOREIGN GOVERNMENT DELEGATIONS TO INTERNATIONAL 

CONFERENCES (JUNE 2012) 

X  RAA14. CONSCIENCE CLAUSE IMPLEMENTATION (ASSISTANCE) 

(FEBRUARY 2012) 

X  RAA15. CONDOMS (ASSISTANCE) (SEPTEMBER 2014) 

X  RAA16. PROHIBITION ON THE PROMOTION OR ADVOCACY OF THE 

LEGALIZATION OR PRACTICE OF PROSTITUTION OR SEX TRAFFICKING 

(ASSISTANCE) (SEPTEMBER 2014) 

X  RAA17. USAID DISABILITY POLICY - ASSISTANCE (DECEMBER 2004) 

 X RAA18. STANDARDS FOR ACCESSIBILITY FOR THE DISABLED IN USAID 

ASSISTANCE AWARDS INVOLVING CONSTRUCTION (SEPTEMBER 2004) 

 X RAA19. STATEMENT FOR IMPLEMENTERS OF ANTI-TRAFFICKING 

ACTIVITIES ON LACK OF SUPPORT FOR PROSTITUTION (JUNE 2012) 

 X RAA20. ELIGIBILITY OF SUBRECIPIENTS OF ANTI-TRAFFICKING FUNDS 

(JUNE 2012) 

 X RAA21. PROHIBITION ON THE USE OF ANTI-TRAFFICKING FUNDS TO 

PROMOTE, SUPPORT, OR ADVOCATE FOR THE LEGALIZATION OR 

https://www.usaid.gov/ads/policy/300/303maa
https://www.usaid.gov/ads/policy/300/303mab
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PRACTICE OF PROSTITUTION (JUNE 2012) 

X  RAA22. UNIVERSAL IDENTIFIER AND SYSTEM OF AWARD MANAGEMENT 

(July 2015) 

X  RAA23. REPORTING SUBAWARDS AND EXECUTIVE COMPENSATION 

(DECEMBER 2014) 

 X RAA24. PATENT REPORTING PROCEDURES (DECEMBER 2014) 

 X RAA25. ACCESS TO USAID FACILITIES AND USAID’S INFORMATION 

SYSTEMS (AUGUST 2013) 

X  RAA26. CONTRACT PROVISION FOR DBA INSURANCE UNDER RECIPIENT 

PROCUREMENTS (DECEMBER 2014) 

X  RAA27. AWARD TERM AND CONDITION FOR RECIPIENT INTEGRITY AND 

PERFORMANCE MATTERS (April 2016) 

X  RAA28. PROTECTING LIFE IN GLOBAL HEALTH ASSISTANCE (MAY 2017) 

 

 

REQUIRED AS APPLICABLE STANDARD PROVISIONS FOR NON-U.S. 

NONGOVERNMENTAL ORGANIZATIONS 

 
 

Required 

 

Not 

Required 

 

Standard Provision 

TBD RAA1. ADVANCE PAYMENT AND REFUNDS (DECEMBER 2014) 

RAA2. REIMBURSEMENT PAYMENT AND REFUNDS (DECEMBER 

2014) 

TBD RAA3. INDIRECT COSTS – NEGOTIATED INDIRECT COST RATE 

AGREEMENT (NICRA) (DECEMBER 2014) 

RAA4. INDIRECT COSTS – CHARGED AS A FIXED AMOUNT 

(NONPROFIT) (JUNE 2012) 

X  RAA5. UNIVERSAL IDENTIFIER AND SYSTEM OF AWARD 

MANAGEMENT (July 2015) 

X  RAA6. REPORTING SUBAWARDS AND EXECUTIVE COMPENSATION 

(DECEMBER 2014) 

X  RAA7. SUBAWARDS (DECEMBER 2014) 

X  RAA8. TRAVEL AND INTERNATIONAL AIR TRANSPORTATION 

(DECEMBER 2014) 

X  RAA9. OCEAN SHIPMENT OF GOODS (JUNE 2012) 

X  RAA10. REPORTING HOST GOVERNMENT TAXES (JUNE 2012) 

X  RAA11. PATENT RIGHTS (JUNE 2012) 

X  RAA12. EXCHANGE VISITORS AND PARTICIPANT TRAINING (JUNE 

2012) 

 X RAA13. INVESTMENT PROMOTION (NOVEMBER 2003) 

X  RAA 14. COST SHARE (JUNE 2012) 

 X RAA15. PROGRAM INCOME (DECEMBER 2014) 

X  RAA16. FOREIGN GOVERNMENT DELEGATIONS TO INTERNATIONAL 

CONFERENCES (JUNE 2012) 

  

X 

RAA17. STANDARDS FOR ACCESSIBILITY FOR THE DISABLED IN 

USAID ASSISTANCE AWARDS INVOLVING CONSTRUCTION 

(SEPTEMBER 2004) 

 X RAA18. PROTECTION OF HUMAN RESEARCH SUBJECTS (JUNE 2012) 
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 X RAA19. STATEMENT FOR IMPLEMENTERS OF ANTI-TRAFFICKING 

ACTIVITIES ON LACK OF SUPPORT FOR PROSTITUTION (JUNE 2012) 

 X RAA20. ELIGIBILITY OF SUBRECIPIENTS OF ANTI-TRAFFICKING 

FUNDS (JUNE 2012) 

 X RAA21. PROHIBITION ON THE USE OF ANTI-TRAFFICKING FUNDS TO 

PROMOTE, SUPPORT, OR ADVOCATE FOR THE LEGALIZATION OR 

PRACTICE OF PROSTITUTION (JUNE 2012) 

 X RAA22. VOLUNTARY POPULATION PLANNING ACTIVITIES – 

SUPPLEMENTAL REQUIREMENTS (JANUARY 2009) 

X  RAA23. CONSCIENCE CLAUSE IMPLEMENTATION (ASSISTANCE) 

(FEBRUARY 2012) 

X  RAA24. CONDOMS (ASSISTANCE) (SEPTEMBER 2014) 

X  RAA25. PROHIBITION ON THE PROMOTION OR ADVOCACY OF THE 

LEGALIZATION OR PRACTICE OF PROSTITUTION OR SEX 

TRAFFICKING(ASSISTANCE) (SEPTEMBER 2014) 

X  RAA26. LIMITATION ON SUBAWARDS TO NON-LOCAL ENTITIES 

(JULY 2014) 

X  RAA27. CONTRACT PROVISION FOR DBA INSURANCE UNDER 

RECIPIENT PROCUREMENTS (DECEMBER 2014) 

X  RAA28. CONTRACT AWARD TERM AND CONDITION FOR RECIPIENT 

INTEGRITY AND PERFORMANCE MATTERS (April 2016) 

X  RAA29. PROTECTING LIFE IN GLOBAL HEALTH ASSISTANCE (MAY 

2017) 
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ANNEX 3: PAST PERFORMANCE INFORMATION (PPI) to be completed 

by the applicant 

 
 

1.  Award Number: 

 

2.  Contractor/Recipient (Name and Address): 

 

3.  Type of Award:  

 

4. Complexity of Work/Program: Difficult   Routine    

 

5.  Description, location, and relevancy of work: 

 

6.  Dollar Value of Work/Program:     Status: Active   Completed    

 

7. Date of Award:    

Award Completion Date (including extensions):   _____ 

 

8.  Type and Extent of Subawards: 

 

9.  Name, Address, Telephone Number, and E-mail Address of the 

Contracting/Agreement Officer  and/or the Contract/Agreement Officer ’s 

Representative: 
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ANNEX 4:  LIST OF SUPPLEMENTAL DOCUMENTS TO BE PROVIDED 

WITH NOFO 

 

1. GOE HRH Strategy (updated version) (Appendix 1) 

 

2. GOE Health Sector Transformation Plan (Appendix 2) 

 

3. GOE Health Sector Development Plan IV (Appendix 3) 

 

4. USAID’s Vision for Health Systems Strengthening 2015-2019: 

https://www.usaid.gov/sites/default/files/documents/1864/HSS-Vision.pdf  

 

5. USAID/Ethiopia Gender Assessment Report (Appendix 5) 

 

6. Mid-term Evaluation of USAID/Ethiopia’s Leadership, Management and Governance 

program, implemented by MSH (Appendix 6) 

 

7. HRH Final Evaluation (Appendix 7) 

 

8. HRH Annual Reports (Appendix 8a to 8c) 

 

9. HRH Compendium of Research Publications and Presentations:  

https://www.jhpiego.org/wp-content/uploads/2017/04/Strengthining-Human-resources-

for-health-Research-compendium.pdf    

 

10. WHO Global Strategy for HRH:  Workforce 2030:  

http://www.who.int/hrh/resources/globstrathrh-2030/en/ 

 

11. Final report of the expert group to the High-Level Commission on Health Employment 

and Economic Growth (HEEG Report), WHO, http://www.who.int/hrh/com-

heeg/reports/report-expert-group/en/  

 

12. National Health Workforce Account, WHO: http://www.who.int/hrh/statistics/nhwa/en/ 

 

 

 

 

https://www.usaid.gov/sites/default/files/documents/1864/HSS-Vision.pdf
https://www.jhpiego.org/wp-content/uploads/2017/04/Strengthining-Human-resources-for-health-Research-compendium.pdf
https://www.jhpiego.org/wp-content/uploads/2017/04/Strengthining-Human-resources-for-health-Research-compendium.pdf
http://www.who.int/hrh/resources/globstrathrh-2030/en/
http://www.who.int/hrh/com-heeg/reports/report-expert-group/en/
http://www.who.int/hrh/com-heeg/reports/report-expert-group/en/
http://www.who.int/hrh/statistics/nhwa/en/
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ANNEX 5: ABBREVIATIONS AND ACROYNMS  

 
ADS – Automated Directive Services 

AO – Agreement Officer 

AOR – Agreement Officer Representative 

ASA – Apparently Successful Applicant 

CFR – Code of Federal Regulations 

COP – Chief  

CPD – Continuous Professional Development 

DCOP – Deputy Chief of Party 

DEC – Development Experience Clearing House 

DDL – Development Data Library 

DO – Development Objective 

DUNS – Data Universal Numbering System 

eHIS – electronic Health Information System 

EPHI – Ethiopian Public Health Institute 

GIS – Geographic Information System 

GoE – Government of Ethiopia 

HRH – Human Resources for Health 

HRIS – Human Resource Information System 

HQ – Head Quarters 

IST – In-service Training 

IR – Information Revolution 

LMG – Leadership, Management and Governance 

MOFEC – Ministry of Finance and Economic Cooperation 

MOH –Ministry of Health 
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MOSHE – Ministry of Science and Higher Education 

M & E – Monitoring and Evaluation 

MEL – Monitoring, Evaluation and Learning 

NGO – Non-governmental Organizations 

NHWA – National Health Workforce Account 

NICRA – Negotiated Indirect Cost Rate Agreement 

NOFO – Notice of Funding Opportunity 

OR – Operation Research 

PPI – Past Performance Information 

RHB – Regional Health Bureau 

SF – Standard Forms 

USAID – United States Agency for International Development 

USG – United States Government 

WHO – World Health Organization 

WISN – Workforce Indicators of Staffing Needs 

 

END OF NOFO 




LMG Ethiopia Internal Mid-Term Review

Sarah Johnson, Ummuro Adano, and Anupa Deshpande

USAID Ethiopia Mission De-briefing

12 March 2015





Stronger health systems. Greater health impact.





‹#›

Management Sciences for Health
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Agenda

Purpose of the Mid-Term Review

Methodology

Preliminary findings

Preliminary recommendations







‹#›

Management Sciences for Health

Purpose of the Internal Mid-Term Review

Standard best practice in MSH

To assess and document strengths, gaps, and limitations in project performance

Make recommendations for improvement 



Part of the LMG/Global Project Internal Performance Review









‹#›

Management Sciences for Health

-- Not a full blown evaluation; learning experience and opportunity to course correct

3



LMG/Ethiopia Results Framework

IR1: Management systems in place to harmonize and standardize L+M+G in pre- and in-service training curricula



IR2: L+M+G capacity of selected FMOH Directorates and agencies, Regional Health Bureaus, Zonal Health Departments, and District Health Offices developed



IR3: Institutional capacity of Ethiopian training institutions and professional health associations strengthened
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Methodology:  Internal review questions

To what extent does LMG/Ethiopia provide harmonized, standardized, and accredited in-service and pre-service training programs to health planners and service providers to navigate the decentralized health system? 

To what extent is the project on track to achieve its stated targets?

For each project activity, how do project operations or implementation practices ensure delivery of high-quality, needs-based, locally owned and adoptable outputs and outcomes? 

How do project operations or implementation practices ensure partner accountability for each LMG/Ethiopia activity? 
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MSH Performance Review Framework

Performance Elements

1: Quality

2:  Schedule

3:  Cost Control

4:  Management

5:  Innovation

6:  Business Relations

7:  Regulatory Compliance
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Internal Mid-Term Review Activities and Limitations

Activities

Review existing project documentation

Semi-structured interviews with key stakeholders

Analysis and triangulation of collected data

Reporting and presentation of findings



Limitations

Limited sampling of stakeholders and key informants due to time frame

Not an evaluation
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28 interviews
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Preliminary Findings:  Overall Quality of Interventions

Excellent partnership with FMOH, FHAPCO, RHB, universities and other LMG partners



Quality of capacity building perceived as very good (team based, modular, experiential, and results oriented) 



Presentation of Project Results could be improved



Applicability of IST curriculum to HIV/AIDS core processes
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Firmly establishes a “how to” approach to face challenges.
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Preliminary Findings:  Quality of In-Service Training

LMG curriculum standardized to conform with FMOH IST policies and guidelines; first of its kind

48 teams have completed the 6 month program and 78% achieved desired results; 124 teams currently in process

Many respondents noted continuing to work on additional challenges

Pool of trained facilitators:  Quality of the pool of trainers who have not completed the 6 month course is weaker than those who have completed the course

Quality of government-led IST in emerging regions needs to be monitored

Appreciation of LMG Ethiopia coaching and follow-up
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Quality is defined as evidence of meeting technical requirements and achieving expected results (project performance relative to contractual agreement, management of quality control mechanisms, and the quality of the work)



Regional coverage:

FMOH

7 RHB in Dire Dawa, Harari, Afar, Amhara, Gambella, Somali, and Oromia

5 Zone Health Bureaus:  West and East Harerghe (2); SW, West, and East Shoa (3)



HIV examples include 

- To increase clinical chemistry for ART and chronic follow up patients by 30% by the end of February 2014 (Dire Dawa, completed); 
- To increase volunteer blood donors from 8% to 60% in Dire-Dawa Blood Bank Service (completed)
- Increase percentage of woreda who receive supportive supervision for HIV/AIDS activities by 50% by the end of February 2015.(in process, Oromia Region Health Bureau’s)

- Increase the percentage of pregnant mothers who make HIV test from 37%-70% by the end of March, 2015 (West Shoa zonal)
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Preliminary Findings:  Quality of Pre-Service Curriculum

LMG integrated into HSM course for health officers, midwives, nurses, medical students, and pharmacists in 8 high-volume universities

Approach to curriculum development harmonizes pre-service and in-service education in the country

Curricula co-created and delivered at all levels by institutions providing pre-service and in-service training

Lecturers trained to provide IST and develop competencies for pre-service
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Quality is defined as evidence of meeting technical requirements and achieving expected results (project performance relative to contractual agreement, management of quality control mechanisms, and the quality of the work)
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Preliminary Findings:  Quality of TA to FHAPCO

TA in grant management highly rated by FHAPCO

Developed costed Investment Case 

Capacity building support for grant implementation

Improved resource mobilization and linked to effectiveness

“Before [LMG] arrived, there were many hiccups in the way the grants were managed.  Now it is more streamlined and improved.”  - Berhanu Fayisa, Executive Director

Multi-sectoral coordination through review meeting platform

Regional and federal HAPCO leadership aligned with LMG to create work program
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Professional organization– Ethiopia Public Health Officer Association (EPHOA)

Gender Directorate and Gender Regional Offices

Aggressively support HAPCO and HIV/AIDS core processes in terms of LMG
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Preliminary Findings: Schedule and Cost Control

Schedule:

First year dedicated to developing local ownership (including alignment with FMOH priorities and consensus building)

Deliverables consistently on time

Respondents’ comments on LMG responsiveness very positive



Cost Control

No over-spending:  Initially low due to focus on generating country ownership; but has increased significantly

More cost share to be booked
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Stress that though this process took time; yielded great dividends
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Preliminary Findings:  Management

Important contributions to health systems strengthening with small budget and small staff



Good internal controls



Strong Project Leadership

Flexibility of project leadership to adapt to PEPFAR directions
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Relationship with stakeholders, ability to produce results

13



Preliminary Findings:  Innovation and Business Relations

Innovation

Inserting LMG into existing HSM courses and national IST

Co-creation as a leading approach to institutionalization and sustainability



Business Relations

Strong relationship with FMOH, RHB, FHAPCO, and pre-service institutions

Strong relationship with USAID 
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LMG project will bring co-creation approaches to the HIV agenda
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Preliminary Findings:  Regulatory Compliance

Compliant with:

Labor Laws

USAID reporting requirements 

National financial laws

MSH policies
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Recommendations

Synthesize and document project results beyond production of success stories (e.g., technical briefs)



Continue to improve clarity of desired measureable result statements and capacity of all teams to achieve results



Develop a strong transition plan
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LMG project will bring co-creation approaches to the HIV agenda

MTR coincides with PEPFAR’s communications to further align LMG interventions with systems that support HIV/AIDS service delivery (building stakeholder alignments and groundswell for L+M+G provides insights to how to apply to HIV)
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Recommendations (continued)

Capitalize on stakeholder alignment and groundswell of LMG IST across health system to focus squarely on HIV service delivery

Strengthen management capacity and coordination among FMOH, FHAPCO, regional HAPCO and regional health bureaus

Further strengthen IST facilitators

Focus IST on emerging regions, facilities, PLHIV associations, CSOs
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Mid-term review coincides with PEPFAR directions to further align project activities 
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Stronger health systems. Greater health impact.

Saving lives and improving the health 
of the world’s poorest and most vulnerable people 
by closing the gap between knowledge and action in public health.
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Foreword by the Minister of Health


Ethiopia has implemented successive Health Sector 
Development Plans (HSDPs) since 1997 in four phases. During 
this period, our country has made huge strides in improving 
access to health services and improvements in health 
outcomes. Ethiopia’s health indicators have been remarkably 
improved from one of the worst in Sub-Saharan Africa to 
amongst the stand out performers in just two decades. The 
lives of millions of children have been saved, millions of new 
infections and death from communicable diseases such as 
HIV, malaria, and tuberculosis have been averted. All this was 
done while building a health system that can sustain the gains 
over the long term. 


Despite the impressive progress made, Ethiopia still has high 
rates of morbidity and mortaility from preventable causes. 
There is also disparity in uptake and coverage of high impact 


interventions amongst different regions and woredas. The quality of health care in terms of improving 
patient safety, effectiveness, and patient-centeredness, in both public and private facilities, is often 
inconsistent and unreliable. 


The health sector transformation plan, in line with our country’s second growth and transformation plan 
(GTPII), has set ambitious goals to improve equity, coverage and utilization of essential health services, 
improve quality of health care, and enhance the implementation capacity of the health sector at all levels 
of the system. A focus in quality and equity requires a shift in the status quo to drive improvements 
at national scale over the next five years. A national health care quality strategy will be developed to 
guide our investment towards safer, more effective, more accessible, and more equitable care for every 
Ethiopian by 2020. We will also produce annual reports about the state of health inequality in Ethiopia 
to bring political attention and accountability in the sector. 


Reproductive, maternal, newborn, child, adolescent health and nutrition will continue to be top priority 
for the next 5 years. As indicated in the sustainable development goals (SDG), Ethiopia will intensify 
RMNCAH interventions to end preventable maternal and child deaths by 2030. The targets set in the 
HSTP are in line with the global aspirations. 


The fight against communicable diseases is not over yet. We will focus on the most at risk population 
groups to combat HIV. The fast-track cities initiative towards 90-90-90 will also be implemented to 
reach all people living with HIV, put and retain them in treatment, and achieve viral suppression. Efforts 
will also be strengthened to improve case detection and cure rate of all forms of TB. The risk of multi-
drug resistant TB is also on the rise. In addition to prevention strategies, investments will be made to 
improve access to diagnostic and treatment facility. Ethiopia aspires to achieve subnational elimination 
of malaria from its mid and low lands in the eastern part of the country. While malaria control measures 
will be scaled up and sustained, the country will implement strategies to pave the way for malaria-free 
Ethiopia by 2030. The government of Ethiopia has demonstrated its political committment to fight 
neglected tropical diseases. Further integrated investments will be made to significantly reduce the 
burden of NTDs. 
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Non communicable diseases and injury are also on the rise and fast becoming major public health 
problems. Prevention strategies will be designed and implemented by integrating the interventions into 
existing health infrastructure. National scale up and integration of mental health services into primary 
health care will also be implemented. 


The promotion of hygiene and sanitation through the health extension program will be strengthened 
to scale-up open defecation free kebeles. A national sanitation marketing strategy will be implemented 
to generate demand and create access to supplied for construction of improved latrines. A special 
attention will be given for urban sanitation and a multisectoral approach will be used to address the 
complex sanitation isssues in our cities. 


A significant investment will be made to improve our capacity for health emergency risk management. 
The investment will focus on creating capability to prevent, detect, and contain potential outbreaks. 
We will build workforce with the aim of boosting the standing and surge capacity to manage health 
emergencies in our country.  


In the HSTP, we have identified four interrelated transformation agendas. These are transformation 
of quality and equity of health care, woreda transformation, a movement towards compassionate, 
respectful, and caring health professionals, and information revolution. We believe that the successful 
implementation of the transformation agendas will help achieve the stretched targets we set in the 
HSTP. 


The HSTP builds upon the sucesses and challenges of the successive HSDPs implemented over the last 
20 years. With the endorsement of SDGs, and global focus on sustainable development, I believe that 
Ethiopia is well positioned to push for attainement of these global development goals. As the chinese 
saying goes, ‘May you live in interesting times.’ This is indeed an interesting time. Hence, I call up on 
our people, health professionals, civil societies, development partners and all stakeholders to put a 
coordinated effort to realize the HSTP goals. 


I have no doubt that with the unwaivering political committment of our government, engagement and 
ownership of health programs by the community, the steadfast committment of our health  workers 
for our people, and the support of our development partners, we will prevail in succeding to meet the 
HSTP goals. 


Kesete-Birhan Admasu


Minister
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Executive summary
In the past two decades, the Government of Ethiopia has invested heavily in health system strengthening 
guided by its pro-poor policies and strategies resulting in significant gains in improving the health status 
of Ethiopians. As a result, Ethiopia has done remarkably well in meeting most of the MDG targets.
Among the notable achievements include achievement of MDG-4 with a 67 percent drop in under-five 
mortality from the 1990 estimate, that contributed to  an increase in average life expectancy at birth 
from 45 in 1990 to 64 in 2014.  A 69 percent decrease in maternal mortality  from a high estimated base 
of 1400 per 100,000 live births. An improvement in contraceptive prevalence rate from 3% to 42% has led 
to a drop in total fertility rate from 7.7 in the 1990s to 4.1 in 2014.


Mortality and morbidity due to HIV/AIDS, Tuberculosis and malaria has reduced markedly.  Death due 
to malaria has declined with a significant  decrease in  admissions and deaths of under-five children by 
81% and 73% respectively. Generalized malaria outbreak has not been witnessed for the last decade. HIV 
new infection has dropped by 90% and mortality cut by more than 50% among adults.  Besides, Ethiopia 
is one of the few sub-Saharan African countries with “rapid decline” of mother-to-child transmission of 
HIV,with a reduction by 50% of new HIV infections among children between 2009 and 2012. Similarly the 
country has achieved the targets set for tuberculosis prevention and control. Mortality and prevalence 
due to Tuberculosis has declined by more than 50% and incidence rate is falling significantly. The decline 
in mortality was profound from 2005 onwards partly due to TB/HIV collaborative activities, including 
the initiation and scaling up of free ART services.


The significant gains made are as a result of the political commitment and strong leadership at all levels 
of government, community engagement and ownership of health programs, and the unprecedented 
support from development partners. The country’s flagship Health Extension Programme has been 
the principal vehicle in expanding access to essential health services packages to all Ethiopians, with 
specific focus on women and children.  It has also been the primary vehicles to drive improvements in 
hygiene and sanitation. More than 38,000 HEWs have been trained and deployed all over the country, 
availing two HEWs in every Kebele (a cluster of villages). Health extension workers are tasked to transfer 
knowledge and skills to families they serve so that households have better control over their own 
health. This philosophy of training and graduating model families, who have demonstrated behaviour 
change and improved uptake of high-impact health interventions, have been scaled up to reach close 
3 million families across the country. A health development army that mobilizes these model families 
to enhance community engagement and solidarity movements has been established during HSDPIV. 
Despite the varying degree of success in different localities, the HDA has proved to be a successful 
strategy to engage community, identify locally salient bottlenecks that hinder uptake of services, and 
scaling up best practices. 


Over the last 20 years, the country has succesfuly implemented its strategy of expanding and 
rehabilitating primary health care facilities. To this effect, 16,440 health posts, 3,547 health centers 
and 311 hospitals have been constructed. In parallel to the construction of health facilities, investment 
in human resource development and managemnt has been scaled up; reformed supply chain and 
logistics managment to ensure continuous availability of health commodities at an affordable price in a 
sustainable manner; and strengthen coordination and partnership.


Though good trends are observed, the country is still facing a triple burden of diseases consisting of 
communicable diseases, non-communicable diseases and injuries. This burden coupled with the ever 
increasing demand urges the Government to be increasingly focused on addressing equity in access 
to health care, quality in health services provision and in strengthening community engagement and 
ownership in health decision-making and management.


Building on the lessons learned in implementing the earlier plans and to be highly responsive to the current 
socioeconomic landscape, the Government of Ethiopia has developed Health Sector Transformation 
Plan (HSTP), which is part of the second Growth and Transformation Plan(GTP II). HSTP is also the first 
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phase of the 20-year health sector strategy called ‘Envisioning Ethiopia’s Path to Universal Health Care 
through strengthening of Primary Health Care’.


The overall desire of The Government of Ethiopia is to have the highest possible level of health and 
quality of life for all its citizens, attained through providing and regulating a comprehensive package 
of promotive, preventive, curative and rehabilitative health services of the highest possible quality in 
an equitable manner. This goal will be attained by the government’s effort enhanced with community 
empowerment.


The Health Sector Transformation Plan (HSTP) has three key features: quality and equity; universal 
health coverage and transformation. The HSTP sets out four pillars of excellence which are believed to 
help the sector to achieve its mission and vision. These are: 


1. Excellence in health service delivery


2. Excellence in quality improvement and assurance


3. Excellence in leadership and governance


4. Excellence in health system capacity


These four areas of excellence are further decomposed in to fifteen strategic objectives categorized 
under two driver perspectives (business process and learning and growth) and two results (community 
perspective and financial stewardship). The strategic objectives are linked each other with a cause-effect 
relationship and every strategic objective has set of performance measures and strategic objectives.


The impact-level targets of HSTP by 2020 is to reduce MMR to 199/100,000LB; reduce under five-year, 
infant and neonatal mortality rates 30, 20 and 10 per 1,000 live births respectively; reduce stunting, 
wasting and under-weight in under-5 year to 26%, 4.9% and 13%, respectively; reduce HIV incidence by at 
least 60% compared with 2010 and achieve zero new infections among children; reduction in number of 
TB deaths and incidence rate by 35% and 20% respectively compared with 2015 and reduce malaria case 
incidence and mortality by at least 40% each compared with 2015. It has also set target to stabilize and 
then reduce deaths and injuries from road traffic accidents.


To acheive these and other impact and outcome targets set for the coming five years, a list of strategic 
initiatives are set such as:


• High impact interventions of RMNCAYH, nutrition, prevention and control of communicable and 
non-communicable diseases; 


• Initiatives to improve quality and equity, 


• Initiatives to improve health emergency risk management: education and information to build 
culture of health, safety and resilience at all levels; regular risk assessment and early warning; 
development of public health risks profile maps for each woreda; emergency preparedness for 
effective health system response and recovery at all levels; establishing Emergency Operations 
Center (EOC); developing a national health emergency workforce with the right skill mix to enhance 
standing and surge capacity of the country to respond to emergencies 


• Initiatives for community engament and ownership: model kebele graduation; certificate of 
competency evaluation of households based on HEP standards; self-reliance movements; health 
literacy and health systems literacy of the public; rollout and expansion of the Health Development 
Army; roll out the second generation health extension programme


• Initiatives to improve efficiency and effectiveness: financial management; transparency and 
accountability development program; regular financial and performance audits; efficiency gain; 
efficient facility revenue utilization; implementation of SHI and CBHI
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• Initiatives to make positive contribution to the socio-economic development and accelerate 
progress towards health outcomes –promoting health in all policies and strategies; strengthening 
multi-sectoral coordination and regional and global partnership; 


• Initiatives to enhance good governance: enhancing leadership capacity; establishing public health 
leadership incubation center; accountability and transparency; community representation at 
health facility governing boards and regular town hall meetings and public conferences; 


• Initiatives to improve regulatory systems,  supply chain and logistics management, research and 
evidence for decision making, use of technology and innovation, development  and management 
of  human resource for health and health infrastructure


Having all the strategic objectives and strategic initiatives for the coming five years, HSTP has also 
identified four transformation agendas that will help the sector to be transformed: 


1. Transformation in equity and quality of health care – This is central to HSTP. The substantial 
inequalities still existing in health outcomes based on differences in economic status, education, 
place of residence and gender need to be addressed. During implementation of the HSTP, efforts 
will be doubled up to ensure equity in health care, which has the following important elements;


• Equal access to essential health services, 


• Equal utilization of equal need, and 


• Equal quality of care for all


Therefore, the success of HSTP will mainly be measured by the quality of health service and how 
equitable the health outcomes are. A detailed roadmap with innovative strategies will be developed 
to ensure that every Ethiopian is reached with essential, quality services. The possibility of 
establishing a centre or institute for health equity will also be explored.


2. Information revolution – this is reforming the methods and practice of collecting, analyzing, 
presenting and disseminating information. It is a radical shift from traditional way of data 
utilization to a systematic information management. It includes advancing the data collection, 
aggregation, reporting and analysis practice; promoting the culture of information use at place of 
generation; harnessing ICT; improving data visibility and access; and strengthening verification 
and feedback systems. 


3. Woreda transformation – Woreda health offices need to be transformed into high-performing 
entities that translate the national aspirations into a reality. Therefore, woreda transformation 
aims at narrowing the gap between the high and low performing woredas. It has three 
components: Model Kebeles, financial protection through CBHI and high performing PHCUs.


4. The Caring, Respectful and Compassionate health workforce – this is multi-pronged approach 
and is a that calls for a mechanism to persistently remind health professionals the values, hopes, 
and aspirations that brought them into healthcare. It’s a movement that requires champions 
who identify themselves with their profession and take pride by helping people. It also requires 
a culture change and a change in attitude, manner, and approach of health care delivery.


The overall costing for HSTP implementation is prepared in two scenarios: base and high case scenario 
with a total cost of 15.6 billion USD and 22 billion USD, respectively. The targets of HSTP are related to 
the base case scenario and the resource gap under this scenario is estimated to be 21%.


In general, the ultimate purpose with this plan is to improve the health status of the peoples of Ethiopia 
in an equitable manner. The HSTP is cascaded to all levels and will be translated into annual operational 
plans using the Woreda-based health sector annual plan. Its implementation will be consistently 
monitored using the agreed monitoring framework in a coordinated manner.
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Chapter 1: Introduction


The Ethiopian health sector successfully concluded  20 years of the National Health Sector Development 
Programme (HSDP) divided into four series of five-year HSDPs I to IV commencing in 1997.  HSDP IV, 
which has been part of the first Growth and Transformation Plan (GTP), was the final phase of HSDP 
which ended in June 2015.


The Health Sector Transformation Plan (HSTP) is the next five-year national health sector strategic 
plan, which covers EFY 2008-2012 (July 2015 – June 2020). It has been prepared by conducting in-depth 
situational assessment and performance evaluation of HSDPs; considering the global situation and the 
country’s global commitment; and most importantly, the goals of the national long-term vision and 
Growth and Transformation Plan (GTP).


The development of the Health Sector Transformation Plan is guided by a roadmap prepared jointly with 
all relevant stakeholders under the leadership of the Ministry of Health and Regional Health Bureaus.  
The roadmap clearly stipulated the major steps of the development process, planning approach and 
methodology and communication strategy. It also clearly indicated the roles and responsibilities of all 
actors giving due emphasis for the involvement of all relevant stakeholders, including the private sector 
to ensure commitment by all for the implementation of the strategic plan by having a shared vision.


The performance of HSDP has been reviewed critically using its annual performance reviews and 
relevant reports, including Health Information Management System (HMIS), the Mid-Term Reviews 
(MTR), the Joint Review Mission reports and different population and facility-based surveys. The review 
findings showed that the country has made tremendous achievements from implementing high impact 
interventions mainly through its flagship community focused program known as the Health Extension 
Programme. The Ministry of Health embarked on an envisioning exercise to develop its next 20-year 
plan after the HSDP IV mid-term review. The envisioning exercise resulted in a long-term health sector 
transformation roadmap titled, ’Envisioning Ethiopia’s Path towards Universal Health Coverage through 
Strengthening Primary Health Care’. The objective of the long-term envisioning exercise was to define 
a framework for subsequent strategic actions which will enable Ethiopia to achieve the best health 
outcomes that would be expected of a lower middle income country by 2025 and to achieve at least 
median health outcomes of an upper middle income country by 2035.


The Health Sector Transformation Plan (HSTP) is therefore the first phase of the ‘Envisioning Ethiopia’s 
Path towards Universal Health Coverage through Strengthening Primary Health Care’, and part of the 
second Growth and Transformation Plan (GTP-II) of the country.


A series of consultations were conducted with the private sector, universities, professional associations, 
other government sectors and development partners including web-based consultations through MoH’s 
official website. The feedback received from these consultative workshops were carefully documented, 
reviewed and incorporated accordingly. A Joint Assessment of National Strategies (JANS) was conducted 
and comments were addressed. 


The remainder of this HSTP document is organized as follows:  chapter two covers the country context; 
chapter three describes the situation analysis that was carried out; chapter four deals with the HSTP 
strategy; chapter five details the costing and financial gap analysis; chapter six shows implementation 
arrangement and chapter seven covers the monitoring and evaluation framework. 
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Chapter 2: Country Context


2.1. Country profile
Ethiopia is the oldest independent and second most populous country in Africa. It has a unique 
cultural heritage with a diverse population mix of ethnicity and religion. It served as a symbol of 
African independence throughout the colonial period, and was a founding member of the United 
Nations and the African base for many international organizations.


2.2. Geography and climate
Ethiopia is located in the North Eastern part of Africa, also known as the Horn of Africa. It borders  
six countries - Eritrea, Djibouti, Somalia, Kenya, South Sudan and the Sudan. The country occupies 
an area of 1.1 million square kilometers ranging from 4,620m above sea level at Ras Dashen 
Mountain to 148m below sea level1 at the Danakil (Dallol) Depression. More than half of the 
country lies above 1,500 meters.


The predominant climate type is tropical monsoon, with temperate climate on the plateau and hot 
in the lowlands. There are topographic-induced climatic variations broadly categorized into three: 
the “Kolla”, or hot lowlands up to approximately 1,500 meters above sea level, the “Wayna Degas” 
which range 1,500-2,400 meters above sea level and the “Dega” or cool temperate highlands 
2,400 meters above sea level.


2.3. Demographic Profile
Projections from the 2007 population and housing census estimate the total population for the 
year 2015 to be 90 million (CSA, 2015)2. Ethiopia is the home of a variety of nations, nationalities 
and peoples with more than 80 different spoken languages. The average size of a household is 
4.7.


The pyramidal age structure of the population has remained predominately young with 44.9% 
under the age of 15 years, and over half (52%) of the population in the age group of 15 and 65 years. 
The population in the age group of over 65 years accounts for only 3% of the total population. While 
the sex ratio between males and females is almost equal, women of reproductive age constitute 
23.4% of the population. The average fertility trend has shown significant decline in recent years 
from the 2000 level of 5.5 births to 4.1 births per woman (EDHS 2014). 


2.4. Government and administration
Ethiopia is a federal parliamentary republic, with the Prime Minister serving as head of government. 
Executive power is exercised by the government. Federal legislative power is vested in both the 
government and the two chambers of parliament (Government Communication Affairs Office, 
2015)3. 


The Ethiopian constitution, introduced in 1995, created a federal government structure composed 
of nine Regional States:   Tigray, Afar, Amhara, Oromia, Somali, Southern Nation Nationalities and 
Peoples Region (SNNPR), Benishangul-Gumuz, Gambella, and Harari; and two City Administrations 
council of Dire Dawa and Addis Ababa. The regional states and city administrations are divided 


1  http://www.ethiopia.gov.et/web/pages/ethoverview
2 News release of CSA 30th Januray 2015. accessed at http://www.csa.gov.et/images/banners/csa2
3 http://www.gcao.gov.et/web/guest/politics
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into Woredas (districts) and Kebeles (sub-districts). A Woreda/District is the basic decentralized 
administrative unit and has an administrative council composed of elected members. Zonal 
administrations are in place in some populous regions above Woredas as an extended arm of the 
regional states. 


2.5. Socio-economic situation
Over the last decade (2003/4 -2013/14), Ethiopia’s economy has registered rapid growth with a 
GDP of 10.9% annual average growth rate.  In the last four years of Growth and Transformation 
Plan (GTP) implementation periods (2010/11 – 20013/14), the economy has also registered robust 
growth with a GDP of 10.1% annual average growth rate.  Agriculture, Industry and Service sectors 
have 6.6%, 20.0%, and 10.7% annual average growth rates, respectively (MOFED, 2014)4. According 
to Ethiopia poverty assessment, Ethiopian households have experienced a remarkable reduction 
in poverty rate from 56% of the population living below $1.25 purchasing power parity (PPP) a day 
to 29% in 2010 (Rio+20, 2012)5; this figure is expected to be much lower at the end of 2015 (about 
22 as set in GTP-I).  


The Government of Ethiopia has been implementing a comprehensive economic reform 
program over the past decade. The Government follows a market–based and agricultural led 
industrialization economic policy for the development and management of the economy. Currently 
the country is exerting utmost effort to ensure economic transformation from an agricultural to 
industrial led economy.  There have been a number of policy initiatives and measures taken in 
these directions which included privatization of state enterprises and liberalization of government 
regulations.  The health sector is playing its part as a means of economic growth while benefiting 
from the economic growth. Among the important features of the economic reform in Ethiopia 
is empowering women through the creation of an enabling environment for equal opportunity 
for women to participate in the economic development of the country which is enshrined in the 
constitution. The Ethiopian Constitution recognizes the principle of equality of access to economic 
opportunities, employment and property ownership for women. Following this, the government 
has formulated a national gender policy, which recognizes equality between the sexes and sets up 
mechanisms for the improvement of women’s condition, such as the establishment of the Ministry 
of Women’s Affairs. The main strategies employed to implement the national policy include 
gender mainstreaming in sector and development programs, advocacy and capacity-building 
initiatives. The health sector is equally committed to strengthening gender mainstreaming at all 
levels of the health care system through the development of the Gender Mainstreaming manual 
and supporting its implementation.


Cognizant of the irreplaceable role of the transport sector in economic growth, the government of 
Ethiopia has spent up to 40% of its capital budget for road construction. As a result, the length of 
roads has reached 105,000 km, a six-fold increase compared to 1990 road coverage. About 10,765 
rural kebeles are connected with the Universal Rural Road Access Program (URRAP), creating 
better healthcare access to millions of mothers and children who were deprived of such a right 
before.  Similarly, the rural electrification program is benefiting more than 5,100 rural and urban 
kebeles, paving way to a better life. Connectivity of citizens through modern communication 
means is showing a prominent stride evidenced by 32 million mobile phone subscribers and a rise 
in telecom penetration to 37%, thus making Ethiopia one of the top six countries in Africa. 


4 http://www.mofed.gov.et/Amharic/Resources/Documents/ESTIMATES%20OF%20GDP%20AND%20OTHER%20MACROECONOMIC%20 
  INDICATORS_ETHIOPIA%202006%20(2013_14%20EFY).pdf
5 https://sustainabledevelopment.un.org/content/documents/973ethiopia.pdf 
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2.6. Educational status
It is a well-established fact that education is a key instrument for socioeconomic development 
and hence considered as one of the basic human rights. According to several studies, people are 
observed to have differences in health status, exposure to health risks, access to health services 
and health seeking behavior because of their differences in educational status.  Ethiopia has given 
due emphasis to improving the educational status of its citizens evidenced by massive expansion 
of primary, secondary and tertiary level educational institutions. There are 21.2 million children 
in 30,800 primary and 2,333 secondary schools in the 2013/14 academic year (MOE, 2014).  As a 
result, net primary school enrolment (Grade 1-6) reached 99% in 2014, a five-fold increase from 
the 1990 rate of 19%. 


In 2014, more than 1.7 million youth were attending higher education in 1312 Technical and 
Vocational Education and Trainings (TVETs) and 33 universities. More than 3.5 million adults 
benefited from adult education program and W.6 million are currently in adult education programs. 


Proportion of girls enrolled in primary and secondary education has exceeded 45% in 2014 as a 
direct result of the GoE’s policy to empower women through enhancing girls’ education.  
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Chapter 3: Performance of  the Health Sector 
Development Programme (HSDP) – Situational 
Assessment


The general situational assessment of the health sector which mainly focuses on the performance 
evaluation of the twenty-year Health Sector Development Program (HSDP) was organized using 
the WHO framework for monitoring and evaluation of health system strengthening –HSS (See M&E 
framework chapter 7).  The assessment report starts with the activities performed to enhance 
community ownership. It then presents the whole performance organized using the results’ chain 
beginning with the population’s health status and health systems performance (impact and outcome), 
followed by the health systems’ capacity performance which includes the outputs, processes and finally 
the inputs and processes.


3.1. Community Ownership – the center of remarkable 
achievement


In the last two decades, the government of Ethiopia has been putting tremendous efforts in 
building pro-poor policies and strategies, to reorient health services towards health promotion, 
disease prevention, curative services.  Throughout these processes, the key concept of community 
ownership has been emphasized in all HSDPs. 


The country’s flagship program, called the Health Extension Programme (HEP), delivers cost-
effective basic services to all Ethiopians, mainly women and children. HEP is underpinned by the 
core principle of community ownership that empowers communities to manage health problems 
specific to their communities, thus enabling them to produce their own health 


The Government believes that the GTP targets can be achieved by organizing citizens voluntarily into 
functional Development Armies. To this end, the Ministry of Health uses the Health Development 
Army (HDA) mechanism to organize community and health workers. HDA mobilizes families, 
mainly women, to scale-up best practices gained from the HEP and ensure wider community 
participation in facilitating community ownership. HDA implementation started in Ethiopian 
fiscal year (EFY) 2003, with progress being made in the organization and network formation 
over the past three years. According to MOH’s annual report, a total of 442,773 HDA groups with 
2,289,741 one-to-five networks were formed in EFY 2006. Although, the mechanism of reaching 
every household and community through the Health Development Army is a relatively recent 
initiative started during HSDP IV, evidence shows that in areas with advanced HDA networks, the 
coverage of key health interventions has improved significantly including institutional delivery. 
However, appropriate organization and capacity building of HDA remains a challenge in some 
parts of the country.  The concern is that such inequalities in HDA networks may later be reflected 
in inequalities of access to services and subsequently in health outcomes. In particular, the 
implementation of the HDA initiative in developing regions (Afar, Benishangul-Gumuz, Gambella 
and Somali), and urban areas is yet at its infancy. Fine tuning implementation based on evidence, 
recognition of excellent implementers, tailored training, strengthening the HEP and primary 
health care unit (PHCU) link and keeping the momentum with the required political commitment, 
is critical in scaling up and sustaining HDA gains. 
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3.2. Health Status – Impact and Outcome Analysis
The impact analysis deals with some vital indicators such as mortality, morbidity, life expectancy, 
as well as inequalities, whenever information is available. It mainly focuses on progress made to 
date and challenges encountered in achieving the health specific Millennium Development Goals 
and addressing other prominent health problems.


3.2.1. Overall health outcome: Life Expectancy and Demographic Dividend 
Due to the reduction of morbidity and mortality mainly in child mortality coupled with 
improvement in social determinants of health, Ethiopians have begun to live longer as 
evidenced by the improvement with the estimated average life expectancy at birth to 64 
years from that of 45 in 1990. This makes Ethiopia one of the six countries which have 
made top individual gains since 1990. The healthy life of Ethiopians is estimated to be 55 
years, indicative of 9 years being compromised with morbid diseases or health conditions 
which calls for improvement in the quality of life and extending individuals’ life expectancy. 
Life expectancy at 60 years of age has also increased to 18 years in 2012, a three year rise 
from the 1990 estimate. The probability of dying between 15-60 years of age per 100,000 
populations (Adult mortality rate) has decreased by more than 42% in females and 47% in 
men based on the 1990’s estimate (World Health Statistics Report, 2014). 


As a result of Ethiopia’s commitment to reducing infant and child mortality, improving 
reproductive health and family planning, and the subsequent fertility decline, the country 
is on the right path to a population age structure that may enable a demographic dividend. 
The total dependency rates of Ethiopia were 94.6, 92.9 and 80.6% in 1994, 2007 and 2012 
respectively. Breaking this into young and old dependencies, one can observe from the 
three censuses conducted that the young dependency rates were 88.4, 86.8 and 75% in 
1994, 2007 and 2012, respectively, while the old dependency rates were 6.2, 6.1 and 5.6 
respectively in the above census years. All the three dependency rates, showed a declining 
trend from 1994 to 2012. The trend in the size of the working age population of the country 
showed progressive increase from 51.1% to 55.4% between in 1994 and 2012. It has shown a 
0.7 percentage point increase between 1994 and 2007 and a 3.6 percentage point increase 
between 2007 and 2012. Such an increase calls for appropriate policy of creating adequate 
job opportunities to benefit from the demographic dividend. Urban unemployment rate is 
about 17.4% (CSA, 2014). The corresponding rates for males and females were 11.3 percent 
and 24.1 percent respectively. 


3.2.2. Reproductive, Maternal, Neonatal, Child, Adolescent and Youth Health 
(RMNCAYH)


3.2.2.1.  Maternal and child health MDG performance


Reduction of Child Mortality-MDG 4:


According to the 2014 World Health Statistics Report, Ethiopia has achieved MDG 4 target 
three years earlier by reducing under-five mortality by 67% from the 1990 estimate. The 
UN Inter Agency Group’s 2013 mortality estimate reported that Ethiopia’s under-five, 
infant and neonatal mortality rates were 68, 44 and 28 per 1000 live births respectively. 
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From 1990 to 2000, the average Annual Reduction Rate (ARR) of U5MR was at 2%, 
which accelerated to 5% since 2000. Notwithstanding the achievement observed in the 
reduction of under-five mortality rates, about 190,000 children are still dying each year. 
Moreover, the reduction in mortality in neonatal age groups (48%) is not as impressive 
as that of childhood mortality. 


The major causes of under-five mortality, based on the 2014 WHO/CHERG estimates 
for Ethiopia, are acute respiratory infection (ARI) (18%), diarrhea (9%), premature births 
(11%), sepsis (9%), birth asphyxia (14%), meningitis (6%), injury (6%), measles (3%) and 
others (21%). Malnutrition underlies nearly 50% of under-five deaths. Prematurity (37%), 
infection (28%), and asphyxia (24%) are the most common causes of death in neonates. 
Neonatal conditions which used to account for a quarter of under-five deaths in 2004 
have recently increased to 43% while deaths due to malaria, measles, HIV, diarrhea and 
pneumonia have declined (The Lancet, 2012). Moreover, there is wide geographic and 
socio-economic variation in under-five mortality rates. According to the EDHS 2011, 
it ranges from as low as 53/1000 live births in Addis Ababa to as high as 169/1000 
live births in Benishangul-Gumuz region. Additionally, there is a strong association of 
newborn and child mortalities with wealth, maternal educational status, residence, 
maternal fertility characteristics and access to safe water and sanitation.   


Improve Maternal Health –MDG 5:


According to UN estimates, Ethiopia has so far reduced maternal mortality by 69% from 
the 1990s estimate with annual reduction rate of 5% or more. According to the latest 
UN estimate, the proportion of mothers dying per 100,000 live births has declined from 
1400 in 1990 to 420 in 2013.. However, EDHS 2005 and 2011 reported maternal mortality 
rate of 673 and 676 per 100,000 live births respectively, indicating no change between 
the two surveys. Another report from Lancet (2014) estimated that maternal mortality 
was 497 in 2013. Significant variation in estimating maternal mortality is observed in 
different studies, calling for more robust and locally generated information. However, a 
reduction was observed in maternal mortality in all the studies with different magnitude 
of reduction.  


Hemorrhage, hypertension in pregnancy, abortion and sepsis are the leading causes of 
maternal deaths, which can only be averted through skilled institutional care. 


3.2.2.2.  Child health services
The achievements in child health are mostly attributable to large scale implementation 
of promotive, preventive and curative primary health care interventions alongside a 
positive trend of socioeconomic changes. These include: IMNCI/ICCM 6(currently being 
provided in more than 2500 health centers and 12,000 health posts); prevention and 
management of malaria (with 65% of under 5 children sleeping under insecticide treated 
nets (ITN) with indoor residual spray (IRS) reaching 47% of houses in endemic areas in 
2011); community based nutrition programs and establishment of Neonatal Intensive 
Care Units. Notwithstanding current improvements, coverage of some other essential 
interventions such as proper case management of acute respiratory illness (ARI) and 
diarrhea have been low. In the 2011 EDHS, only 27% of children under age of five with 
symptoms of ARI sought counseling from a health care facility or provider. Similarly, 
one-fourth of children with fever and 32% with diarrhea sought care from a health care 
facility or provider.


6 
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The dramatic increase in immunization coverage has also significantly decreased 
fatalities associated with vaccine preventable diseases. Currently, Ethiopia is providing 
10 antigens targeting major killer diseases during childhood.  Four new vaccines (PCV 
10, Rota and Penta) were introduced since 2007 in addition to the already existing 
six traditional antigens. The introduction of these new vaccines coupled with ICCM 
programs and expansion of the Health Extension Programme is expected to further 
lower childhood morbidity and mortality due to pneumonia and diarrhea. The recent 
HMIS report of EFY 2006 showed that the coverage of Pentavalent 3, PCV3 and Measles 
vaccines coverage have reached 91.1%, 85.7% and 86.5% respectively. Fully immunized 
children under one year of age also reached 82.9% in EFY 2006. Though the coverage is 
improving, the program is challenged with dropouts, shortage of supplies, vaccine stock 
out and cold chain breakages. 


Availing newborn corners at health centers, establishing neonatal intensive care units 
in hospitals and more recently, the expansion of community based newborn care by 
health extension workers (HEWs) is ongoing and expected to contribute to a decrease 
in neonatal mortality. However, there is still a gap in availing quality health services for 
newborns in many facilities. Neonatal ICUs are also ill equipped and have yet to expand. 
The limited competency of midwives, doctors and anaesthetists in the provision of 
emergency obstetrics and new born care (EmONC) services, lack of a separate newborn 
corner, absence of a neonatal unit in some health facilities; and low coverage of skilled 
delivery and newborn care are some of the challenges.


According to draft analysis of the Ethiopia Service Provision Assessment plus (ESPA+), 
62% of facilities provide all three basic child health services (outpatient curative care, 
child vaccination and child growth monitoring. 


3.2.2.3.  Maternal health services
With the aim of reducing maternal mortality to 267 per 100,000 live births, a set of 
high impact interventions were being implemented, including antenatal care (ANC), 
skilled birth services and postnatal (PNC). According to HMIS reports, the proportion 
of pregnant women who received ANC services at least once exceeded 98%. However, 
continuity of service and quality of care is not optimal as evidenced by low coverage of 
skilled delivery, tetanus toxoid (TT) vaccine uptake, screening for syphilis, utilization of 
ITN as well as suboptimal uptake of prevention of mother-to-child transmission of HIV 
(PMTCT) services by pregnant women. 


Antenatal care:


The Mini-EDHS 2014 reported that ANC follow-up with at least one visit and four plus 
visits were at 57.2% and 31.6% respectively. Whereas, according to HMIS data, in EFY 
2006, the proportion of pregnant women who received ANC (at least one visit) was 98.1% 
with a range of 54.4% in Somali and 100% in Tigray, SNNPR, Dire Dawa, and Harari regions. 
However, the key service packages delivered during ANC are delivered with different level 
of completeness. 65% of pregnant women among those reached by the 2012 EPI survey 
received tetanus toxoid vaccination, and long-lasting insecticidal nets (LLINs) utilization 
was reported to be 42% in the 2011 Malaria Indicator Survey. The use of magnesium 
sulphate for the prevention and treatment of eclampsia is still very low. The nutrition 
interventions such as micronutrient supplementation also need to be strengthened.
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ESPA+ reports that 87% of all facilities assessed offer ANC services. This report indicated 
that about three-quarters (78%) and 62% of health facilities (excluding health posts) 
provide TT vaccine and any of the services related to PMTCT respectively. Only 52% of 
the facilities excluding health posts also had basic lab tests for first-visit ANC clients.  


Delivery Service: 


Clean and safe delivery by HEWs


As stated in the Mini EDHS 2014 report, about 85% of births took place at home without 
skilled attendants. As per HSDP-IV, HEWs were to assist with about one-third of 
deliveries with cleans and safe delivery and do early identification and referral in case 
of complications. According to HMIS reports, the trend in clean delivery  increased in 
the last couple of years in most of the regions due to the expansion of Health Centers 
(HCs) and the strengthening of HC-Health Post networks with subsequent focus on the 
provision of skilled care at birth. 


Institutional delivery and emergency obstetric care


All pregnant women are encouraged and supported to deliver in health facilities with 
skilled attendants. The HSDP IV’s target for skilled delivery was 62% and as of the nine 
months HMIS report of 2007 EFY, the coverage has reached 55%. The 2006 EFY HMIS 
report showed variation across regions, ranging from 20.8% in Gambella to 85.0% in 
Addis Ababa. Despite the fact that an increase was observed in all regions, only Harari 
(78.2%) exceeded its regional target (72.0%) in 2006 EFY (FMOH, 2014). Although there 
are wide variations across regions, tremendous improvement in skilled birth attendance 
has recently been reported by the agrarian regions. Given the speed of change that is 
being observed, it is apparent that the HSDP-IV targets for institutional delivery are 
achievable. The recent increase in skilled birth attendance is attributed to high level 
political commitment, community mobilization by the HDA, service promotion by HEWs, 
expansion of health facilities, increased availability of supplies and deployment of 
appropriately skilled health professionals. These have led to an increase in demand for 
services and easier access to emergency obstetric services. 


The number of health centers and hospitals providing basic and comprehensive 
emergency obstetric and new-born care has increased compared to the 2008 national 
EmONC assessment. According to ESPA+ 2014, nearly 65% of all facilities, excluding 
health posts, offer normal delivery service. Almost all (99%) of the government managed 
facilities offer normal delivery service while only 27% of private for profit facilities and 
69% NGO facilities provide the service. However, only 3% of facilities predominantly 
hospitals provide caesarean delivery service. Moreover, Government facilities offering 
normal delivery services are more likely to apply the seven BEmONC signal functions 
than private facilities. Among the signal functions, availability of anticonvulsant is very 
low. 


Postnatal Care:


The postnatal period is a critical phase in the lives of mothers and newborn babies. 
Most maternal and infant deaths occur during this time. Therefore, postnatal care is 
one of the high impact interventions planned in the HSDP with a target of 78% by the 
year 2014/15 (EFY 2007). Although PNC in the first two days is not captured by HMIS, 
the EDHS 2014 reported coverage of 12% for PNC within the recommended two days 
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period. Nevertheless, this is an improvement from three years ago with only 7 percent. 
However, the HMIS report showed higher coverage of 66%  for PNC in EFY 2006. 


PMTCT:


The proportion of pregnant women counseled and tested for the prevention of 
maternal to child transmission (PMTCT) of HIV increased to 57.0% in EFY 2006. The 
percentage of HIV-positive pregnant women who received ART to prevent Maternal to 
Child Transmission (MTCT) of HIV has increased to 60.6% in EFY 2006, from the 42.9% 
estimate of EFY 2005. Further efforts that focus on PMTCT services’ delivery as an 
integral component of MNCH care packages with focus on areas with high unmet needs 
(hotspots), is being implemented in order to achieve the goals of eliminating MTCT of 
HIV. Moreover, an integrated register to follow the mother and baby as a paired cohort 
is in place. Currently option B+ is being implemented in all regions of the country; out of 
the planned 2,792 facilities, a total 2,542 government and 153 private health facilities 
are implementing “option B+”, reaching a 97% target achievement at national level in 
EFY 2006. However, the PMTCT coverage is challenged with factors such as low level of 
skilled delivery, poor referral linkage in some areas, stock interruption of diagnostic kits 
and suboptimal community awareness.    


Abortion care:


With an estimated annual rate ranging from 23-31 abortions per 1,000 women aged 
15–44 (WHO, 2003), about half a million pregnancies are estimated to end in abortion 
each year in Ethiopia, indicative of the need for comprehensive abortion care. However, 
only 181,812 clients received safe abortion care in 2013/14 with a slight improvement 
from the preceding year performance of 138,303 cases according to MOH’s annual 
performance report.  


Safe abortion is provided as the law permits following the 2005 revised family law in 
relation to abortion. The challenges for the provision of safe abortion services include 
the lack of qualified staff and absence of 24 hours a day, 7 days a week service in most 
health facilities, especially in HCs.  


Fistula care: 


About 15% of pregnant women globally are estimated to develop life-threatening obstetric 
complications. In addition to maternal deaths, obstetric fistula and uterine prolapse, 
chronic pelvic pain, depression and exhaustion are among the long-term complications 
of pregnancy, disabling women who survive delivery-related deaths. Because of the low 
rate of institutional deliveries, data on birth outcomes is not yet universally or routinely 
available in Ethiopia and proxy indicators are used to estimate prevalence and incidence 
of obstetric fistula. It was previously estimated by UNFPA (2003) that 9,000 women in 
Ethiopia develop obstetric fistula each year, and that up to 100,000 women are living 
with untreated fistula. A more recent (2013) USAID commissioned obstetric fistula 
situation assessment estimated a fistula incidence of 3,500 per year (2010 baseline) 
with a prevalence of 37,500 untreated fistula and 161,000 urinary incontinence cases in 
2010.  
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The combined factors of low met need for EmONC, high unmet need for family planning, 
and high early marriage and teenage pregnancy increases the risk of developing obstetric 
fistula.  There are nine fistula repair centers in the country that are mainly supported 
by NGOs. In 2013 the average annual number of repairs performed at the nine fistula 
centers was estimated to be 2,462, which is far below the overall stated capacity to 
perform 4,000 annually.


Reducing unmet need of family planning, improving institutional delivery, 
strengthening quality EmONC and referral system coupled with community 
awareness efforts are expected to eliminate fistula in the near future.


Maternal Death Surveillance and Response (MDSR)


Maternal Death Surveillance and Response (MDSR) is a system being implemented 
in the entire country to ensure that every maternal death (at home or in a health 
facility) is identified, audited and responded to. The reporting of maternal death has 
been incorporated within Integrated Disease Surveillance and Response (IDSR) in order 
to deepen the initiative’s reach down to the community level. A total of 430 maternal 
deaths were reported  as of October 2013 with the majority from Tigray region. The 
other regions have yet to fully institute this system though progress is being made. 
Nevertheless, the initiative is challenged by lack of reporting from districts, lack of 
acceptance and implementation in federal and regional hospitals for fear of perceived 
punitive actions and slow progress in training IDSR officers. 


3.2.2.4.  Family Planning:
Bearing many children are among the factors which affect maternal health status. The 
trend in the last two decades was for Ethiopian women to give birth to an average of  
seven children in their lifetime (Total fertility rate). According to the recent Mini-EDHS 
2014, the average total fertility among Ethiopian women has reduced to 4.1, with 2.2 in 
urban and 4.5 in rural areas. Hence, the objective of the National Population Policy (1993) 
of reducing TFR to 4 by 2015 from 7.7 in the 1990s has been achieved.  There is huge 
disparity between regions in Ethiopia from 7 in Somali region to 1.7 in Addis Ababa. The 
disparity is observed even among urban areas as the total fertility rate of Dire Dawa, 
Harari and Addis Ababa is 3.4, 3.4 and 1.7, respectively.  


Noticeable variation in total fertility rate was also observed among women as a result of 
their place of residence (urban vs. rural), wealth and educational status. Women living in 
urban areas,  in the higher wealth quintiles and secondary plus education tend to have 
smaller number of children, with education being the most correlated with a decrease in 
the number of children.
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Figure 1: Total Fertility Rate by place of residence, wealth and education status, Mini EDHS 2014


 
Contraceptive Prevalence Rate (CPR) among currently married women has increased 
from 8.1% in EDHS 2000 to 41.8% in EMDHS 2014. Hence, the objective of the National 
Health Policy (1995) of increasing the prevalence of contraceptive use from the 4.0% in 
the 1990s to 44.0% by the year 2015 fell short by a small margin.  While both rural and 
urban areas showed a consistent increase over time, a nine-fold increase in CPR was 
observed in rural areas (from 4.3% in EDHS 2000 to 39.0% in EMDHS 2014), with urban 
areas increasing from 35.6% to 59.6% (+67.4%) in the same period. Worthy of note, is 
the steepest increase in rural areas that was observed between the EDHS 2005 and 
EMDHS 2014, when the CPR almost quadrupled in only 9 years (from 10.9% in EDHS 2005 
to 39.0% in EMDHS 2014). This was due to the contribution of the HEWs in promoting 
behavioural change and implementing FP services. Much of this increase is attributable 
to the sharp increase in the use of injectables.  


The unmet need in family planning is gradually declining from 36% in 2000 to 25% in 
2010 (EDHS, 2011) and further to 18.9 in 2014 (PMA, 2014).  Long acting family planning 
methods have been emphasized in the last five years evidenced by increased availability 
of implanon at community level since 2009 and scale up of intrauterine contraceptive 
devices in hundreds of districts since 2010. It is estimated that more than 90% of the 
Ethiopian population has access to modern family planning methods through community, 
facility, social marketing and outreach based modalities. According to the draft ESPA+, 
87% of health facilities, excluding health posts, offer a modern method of family planning. 
About 99% of facilities and 79% of health posts offer family planning services at least five 
days per week. According to the 2014 EDHS, Injectables and Pills comprise 74% and 6% 
respectively while implanon and IUD comprise 12% and 3% respectively. 


3.2.2.5.  Adolescent and youth friendly reproductive health
In recognition that adolescents face varied vulnerabilities to reproductive health issues, 
FMoH has developed a national strategy with minimum service package for scaling up 
of adolescent and youth reproductive health services. 


The highest unmet need for family planning in 2011 EDHS was among the late 
adolescent age group (15-19 years) indicating the need to further strengthen adolescent 
reproductive health programs. According to the mini EDHS (2014), the birth rate among 
adolescents dropped from 79 births per 1,000 women in 2011 to 65 births per 1,000 
women in 2014.  It is believed that limited access and utilization of adolescent and youth 
friendly reproductive health services contribute to high rates of maternal mortality and 
morbidity due to abortion, fistula and other pregnancy-related complications. 
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3.2.3. Nutrition
Nutrition is a cross-cutting issue that contributes to achievement or acceleration of progress 
towards several MDGs. Ethiopia has one of the highest rates of malnutrition in Sub-Saharan 
Africa, and faces acute and chronic malnutrition and micronutrient deficiencies. Nutrition 
deficiencies during the first critical 1,000 days (pregnancy to 2 years) put a child at risk of 
being stunted. This affects 40% of children in Ethiopia (Mini DHS 2014). 


As confirmed by consecutive EDHS results, there is a decline in stunting, underweight and 
wasting in children under-five years of age. However, a stunting rate of 40% remains a great 
concern with the subsequent life course impact of malnutrition on the long-term health of 
individuals and the socioeconomic development of the nation. There is a regional variation 
ranging in malnutrition 22.9 % in Addis to 49.2 % in Afar and seven of the regions have a rate 
more than 30%. Stunting is more prevalent among rural dwellers and children from families 
in the lowest quintiles of educational and wealth status. 
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Figure 2: Trend of nutritional status among Ethiopian children (EDHS 2000, 2005, 2011 and 2014)


Twenty-seven percent of women age 15-49 are thin, that is, they fall below the cut-off of 
18.5 for the body mass index (BMI), and 9 percent are moderately or severely thin. Only 6 
percent of women are overweight or obese (BMI ≥25 kg/m2).


Micronutrient deficiency is another concern particularly in children. Vitamin A deficiency 
(VAD) is a severe public health problem in Ethiopia affecting many children 6-59 months 
of age in the 11 regions of the country (DHS, 2005). Clinically overt vitamin A deficiency can 
lead to childhood blindness if left untreated. VAD is likely one major contributing factor to 
the high under-five mortality rate in Ethiopia.  


The prevalence of anemia in general among Ethiopian women aged 15 – 49 years has declined 
from 27% in 2005 to 17% in 2011, a decrease of 37%. The prevalence of mild and moderate 
anemia has also declined between the two DHS surveys, from 17% to 13%, and from 8% to 3%, 
respectively. Forty-four percent of children ages 6-59 months are anemic, with 21 percent 
mildly anemic, 20 percent moderately anemic, and 3 percent severely anemic (EDHS, 2011). 
Iodine deficiency disorder (IDD) is among the micronutrient deficiencies in Ethiopia. 


Regarding infant feeding practices, about 52% of children under-6 months were exclusively 
breastfed. A greater concern is on consumption of recommended four food groups among 
children older than 6 months as only 4.3% of children in this age group consumed the 
requisite four food groups. Only 13% of children under age of two years consumed iron rich 
food. 
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The Cost of Hunger Africa study (WFP, 2013) estimated that 4.4 million additional clinical 
episodes are associated with under-nutrition among children aged 5 years and below 
incurring an estimated cost of $154 million in 2009. In this study, under-nutrition was 
associated with 24% of all child mortalities with estimated 379,000 deaths in the period 
2004-2009. Over all, the study estimated that Ethiopia has lost about $ 4.7 billion as the 
result of under-nutrition in 2009 alone, an equivalent of 16.5% of GDP.  


Cognizant of the nutrition issues, a national nutrition strategy and program (NNP) has been 
developed and implemented in a multi-sectoral approach. The HSDP IV has integrated 
nutrition into the Health Extension Programme to improve the nutritional status of 
mothers and children through Enhanced Outreach Strategy (EOS) – now being transformed 
into the Community Based Nutrition program (CBN), Health Facility Nutrition Services, and 
Micronutrient Interventions and Essential Nutrition Actions / Integrated Infant and Young 
Feeding Counseling Services. Besides, more than 10,000 health facilities are treating Severe 
Acute Malnutrition (about 95% of which are health posts). With the contribution of these 
efforts, the prevalence of maternal anemia has declined from 27% in 2005 to 17% in 2011.  
More than 10 million children are receiving Vitamin A supplementation and de-wormed 
annually. 


In EFY 2004, 10,000 health facilities were treating severe acute malnutrition (SAM) – 95% of 
which were HPs. In total 3995 metric tons Ready to Use Food was disseminated. The HMIS 
reports that 322,336 SAM cases were treated last year with 85.2% cure rate, 4.1% defaulter 
rate and a mortality rate of 0.4%.


3.2.4. Prevention and control of major disease burdens 


3.2.4.1.   HIV/AIDS, Tuberculosis and Malaria - MDG 6 Performance


HIV/AIDS


According to the HIV related estimates and projections for Ethiopia (FMOH/EPHI, 2012), 
the adult HIV prevalence is estimated at 1.2% (0.8% in males and 1.6% in females) and 
the adult HIV incidence stood at 0.03% in 2014. This indicates that Ethiopia has achieved 
the MDG target of halting and reversing the epidemic well ahead of time by reducing 
HIV new infection by 90% and mortality by more than 50% among adults in the last 
decade. Ethiopia is one of the few sub-Saharan African countries with a“rapid decline” 
of HIV burden, with a reduction by 50% of new HIV infections among children between 
2009 and 2012 (UNAIDS report 2013). Annual rate of AIDS related deaths has declined 
from 106,761 deaths in 2002 to 41,451 in 2012. Empirical data from the AIDS Mortality 
Surveillance study shows a steady decline in AIDS related mortality from 2001 to 2009. 
AIDS-related deaths among men declined from 41% (2001) to 11% (2009); and from 51% 
(2001) to 14% (2009) among women. The mortality and incidence rates have dropped by 
about two-thirds since the initiation of ART program in 2005. Although the incidence 
and prevalence rates have shown a declining trend, Ethiopia’s large population means 
that there are more than 750,000 people living with HIV/AIDS. Moreover, HIV prevalence 
is still very high in some of the regions and peri-urban areas of Ethiopia. Additionally, 
there are people with high risk behaviors. The HIV prevalence is relatively higher among 
residents of urban areas and the higher quintiles in wealth and education. 
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Ethiopia is on track in achieving the MDG 6 target of universal access to treatment of 
HIV/AIDS by having 344,344 PLWHIV were currently on ART by the end of EFY 2006 out 
of the target of 431,644 who need ART, with achievement of 79.8% ART coverage among 
adults (FMOH report, 2014).  


Tuberculosis


According to WHO’s 2014 Global TB report, Ethiopia has achieved all the three targets 
set for tuberculosis prevention and control. Mortality and prevalence due to Tuberculosis 
has declined by more than 50% and incidence rate is falling significantly. The decline in 
mortality was profound from 2005 onwards partly due to TB/HIV collaborative activities, 
including the initiation of ART services for free. 


The estimates of TB incidence rate have shown a steady decline at an average rate of 
3.6% per year since 2000 with an increased rate of decline for the last five years (5.5% 
per year) while Worldwide TB incidence fell at an average rate of about 1.5% per year 
between 2000 and 2013. The estimated TB prevalence and incidence reached 480 and 
419 per 100,000 populations respectively in 1995, which was mainly due to a rise in HIV 
infection in Ethiopia. It has now declined to a prevalence and incidence of 211 and 224 TB 
cases/100,000 populations respectively in 2014.  


Ethiopia is among the high burden countries, as well as being among countries with high 
number of missed cases of tuberculosis. According to WHO’s Global TB report of 2014, 
HIV prevalence in incident TB cases (TB/HIV co-infection rate) is about 11% which is less 
than the global and African average of 13% and 34% respectively.  


Preliminary EPHI’s report in 2014 on the Second Round Anti-tuberculosis Drug Resistance 
Surveillance in Ethiopia revealed that prevalence of MDR TB was 2.3% (95%CI 1.5-3.1%) in 
new cases and 17.8% (95% CI 13.2-22.4%) in previously treated patients. The prevalence of 
MDR TB cases has increased compared to the first anti-TB drug resistance surveillance 
conducted nationwide in 2005 with a prevalence of 1.6% among newly diagnosed TB 
cases and 11.8% in previously treated TB cases. The rise in prevalence coupled with low 
detection of MDR TB cases is huge concern to the health sector given the socioeconomic 
impact it may have if not curbed in a timely manner.  


Hence, Tuberculosis is still among the major communicable diseases with huge public 
health significance. Detecting and curing tuberculosis are among the key health 
interventions for addressing poverty and inequality.


Malaria 


Ethiopia has shown a remarkable progress in achieving malaria related MDG targets 
evidenced by reduced prevalence and death rates associated with malaria as well as an 
increase in the proportion of population in malaria prone areas using effective malaria 
prevention and treatment measures. As a result, no major epidemics were reported 
in the country since 2003/2004. Additionally, malaria admission rates are projected to 
decrease 50–75% by the end of 2015 in Ethiopia based on a study of 41 hospitals (World 
Malaria Report, 2014). On time series analysis regarding malaria cases and deaths, 
malaria admissions and deaths of under-five children fell by 81% and 73%, respectively 
(Aregawi M et.al , 2011). The 2011 malaria indicator survey (MIS) shows that 1.3% of all 
age groups were positive for malaria using microscopy.







33
Health Sector Transformation Plan


3.2.4.2. HIV/AIDS Prevention and Control Services
There was a steep increase in the number of facilities providing HIV Counseling and 
Testing (HCT), PMTCT and Antiretroviral Therapy (ART) services. 


 


Figure 3: Trend in number of facilities providing HCT, PMTCT and ART services (2002-06 EFY)


One of the targets of HSDP IV was to provide HCT services to 9.2 million people annually. 
This target has been consistently met  since EFY 2002. 


An average of 10 million HIV counseling and testing services are being provided annually 
following the expansion of HIV prevention, care and support services. In EFY 2006 
(2013/14), about 805,948 people were enrolled for HIV care overall with 492,649 starting 
ART therapy and 344,344 on continued ART.


The preliminary ESPA+ report (2014) indicates that about six in ten of all health facilities 
in Ethiopia, including the private sector, have a testing system-with nearly all hospitals 
(96 to 100 percent) and health centres (92 percent) offering the service. About three-
quarters (74 percent) of higher clinics, four in ten medium clinics and a quarter (24 percent) 
of health posts also have HIV testing systems. Seven of every ten governmental and 
NGO facilities have a testing system in place.


3.2.4.3. Tuberculosis and Leprosy Prevention and Control services;


Tuberculosis:


Promising progresses have been made in the last couple of decades through the Health 
Sector Development Programs which were launched in 1997. The earlier strategies (HSDP 
I & II) focused on integrated TB and leprosy control programs (TLCP). The focus of the 
HSDP III was mainly on enhancing the case detection rate and completion of treatment. 
HSDP IV mainly focused on initiatives that are in line with the global STOP TB Strategy 
and strengthening early case detection of leprosy. 


The TB case detection rate was 53.7% in EFY 2006 (2013/14), below the detection rate 
of 58.9% in EFY 2005 (2012/13).  TB treatment success and cure rates reached 92.1% and 
69.1% respectively in EFY 2006. 
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Multi-drug resistant TB is a public health concern as the number of cases seen is 
increasing. Since EFY 2001, a cumulative total of 1,559 MDR TB patients were enrolled on 
second line drug (SLD) treatment. More than 38% (598 cases) of the MDR patients were 
enrolled in EFY 2006 due to the expansion of diagnostic, treatment and follow-up sites.  
In EFY 2006, an additional 13 MDR TB centers started providing treatment services, 
thus increasing the total number of MDR treatment centers to 32 country-wide, while a 
total of 332 health institutions were providing follow-up services. Treatment outcomes 
of MDR TB patients enrolled on treatment in EFY 2004 were evaluated in EFY 2006. 
Evidence from this evaluation showed that 216 out of the total 289 MDR TB cases (74.7%) 
successfully completed their treatment.


The community-based TB care is short of the coverage target to reach 80% of health 
posts. About 34% of health posts are providing DOTS services (treatment follow up) 
during HSDP mid-term review, up from 15% at the beginning of HSDP IV. According to the 
draft analysis of ESPA+, 29% of health posts are involved in tuberculosis screening and/
or treatment follow up. The contribution of public private partnership is about 13% with 
about 250 private facilities involved in the PPP initiative. 


The most common method for pulmonary TB diagnosis is smear microscopy. According 
to preliminary ESPA+, more than three quarters of hospitals and half of health centers 
have TB microscopy service.  Figure 30 shows most common methods observed in the 
draft analysis of ESPA+ assessment. Of the facilities (excluding health posts), 52% have 
diagnostic capacity using TB smear microscopy while 6% has chest X-ray and 2% TB rapid 
diagnostic test kits. Of the TB smear microscopy facilities, only 11% and 12% have internal 
and external quality assurance systems in place respectively, and 24% have both systems


The Global Plan to Stop TB 2011–2015 includes the target for countries to maintain 
at least one smear microscopy centre per 100 000 population7. The 2014 Global TB 
report indicated that Ethiopia has more than 2100 smear microscopy laboratories, 
thus exceeding the global STOP TB plan set target. Following proof of superiority of 
the fluorescent light-emitting diode (LED) microscopy on sensitivity, quality, operational 
and cost advantages over the conventional Ziehl–Neelsen (ZN) light microscopy, WHO 
recommended that LED microscopy be phased in as an alternative for ZN microscopy 
in 2009. Globally, the switch to LED microscopes has been gradual with only 6% of 
microscopy centers having made the switch in 2013. Ethiopia is not an exception in the 
slower pace of transitioning to LED microscopy but better than the global average by 
having 13% of its microscopic centers using LED (Global TB report, 2014). However, the 
number of laboratories for TB culture and drug sensitivity tests (DST) is relatively lower 
compared to the global target of availing one culture and DST center per population 
of 5 million. Currently, Ethiopia has seven culture and DST centers placed in strategic 
locations. Regarding TB/HIV diagnostics, 80% of TB diagnostics or treatment sites have 
HIV diagnostic capacity and in about 64% of the facilities, there is a system in place for 
the diagnosis of HIV among TB patients (draft ESPA+, 2014). Similarly, more than 88% of 
health centers have medicines for the first-line treatment of TB. Furthermore, a total of 
28 GeneXpert machines were providing service in 2006 EFY while essential resources 
were readily available for 71 machines additional machines. 


One of the long standing challenges of the TB program was the very low case detection 
rate which was partly due to the estimate based on WHO’s parameters. The first TB 
prevalence survey conducted in 2011 has enabled a better estimate of the prevalence of 
the disease. The survey showed a TB prevalence (all forms) of 240 per 100,000 population  


7  The Global Plan to Stop TB, 2011–2015. Geneva, World Health Organization, 2010 (WHO/HTM/STB/2010.2).
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which is lower than the previous model-based estimate (585 per 100,000 population). 
Furthermore, the smear positive TB incidence (less than 80/100,000) was at least two 
times lower than the previous estimate. 


The TB program in Ethiopia is well-known with its organized research platform called 
the TB Research Advisory Committee (TRAC) with the FMOH serving as its secretariat. 
An annual meeting on TB research is held as part of the World TB day celebrations 
each year where TB and TB related research findings are shared with stakeholders. 
Moreover, there is an ongoing operational research capacity development program being 
implemented through AHRI, EPHI and partners. 


Efforts to improve Childhood TB care, scaling up of community based TB care, putting 
TB/HIV co-infected patients on ART, strengthening program management of  MDR TB 
testing and TB infection control need to be  strengthened further. 


Leprosy


The prevalence of leprosy has sharply declined from 200 per 100,000 population in 1983 
to 0.5 per 100,000 population in 2012, following the introduction of the Multi Drug Therapy 
(MDT) in the 1980s. The prevalence of leprosy has been constant over the past five years 
and in EFY 2006, a total of 3,080 new leprosy cases were detected, the majority of whom 
were in Oromia and Amhara Regions (FMOH Annual Report, 2014). Intensive training for 
leprosy management is still carried out in the pockets of the country where the condition 
is still prevalent with ongoing passive case detection. 


3.2.4.4.   Malaria Prevention and Control Services
Ethiopia has made significant strides in expanding the coverage of key malaria 
interventions to over 60% of the Ethiopian population at risk of malaria. The commitment 
of the government coupled with support from its partners has enabled the scale up of 
artemisinin-based combination therapy (ACT) as the first line treatment and expanded 
the use of rapid diagnostic tests (RDT) by the Health Extension Workers (HEWs). 
Additionally, vector control and prevention, through the wide distribution of long-lasting 
insecticidal nets (LLINs) supplemented by targeted indoor residual spraying (IRS), have 
decreased malaria-related morbidity and mortality (World Malaria Report, 2013).


In Ethiopia, nationally aggregated data show an increase in admissions, possibly due to 
an expansion of health services, with increased hospitals, health centers, and health 
posts being built since 2005. However, a review of data from 41 hospitals located at 
<2000 m altitude (malarias areas) indicated a >50% decrease in confirmed malaria cases, 
admissions and deaths in 2011 compared to 2001.


Analysis of ESPA+ indicated that malaria diagnosis and/or treatment services are 
universally available in most of the Ethiopian health facilities. More than 90% of health 
facilities (excluding the health posts which are at 77%), offer malaria treatment services 
but a little under half have laboratory diagnostic capacity for malaria. Overall, 56% of 
health facilities, excluding health posts, have capacity for parasitological diagnosis of 
malaria using either microscopy or rapid diagnostic tests. About 82% of government 
facilities have the capacity to provide malaria diagnostics compared with 25% of private-
for-profit facilities (draft ESPA+, 2014). Fifty-three percent of HPs have malaria testing 
capacity.  About 42% of all facilities that provide malaria services had stock of first-
line ACT with 74% of the stocks found in government owned facilities and 4% stocks in 
private-for-profit facilities. 
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The cumulative number of ITNs exceeded 65 million and about 6 million households in 
malaria prone areas are sprayed yearly with indoor residual sprays. On average, three 
million malaria cases are being treated annually with few hundreds of deaths, making 
the malaria case fatality rate below 0.01%. In EFY 2006,  the total number of laboratory 
confirmed plus clinical malaria cases of 2,627,182 were treated and 213 deaths were 
reported (FMOH report, 2014). 


3.2.4.5. Non-Communicable Diseases (NCD) 
Estimates from the WHO (from 2008) indicated an NCDs-related annual death rate 
of 34% in Ethiopia (WHO, 2010a). In this report, cardiovascular diseases accounted for 
15%, cancers for 4% and respiratory disease for 4% of all causes of death. Furthermore, 
diabetes accounted for 2%, injuries for 9% and other NCDs for 9% of causes of deaths in 
the same year.


Nationally, representative surveys on NCDs and their risk factors in Ethiopia are not 
available. However, a number of small-scale studies have reinforced the estimate 
above. For example, a study from Addis Ababa investigating cause of death using verbal 
autopsy showed that 51% deaths were due to non-communicable diseases (Misganaw, 
Mariam & Araya, 2012). In the same study, amongst the non-communicable diseases, 
cardiovascular disease was the leading cause of death (24%), followed by malignant 
neoplasms (10%), respiratory tract diseases (9%) and Type 1 and Type 2 diabetes (5%). 
Similarly, the study revealed disproportionate age-specific death rates, with a significant 
rise in deaths from non-communicable diseases between the ages of 44 and 74 years.


Another population-based ‘STEPS’ survey conducted in Jimma (south-west Ethiopia) 
from 2008 – 2009 showed a substantial burden of NCDs and their risk factors within 
the community. In this study, a prevalence of 3% of cardiovascular diseases, 2.6% of 
hypertension, 1.5% of asthma and 0.5% of diabetes was reported.


A large percentage of NCDs are preventable through the reduction of the four main 
shared behavioral risk factors: tobacco use, physical inactivity, the harmful use of alcohol 
and unhealthy diets (referred to as modifiable risk factors). Up to 80% of heart disease, 
stroke, and type 2 diabetes and about 40% of cancers could be prevented by controlling 
these risk factors. These behavioral risk factors subsequently lead to more formidable 
biochemical risk factors, called ‘intermediate risk factors’ including raised blood pressure, 
raised blood glucose, raised blood lipids and overweight and obesity. Biological risk 
factors also play a major role as a cause of chronic illnesses. The most prominent ones 
are viral infections from hepatitis B and C eventually leading to hepatocellular carcinoma 
(cancer of the liver). Hepatocellular carcinoma is the fifth commonest solid tumor among 
the global population including in Ethiopia.


A report compiled by the EPHA in 2012 indicated that the four behavioral risk factors 
(physical inactivity, inadequate intake of fruits and vegetables, alcohol consumption 
and cigarette smoking) were widely prevalent in Ethiopia. Similarly, high prevalence 
is reported for overweight, obesity and associated raised blood pressure in urban 
areas. Mental and behavioral disorders, substance abuse/misuse, violence and injuries 
(including road traffic accidents) are some of the health and health-related problems 
that also need both urgent and proper public health intervention. 


The burden of chronic diseases is increasing in low and middle-income countries, where 
it constitutes a multiple burden along with communicable diseases, maternal and 
perinatal conditions and nutritional problems. 
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Cognizant of the growing burden of non-communicable diseases, the Ministry of Health 
has developed a comprehensive prevention and control strategic action plan of NCDs 
and their risk factors focusing on reduction of risky behaviors. The major NCDs that are 
being considered include cardiovascular diseases, diabetes mellitus, cancer, respiratory 
problems, injuries and mental health. Prevention and control of the common risk factors 
namely; physical inactivity, unhealthy diet, alcohol consumption and cigarette smoking 
are given due emphasis.  Efforts are being made to establish cancer treatment centers 
in a few of the university hospitals. 


Preliminary report of ESPA+ indicated that about three-quarters of all health facilities 
(excluding health posts) offer services for chronic respiratory diseases (76 %) and services 
for cardiovascular diseases (73 %). Six out of every ten health facility, excluding health 
posts, offer services for diabetes and chronic renal diseases. 


Services for mental illnesses and cancer diseases were the least frequent, available 
only in a third (32 %) and less than a quarter (23 %) respectively in all facilities excluding 
health posts. Government facilities are more likely to provide these two services (41 % 
for mental illness and 29 % for cancer diseases). 


3.2.4.6.   Mental Health 
In Ethiopia, mental illnesses are the leading non-communicable disorders in terms of 
burden. Indeed, in predominantly rural areas of Ethiopia, mental illness comprised 11% of 
the total burden of disease, with schizophrenia and depression being among the top ten 
most burdensome conditions (National Mental Health Strategy-FMOH, 2012). According 
to the 2010 report of the Ethiopia mhGAP working group, childhood mental illnesses 
and depression are among the leading mental health burden of the health sector with 
prevalence rates of 12-25% and 5% respectively. Moreover, problems related to alcohol 
and substance use, epilepsy, schizophrenia and bipolar disorder affect 0.5 to 1.5% of the 
population. These conditions are the main contributors for compromising quality of life 
and productivity, as evidenced by the WHO 2010 report.  


3.2.4.7. Injuries 
According to the 2013 WHO’s Global Status Report on Road Safety, Ethiopia has reported 
2,581 fatalities with 377,943 registered vehicles (Global Status Report on Road Safety-
WHO, 2013). This translates to 68.3 deaths per 10,000 vehicles. The report estimated 
that there are 18 estimated road traffic deaths per 100 000 population translating to 
more than 15,000 road traffic deaths annually. Moreover, less than 10% of the seriously 
injured transported by ambulance and 5.5% are permanently disabled due to road traffic 
crashes. The World Health Organization estimated a homicidal rate of 8 per 100,000 
populations in its 2014 Global Status Report on homicidal prevention (> 7000 deaths 
annually).  


3.2.4.8. Neglected Tropical Diseases - NTDs
A sizable number of people in the country suffer from eight neglected tropical diseases 
among the seventeen NTDs identified globally by WHO. Most of the districts in the 
country are endemic for three or more NTDs.
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At present, Ethiopia is among the four countries in the world with Dracunculiasis (also 
known as Guinea worm disease) though on the verge of eradicating it. Indigenous 
transmission has been interrupted in South Omo since 2001. Although there were seven 
cases reported from five villages in three woredas in 2013 (WHO, 2015) and 3 cases in 
2014 in Gambella region, no case has been recorded thus far in 2015. 


Ethiopia has one of the highest prevalence of active trachoma which remains one of the 
major health problems, and a leading cause of blindness, in the country. The trachoma 
survey carried out by the Global Trachoma Mapping Project (GTMP) in 2013 revealed 
that trachoma is endemic in 604 rural woredas with 73,164,159 people being at risk of 
infection. The risk of blinding trachoma is greater in women than in men and impedes 
daily activities even when they do not have significant visual impairment or blindness. 
Ethiopia is implementing the SAFE strategy recommended by WHO and the annual TT 
surgery is steadily increasing from 15,000 in 2001 to over 140,000 surgeries per year in 
2012 and 2013 respectively.


Onchocerciasis, also called ‘river blindness’, is a major cause of blindness in many African 
countries. Rapid Epidemiological Mapping of Onchocerciasis (REMO) conducted since 
2011 showed that the western zones of Oromia and SNNP, the northwestern areas of 
Amhara and large parts of Gambella and Benishangul-Gumuz regions to be hyper- and 
meso-endemic for Onchocerciasis. It is estimated that 15.7 million people are at risk 
of infection in 179 districts in the aforementioned regions. In 2012, the country moved 
from a control strategy to nationwide elimination and aims to achieve certification of 
onchocerciasis elimination by 2020. 


Lymphatic filariasis (LF) is one of the most debilitating and disfiguring scourges among 
all diseases. It is the second leading cause of disability worldwide. According to the 
integrated national mapping of LF and podoconiosis in 2013, the disease is endemic in 
six regional states (Amhara, Oromia, Benishangul-Gumuz, SNNP, Gambella and Tigray). 
It is estimated that about 10 million people in 109 districts are at risk of infection. Thus 
far, 42 districts started mass drug administration (MDA) from which five have completed 
five rounds while 16 districts completed three rounds of treatment.


Soil-transmitted helminthes are among the most common infections worldwide and 
affect the poorest and most deprived communities. Soil-transmitted helminthes (STH) 
are widespread in Ethiopia but with a varied prevalence rate between geographical 
areas, which exceeds over 85% in some districts. National mapping conducted in 
2013 identified 297 districts as endemic for schistosomiasis with 9.9 million school-
aged children requiring treatment. It is estimated that at least 45 million people live in 
schistosomiasis endemic areas. Previous efforts in de-worming school age children in 
Mekele, Addis Ababa and Ziway enabled a decrease in schistosomiasis prevalence from 
44.7% to 12.3%. Hence, Ethiopia is exerting efforts to eliminate schistosomiasis to a level 
where it is no longer a public health problem by 2020. This, however, requires repeated 
treatment of at least 75% of school-aged children.


It is estimated that up to three million cases of podoconiosis exist in Ethiopia. In 2013, 
the national integrated mapping of podoconiosis and lymphatic filariasis was completed 
and revealed an estimated national prevalence of podoconiosis at 4.0%. Nonetheless, 
the prevalence ranges between 0.8% and 8.6% among the regions. All in all, 345 woredas 
were found to have podoconiosis prevalence of >1% (Derebe K et.al, 2015).


Ethiopia is one of the six countries in which over 90% of global Visceral Leishmaniasis 
(VL), often called kala-azar, cases occur and one of the ten countries with the highest 
estimated case counts, which together account for 70% to 75% of global estimated VL 
incidence (WHO, 2015). Both Cutaneous Leishmaniasis (CL) and VL remain among the 
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major public health concern in the country, with endemic areas that are continually 
increasing. VL, the fatal form of the disease, is endemic in 40 districts of five 
administrative regional states. It is highly endemic in the arid lowlands of Amhara and 
Tigray regions (FMOH/WHO Report, 2010). In addition, Somali, SNNP and Oromia regions 
are also affected. It is predicted that over three million people are at risk of visceral 
leishmaniasis with an estimated annual incidence of 2,500 to 4,000 cases where all are 
caused by Leishmaniadonovani (NTD strategy-MOH, 2013). Although the true burden 
and distribution of Cutaneous Leishmaniasis (CL) is not well known, it is believed that 
170 districts are endemic with confirmed endemicity in 80 of them (NTD strategy-MOH, 
2013).


3.2.4.9. Eye Health
In Ethiopia, the prevalence of blindness and low vision are one of the highest in 
Sub-Saharan Africa. Ethiopia, with over 3% of the global blindness burden carries 
disproportionately high burden of blindness and low vision. According to the EFY 2005/6 
National Survey on Blindness, Low Vision and Trachoma, the prevalence of blindness was 
1.6% and low vision 3.7% respectively, which represents one of the highest prevalence 
rates in the world. However, it is estimated that about 90% of the blindness in Ethiopia 
is avoidable.


The main causes of blindness in Ethiopia show that cataract is responsible for 49.9% of 
the blindness, Trachoma (11.5%), other Corneal Opacities (7.8%), Refractive Errors (7.8%) 
and Glaucoma (5.2%). Similarly, the major causes of low vision were: cataract (42.3%), 
Refractive Errors 33.4% and Trachoma 7.7%. Subsequently, there are about 638,720 blind 
people and an additional 1,252,080 people with low vision due to cataract; 147,200 blind 
people due to trachoma, more than 50,000 are blind due to glaucoma and 988,640 people 
have low vision due to refractive errors.


Ethiopia was among the first countries in Sub Saharan Africa to have developed a 
national VISION 2020 Plan and to have established a National Committee for Prevention 
of Blindness (NCPB), which is led by the Federal Ministry of Health and includes all 
relevant stakeholders working in the eye health sector in the country. 


2.3.5. Hygiene and environmental sanitation
The Health Extension Programme is one of the government’s primary vehicles to drive the 
improvement of sanitation at kebele level. Of the 16 packages, seven cover hygiene and 
environmental sanitation: excreta disposal, solid and liquid waste disposal, water quality 
control, food hygiene, proper housing, vector control (arthropods and rodent control), 
personal hygiene, health education and promotion.


The Integrated Urban Sanitation and Hygiene Strategy (IUSH), a ten year strategic plan, is 
near completion and covers Ethiopian cities’ and towns’ liquid and solid waste management, 
industrial waste management, institutional sanitation and drainage system. 


As the result of concerted effort, Ethiopia has met MDG goal 7c of improving access to 
safe drinking water to 57% of the population (from 1990 estimate of 14%) and made some 
progress towards access to basic sanitation by reaching 28% of the population in 2014, 
up from a 3% baseline (1990). Reducing the contamination of household water supply has 
led to a reduction in diarrhea prevalence for children under 5 years from 23.6% in 2000 to 
13% in 2011 (EDHS, 2005, 2011). According to EDHS 2011, Diarrhea prevalence is highest 
among children residing in households that drink from unprotected wells (18 percent), those 
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residing in rural areas (14 percent) and children residing in Benishangul-Gumuz and Gambela 
(both 23 percent). The survey indicated that more than half of households in Ethiopia (54 
percent) have access to an improved source of drinking water. However, only 8 percent 
of households have an improved toilet facility, not shared with other households. About 
82.2% of households included in EDHS 2011 have non-improved sanitation facility. This is 
in line with the administrative report of the FMoH that reported a cumulative number of 
households with latrines reached 15,645,216 at the end of EFY 2005, with coverage of 86.1% 
(short of the 92% target set for the year). A total of 3,655 kebeles were declared to be Open 
Defecation Free (ODF) in EFY 2006.  Though there is a promising trend in improving access 
to basic sanitation, it is high time to focus on improving the number of latrines available and 
maintaining their functionality.


3.2.6. The unfinished agenda to further improve health status  
Though good trends are observed in health related MDGs, the number of citizens who are 
dying from preventable and avoidable causes is still high compared to the global average. 
A considerable number of children and mothers are still dying due to failure to reach them 
with high impact interventions. The proportion of stunted children remains high with only a 
slight decline which exposes the nation to trans-generational consequences for intellectual 
and physical development. Even though encouraging results are witnessed in diseases 
targeted for global elimination and eradication, incidences happen in some parts of the 
country, indicative of the need to persistently exert efforts in all parts of the country. It is 
also necessary to study impacts of non-communicable diseases and intervene at a national 
scale as some studies are showing an increasing burden. Neglected tropical diseases 
remain a challenge to the health sector, compromising quality of life and productivity.  


3.3. Processes and Inputs 


3.3.1.  Health Extension Program 
Ethiopia’s Health Extension Programme (HEP) is a community based strategy to deliver 
health promotion, disease prevention and selected curative health services at the 
community level. It is a mechanism to provide health service in an equitable manner to 
all segment of population in the country. The services are provided free of charge. The 
HEP has 16 health packages categorized into four major components. The four major 
areas are: promotion of hygiene and environmental sanitation; prevention and control of 
major communicable diseases; promoting and providing family health services and health 
education and communication.  Impressive achievement has been made in scaling up 
HEP in rural areas. The health extension programme improves the utilization of health 
services by linking community and health facilities, particularly health centers. The health 
extension programme supported by an organized and functioning health development 
army significantly improves access and utilization of key health interventions. 


The priority areas of HEP for HSDP IV were scaling up of urban and pastoralist health 
extension program, maintaining and improving the quality of rural health extension program 
and organization of health development army. 


Thus far, more than 38,000 HEWs have been trained and deployed in agrarian, pastoralist 
and urban areas. Tremendous gains have been made in the last decade in improving 
access and utilization of latrines; increasing contraceptive acceptance rate; antenatal care 
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(ANC); assisted delivery; improved health seeking behavior; expanded vaccination services; 
malaria control and prevention and reduction of new HIV infection. Moreover, HEWs have 
also started treating common childhood diseases, including pneumonia and severe acute 
mal-nutrition. 


Nevertheless, demand for quality and wide scope of services from HEP is also growing 
among communities. As literacy and socioeconomic situation improves, the demand for 
quality services is also increasing. To satisfy the increasing demand of the community, 
HEW’s knowledge and skills need to be improved. The FMoH is working to improve the skills 
and competency of HEWs through integrated refresher in-service training and upgrading 
of HEWs to at least level 4 (diploma). However, there is high turnover rate of HEWs in some 
places. Additionally, some health posts need to be rehabilitated. Revisiting the HEP in the 
coming years is critical to sustain the gains made so far and address the needs of the 
community. Besides training of HEWs to achieve the next higher level, creating mechanism 
for retaining them and improving health posts accordingly are among the issues that need 
to be addressed in the subsequent strategy.  


The HEWs are playing a pivotal role in the process of establishing community ownership 
through creating systematic and organized popular mobilization called the Health 
Development Army (HDA) with the spirit of solidarity to create healthy and productive 
communities. 


3.3.2. Process of improving quality and access to health services


3.3.2.1.  Processes for improving access 
Remarkable progress has been made in improving access to primary health care units 
through massive expansion of health centers and health posts as well as deployment of 
low and mid-level health workforce. However, available per capita measures of outpatient 
visits and hospital admission reports indicate low service utilization compared to the 
expansion of health facilities within accessible distance. 


According to the HSDPs, the health service delivery is organized at household/family, 
community and health facility level to improve access to and utilization of services 
aimed at:


• Community ownership and positive health practices; 


• Improve maternal, neonatal, child, adolescent and youth health nutrition; 


• Hygiene and environmental sanitation (WASH); and 


• Combat HIV/AIDS, TB and Malaria and other communicable and non-communicable 
diseases. 


To attain the above strategic objectives, emphasis was given to strengthening primary 
health care units (PHCUs) with strong community based placement of the health 
extension programme. Essential health service packages (EHSP) were identified to 
clearly set priority health interventions that need to be made available to the majority of 
the population.  Though sub-optimal in implementation, PHCUs are linked with hospitals 
based on a referral networking system. According to ESPA+, availability of basic maternal 
and child health services, family planning services and services for sexually transmitted 
diseases, both individually and as a package, are more than 80% in the majority of health 
facilities. 
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3.3.2.2   Improve the Quality of Service Delivery
HSDP IV integrated the need to improve the quality of health service delivery by health 
facilities across the country, which has increased the Customer Satisfaction Index 
during its period. The Hospital Reform agenda, with well-defined quality standards has 
been developed. Among the 124 standards contained in the Ethiopian Hospital Reform 
Implementation Guidelines (EHRIG), eight are on quality management and improvement. 
The national average EHRIG attainment in EFY 2006 was 76%. The hospital reform 
has brought positive improvements, including reduced waiting time to 52 minutes and 
reduced institutional mortality rate to 4%. The bed occupancy, average waiting time for 
surgery and patient satisfaction showed improvement in EFY 2006 to 75%, 10 days and 
77% respectively. 


The Ethiopian Hospitals Alliance for Quality (EHAQ) has been established in EFY 2004, 
with the aim of sharing experiences among lead and general member hospitals for 
quality improvement. In EFY 2006, the patient satisfaction cycle of EHAQ was closed, 
following the achievement of its goal, and a new cycle for promoting quality in maternal, 
neonatal and child health services, including reform implementation was started. At 
the closing of the patient satisfaction cycle, the best performing public institutions (6 
lead hospitals, 3 clusters, 11 general member hospitals, 2 hospitals, and one RHB) were 
awarded, after being evaluated through a transparent data driven approach. A similar 
reform and quality alliance needs to be implemented for health centers. 


Blood and transfusion safety: For over thirty years, the blood transfusion services in the 
country were provided through the Ethiopian Red Cross Society and blood collections 
by individual hospitals. The service was unable to meet patients’ need for adequate and 
safe blood supply. In order to strengthen the provision of blood transfusion services, a 
significant management reform took place, with transfer of the overall management of 
blood transfusion services from the Ethiopian Red Cross to the government. More than 
half of the hospitals are now accessing safe blood from the National Blood Transfusion 
Service (NBTS) and its networks. The contribution of voluntary blood donation has 
reached 63%.  In EFY 2006, the number of functional regional blood banks increased 
from 12 to 25, with a total of 30 mobile teams collecting blood from the communities 
on a daily basis. These blood banks are strategically located to supply safe blood to 
all government and non-government health facilities within 150-200 km radius of their 
catchment areas. Currently, the proportion of health facilities accessing safe blood and 
blood products from the NBTS and its network increased to 52%. In EFY 2006, the NBTS 
collected 87,685 units of blood, a 46% increase from 60,090 in the previous year.


Recent decision by the cabinet to establish the National Blood Transfusion Service as 
an autonomous body have already created a favorable environment and will create 
additional opportunities to improve the coverage and quality of service. However, 
the changes in the management of the blood transfusion services have also created 
additional pressure to an already existing human resource capacity challenges.


To improve the quality of emergency services in Ethiopian public hospitals, a number 
of  initiatives were implemented such as: (i) ambulance procurement, distribution and 
utilization; (ii) establishment of emergency command post; (iii) provision of training on 
basic and advanced life support; and (iv) strengthening of specialty care such as intensive 
care units, burn services, and trauma care services.


A number of endeavors are taking place in improving emergency care. In addition to 
provision of important trainings on basic life support, a total of 450 ambulances have 
been distributed in EFY 2006, reaching a cumulative total of 1,262 ambulances. Moreover, 
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different guidelines, such as Ambulance Management Guidelines, First Aid Guidelines, 
Intensive Care Unit Establishment Guidelines and Liaison Services Manuals, have been 
prepared. Efforts are also being made to improve the emergency medical system in Addis 
Ababa with an Emergency Services Strengthening Project, with AA City Administration, 
to establish a city-wide coordination mechanism. 


The Auditable Pharmacy Transactions and Services (APTS) Initiative is underway to 
improve the quality of pharmacy services in high volume hospitals. Through APTS, 
hospitals have   established evidence-based, transparent and accountable pharmaceutical 
services and financial transactions. Moreover, the pharmaceutical services have become 
auditable, therefore, reducing wastages of medicines through expiry dates as well as, 
improving rational drug use. Currently, more than 30 hospitals from different regions 
have been implementing APTS with encouraging results.


According to the WHO laboratory quality ranking, every laboratory system is expected 
to fulfill the five levels of laboratory quality standards, ranging from one to five. As part 
of this quality standard mechanism, laboratories are participating in Strengthening 
Laboratory Management Towards Accreditation (SLMTA) trainings. Similarly, one 
laboratory participated in external quality control managed by international experts 
while 22 laboratories participated in national laboratory quality control and standard 
assessment. About 156 laboratories have participated in Quality Control activities 
through provision of quality control samples (regarding chemistry and haematology, 
DNA PCR, viral load and TB culture) as part of the on-going laboratory quality assurance 
mechanism. 


The FMoH launched national maternal death surveillance and response (MDSR) system 
in May 2013 as one tool of improving the quality of maternal health care and particularly 
care during pregnancy, child birth and the post-partum period..


Despite improved access and quality improvement efforts, the utilization of health 
services remains below 0.4 OPD visit per capita per year. In EFY 2006, a total of 
30,927,623 OPD visits were provided with an average of 0.35 OPD visit per person per 
year; this achievement was slightly higher than the performance in EFY 2005 (0.34 OPD 
visit per person per year). Improving the quality of health services will remain a major 
area of focus in the years to come, including strengthening of emergency and referral 
services; enhancing diagnostic services; effective coverage of high impact interventions 
and follow-up on the adherence to standards.  


3.3.2.3   Establishment and Operationalization of Facility Governing Bodies
The establishment of governing boards is a hallmark of health facility autonomy. 
Supervision reports indicate that all hospitals and 93.3% of HCs have established governing 
boards. The establishment of governing boards enhances efficient decision-making by 
cutting bureaucratic chains as well as the responsiveness of health institutions to their 
local communities. The Facility Governing Boards approve the health facility plan and 
budget, decide on revenue retention and utilization, review implementation of the new 
fee waiver system and evaluate performance of health facilities, among other duties. 
Additionally, governing boards enable health facilities to advocate for more resources 
and implement innovative income generating activities that could be used to improve 
the quality of services. 


As per the legal framework for the health service delivery administration, governance 
and management, health facilities shall be administered by a joint governing board 
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established with representation from the community, health institutions’ staff, and 
other government offices. Therefore, among the 3,351 health facilities which are under 
the reform (125 hospitals and 3,226 HCs), 3,103 health facilities (123 hospitals and 2,980 
HCs) have established governing boards, most of whom were functional in EFY 2006.  
Nearly 52% of hospitals and 48.5 percent of health centers’ governing boards meet every 
month. Moreover, 97 percent of hospitals and 75 percent of the health centers confirmed 
that their respective governing boards approved their expenditures in 2010/11. Of these, 
all hospitals and 61 percent of the health centers indicated that their governing boards 
submitted a facility budget to their respective RHBs/WoHOs. Additionally, nearly 90 
percent of hospitals and 58 percent of the health centers reported that their retained 
revenue utilization plan was approved by their respective councils. 


3.3.3. Public Health Emergency Preparedness and Response
The health system is expected to cope with existing and emerging disease epidemics, acute 
malnutrition, and natural disasters of national and international concern. The Ethiopian 
Public Health Institute (EPHI) has established a Public Health Emergency Management 
(PHEM) system since 2009 which is the responsible body for PHEM activities in the country. 


The PHEM center provides laboratory support to public health emergencies in the 
identification of diseases or other emergency conditions. Integrated disease surveillance 
and response (IDSR) - a WHO regional strategy - is being implemented at all levels. Twenty 
immediate and weekly reportable diseases are known at all levels. 


A total of 2,217 public health emergency rumors were communicated to the EPHI in EFY 
2006 and confirmed within three hours, with only 31 (1.4%) of them were identified as real 
public health emergencies for whom appropriate responses were undertaken.  Ninety 
percent of public health epidemic cases had laboratory confirmation and 80% of them were 
confirmed as important emergency and public health cases. 


The implementation of the International Health Regulations (IHR) is well underway in 
accordance with WHO’s recommendations. Recent assessment of IHR implementation has 
been conducted indicating that the country is on the right track to comply with regulations. 
The preparation and readiness to potential threat of Ebola is commendable, including 
setting up a laboratory within a short period. 


The PHEM system has some areas for improvement, including the multi-sectoral 
coordination apart from food security. Delays in sharing reports or notifying reportable 
diseases need to be improved. At Woreda level the capacity for preparedness is limited due 
to lack of clear planning and insufficient budget allocated for emergencies. Communication 
is still a challenge, particularly in most remote districts which tend to also be the mostly 
affected Woredas in emergencies. The lack of transport resources in most Woredas limits 
the response capacity for emergencies. 


3.3.4. Health Information System 
The health information system requires managing the health information through health 
management information system (HMIS), research and development (R&D) and knowledge 
management (KM). 


The Ethiopian Health Management Information System (HMIS) has been implemented since 
2008 to capture and provide core monitor-able indicators used to improve the provision of 
health services, and ultimately, to improve health status of the population. Since then, the 
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health sector showed significant achievements in planning, budgeting, decentralization, 
review of plans and progress, involvement of partners and utilising information in decision 
making. HMIS is a major source of information for monitoring and adjusting policy 
implementation and resource use. At the end of EFY 2005, 122 (98%) public hospitals and 
2697 (87%) health centers implemented HMIS. On average, 72% of source documents were 
available during the third round of Routine Data Quality Assessment (RDQA). From available 
source documents, nearly 6 out of 10 were completely recorded. Around half (54%) of health 
facilities recording dates fall under the national or regional standard. On average, a fulltime 
HMIS focal person was assigned in 61.7% of facilities. Of them 25.7 were health information 
& technology (HIT) graduates (FMOH-RDQA, 2014). 


HMIS reports are being used for varied decision making processes including Woreda Based 
Planning (WBP) which is now the formal planning process in most regions. Planning is 
taking place at different levels, and involving more stakeholders such as; the head of health 
centers, community representatives, NGOs, community leaders, administrative leaders 
and development partners. There are various positive impacts of the WBP process, such 
as increased ownership, growing participation and collaboration at different levels. WBP 
has contributed to the alignment and harmonization of the planning, budgeting, resource 
allocation, prioritization, tracking and reporting systems. 


Research activities are conducted by several research institutions including EPHI. Research 
and development has, however, been hampered by an uncoordinated priority setting of 
the research agenda, inadequate funding, shortage of human resources and inadequate 
logistics. Other challenges include the lack of a national database for accomplished research, 
hence rendering it difficult to access and limiting translation of research findings into policy. 
Additionally, there is little collaboration amongst different research institutions, sub optimal 
publications in reputable journals and poor linkage between research and formulation of 
policy and strategy. 


Knowledge management is similarly lacking in the health sector. Knowledge management 
(KM) is the systematic management of an organization’s knowledge assets for the 
purpose of creating value and meeting tactical and strategic requirements. It consists of 
the initiatives, processes, strategies, and systems that sustain and enhance the storage, 
assessment, sharing, refinement, and creation of knowledge. Knowledge management, 
therefore, implies a strong tie to organizational goals and strategy, and it involves the 
management of knowledge that is useful for some purpose and which creates value for the 
organization. Little emphasis has been given to KM so far, evidenced by loss of institutional 
memory or tracing documentation in major undertakings. 


The recently established Vital Event Registration Agency (VERA) is an opportunity to 
strengthen health information system.   


3.3.5. Health workforce
Having adequate numbers and mix of motivated and skilled human resources are essential 
at all levels of the health system.  


3.3.5.1. Pre-service Education
The health workforce density in Ethiopia has increased from 0.84 to 1.3 per 1000 
population between 2008 and 2013, indicative of an improvement in supply and 
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availability of health workers. However, the doctor, health officer, nurse and midwife 
to population ratio is 0.7 per 1000 population, far behind the minimum threshold of 2.3 
doctor, nurse and midwife to 1000 population ratio required to ensure high coverage 
with essential health interventions (revised HRH strategy-FMOH, 2014). The marked 
improvement in the availability of health workers is due to massive scale up of training 
and education in the last two decades. The number of public higher educational 
institutions have increased from eight to 57. Of these, 34 are universities and hospital-
based colleges offering degree programs while 23 are regional health science colleges 
offering technical and vocational qualifications (level 1 to 5). Private health science 
colleges have also flourished, with 24 institutions offering accredited programs as of 
2012/2013. Specifically, the number of medical schools has risen to 33 (of which 5 are 
private) and public midwifery schools have reached 49. There has also been parallel 
expansion in enrollment and graduation outputs. Over sixty thousand health science 
students were enrolled in public higher education institutions; and an additional 15,834 
in private higher educational institutions as of 2012/2013. Annual enrollment of health 
science students in public higher educational institutions reached close to 23,000 (58 
% in regional health science colleges) in 2014. Additionally, the annual intake of medical 
students rose by more than 2-fold from 1,462 in 2008 to 3,417 in 2014. Graduation 
output from higher educational institutions has increased close to 16-fold from 1,041 in 
1999/2000 to 16,017 by 2012/2013. (MOE, 2014; MOH 2013; Jhpiego, 2014).


Ethiopia is on track in scaling up the quantity of health workers trained. However, 
capacity and readiness of higher educational institutions to assure quality of education 
has not developed proportionally. Mechanisms of competency tests have not yet 
matured to ensure students are graduating with essential competencies for safe and 
effective practice. Internal quality assurance systems for education of health workers 
are sub-optimal. Educational infrastructure and resources, particularly those required 
for skills learning are deficient. There is shortage of suitably qualified faculty, with the 
gap most severe in private health science colleges. Students do not have sufficient 
practical learning opportunities. Curricula are expected to shift from traditional, static, 
less practice-oriented approach to 21st century skills like creativity, critical thinking, 
problem-solving, collaboration, communication, ICT and cultural competency. Ethics, 
professionalism, and public health competencies are also not well integrated. There 
is also dissatisfaction with student motivation and preparation upon entry to health 
training programs (HERQA, Jhpiego 2012, PHSP 2014).    


The Government of Ethiopia allocates up to 4.6% of its GDP, which is one of the largest 
in Africa, on education. However, most of it is capital budget, with limited resources 
available to enhance the core mission of quality and relevance of higher education 


3.3.5.2. Continuing professional development and in-service training
Even though there are guidelines and directives regarding continuing professional 
development (CPD) and in-service training in the health sector, enforcement has yet 
to begin. Local capacity to develop, offer, enforce, monitor and evaluate relevant and 
quality CPD activities is under-developed. CPD is not yet linked to re-licensure and 
career progression. Some in-service trainings are not always need-based, well-planned, 
coordinated, quality assured, monitored and evaluated for their effectiveness. IST is 
mostly face-to-face and group based with limited use of innovative and efficient in-
service training modalities like on-the-job training, and blended learning approaches.  
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3.3.5.3. Human Resource Regulation
Comprehensive, effective, efficient and fair human resources for health (HRH) regulation 
ensures public protection and improves quality of health care. All higher educational 
institutions need to be subjected to accreditation requirements. However, there are 
some irregularities in implementing standards in the same way in all institutions. The 
FMOH, professional associations and other relevant entities need to be capacitated 
to be actively involved in accreditation of institutions training health workers. There is 
a need to have standard licensing, qualification or exit exam for health professionals 
graduating from university programs. There are concerns about validity and consistent 
implementation of certificate of competence assessment for low and mid-level 
healthcare providers. There is a need to put structures and processes in place to review 
ethics and competence of health workers at facility, district and regional levels. 


3.3.5.4. Human Resources for Health Management
Ethiopia has major HRH management challenges including shortage, urban/rural and 
regional disparities, poor motivation, retention and performance. Human resource 
management is sub optimal as modern HRM concepts and practices are lacking and 
HR functions are generally limited to traditional personnel administration tasks. Due to 
limited efforts to modernize HR functions as a strategic resource in the health sector, 
there is limited investment into HRM capacity development as evidenced by limited 
technical skills and experience of existing HR staff in HRM and leadership, inadequate 
HR structure and staffing at all levels, limited capacity and practices in strategic and 
operational HR planning and budgeting. Human resources information system (HRIS) 
is not fully functional to support HR planning and development, supportive supervision, 
performance monitoring and improvement. There are also major gaps in performance 
management and accountability where strong system and practices are required to 
link performance planning/goal setting with monitoring and improvement and regular 
performance appraisal, rewards/sanctions and professional development needs.  


3.3.6.  Pharmaceuticals Supply Chain and Logistics Management  
Cognizant of the pivotal role of pharmaceuticals and other health care technologies, the 
GoE established an agency called Pharmaceutical Fund and Supply Agency (PFSA) and the 
supply management of pharmaceuticals in the country has shown significant progress 
especially during HSDP IV. The Integrated Pharmaceuticals Logistics System (IPLS) was 
implemented in 2010 to integrate the supply management of pharmaceuticals and the 
Revolving Drug Fund (RDF). At each level, the system provides accurate and timely data 
for decision-making where product related information flows up from health facilities to 
the Agency whereas products flow from the Agency down to health facilities every two 
months.


Routine monitoring reports show that IPLS is improving information recording and reporting, 
storage and distribution systems, as well as the availability of essential commodities at 
service delivery points (SDPs). The national survey conducted in January 2014 on IPLS to 
measure system performance at public health facilities (hospitals, health centers and 
health posts) indicated that the system significantly improved the availability of essential 
pharmaceuticals at health facilities. The average availability of essential tracer medicines at 
health facilities on the day of visit was 89%. The Agency’s target for HSDP IV in this regard 
was to increase the availability of essential pharmaceuticals from 65% to 100%. Average 
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availability of the tracer pharmaceuticals during six months prior to the study was 78.1%. 
This is an indication of the improvement in the availability of essential pharmaceuticals at 
public health facilities providing primary and secondary level of care.


On the other hand, assessment made in 17 Federal and Addis Ababa City Government 
hospitals, which are supposed to give tertiary level of care, revealed that the availability 
of key medicines varies significantly among hospitals. The performance of both public and 
private importers in supplying medicines in response to hospital requests was poor (44.7%). 
The availability of key medicines at the dispensaries of these hospitals at the time of visit 
ranged from 33.3% to 100%. This shows the need to work hard to ensure the continuous 
availability of needed pharmaceuticals at these referral hospitals, including pharmaceuticals 
used for the management of non-communicable diseases (NCD). 


With the aim of improving the continuous availability of health commodities at an 
affordable price in a sustainable manner, the sector’s capacity in procuring and distributing 
pharmaceuticals, medical supplies, laboratory reagents, and equipment through the 
Revolving Drug Fund (RDF) and various programs has increased significantly. The capacity 
of local pharmaceutical manufacturers has also increased as a result of instituting various 
incentive packages. Overall, local manufacturers are covering 20% of the local pharmaceuticals 
demand of the country. However, procurement lead time for some pharmaceuticals and 
medical equipments is still long due to various reasons and equipment installation and 
maintenance issues are not yet properly addressed. The Agency’s annual distribution 
capacity has increased from 2.74 Billion ETB in 2003 EFY to 12.10 Billion ETB in 2007 EFY. 
There has been also expansion in modern infrastructure. Seventeen modern warehouses 
are almost completed which has raised the national storage capacity from 46,260 m3 to 
531,000 m3 and the cold chain storage capacity from 50 m3 to 800 m3. 


The Agency has also increased its distribution capacity by making heavy load and medium 
trucks available, including trucks with cold chain facilities. Every other month, antiretroviral 
and TB medicines are delivered directly to all hospitals and some health centers. 
Although there is improvement in number of delivery vehicles, direct distribution of these 
pharmaceuticals to remaining health centers and health posts is not possible due to limited 
capacity, and the distribution is done through Woredas/Sub-cities. There is also serious 
shortage of vehicles to distribute pharmaceuticals from health centers to health posts as 
per the IPLS, which is affecting the delivery of health services. The delivery of vaccines in 
an integrated way was piloted at three of the Agency’s Branches – Mekele, Bahir Dar and 
Jimma and the system will be implemented in all branches as of July 2015. The integration 
of malaria products into the IPLS has been in progress and will be effected as of July 2015 
in all branches of the Agency. The long-term plan is to directly deliver all pharmaceuticals 
in an integrated manner to all public health facilities every two months based on demand.


Various capacity building activities have been undertaken to enable health facilities to 
forecast their pharmaceuticals demand. As a result of this effort, many health facilities 
are able to develop their own list of medicines, quantify their demand and submit annual 
pharmaceuticals demand to the Agency for pooled procurement at the national level. 
Though this is enabling the Agency to base its procurement on health facilities demand, 
there are still problems in record-keeping, forecasted data quality, timely requisition 
and consumption reporting. The gap in the existing automated logistics management 
information system (LMIS) is that it doesn’t link the Agency’s head office with branches 
and health facilities at other levels who handle/monitor supply of pharmaceuticals to have 
real-time stock status information at the national level. Therefore, there is a need to have 
a robust pharmaceuticals information management system that will provide forecasting, 
procurement, inventory management, human resource and finance related information.
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Wastage of pharmaceuticals due to expiry, theft, damage, etc is known to be decreasing 
as a result of the implementation of IPLS and Auditable Pharmaceuticals Transactions and 
Services (APTS) at health facilities. Currently, there is a huge gap in recording and existing 
documentation is unfit for use at health facilities.  The proper implementation of IPLS and 
APTS is expected to alleviate such issues. 


Establishing and strengthening Drug and Therapeutics Committees (DTC) at health 
facilities has long been one of the capacity building focus areas so as to improve the 
supply management and rational use of medicines at health facilities. The national survey 
conducted in August 2013 to assess the performance of DTCs at public hospitals showed 
that most hospitals have established DTCs. However, the functionality of the committees 
varies significantly from hospital to hospital. Functional DTCs were able to develop medicines 
list for hospitals, undertake drug use studies, improve rational prescribing, dispensing and 
patient utilization, develop manual on supply management and use of medicines and 
establish and strengthen drug information services. Hospitals have reported increased 
availability of medicines, reduced wastage, improved use of medicines and budget utilization 
as a result of DTCs.  Inadequate follow-up and support, lack of performance monitoring and 
evaluation system, training gaps, and staff turnover were the major challenges identified 
for DTC performance. There is a lot to be done so as to fully exploit the potential benefits 
of health facility DTCs. 


The other major initiative implemented during this period was the launching of clinical 
pharmacy service at selected hospitals in the country through short-term training in 
collaboration with universities. The effort being made in establishing and strengthening 
clinical pharmacy service for inpatients and chronic outpatients has to be continued as a 
key means of ensuring rational drug use thereby improving the quality of health care.  


3.3.7.  Infrastructure and ICT
The health center expansion has enabled the sector to enhance access to services for 
programs. While access to services has improved to almost 100% as of EFY 2007, health 
facilities still struggle to provide some of the priority services, such as deliveries, in a manner 
that attracts mothers and other patients. In EFY 2007, there were a cumulative number of 
16,440 HPs, 3,547 health centers and 311 hospitals (including private) available.


HSDP IV’s strategic objective on ICT use in the health sector focused on tele-education, 
telemedicine and electronic health management information system (eHMIS) and Electronic 
Medical Records (EMR). Much of the ICT contributions are expected to be seen in the years 
to come as preparatory activities consumed much of the time in HSDP IV. Health technology 
management, including medical equipment maintenance, is among areas that need to be 
build on in the coming strategies. 


According to preliminary Ethiopian Service Provision Assessment (ESPA+), about half of 
health facilities have regular electricity or has functional generator with fuel. About 88-100% 
of hospitals (public & private), 84% higher clinics, 61% lower clinics, 57% health centers and 
29% of health posts have regular power sources. Over three-quarters of all health facilities 
(public and private) have an improved water source in their facility, including 71% of health 
centers and 49% of health posts. Over two-thirds of health facilities, including 70% of health 
posts, have access to emergency transport. 
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3.3.8. Health Care Financing
The National Health Accounts (NHA) showed that the total spending on health has been 
growing steadily. In 2010/11, it reached ETB 26.5 billion (US$ 1.64 billion) from ETB 11.1 
billion (US$1.2 billion) in 2007/08. The fifth round NHA revealed that nominal total health 
spending on health grew by 138% in 2010/11 compared to the total budget estimated in 
the fourth round of the NHA in 2007/08.  The fifth round of the NHA showed that the 
per capita health expenditure increased from US$ 16.10 in 2007/08 to US$ 21 in 2010/11. 
The per capita spending on health grew five-fold from US$4.07 in 1995/96, largely due to 
the aggressive efforts to mobilize international funding and implementation of the health 
care financing reform (HCFR) in the country.  The reforms in HCF aim to increase health 
resources, protect the poor, and introduce equitable financing mechanisms. These reforms 
are now being implemented in the majority of the regions that have more than 80% of 
health facility coverage. However, the increment is short of HSDP IV target of increasing the 
total health budget from 16.1 USD/Capita to 32.2 USD per capita. 


According to the NHA-V report (2010/2011), the share of health expenditure out of the 
country’s Gross Domestic Product (GDP) reached 5.2%, which is a significant increment from 
the 4.5% in 2007/08 (MOFED, 2003 EFY).  This is an acceptable level increment since it is 
above the WHO recommendation of a minimum of 5% of GDP spending on health. However, 
the share of total public sector health expenditure against the country’s total government 
expenditure remains low; it reached 5.6% in 2010/11 which is a modest increment from its 
5% share in 2007/08 (National Bank of Ethiopia, 2011).


According to the health sector reform, improving Retention and Use of Health Care 
Financing Reforms (HCFR) is one of the key financial mobilization strategies.  HSDP IV 
has set a target of increasing the proportion of public health facilities retaining and using 
their revenue from 20% to 100%. Since the start of implementation of the HCFR, regions 
formulated proclamation, regulations, directives, and implementation manuals to align with 
the national strategy. It is being implemented in 2,241 health facilities (90 hospitals and 
2,151 HCs) in seven regions (except Somali and Afar) and two city administrations. 


The amount of retained revenue generated by health facilities varies from facility to facility 
and from region to region. On average health centers generated 30% of their total budget 
while hospitals generated 23% from retained revenue. Hospitals on average retained ETB 
1.56 million per year, while HCs retained ETB 0.37 million. The retained revenue has improved 
the availability of essential medicines, diagnostic equipment and medical supplies. It is also 
used for renovation and expansions of rooms and staff housing. Additionally the health 
facilities were able to cover a significant proportion of their utility bills (HSDP Mid-Term 
Review, 2005 EFY).


There has been improvement over the last few years in government allocation for fee 
waivers to facilitate access. Total subsidy for the poor has reached more than 20 million 
Birr so far. The number of fee waiver beneficiaries has also reached 2 million. While this 
progress is encouraging, it constitutes less than 10% of the total population that lives below 
the poverty line in the country. Maternal and child health services (ANC, delivery, PNC and 
immunization etc) are among the exempted health services (HSDP Mid Term Review, 2005 
EFY). 


Outsourcing of non-clinical services in public hospitals is another core element of the HCFR 
to enable health facilities to focus on core business while improving efficiency in the system. 
Reports indicate that there is an increasing number of health facilities which outsourced 
none-clinical services to the private sector.
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Private Wings in Public Health Facilities has shown a positive development, particularly in 
terms of reducing the attrition and absenteeism of health workers. At Federal level and in 
the Regions, public hospitals are allowed to open and run a private wing with the primary 
objective of improving health workers’ retention, providing alternatives and choices to 
private health service users and generating additional income for health facilities. So far 
31 private wings have been operationalized in  five regions and in Federal Hospitals. The 
average number of patients served per quarter ranges from 50 to 2,916, with the overall 
average being 1,492 patients per quarter. Though the private wing arrangement  is giving 
option to clients in accessing healthcare and retaining senior staff, the health sector needs 
to pay close attention to systematic monitoring, identification and tackling of hitches (HSDP 
Mid-Term Review, 2005 EFY)


Government’s efforts to address the challenge of high out of pocket (OOP) spending during 
use of health services include the introduction of community-based health insurance 
(CBHI) and social health insurance (SHI) for the informal and formal segment of society 
respectively. HSDP IV sets a target of increasing the proportion of people enrolled in 
health insurance from 1% to 50% and to conduct a pilot test of CBHI in selected districts. 
The Ethiopian Health Insurance Agency (EHIA) has already been established and staffed. 
The agency is undertaking the necessary preconditions to kick start SHI. While this is a 
manifestation of the Government’s commitment to accelerate the implementation of social 
protection in general and SHI in particular, there are crucial factors that are being looked 
into to improve readiness of the healthcare system to bear the potential demand created 
by launching SHI. CBHI schemes have been piloted in 13 districts in Amhara, Oromia, SNNP 
and Tigray Regional States. Regions have put in place the necessary administrative and 
coordination structures and provided trainings, periodic reviews and other resources. The 
introduction of CBHI and SHI is seen as a vehicle for progressing toward universal health 
care (UHC) in Ethiopia as envisaged by HSDP IV. Taking the lessons of the HCFR, the Health 
Care Financing Strategy being is revised in light of the recent developments in the health 
financing landscape (both within and outside the country) and evolving concept of UHC. 


Contribution of development partners (DP) in the Health Sector


In EFY 2006, a total of USD 558.33 million was committed by development partners (DPs) 
and a total of USD 612.87 million (109.8%) was disbursed, which was above the amount 
disbursed in EFY 2005 (531.13 million). The Global Fund contributes to half of the DP budget 
while MDG pooled fund constitutes more than a third of DP’s contribution managed by the 
government. There are other resources managed by the DP themselves which are difficult 
to account for in the government system of financial tracking.   


The MDG Performance Fund (MDG PF) is a pooled funding mechanism managed by the 
FMOH using GOE procedures. The Ethiopian International Health Partnership (IHP) Compact 
framework provides flexible resources, consistent with the “One-plan, One-budget and One-
Report” concept, to secure additional funding for the HSDP. It is one of the GOE’s preferred 
modalities for scaling up DP assistance in support of the HSDP.


Joint Financing Arrangement (JFA) refers to the arrangement that sets out the jointly agreed 
terms and procedures for MDG PF management, including planning, financial management, 
governance framework and decision-making, reporting, review and evaluation, audit and 
supply chain management. As per the JFA, the MDG PF covers all program areas where 
there is a funding gap, with the exception of salaries or wages. However, the MDG PF has 
been used mostly to fund the procurement of public goods required for lower levels’ health 
service delivery in the past five years.
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In EFY 2006, three additional donors joined the MDG PF: (i) the World Bank through Program 
for Result (PforR); (ii) GAVI with its Health System Strengthening (HSS) Support; and (iii) the 
European Union (EU) through a new approach to channel the first three year fund (21 million 
Euro) through UNICEF to MDG PF in support of MCH programming. All these contributions 
will follow the management principles set out in the JFA. The EU has signed the JFA in EFY 
2006, while the WB has yet to sign. The number of partners contributing to the MDG/PF 
has increased from  six to 12 over the last three years. The amount of resources coming 
through the MDG/PF is also increasing year-on-year. This shows an increase of 7 % (from 
35% to 42%) in channeling funds through the Government’s preferred channel over the 
past three years.. This is a meaningful achievement both for the Government and DPs in 
improving harmonization in financing the health sector. Areas financed by the MDG/PF are 
also well aligned with the priorities of the health sector. Maternal health, equipping health 
facilities, child health and prevention and control of diseases are the top ranking areas for 
resource allocation. 


Utilization of Resources 


Significant improvements have been observed in the utilization of resources but more 
capacity needs to be built in at sub-national levels. HSDP IV set a target of increasing the 
ratio of health budget utilization to 90% and the engagement of the leadership at all levels 
of the health system to track resources and ensure liquidation has played a significant role. 
A commendable initiative in resource utilization and timely liquidation is the establishment 
of the Grant Management Unit (GMU) within the Finance Directorate of the FMOH. The unit 
was created to solve the hurdle of delayed liquidation of significant amounts or resources 
both at national and sub-national levels. The unit aims to track both physical and financial 
performance of the sector, enhance liquidation of funds and improve coordination between 
DPs and the FMOH.


IFMIS


Another key initiative in the sector is the Integrated Financial Management Information 
System (IFMIS) which aims to improve public finance management through improved 
evidence, integration and coordination. The system is fully electronic in design and expected 
to use a dedicated line in Woreda-net. It is a multi-sectoral initiative led by Ministry of 
Finance and Economic Development (MOFED) and the health sector has been chosen as one 
of the pilot sectors. The health sector IFMIS has been designed and is being implemented 
at FMOH level but not yet scaled up to sub-national levels. The scaling up of IFMIS to sub-
national levels has been delayed due to budgetary constraints.


3.3.9. Regulation
Improving health and health related regulatory system focuses on ensuring safety in the 
delivery of health services, products and practices as well as accreditation of professionals. 
Among the promising achievements during HSDP IV in health regulatory aspects were, a 
number of regulations, guidelines and standards that were developed.


The regulatory authority is being strengthened at different levels. Absence of uniformity 
of the health regulatory structure at regional and woreda level, low attention to health 
regulatory systems in some of the regions and focus on limited areas within the health 
regulatory system are some of the limitations observed in health and health related 
regulatory areas. 
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Although regulatory employees are deployed in the 15 ports for entry into /exit out of 
the country, there are indications that there are still unregulated inflow and outflow of 
medicines from Ethiopia. Similarly, the nature and range of food items are very diverse 
and given the difficulty to register all types of foods, it is high time to develop a strategy 
to register and regulate common food items that are frequently consumed and have 
significant public health impact. The regulatory authority conducts pre-license inspection 
and provides manufacturing permit for local food manufacturers but clear limitations are 
observed in assessing the safety and quality of foods prior to their entry into the Ethiopian 
market. 


A new medicine registration strategy developed by studying other countries’ experience in 
addressing emerging infectious and non-infectious diseases. Although the authority has a 
guideline and provides pre-import permit for donated medicines and medical equipments, 
ensuring the safety, efficacy and quality of such products remain a critical challenge. 


The national quality control laboratory is furnished with different world class testing and 
analyzing devices.  The laboratory is updated from time to time and is ISO 17025 certified 
for seven physicochemical tests including condom quality test. Although the initiative to 
strengthen branch offices’ quality control laboratories is considered a positive development, 
establishing mini-laboratories at each entry and exit ports has not yet started. 


Ensuring of safety and quality of food items and medicines throughout the country is 
showing some improvement. However, the control of products at each entry and exit ports 
is mostly done by physical inspection without use of modern technologies.  The entrance 
and distribution of illegal products results in loss of trust, even towards regulated products. 
Inspection and control of importers, exporters, distributors and retailers  will in improve 
time. The initiation and attitude towards the control of illegal trade and conduct of post 
market-surveillance is considerably improved.   However, the in spection process does not 
focus to ensure safety and quality of products which are frequently consumed by the public, 
and the post-market surveillance activities are limited to very few products. Emergency 
inspection has not been done regularly and randomly, especially to control illegal trades.  
Regulatory collaboration and integration among federal to region, region to region and 
region to woredas is poor. This creates a gap in the overall regulatory functions.  


In order to stabilize rational use of medicines, a number of continuous trainings were 
provided by the authority responsible for promoting patient and health professional 
awareness of drug safety and risks. A number of bulletins, guidelines and pamphlets were 
prepared along with a standardized prescription paper, and distributed to health facilities in 
the country. One concern is that although antimicrobial drug resistance is one of the biggest 
global healthcare challenges, the regulation does not adequately address this serious issue 
in the country.


The required legal framework to control tobacco in the country was prepared according to 
international agreements. The country’s quarterly and annual consumption data of narcotics 
and psychotropic substances has been communicated to the international organizations 
concerned. However, illegal circulation of drugs, the high tendency of youth to abuse drug 
use and the delay in implementing tobacco control is a challenge and a limitation to the 
regulatory sector.


Health institution national standards have been developed and discussed with responsible 
stakeholders for validation. Although many private health institutions are serving the 
public by respecting the rules and regulations of the country, a significant number of private 
health institutions are practicing illegally.
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Health professionals trained abroad and with skills scarce in the country are licensed at 
the federal level while other practitioners are licensed in the respective regions where 
they are practicing. This creates a favorable condition in the follow-up and regulation 
of health professionals as well as minimizing the bureaucratic burden of the licensing 
process. Inspection of health professionals, establishment and strengthening of ethics 
review committees at regional levels and registration and licensing of new disciplines are a 
challenge to the sector.


3.3.10. Leadership, Management and Governance
The Government of Ethiopia (GoE) implemented the Business Process Re-engineering 
(BPR) in the health sector in order to establish customer focused institutions, rapidly 
scale up health services and enhance the quality of care, as part of the civil services’ 
reform programs (HSDP IV, 2010). The BPR has changed the FMOH structure, and has 
shifted direct responsibility of specific programs. With the BPR, Ethiopia has increasingly 
decentralized oversight and management of its public health system to the Regional 
Health Bureau (RHB) level.  To support the implementation of the reforms, training has 
been provided to managers and technicians at all levels. In Ethiopia, almost all regions have 
endorsed the legal frameworks for the establishment of hospital boards and health center 
governing bodies/management committees. The existing structure at the FMOH facilitates 
federalization/decentralization as it enables the federal level structure to examine the 
effectiveness, efficiency, equity and sustainability of health services and engagement of 
local stakeholders through dialogue on these issues using various forums like the Joint Core 
Coordinating Committee (JCCC), review meetings, community forums etc. 


The Ministry of Health and Regional Health Bureaus have also taken huge steps in 
transferring some responsibilities, authority, power and resources to local levels. This 
transfer of responsibilities created opportunities for effective governance at local levels. 
Effective governance at local levels supports the work of health managers and health 
workers in the districts and facilities. In order to improve the governance structure at points 
of service delivery, the government has introduced facility governance boards comprising of 
various relevant bodies in a given local community.


Various assessment reports have recommended capacity building on leadership, 
management and governance in order to address the critical gaps in the health sector. 
These areas of improvement include the capacity to: implement a decentralized health 
care system; improve the utilization of health services; systematically follow-up on the 
implementation of policies, guidelines, standards and protocols; implement reforms in a 
timely manner; and enhance the coordination of public-private partnerships in health. 


The 2013 baseline assessment report of the leadership, management and governance (LMG) 
project indicated that the directorates/ units /core processes assessed are moderately 
keen to coordinate programs better, scan their internal and external environments 
and regularly assess staff capacity to provide feedback and support. Additional leadership 
practices included the proactive involvement of staff in prioritizing key activities, aligning 
and mobilizing stakeholders for a shared vision. It was also noted that the BPR, BSC and 
other initiatives are contributing positively for the improvement in LMG practices, but the 
pace of rolling out of such practices is still slow. It was remarked specifically with the BPR 
implementation that the degree of commitment of the top management is fairly high and 
the awareness and the attitude of employees and management is moderate. However, 
there are inherent significant commitment gaps and resistance to change which requires 
attention. 
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It was noted in the health sector plan reviews’ report  that the FMOH-RHBs joint Steering 
Committee, FMOH-HPN Joint Consultative Forum and the Joint Core Coordinating Committee 
have been functioning very well. The FMOH-RHBs Joint Steering Committee, chaired by the 
Minister, meets regularly (every two months) to promote and monitor the implementation 
of the HSDP Harmonization Manual, strategic objectives of the HSDP IV and other various 
reforms. It was also noted that strong leadership and governance is required for the 
successful implementation of the one plan, one budget and one report (M&E) framework. 


The FMOH-Donor Joint Consultative Forum and JCCC meetings have been functioning on 
regular basis with the JCCC focusing on technical and operational issues. The FMOH has 
been championing investments to strengthen supervision and governance at the hospital 
level, including the development of supervisory and performance improvement teams 
at the regional and city level (i.e., the Curative and Rehabilitative Core Process Teams), 
implementation of health management information systems, planning and reporting 
processes and the building of hospital governing board capacity.


3.4. Situational Analysis from perspective of Equity 
Equity in accessing health services and health outcomes is an important development agenda for 
Ethiopia. Inequalities in health become noticeably evident when looking at social determinants. 
The inequality in health is viewed from two perspectives in this analysis; Equity from the 
perspective of social determinants and equity within the health sector. Gender is considered as a 
cross cutting equity issue from both perspectives as well as women’s empowerment. 


3.4.1. Equity analysis from perspective of social determinants of health
According to the Rio Political Declaration of Social Determinates of Health8, health equity 
is a shared responsibility and requires the engagement of all sectors of government 
all segments of society and of all members of the international community. Status of 
individuals or groups with regards to their wealth, education and access to basic utilities 
such as water, electricity and road determines their access to health care and ultimately, 
their health outcomes.


Education Status


According to several studies, differences in educational status resulted in differences 
in health status, exposure to health risks, access to health services and health seeking 
behavior.  GoE has given unprecedented focus to bring about generational change in the 
education status of its citizens evidenced by massive expansion of schools and higher 
education institutions. As a result, net primary school enrolment (Grade 1-6) reached 99% in 
2014, a fivefold increase from the 1990 rate of 19%. 


In 2014, more than 1.7 million youth were attending higher education in 1312 TVETs and 33 
universities. More than 3.5 million adults benefited from adult education programs and 6.6 
million are currently in the adult education programs. 


The proportion of girls enrolled in primary and secondary education exceeded 45% in 2014 
(more than 9.2 million girls out of 20 million) as a direct result of the GoE’s policy to empower 
women through enhancing girls’ education. 


8  http://www.who.int/sdhconference/declaration/Rio_political_declaration.pdf 
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Food Security


Ethiopia has made considerable advancement towards food security evidenced by a 
reduction in poverty, an increase in crop yields and availability and an increase in per capita 
income—rising in some rural areas by more than 50 percent.


One of the pillars for Ethiopia’s recent economic rise is sustained agricultural growth. In the 
1990s, agricultural growth averaged nearly 3 percent. In the following decade, it grew to 6.2 
percent. Over the same time period, the prevalence of underweight and stunted children 
under five years dropped. One measure Ethiopia has already taken is establishing the 
Ethiopian Agricultural Transformation Agency (ATA), which combines the analytical capacity 
of a research organization with the political and economic power of an implementing 
organization9.


Access to drinking water


The 2015 assessment report by the UNICEF/WHO Global Joint Monitoring Program for 
Water and Sanitation (JMP) indicates that Ethiopia has met its target of 57 per cent10 of the 
population using safe drinking water and has attained the target by halving the number of 
people without access to safe water since 1990. 


According to EDHS (2011), the proportion of population using an improved drinking water 
source was about 51% with 92.8% in urban and 41.6% in rural settings. The average time taken 
to obtain drinking water (round trip) was more than 30 minutes in 56% of the population 
with 21.4 % in urban and 63.6% in rural areas. Adult women (69.1%) and girls (17.8%) are 
responsible for fetching water in rural areas compared to 5.8% of men and 5.3% of boys. 


According to EDHS 2011, Diarrhea prevalence is highest among children residing in 
households that drink from unprotected wells (18 percent), those residing in rural areas (14 
percent) and children residing in Benishangul-Gumuz and Gambela (both 23 percent).


Access to roads


Cognizant of the key role of the transport sector in economic growth, the government of 
Ethiopia has spent up to 40% of its capital budget for road construction. As a result, the  
road coverage in the country has reached 105,000 kms, a six fold increase compared to 
1990 road coverage. About 10,765 rural kebeles are connected with the Universal Rural 
Road Access Program (URRAP), creating better access to health care for millions of mothers 
and children who were deprived of such a right before. Subsequently, the average distance 
from all-weather roads across the country has declined from 21.4km at the start of the 
program (RSDP) in 1997 to 11.3km in 2010 and 6.4km currently . The road network in good 
condition has increased from 22% in 1997 to 56 percent in 2010 and 70 in 2013. The road 
density/1000 sq. km also increased from 24.1km in 1997 to 44.4km in 2010 and 78.2km in 
201311. 


Rural Electrification Program 


Similarly, the rural electrification program has electrified 5,415 rural towns and villages 
since its launch in 2006, paving way to a better life. Access to electricity has helped in lifting 
the domestic work burden on women and reduction in pollution by replacing utilization of 
dung and firewood with electricity12. 


9  http://www.ifpri.org/blog/can-ethiopia-maintain-its-great-progress-toward-food-security
10 https://unicefethiopia.wordpress.com/2015/03/23/ethiopia-meets-mdg-7c-target-for-drinking-water-supply/
11 http://www.thereporterethiopia.com/index.php/news-headlines/item/1198-paved
12 http://www.ena.gov.et/en/index.php/economy/item/874-eepco-electrifies-over-5-000-rural-towns-villages#sthash.KQppEiW8.dpuf
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Connectivity of citizens through modern communication means is showing a  significant 
rise as evidenced by 32 million mobile phone subscribers and an increase in telecom 
penetration to 37%, thus making Ethiopia one of the top six countries in Africa. 


Economic growth 


Ethiopia’s economy is among the fastest growing economies in the world with a annual 
average GDP of 10.9 %.  In the last four years of the Growth and Transformation Plan (GTP) 
implementation periods (2010/11 – 20013/14), the economy has also registered robust 
growth with an annual average GDP of 10.1%.  Agriculture, Industry and Service sectors 
have 6.6 %, 20.0%, and 10.7% annual average growth rates respectively (MOFED, 2014)13. As 
the result, a remarkable reduction in poverty rate has been observed (World Bank Group, 
2015)14. 


3.4.2. Equity analysis within the health sector 
The Equity analysis in the health sector is mainly done at outcome level with some impact 
level indicators.  


i.   Equity at outcome level


Health equity at outcome level refers to coverage of high impact intervention disaggregated 
by relevant equity dimensions. Difference and ratio as well as concentration curve when 
relevant are used to measure inequality by place of residence (i.e., urban/rural) and 
measure inequality between two extreme groups of wealth status (i.e. top and bottom 
wealth quintiles) in a population reproductive, maternal, neonatal, child health & nutrition 
(RMNCHN) indicators are used as tracer of outcome level inequalities for the health sector. 


A declining trend has been observed in CPR between urban and rural residents and remains 
with a stable pattern by wealth quintile, whereas the gap got wider in both stratifiers for 
skilled birth attendance (figures below)15. Therefore, the increase in percentage of deliveries 
attended by skilled health personnel has been achieved mainly through improvements 
among the rich and urban groups, reflecting the need to exert extra effort in ensuring 
the access to and use of skilled birth services in remote areas and among disadvantaged 
groups. 


13 http://www.mofed.gov.et/Amharic/Resources/Documents/ESTIMATES%20OF%20GDP%20AND%20OTHER%20MACROECONOMIC%20 
    INDICATORS_ETHIOPIA%202006%20(2013_14%20EFY).pdf
14 Ethiopia poverty assessment 2014. World bank group January 2015
15 Sandro (MoH, 2015): unpublished article: MEASURING PROGRESS TOWARDS REDUCTION OF HEALTH INEQUALITIES IN ETHIOPIA: PRAC 
    TICAL EXAMPLES OF EQUITY ANALYSIS FROM AVAILABLE DATA
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Figure 4. Distribution of percentage of contraceptive prevalence rate by geographical area (1A) and by wealth quintile (1B) 
(EDHS 2000, EDHS 2005, EDHS 2011 and EMDHS 2014).


Figure 5. Distribution of percentage of skilled birth attendance by geographical area (2A) and by wealth quintile (2B) (EDHS 
2000, EDHS 2005, EDHS 2011 and EMDHS 2014).


It is worth noting that the percentage of skilled birth attendance in the bottom wealth 
quintile was very low in EDHS 2005 (0.7%) and in EDHS 2011 (1.7%), with an increase in EDHS 
2014 to 5.3%, therefore accounting for a high eight-fold proportional growth between 2005 
and 2011. The increase in the top wealth quintile was from 26.6% in EDHS 2005 to 55.0% 
in EDHS 2014, with a two-fold increase in the same period (Figure 2B). It is for this reason 
that the ratio between top and bottom quintiles was 38.0 in EDHS 2005, decreasing to 26.8 
in EDHS 2011 and 10.4 in EDHS 2014. Therefore, while the absolute difference between 
top and bottom wealth quintile has increased over time, the proportional difference, as 
expressed by the ratio, has decreased because of the steeper relative (eight-fold) increase 
in the bottom wealth quintile compared to the top one (two-fold increase). 


The comparison of the concentration curve on skilled birth attendance lies consistently 
below the line of equality indicating the top wealth quintile took a larger fraction of skilled 
birth attendance. This shows a visual picture of growing inequality over time. These results 
are consistent with the description above. 


 
Figure 6. Distribution of the concentration curve by wealth (EDHS 2005, EDHS 2011 and EMDHS 2014).


 According to HMIS data in EFY 2006, the proportion of pregnant women who received ANC 
(at least one visit) was 98.1% with a range of 54.4% in Somali and 100% in Tigray, SNNPR, Dire 
Dawa, and Harari regions.  The HSDP IV’s target for skilled delivery was 62% and  in the nine 
months HMIS report of EFY 2007, the coverage has reached 55%. The EFY 2006 HMIS report 
showed variation across regions, ranging from 20.8% in Gambella to 85.0% in Addis Ababa. 
Despite the fact that an increase was observed in all regions, only Harari (78.2%) exceeded 
its regional target (72.0%) in EFY 2006 (FMOH, 2014). 


According to the recent Mini-EDHS 2014, the average total fertility among Ethiopian women 
has reduced to 4.1, with 2.2 in urban and 4.5 in rural areas. Hence, the objective of the 
national health policy16 in reducing total fertility rate (TFR) to 4 by 2015 from 7.7 in the 
1990s has been achieved.  There is also huge disparity between regions in Ethiopia from 
TFR of 7 in Somali region and 1.7 in Addis Ababa. The disparity is observed even among 
urban areas with a total fertility rate of 3.4, 3.4 and 1.7 in Dire Dawa, Harari and Addis Ababa 
respectively. Noticeable variation in total fertility rate was also observed among women as 
a result of their place of residence (urban vs rural), wealth and educational status. Women 
who live in urban areas, who are better off in wealth and education have smaller number of 
children in their lifetime. 


Current use of any contraceptive method varies markedly by region, ranging from 1.7% in the 
Somali Region to 64.1% in Addis Ababa. Similarly, use of any modern contraceptive method 
was lowest in the Somali Region (1.0%) and highest in Addis Ababa (57.4%). The national 
contraceptive acceptance rate in EFY 2006 is about 63% (lower than HSDP IV target of 82%), 
ranging from 90.7% in Amhara to 10.6% in Somali region.


According to Mini-EDHS (2014), stunting declined to 40% with regional variation ranging 22.9 
% in Addis to 49.2 % in Afar with seven of the regions having a stunting rate that is more 
than 30%. Stunting is more prevalent among rural dwellers and children from the lowest 
quintile families for educational and wealth status. 


16  National Population Policy of Ethiopia; April 1993. 
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ii. Equity at impact level


Ethiopia has made a commendable progress in improving the health status of its citizens 
as measured by prolonged Life Expectancy at birth and improvement in mortality rates 
of children and mothers as well as a decline in mortality and morbidity due to major 
communicable diseases. However, disaggregated data  is not available widely.  Although the 
2011 EDHS findings are not up-to-date, a significant inequality in under-five mortality was 
observed between urban and rural areas, among regions, educational status of mothers 
and wealth quintiles. Childhood mortality was higher in rural areas than in urban areas 
with under-five mortality of 114 and 83 among 1000 live births respectively. These rates 
were highest in Benishangul-Gumuz with 169 deaths and lowest in Addis Ababa with 53 
deaths per 1000 live births. 


With regards to a mother’s educational status, under-five mortality among children born to 
mothers with no education (121 per 1,000 live births) is 2.6 times as high as that of children 
born to mothers with secondary education (46 per 1,000 live births) and more than five times 
as high as that of mothers with more than a secondary education (24 per 1,000 live births). 
Although childhood mortality generally decreases as wealth increases, the differences are 
relatively small in the three highest wealth quintiles. However, the lowest two quintiles 
have higher mortality rate with 137 and 121 deaths of U-5 children as opposed to 96, 100 & 
86 deaths per 1000 live births among the three highest quintiles respectively. 


3.4.3.  Women empowerment (Gender equity) 
One key aspect of the economic reform in Ethiopia is empowering women through creating 
equal opportunities and affirmative action for women to participate in the economic 
development of the country.  The Ethiopian Constitution recognizes the principle of equality 
of access to economic opportunities, employment and property ownership for women. 
Following this, the government has formulated a national gender policy, which recognizes 
equality between the sexes and sets up mechanisms for the improvement of women’s 
conditions, such as the establishment of the Ministry of Women’s Affairs. The main 
strategies employed to implement the national policy include gender mainstreaming in 
sector and development programs, advocacy and capacity-building initiatives. 


Positive trends are being witnessed in empowering women. The proportion of girls 
enrolled in primary and secondary education has increased considerably. More than 30% of 
undergraduate and 19.5% enrolments in higher education institutes in 2012/2013 were by 
women. Furthermore, the gender disparity index is almost approaching equality between 
boys and girls as evidenced by 0.94, 0.92 and 0.81 for primary, first cycle secondary and 
second cycle secondary level education respectively in 2012/1317. However, the rate 
of unemployment is still high among women. According to the 2014 survey conducted 
by the Central Statistics Agency (CSA), urban unemployment rate is about 17.4%18.  The 
corresponding rates for males and females were 11.3 percent and 24.1 percent, respectively.


The health Sector is committed to strengthening gender mainstreaming at all levels of 
the health care system through the development of a Gender Mainstreaming manual and 
supporting its implementation is underway in all major health initiatives and programs. 
Few examples of gender oriented programs and prevailing challenges are detailed below. 


In the health sector, the country’s flagship program called the Health Extension Programme 
(HEP), which is underpinned by the core principle of community ownership, delivers cost-


17  http://www.moe.gov.et/English/Resources/Documents/eab05.pdf (MOE-2005 EFY report)
18  http://www.csa.gov.et/images/general/news/urbaneusuervey_2014 
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effective basic services to all Ethiopians, mainly women and children. At the center of 
community ownership efforts, empowering women is the principal means to ensure the 
health of all family members in the household. The Health Development Army (HDA), which 
organizes and mobilizes families (mainly women), is meant to scale-up best practices 
gained from the HEP.  Organized popular mobilization in the health sector is showing 
promising momentum in overcoming what has been stagnant indicators to higher coverage 
such as with skilled birth attendance. Nevertheless, maternal mortality and morbidity 
(such as fistula) is still very high as consequences of harmful traditional practices such 
as early marriage, sexual violence and use of unlawful traditional healers. Women are 
more exposed to STIs including HIV. According to the HIV related estimates and projections 
for Ethiopia-2012, published by the FMOH and Ethiopian Health and Nutrition Research 
Institute (EHNRI)- now the Ethiopian Public Health Institute (EPHI)- the adult HIV prevalence 
is estimated at 1.2% (0.8% in males and 1.6% in females) and the adult  HIV incidence was 
0.03% in 2014. HIV-related deaths among men declined from 41% (2001) to 11% (2009); and 
from 51% (2001) to 14% (2009) among women.


3.5.  Lessons Learned from HSDPs
Ethiopia has implemented successive Health Sector Development Plans (HSDPs) since 1997 in 
four phases. As described previously, over the last two decades, Ethiopia has made huge strides 
in improving access to health services and improvements in health outcomes. The country’s 
health indicators have been remarkably improved from one of the worst in Sub-Saharan Africa to 
amongst the stand out performers during this period. So, it is of paramount importance to stock 
take the lessons learned in general and the factors that have driven successes in particular. The 
following is a brief summary of lessons learned:


1. Country Ownership: the health sector epitomized how the principles of country ownership 
can be translated into concrete actions. This was possible through strong leadership by 
the government, fostering community ownership, building the health sector’s capacity to 
respond to the health needs of the people, and accountability for results.      


•  Government in the driving seat:  


ü The government of Ethiopia has set out policies and strategies that clearly articulated 
the priorities in the health sector, and what should be achieved in each phase of HSDP. 
This made the government and the country to be the chief architect of the strategies and 
plans that were aligned to the national priorities. The setting up of ambitious goals and 
an all inclusive planning process involving local governments, implementing partners 
and development partners have facilitated buy-in of the priorities, implementation 
and oversight of the national plan to achieve results and scale-up of evidence based 
practices. A number of examples can be cited to illustrate the importance of the 
government being in the driving seat and setting ambitious goals and strategies despite 
frequent skepticism about how realistic the goals were. One such example is the training 
and deployment of health extension workers, which in its early days was subjected to 
criticism from partners, health professionals, and other stakeholders. It is the ambition 
and unwavering political commitment of the government that made this program a 
success.   


•  Community ownership: 


ü Involvement and empowerment of communities has been the major driver of health 
improvement in Ethiopia. The process of engaging communities has gathered momentum 
when the health extension programme was started. The concept of having model 
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families that go through a structured training based on the health extension packages is 
an innovation that ensured transfer of knowledge and skill to individuals and families so 
that they have better control over their health. The practice of innovation diffusion and 
behavior change communication using model families and tapping into the cultural and 
social networks such as the coffee ceremony helped the country register remarkable 
progresses in many health programs and consolidated the community engagement 
in health interventions. One such example is the reduction of new HIV infections and 
ever-increasing demand for HIV counseling and testing which is the direct result of 
community conversations about the disease and its prevention strategies. As a result, 
in many parts of Ethiopia, premarital HIV counseling and testing (HCT) has become the 
new norm. The Health Development Army which involves three million model women 
is another example that shows how community ownership can literally transform the 
rate of institutional delivery from below 20% in 2011 to nearly 60% in 2015 by generating 
demand, introducing mother-friendly practices such as porridge preparation in health 
centers and contributing resources such as construction of maternity waiting homes. 
It is therefore, very critical for the health sector to continue with strategies that foster 
community ownership. 


•  Building a strong health system:


ü	 An important lesson that can be drawn from the implementation of HSDPs is the strong 
emphasis that was given to building a strong health system. Incredible investments 
were made to expand access to primary healthcare facilities in a short period of time 
by engaging communities to contribute labor to construct health posts and leveraging 
external resources to unlock more domestic resources through a matching approach for 
the construction of health centers. In parallel, massive scale-up for training of midlevel 
health professionals was done. Again, innovative strategies, such as the training of 
HEWs in technical and vocational colleges and accelerated training of health officers 
using hospitals as affiliate sites were deployed to increase the country’s capacity to train 
more health workers. The healthcare governance reform which led to establishment of 
governing boards with representation of community members and the local leadership 
is helping improve the performance of health facilities through better decision-making 
to address the needs of the community they serve. The healthcare financing reform 
allowed health facilities to retain the revenue they generate and utilize it to improve 
the quality of health services. The establishment of a pharmaceutical fund and supply 
agency (PFSA) to improve availability and affordability of essential medicines has also 
been a game changer. PFSA has constructed regional hubs with the aim of door-to-
door supply of commodities to health facilities within a 180 km radius of the hubs. This 
reduces the layers of stopovers for a commodity supply and improves the efficiency of 
the supply chain. The health management information system has also been reformed 
to improve the quality and reliability of data. Of particular interest is the rollout of 18 
million family folders, which provides a lot of opportunity to strengthen evidence-based 
planning, verify reported data and form the base for vital events registration throughout 
the country. 


•  Mutual accountability


ü The government of Ethiopia has made a steadfast commitment to improve the health 
of all Ethiopians. This political commitment was translated into a number of actions 
such as the decision to provide all HEWs with government salaries, which is an 
unprecedented move that doubled the country’s health sector wage bill. Ethiopia, as 
an early signatory of International Health Partnership plus (IHP+) compact, upholds the 
principle of harmonization and alignment seriously. Efforts have been made to make all 
non-state actors buy into “one plan, one budget and one report” framework in a flexible 
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but focused manner guided by HSDPs. Adequate consultations have been ensured in 
planning, implementation and evaluation through various platforms. Town-hall meetings 
and public conferences have been conducted to engage the public and stakeholders. 
Following signing of the global IHP+ compact in 2007, the country IHP+ Compact was 
signed a year later by 11 Development Partners (DPs). For translating this commitment 
into actions, the Joint Financial Arrangement (JFA) was signed by eight partners in 2009 
after assessing the financial and procurement system of GoE. The JFA was revised in 
2012 and the number of signatories reached 12. With JFA, a pooled fund mechanism 
called MDG pooled fund (MDG PF) came to existence as a preferred modality of receiving 
support by the GoE. The MDG PF supports government priorities, reduces transaction 
and overhead costs, is flexible and promotes value for money. Mid-term reviews of 
HSDPs have been done and robust measurement systems, including community and 
facility-based surveys were done and the results have been taken into consideration 
during planning processes. Through the Joint Consultative Forum (JCF), plans have been 
jointly approved with development partners and performances were jointly appraised to 
build trust and confidence in the pooled financial mechanism. 


2. Partnership: Aligning stakeholders behind one national plan 


· Over the past two decades, Ethiopia has enjoyed unprecedented support from its 
development partners. The support has been guided by national aspirations and plans. Over 
the years, a culture of candid discussion with development partners has been nurtured. 
The willingness to learn from others and improve national plans and strategies based on 
the inputs from stakeholders has facilitated the scaling up of high impact interventions 
nationally, and avoid the ‘pilotitis trap’ (having so many pilots with no game plan for scaling 
up), which is very common in the developing world. When programs designed in donor 
capitals did not fit into the reality on the ground, the government has been assertive to 
point that out to the partners and improve it to fit local needs. This has helped the country 
build a reputation and positively influenced the behavior of its partners.    


3. Coordination and alignment with regional governments:  


· Ethiopia, which had centralized governments for centuries, had opted for a federal 
government system when the constitution was endorsed two decades ago. This resulted 
in devolution of power to regional states. There has also been further decentralization 
to the woreda level where elected woreda councils form local governments and allocate 
budget for various government functions. The Ministry of Health is mandated to formulate 
national policies and strategies, and develop standards. This requires for a seamless 
coordination between MOH and RHBs to maximize impact. Although the process had its 
ups and downs, a number of interventions have been carried out to improve coordination 
and improve alignment of strategies to address the health issues in the country. One such 
intervention is the formation of a joint steering committee in which MOH and RHB heads 
meet for a consultative forum every two months where policies and strategies are debated 
and consensus built in leading the health sector.  Annual operational plans are set jointly, 
performances reviewed and follow-up actions streamlined accordingly in these meetings. 
Woreda Based National Planning (WBNP), another intervention to improve alignment, 
creates an interface alongside the administrative tier system of the sector through bottom-
up and top-down planning processes. Resource mobilization exercises are carried out at 
all levels during the sector’s operational planning to prioritize interventions. Furthermore, 
WBNP provides district administrators the opportunity to bargain during budget allocation 
by clearly showing objectives with their targets and the resources required to achieve them. 
The woreda finance officers are involved in the planning exercise so that aligning budgeting 
system of districts would be easier. Annual Review Meeting has been conducted for the 
last 16 years bringing all stakeholders together. Performances are reviewed at a national 
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scale and operational plans approved by all RHBS and MoH in the presence of development 
partners and other stakeholders ensuring the whole nation is operating under one plan. 
The forum is used to discuss new initiatives, poor performing areas and best practices with 
a number of side meetings and exhibitions.


 There are a lot of lessons that were learned during implementation of the four successive 
HSDPs. The performances have been documented through annual reports, mid-term and  
final evaluations of HSDPs. A number of specific program reviews have also been carried out 
detailing out the challenges and best practices. The lessons that were described previously 
are considered critical in moving into the era of HSTPs as well. 


3.6. Key successes and their contributing factors in the health sec-
tor
Ethiopia has come a long way in improving the health status of its people, evidenced by 
achievements or remarkable progress made in the/towards the achievement of MDGs, other 
health and health related indicators. Access to services has improved drastically as a result of the 
capacity building efforts in improving the health system inputs and processes. The main drivers 
for the successes were strong leadership, community empowerment and better financing by the 
Ethiopian government and development partners. 


The Government of Ethiopia has demonstrated strong leadership in the past two decades, evidenced 
by its comprehensive and pro-poor national policy; country wide led strategy development and 
effective coordination in implementation. The 1993 national health policy emphasizes access to 
a basic package of quality primary health care services by all segments of the population, using 
democratized and decentralized health systems. Following the national health policy, a twenty-
year health sector development strategy was formulated and implemented through a series of 
five-year plans (HSDP I-IV). The commitment and effort of the government towards primary health 
care, focused and pro-poor health policies and strategies coupled with the positive socioeconomic 
development have had a synergistic effect to achieve better health outcomes compared to the 
country’s health profile in the 1990s. The government’s massive incremental efforts during the 
last decade through the setting up of ambitious targets, designing innovative and scientifically 
proven high impact interventions and taking actions at full scale, were contributory success 
factors. As a result of these, the government’s massive investment to strengthen the health 
system capacity by: increasing the number of health science colleges; increasing the number of 
health workers and improving logistics supply and expansion of health infrastructure (building 
new health posts, health centers and hospitals).  These investments have greatly improved 
the health system capacity and increased access to health services. Furthermore, the Health 
Extension Programme (HEP) and all effort made throughout the implementation of the HSDP is 
a testimony of the government’s political commitment, which helped to accelerate the expansion 
of the PHC coverage. 


The people of Ethiopia played an extraordinary role in the successes observed today.  Entire 
communities have shown solidarity in moving their own health agenda forward by implementing 
the HEP at household and community levels. The HEP is an innovative community-based strategy 
to deliver preventive and promotive services and selected high impact curative interventions at 
community and household levels. The Health Extension Programme (HEP) played a pivotal role 
in improving accesses to essential services in addition to creating awareness and demand for 
health care services.   Access to ICCM, immunization, FP services including implanon, ANC, PNC, 
community based HIV, TB and malaria care has significantly improved through the deployment 
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of more than 38,000 health extension workers in more than 16,000 kebeles. Additionally, the 
Ethiopian Government is implementing the Health Development Army (HDA) designed to promote 
participatory community engagement and empowerment in order to build on the gains of the 
HEP. The HDA, apart from its importance for creating the required awareness and demand of 
health and healthcare, is the key to community empowerment in ensuring the continuity and 
sustainability of health programs through community engagement in the administration and 
regulation of their respective local health facilities and community health interventions. To date, 
there are half a million (a total of 442,773) HDA groups and more than 2 million (2,289,741) one-to-
five networks. The HDA groups and networks are expected to extend their sphere of influence to 
other health programs similar to the progress observed in the areas of maternal health, hygiene 
and sanitation.


Alongside high community participation and strong leadership, better resources were also 
mobilized for the health sector through the strong partnership of all stakeholders underpinned 
by the principles of harmonization and alignment. The collaboration with the development 
partners has contributed hugely tor the successes in the health sector in particular as well as 
socioeconomic growth of the country in general. The partnership has enabled convergence of 
all sorts of available resources towards a common agenda, resulting in more lives saved and 
much more disabilities averted. Alongside resource mobilization, the GoE has demonstrated its 
’value for money’ approach by delivering more with less resources as evidenced by low per capita 
expenditure and yet commendable achievements in the MDGs and beyond. 


All in all, effective partnership of the people, government and development partners has laid a 
strong and favorable foundation for an even healthier and economically stronger Ethiopia. 
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Chapter 4: Health Sector Transformation Plan
4.1. The Structure of HSTP:


The Health Sector Transformation Plan is prepared using a Balanced Scorecard (BSC), which is 
a strategic planning and management system designed to help everyone in an organization 
understand and work towards a shared vision and strategy. A completed scorecard system aligns 
the organization‘s shared vision with its business strategy, desired employee behaviors, and day-
to-day operations. 


The BSC Strategic Planning starts with the organizational Mission, Vision, and Core Values which 
are translated into desired Strategic Results. Strategic Themes (organization’s Pillars of Excellence) 
are selected to focus effort on the strategies that will lead to success. Strategic Objectives are the 
DNA of a strategy and are used to deconstruct strategies into actionable components that can 
be monitored using Performance Measures. Finally, Strategic Initiatives translate strategy into 
a set of high-priority projects that need to be implemented to ensure the success of a strategy.


Table 1: the structure of HSTP


Order Title          Description/component
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4.1 The structure of HSTP §	Gives view of how the strategic plan is organized


4.2 The policy framework §	Highlights the policy direction and the summary of the 
“envisioning”


4.3 Summary of the HSTP §	Shows the priorities of the strategic period
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4.4 The Health Sector Stra-
tegic Assessment


§	Describes the vision, mission, core values and guiding 
principles of the health sector;


§	SWOT and stakeholder analysis that emanate from 
Chapter 3- HSDP Performance Analysis


4.5 Strategy of HSTP §	Customer Value Proposition (CVP)


§	Strategic Themes - the main focus that represent the 
“Pillars of Excellence” of the health sector and expected 
strategic results


§	Strategic Perspectives - performance lenses  which are 
used to evaluate the results


4.6 Strategic Objectives and 
Map


§	Strategic Objectives, which are the continuous improve-
ments needed to get results 


§	Strategy Map causal relationship of strategic objectives 
leading to results and helps to communicate values  in-
ternally and externally


4.7 Performance measures 
and Strategic Initiatives 
of HSTP


§	Performance measures that helps to monitor the strat-
egy;


§	Strategic initiatives, which are projects or programmes 
that will contribute to the desired results


Chapter 5 Costing and financing
Chapter 6 HSTP implementation arrangement
Chapter 7 Monitoring and evaluation framework 
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4.2. The Policy Framework 
The Health Sector Transformation Plan (HSTP) is the first phase of a 20-year plan titled, 
‘Envisioning Ethiopia’s Path to Universal Health Care through strengthening of Primary Health 
Care’.  Therefore, the performance measures and targets of HSTP are based on the envisioning 
plan.


Over the last decade, Ethiopia has made great improvements in many health indicators, due in 
large part to a well-coordinated, extensive effort and intensive investment of the government, 
partners and the community at large in primary care through the Health Extension Programme 
and expansion of PHC units. It is a priority of the Ministry of Health to expand and sustain this 
progress, which will require careful visioning and strategic planning for the future health care 
system. Over the last couple of years, the Ministry of Health (MOH) has engaged in a visioning 
exercise to think broadly and strategically about the long-term development of the Ethiopian 
primary health care system. The purpose of this visioning exercise was to develop a system that 
will ensure quality health services and be equitable, sustainable, adaptive and efficient to meet 
the health needs of a changing population between now and 2035. It is anticipated that in the 
coming 20 years, Ethiopia will continue its fast pace of development, and will transition into a 
lower-middle income country by 2025 and a middle-middle income country by 2035. 


The main goal of the health system is ensuring that everyone who needs health services 
(promotion, prevention, curative, rehabilitative and palliative services) is able to get them without 
undue hardship. Hence, Universal Health Coverage (UHC) needs to be a goal for Ethiopia’s health 
sector in the coming decades. UHC has been defined as guaranteeing access to all necessary 
services for everyone while providing protection against financial risk. As Ethiopia advances to 
middle income country status, its goal is to progress towards UHC and ultimately, achieve UHC 
for all Ethiopians. As the country transitions, the health sector intends to continue to invest in 
primary care in order to advance the overall health and wellbeing of the population, and serve 
the priority health needs of the majority of its people. Strong investments in primary care are 
anticipated to result in continued improvements in health outcomes, building on gains seen since 
the launch of the Health Extension Programme. However, the HEP needs to transform to the next 
level to meet the ever growing demand of the community, including seamless integration with 
other levels of services through stronger referral networks with hospitals.  


Due emphasis should be given to addressing disparities in quality of care as the challenges of the 
current system may worsen if efforts fail to narrow the gaps. 


The visioning exercise has reviewed documents to learn about the health status and performance 
of MIC which Ethiopia aspires to join in a decade, as well as understand what health system 
resources are put in place in countries with better health outcomes. 
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Table 2: Envisioning target for 2025 and 2035


Indicator 


Status 2013 Global 
Average 
(2012/2013)


Base case 
target for 2025 


(Median of 
LMIC)


Best case 
Scenario for 
2025 (Median of 
benchmark LMIC)


Base 
case 
target for 
2035 


(Median 
of UMIC)


Best case 
Scenario 
for 2035 
Median of 
benchmark 
UMIC


Maternal 
Mortality ratio 
per 100,000


420 210 240 120 57 46


Under 5 year 
mortality per 
1,000


64 51 62* 31 20 14


Neonatal 
mortality rate 
per 1,000


29 22 28* 15 10 9


Age 
standardized 
Mortality due 
to malaria 
per 100,000 
population


17 12 14 0 0.6 0


Age 
standardized 
Mortality 
due to HIV 
per 100,000 
population


51 25 25 4 20 6


Age 
standardized 
Mortality 
due to TB 
per 100,000 
population


18 14 22* 9 5.7 3


Age 
standardized 
Mortality 
due to NCD 
per 100,000 
population**


476 573 658 680 608 509


Life Expectancy 
at Birth 


64 70 66 71 74 75


*2025 base LMIC cannot be taken as bench mark as Ethiopia is on track to meet/exceed the target by end-2015


** Ethiopia needs to set a target halting deaths due to NCDs below 476
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4.3. The Health Sector Strategic Assessment


4.3.1.  Vision of the Health Sector:


“To see healthy, productive and prosperous Ethiopians”


4.3.2. Mission of the Health Sector


                 


   


“To promote health and wellbeing of Ethiopians through providing and 
regulating a comprehensive package of promotive, preventive, curative and 
rehabilitative health services of the highest possible quality in an equitable 
manner.” 


4.3.3. Core Values and Guiding Principles of the Health Sector:


C O R E    V A L U E S
1. Community first 
2. Integrity, loyalty, honesty 
3. Transparency, accountability, 


confidentiality
4. Impartiality
5. Respecting the law
6. Be a role model
7. Collaboration
8. Professionalism
9. Change/Innovation
10. Compassion


G U I D I N G   P R I N C I P L E S
1. Self-reliance 
2. Community ownership
3. Universal health coverage 
4. Focus on Primary Health Care
5. Patient/client centered quality  


health service
6. Equity, pro-poor and affordability
7. Good governance
8. Gender equality, youth focused
9. Participatory partnership
10. Learning institution/system
11. Professional ethics
12. Continuous professional 


development
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4.3.4. Strengths, Weaknesses, Opportunities and Threats - SWOT Analysis 


      Strengths      Weaknesses


• Strong leadership and governance


• Organized community engagement , 
particularly the Health Development 
Army


• Essential Health Service Package 


• Achievements of most of the HSDP IV and 
MDG targets:


• Reduction in the occurrence of outbreaks


• Steady increase in key intervention 
coverage such as CPR and vaccination


• Access is improving, particularly to PHC 


• Program management is improving 


• Institutionalization of PHEM


• Legal framework for surveillance/surveys


• Right based approach such as the family 
planning program


• New initiative scale-up


• Rapid increase in the availability of 
human resources for health


• Evidence generation and dissemination is 
improving  


• Integrated supportive supervision and 
inspection


• Regular and participatory review 
mechanism such as the Annual Review 
Meetings


• Improvement in medical products 
vaccines and technologies


• Increased availability of ambulance 
services


• Implementation of health care financing 
reform (such as fee retention, private 
wing, service fee revision, health 
insurance …)


• Strong partnership and coordination


• Civil service HDA platform 


• Institutionalization of service 
improvement approaches like BSC. 


• Strengthening the regulatory system


• Sub-optimal service availability and readiness at health 
facilities, including problem of utilities


• Missed opportunities for essential health interventions  
due to limited focus on integrated service delivery


• Sub optimal Emergency Medical Care System 


• Inequality in accessing health services 


• Distribution of skilled human resources


• Suboptimal quality of care


• Poor utilization of services (Per capita OPD visit, bed 
occupancy rate ...)


• Sub-optimal referral and feedback system


• Sub-optimal monitoring and supportive supervision  
activities


• Inadequate multi-sectorial collaboration 


• Inadequate effort in injury prevention and occupational 
health


• Inadequate capacity to respond to the demands of 
urbanization


• Inadequate HRIS


• High attrition rate of health workers and inadequate 
motivation 


• Suboptimal use of evidences generated for timely 
decision making (mainly at point of generation)


• Inadequate documentation and dissemination of research


• Supply chain gaps mainly on forecasting and distribution


• Sub-optimal emergency system


• Inadequate maintenance capacity (medical equipments)


• Low utilization of technology and innovations


• Inadequate financial utilization and timely liquidation 


• Inadequate resource mapping capacity especially at  
sub-national level 


• Inadequate follow-up on implementation of policies, 
guidelines and plans


• Suboptimal public-private partnership (coordination,  
mistrust, reporting…)


• Inadequate gender mainstreaming  


• Variation in implementation capacity among regions


• Inadequate quality assurance actions
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Opportunities       Threats
• Determination and political commitment 


• Active community engagement (formal and 
informal)


• Improved health care seeking behavior 


• Sustained national economic development


• Improved road infrastructure, telecom, 
electrification


• Improved access to education 


• Improved literacy rate, particularly girl’s 
education


• Establishment of Vital Events Registration 
Agency (VERA)


• Settlement of pastoralist communities


• Active engagement of other sectors 


• Industrialization (increase in local 
production of drugs and equipments, local 
manufacturers of food, etc)


• Urbanization 


• Health in all policy approaches, multi-
sectoral collaboration 


• Globalization


• Population growth


• Geographic inaccessibility of many communities, including 
access to ambulance services


• Donor source for health expenditure


• Low predictability of foreign funding


• Harmful traditional practices  


• Perception that HDAs are politically/oriented rather than 
committed  for health promotion 


• Gender bias continues to affect access to services by 
women. 


• Urbanization


• Globalization


• Inadequate counterfeit control (sub-standard imports)


• Climate change


• External pull factor for health workers


• Fragile neighborhood states


• Population growth
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4.4. Strategy of HSTP
The strategy will focus on how the health sector intends to achieve its Mission and Vision for its 
communities and stakeholders. It includes defining customer value proposition, strategic themes, 
strategic results and perspectives.


4.4.1. Customer Value Proposition


Table 4: Cutomer value proposition


Product or service attributes Image Relationship
Products and  services the  Health 
Sector provides have these 
characteristics:


• Accessibility–information, 
physical, financial etc.


• Timeliness of services


• Quality of health care services  
and information


• Safety and healthy environment


• Empowering communities & 
employees


• Conducive environment


The image that the 
Health Sector wants to 
portray has the following 
characteristics:


• Trustworthy:


o Transparent/
Accountable


o Supportive


o Professional


o Customer-friendly 
oriented


o Committed


The relationship the Health Sector 
wants with its communities could be 
described as:


• Complementary


• Cooperative (participatory)


• Respectful and ethical


• Harmonious (Mutual Understanding)


• Transparent relationship


• Dependable (Stewardship)


• Responsive


• Equitable


4.4.2. Strategic Themes and Strategic Results


Strategic themes are the main focus areas of the sector‘s strategy; that is, the key areas 
in which the Health Sector must excel in order to achieve its mission, vision and strategy. 
Strategic themes are the Sector’s “Pillars of Excellence.” For each theme, an explicit Strategic 
Result, or a description of the desired outcome is articulated.


The Health Sector Strategic Pillars are:


1. Excellence in health service delivery


2. Excellence in quality improvement and assurance


3. Excellence in leadership and governance


4. Excellence in health system capacity


Strategic Theme 1: Excellence in health service delivery


This theme refers to the promotion of good health practices at individual, family and 
community levels and the provision of preventive, curative, rehabilitative and emergency 
health services. The provision of service delivery should address existing gender, geographic, 
economic and socio demographic inequities.
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It is meant to consolidate gains made on primary health care, including the health extension 
programme, by transforming HEP, along with other levels of care, to ensure universal health 
coverage. The health services delivery pillar ensures that all people can use the promotive, 
preventive, curative and rehabilitative health services they need, of sufficient quality to be 
effective, while also ensuring that the use of these services does not expose the user to 
financial hardship. Universal health coverage for this strategic period refers to essential 
health service packages at primary health care unit and their coverage at optimal level such 
that citizens are protected from catastrophic out-of-pocket expenditures. 


Good health service delivery is vital element of any healthcare system and is a fundamental 
input to improve the health status of the people of Ethiopia. Its attributes include:


a) Comprehensiveness: a comprehensive range of health services shall be provided 
appropriate to the level of care and in accordance with the essential health service 
package of Ethiopia. Services shall be delivered in an integrated manner and under the 
broader umbrella of health promotion, disease prevention, curative, rehabilitative and 
palliative care. 


b) Accessibility: services shall directly and permanently be accessible with no undue 
barriers of cost, language, culture, geography or any other factor. 


c) Coverage: with the aim of improving the health status of the population, service 
delivery shall emphasize effective universal coverage of high impact interventions.   


d) Continuity: services delivery shall be organized to provide the individual and community 
with continuity of care across the network of services, natural course of health 
conditions, levels of care and over the life cycle/course. 


e) Responsiveness: service delivery shall put in place processes to ensure and safeguard 
the rights of patients to adequate and timely care and protect the community by 
proactive and responsive management of public health emergencies. 


f) Coordination: Health services network shall be actively coordinated, across types of 
providers, types of care, level of service for both routine and emergency care.


This is done through organizing and strengthening community empowerment, health 
professionals engagement in healthcare reforms, accountability for results in all health 
facilities and the Health Development Army (HDA) at the community level that enables 
communitiesto practice and manage their own health; implementing the second generation 
health extension programme; strengthening primary health care units and the clinical 
governance of hospital services.


Strategic Result 1: A health system that:


• Delivers equitable promotive, preventive, curative and rehabilitative services ensuring 
that all people obtain the health services they need without suffering financial hardship; 
and 


• Enables the community to practice and produce good health; and be protected from 
emergency health hazards 


What it includes (key concept): 


• Equitable health service delivery at household, community and facility level


o Health promotion;
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o Disease and injury prevention;


o Curative and rehabilitative services;


o Health related disaster risk management;


o Emergency medical services;


o Nutrition services; and


o Hygiene and environmental health 


· Gender responsive/women friendly health service delivery


The success in this strategic theme will be measured by:


• Increased knowledge, attitude and practice of the community including utilization of 
high impact interventions


• Reduction of maternal, neonatal and child morbidity & mortality


• Reduction of micronutrient deficiency, wasting and stunting


• Reduction in incidence and prevalence of communicable and non-communicable 
diseases


• Reduction of events and fatalities due to injury, medical and public health emergency


How will these help in moving to a higher level of success?


• It strengthens social mobilization and community ownership through consolidation and 
improvement of the health development army.


• It improves accessibility of services (physical access, access to information and health 
promotion tailored to cultural context).


• It ensures a continuous improvement of the primary health care reform, including the 
rollout of the second generation of health extension programme. 


• It strengthens the implementation of hospital reform packages including hospital 
service quality improvement and clinical governance. 


• It leads to rapid response to medical and public health emergencies.


• It promotes compassionate and respectful care in health facilities through community 
empowerment and emboldening the relationship between providers and communities.  


Strategic Theme 2: Excellence in quality improvement and assurance


This theme refers to managing and improving quality and safety in health services at all 
levels of the healthcare system. The focus on quality in health systems at this time is due 
to the clear evidence that quality remains a serious concern. Quality and safety have been 
recognized as key issues in establishing and delivering accessible, effective and responsive 
health systems. Particularly at present where there is a huge investment and effort to 
expand  population coverage, the process of improvement and scaling-up needs to be 
based on sound local strategies for quality. 


Working through the process of quality assurance and continuous quality improvement will 
create an environment for transforming the health sector and achieving health outcome 
goals highlighted in this Plan.   
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This theme suggests that the health system should seek to make improvements in the 
following dimensions of quality: 


o Effective:- delivering health care that is adherent to an evidence base and results in 
improved health outcomes for individuals and communities, based on need; 


o Efficient:- delivering health care in a manner which maximizes resource use and 
avoids waste; and provided in a setting where skills and resources are appropriate to 
medical need; 


o Acceptable/patient-centered:- delivering health care which takes into account the 
preferences and aspirations of individual service users and the cultures of their 
communities; 


o Equitable:- delivering health care which does not vary in quality because of personal 
characteristics such as gender, race, ethnicity, geographical location or socioeconomic 
status; 


o Safe:- delivering health care which minimizes risks and harm to service users; and


o Timely: delivering the right care at the right time, reducing or eliminating delays.


The vision for quality in the health sector emerges from these domains of quality. Based 
on this vision, the system is better able to set aims, determine the relevant measurement 
systems and take action for improvement.  An overarching aim for quality interventions 
is to provide person-centered, equitable and high quality health care for all that results in 
specific improvements in health outcomes in Ethiopia.  These outcomes can be tracked 
through measures that are linked to the specific domains of quality listed above. These 
elements will be further developed through the development of a National Health Care 
Quality Strategy.


This theme, therefore, looks into the various interrelated and elements of quality, namely 
quality planning, quality assurance and quality improvement.  This will build on existing 
efforts in  quality assurance (such as setting standards for professionals, processes, and 
facilities) and quality improvement (iteratively testing and measuring changes to rapidly 
shift whole system performance and spread best practices nationally) so that requirements 
and goals of the product, services and/or activity will be fulfilled. 


- Quality planning (QP): determines the needs that a health care system must fulfill and 
establishes thegoals, strategy and processes to meet these needs. Quality planning 
involves designing a structure that delivers the right care to patients at the right time, 
every time.


- Quality Assurance (QA) or Quality Control (QC): is a normative process where a basic 
level of quality is defined using standards. Health care is inspected and expected to 
conform to agreed standards.  It could be imposed internally and called Internal Quality 
Assurance or externally required as is the case with External Quality Assurance.


- Quality Improvement (QI): is a continuous process whereby organizations, including health 
facilities and health administrative structures, iteratively test and measure changes in 
work routines, set and achieve ambitious aims, shift whole system performance and 
spread best practices for rapid uptake at a larger scale to address a specific issue or host 
of issues they have determined to improve. It usually starts with an identification of a 
clear aim to answer the question, “What are we trying to accomplish?” which allows a 
system to achieve its aim of a new level of performance beyond what QA requires, at an 
accelerated pace.
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Furthermore, this theme will follow a simple ‘map’ of domains where quality interventions 
could be made (and where current quality problems might be located). 


1. Leadership: For the best outcomes to be achieved, strong leadership and support for 
quality needs to come from national and community leaders, as well as leaders of 
health facilities. 


2. Information: The scope of the information domain includes the availability to health 
workers of information about best practices; the way in which those providing care 
give information to service users and the access by communities and individuals to 
information that will help them manage their own health. 


3. Patients and population engagement: Central to implementing HSTP is ensuring 
that engagement with patients and the population is at the heart of all policies and 
strategies for quality improvement, and that this commitment is translated into 
meaningful action. Strategies to this end include those that target improving health 
literacy, self-care and patients’ experience with the health system by strengthening the 
HDA. Communities and service users will be involved in the governance arrangements 
of the health system; their views and preferences will be heard and taken into account 
in decision-making. 


4. Regulation and standards: the fourth domain, regulation and standards, offers 
considerable scope for policy interventions during the implementation of HSTP. Setting 
standards and monitoring adherence through regular inspection and accreditation at 
varying levels will be strengthened to facilitate higher compliance with evidence. 


5. Organizational capacity: The fifth domain involves organizational capacity. The 
issues for quality in this domain apply throughout the health system. At the federal 
and regional level, capacity will be built to lead the development of policy, to drive 
implementation and to keep performance under review. Within communities, the 
HDA will be supported to build the capacity to identify needs and preferences and 
to articulate them within the health system. Health facilities will be supported to 
enhance their ability to develop systems to support quality improvement such as audit 
and peer-review; their capacity to develop their workforce and equip them with the 
skills needed to deliver quality; their ability to build an organizational culture which 
values quality; and their ability to use rewards and incentives to promote that culture. 


6. Models of care: The final domain reflects currently understood best practices for 
the delivery of health care generically and to particular population groups, such as 
groups defined by a common need (e.g. people with chronic conditions) or common 
characteristics (e.g. children or the elderly). The development of new models of care will 
normally aim to address all the dimensions of quality described earlier (i.e. effective, 
efficient, accessible, acceptable/patient-centered, equitable and safe) and will seek to 
improve outcomes by organizing integrated responses. 


Strategic Result 1: A community served with health care that is effective, efficient, person-
centered, equitable, safe, timely at all levels and at all times and is protected from health 
hazards. 


What it includes (key concept): 


• Health literacy (informed citizens)


• Internal quality improvement and assurance
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• External quality assurance


• Licensure and accreditation


• Continuous quality improvement


• Redesigning model of care


The success in this strategic theme will be measured by:


• Reduction of case fatality rate of priority diseases and conditions 


• Reduction of institutional mortality


• Improved rates of client satisfaction 


• Improved timely access and reduced average length of stay 


• Enhancement public safety 


• Reduction of incidence of hospital acquired infections


• Increased number of accredited services/facilities 


How will these help in moving to a higher level of success? 


• Ensure service quality & provision per standard, and beyond standard 


Strategic Theme 3: Excellence in leadership and governance;


This theme refers to evidence-based policy formulation and planning; implementation; 
effective monitoring and evaluation, motivation and partnerships that integrate all health 
systems building blocks to achieve results. It incorporates:


• Equitable and effective resource allocation; 


• Leadership development within the sector and the community, including the health 
development army, with the concept of community empowerment; 


• Woreda transformation; and


• Partnership and coordination 


Strategic Result: 


• Efficient, accountable and transparent institutions serve all segments of the population.


What it includes (key concept): 


• Evidence-based policy formulation, planning, monitoring and evaluation;


• Evidence generation including research;


• Equitable and effective resource allocation (finance, human capital & infrastructure);


• Financial protection;


• Leadership development at all levels including communities, Woreda transformation


• Promoting women into leadership/decision-making and governing positions;


• Good governance; 
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• Harmonization and alignment;


• Multi-sectoral collaboration;


• Community participation in health facilities 


How will successes be measured?


• Improved partnerships


• Timely decision


• Equitable resource allocation (finance, human capital & infrastructure) 


• Employees satisfaction at every level


• Number of women in leadership positions


• Number of health facility boards with community representatives


How will these help to moving to a higher level of success?


• Policy will define priorities; strategies set long term targets with indicative resources


• Evidence based and participatory resource allocation


• Reducing avoidable disparities 


• Public-Private Partnership will be enhanced


• Efficient and effective use of resources


• Enhanced community participation (planning, M&E, regulation enforcement, policy 
formulation) and ownership, satisfaction


• Gender mainstreaming


Strategic Theme 4: Excellence in health system capacity;


This theme refers to the enhancement of resources for health, which includes human and 
financial resources, health infrastructure and supplies that are accessible to communities. 
The theme focuses mainly on development and retention of skilled human resources for 
health with the right mix of professionals. It also refers to professional development to 
promote respectful and compassionate care. Health infrastructure includes construction 
of new facilities, rehabilitation of older ones and equipping these facilities as per national 
standards. It emphasizes availability of adequate water and sanitation facilities as well 
as power and internet connectivity in health facilities. Supply chain is about ensuring 
commodity security and delivery of safe, effective and affordable essential medicines at all 
levels. This theme highly encourages use of technologies and innovations.


Strategic Result: Communities are served by qualified, committed and motivated providers 
in health facilities that have the necessary equipments, tools and technological solutions 
as per the standards.  


What it includes (key concept): 


• Health workforce – training, deployment, career development & improved HRH 
management and promotion of compassionate and respectful care 
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• Construction of new facilities and rehabilitation of older ones 


• Health care financing - resource mobilization and risk pooling (Health Insurance)


• Supply chain- planning, quantification, selection, procurement, storage, distribution and 
disposal 


• Technology – adoption of new technology and practices to improve healthcare delivery 


• Effective medical equipment management


• Information and Communication Technology for health


How will successes be measured?


• Development of critical work force skills


• Enhanced retention of qualified work force 


• All segments of communities are accessing standardized health facilities (women, 
people with disabilities etc.)


• Stockage of essential drugs at all facilities


• Functionality of medical equipment


• Communities’ enrolment in health insurance schemes.


How will these help in moving to a higher level of success?


• Institutionalizing mechanism for staff motivation and retention


• Appropriate planning and implementation of in-service and pre-service trainings 


• Implementation and scale-up of health insurance schemes


• Strengthen implementation of health care financing mechanisms


• Ensure health facility to population ratio is met


• Ensure health facilities have basic utilities (electricity, water, telephone etc.)


• Use of ICT 
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4.4.3. Strategic Perspectives


Perspective Key Concept Key Questions


Community “Ownership”


“Empowerment” 


How can we enable the Community to 
produce its own health? 


Financial/ 
Stewardship 


“Efficiency” How do we mobilize and utilize more 
resources effectively and efficiently?


Internal process “Quality” How can we enhance our integration & 
responsiveness in order to improve quality, 
timeliness, & functionality? 


Capacity building “Capacity” To excel in our processes, what capacities 
must our organization have and improve? 


4.4.4. The Health Sector Strategic Management House


Figure 7: The health sector strategic management house
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4.5 Strategic Objectives (SO) and Strategy Map


4.5.1.   List of Strategic Objectives


Perspective Strategic Objectives  (SO)


Community 
C1: Improve Health Status


C2: Enhance Community Ownership


Financial Stewardship F1: Improve Efficiency and Effectiveness 


Internal Process 


P1: Improve Equitable Access to Quality Health Services


P2: Improve Health Emergency Risk Management


P3: Enhance Good Governance


P4: Improve Regulatory System


P5: Improve Supply Chain and Logistic Management 


P6: Improve Community Participation & Engagement


P7: Improve Resource Mobilization


P8: Improve Research and Evidence for Decision-Making


Learning and Growth 


CB1: Enhance Use of Technology & Innovation


CB2: Improve Development & Management of HRH


CB3: Improve Health Infrastructure


CB4: Enhance Policy and Procedures


4.5.2. Objective Commentary


C1: Improve Health Status


Description:


This objective describes the achievements in health status of the population and factors 
affecting it. It addresses the reduction of morbidity and mortality so that citizens will be 
healthier, more productive and socially active. It also ensures that social determinants of 
health are addressed through proactive multi-sectoral collaboration.


It helps to articulate what makes a community healthy or unhealthy and learn more about 
strategies that could work to improve health status. 


Therefore, measuring health outcomes and their upstream determinants will help to 
coordinate the efforts of public health agencies, the healthcare delivery system and many 
other entities in communities to improve health. These measures monitor how well we are 
managing the responsibility that we all share and helps to set priorities. 


Outcome:


Enhanced quality of life, reduced morbidity and mortality and higher life expectancy 
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Key component:


• Analysis of health status of individuals, families and communities


• Defining factors that threaten the health of the population as well as best practices 
that promote health 


• Addressing social determinants of health 


C2: Enhance Community Ownership


Description:


Enhancing community ownership refers to the end result of empowering communities 
to produce their own health. It addresses the social, cultural, political and economic 
determinants that underpin health, and seeks to create a solidarity movement within 
communities, promote locally salient innovations and build partnerships with other 
sectors in finding appropriate solutions to prevalent problems. Community ownership 
is a much higher result of community empowerment that ensures the community does 
health and health-related activities because it truly believes in it and does it for its own 
wellbeing. Hence, community ownership ensures sustainable development in the health 
of the community. Community ownership guarantees self-reliance and solidarity at the 
population level, as citizens understand health is a public good. In community ownership, 
individual members of the community will be responsible for their own health and will have 
the mechanism to foster support for community members at the individual level as well as 
for collective accountability. As a result, individual actions will be healthy, leading to healthy 
Families and communities.  It describes the focus on community ownership in decision-
making in all matters affecting their own health;. exerting necessary actions to make sure 
community voices are reflected in decision-making and have better control over their own 
health. Community ownership influences the health system positively as it plays a decisive 
role in governance of health facilities and demand for quality and equitable service. 


It implies communities understand individual health behavior can affect the public and 
hence each member of the community behaves responsibly to create a model family, model 
development teams, model kebeles and model woredas. The level of knowledge and skills of 
community members will be evaluated through competency testing based on the Ethiopian 
occupational standards for the health extension programme. 


Outcome:


Model families, model development teams, model kebeles and model woredas


Key Components:


ü	Model family, Kebele and Woreda graduation


ü	Competency evaluation of households


ü	Scaling-up best practices


ü	Self-reliance


ü	Recognition schemes for best performers


ü	Affirmative action, gender mainstreaming
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F1: Improve Efficiency and Effectiveness


Description:


This strategic objective is about proper allocation, efficient utilization, tracking and 
controlling of resources. It also entails harmonization and alignment among stakeholders 
to strengthen the financial and procurement management system of the government, to 
minimize wastage of resources and duplication of efforts. Due emphasis will be given to 
equity in resource allocation.


There will be closer monitoring of program implementation and follow-up of timely and 
proper liquidation of financial resources in order to ensure improved accountability at all 
levels of the health sector. In addition, facility governance and management of revenues 
will be strengthened and supported for better utilization of resources.


The government will work towards making equitable essential health services accessible 
without financial hardship and thereby increasing the effectiveness and efficient utilization 
of resources and assuring value for money.


In the implementation of the HSTP, the health sector will look into opportunities for 
efficiency gains. This will be done through a regular and thorough analysis of leading causes 
of inefficiency in the health system and implementing strategies to reduce them. Efficiency 
is a measure of the quality and/or quantity of output (i.e. health outcomes or services) for a 
given level of input (i.e. cost). So efficiency gains could help to contain costs by reducing the 
costs of service delivery. Seeking efficiency gains should be seen as a means of extending 
coverage for the same cost. 


The strategic objective will help to achieve the health outcomes through enhancing 
evidence-based resource allocation; building human resource capacity for better program 
implementation and resource absorption; simplifying the disbursement and accounting 
for funds and establishing sound procurement procedures and systems. Development 
partners will be urged to reduce tying aid and to simplify fund management; this will help 
to reduce transaction costs and improve budget absorption as agreed in the IHP+ compact. 


Outcome:


ü	Equitable resource allocation


ü	Significant improvements in resource absorptive capacity 


ü	Improved efficiency of the health system


Key components:


• Integrated Financial Management Information System (IFMIS)


• Financial management and accountability development program 


• Result based financing scheme


• Efficiency gains


• Effective governance


• Pooled procurement
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P1: Improve Equitable Access to Quality Health Services


Description


This strategic objective is meant to improve equitable access to full spectrum of essential, 
quality health services, including health promotion, disease prevention and treatment, 
rehabilitation and palliative care. It requires coverage with high impact interventions that 
address the most important causes of disease and mortality. This strategic objective 
requires the quality of health services to be good enough to improve the health of those 
receiving services. This will result in improved effective health service coverage. 


Equity is the absence of avoidable or remediable differences among populations or groups 
defined socially, economically, demographically or geographically. Thus, this strategic 
objective deals with reducing disparities between regions and groups with different levels 
of underlying social advantage/disadvantage (women, youth, children, the wealthy, the poor 
and people with disabilities) in the provision of quality health services. 


While ensuring equitable access to health services, it also focuses on quality planning 
and quality improvement activities in the health care delivery system with provision of 
customer-centered, efficient, effective, timely and safe health services. 


It is expected that better and equitable accessibility to quality health services will then 
lead to improvements in the health of mothers, neonates, children, adolescents and youth, 
and the elderly. It is seen as an important strategy to improve nutritional status; improve 
hygiene and environmental health and reduce the incidence and prevalence of HIV/AIDS, TB, 
malaria and other communicable and non-communicable diseases. 


Outcome: 


• Improved health service utilization 


• Improved population coverage with high impact interventions with reduced inequity.  


Key components 


o Health Extension Programme 


o Scale-up effective health interventions 


o Reproductive, maternal, newborn and child health 


o Adolescent health


o Nutrition services 


o Hygiene and environmental health 


o Prevention and control of major communicable and non-communicable diseases 


o Mental health services 


o Eye health services


o Oral health services


o Essential surgical interventions


o Injury prevention and emergency medical service 
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o Continuous quality improvement processes in health facilities, health administrative 
structures and community level Health Development Army to identify areas for 
improvement in their domains


o Primary health care unit and hospital reform 


o Referral system


o Blood and transfusion safety 


o Laboratory and diagnostic services 


P2: Improve Health Emergency Risk Management 


Description:


This strategic objective is meant to improve the prevention, mitigation, early detection and 
rapid response to any crises, which directly or indirectly impact the health, social, economic 
and political wellbeing of the society. Furthermore, improved risk management system – 
minimizing crises reaction and response- will keep the sector on track to move forward in 
all other strategic objectives and plans.


The range of threats to public health faced by countries worldwide is broad and highly 
diverse and includes infectious disease outbreaks, unsafe food and water, chemical and 
radiation contamination, natural and technological hazards, wars and other societal conflicts 
and the health consequences of climate change. To help meet these and other challenges, 
investments will be made to strengthen the capacity for emergency risk management 
incorporating measures for prevention, mitigation, preparedness, response and recovery.


It is seen as an important strategy to anticipate, prevent, prepare for, detect and respond 
to, control and recover from the consequences of public health threats so that health and 
economic impacts are minimized. It also requires implementation of and compliance with 
international health regulation core competencies.


The health sector requires relationships with and capacities of other sectors, which span 
the spectrum of emergency risk management measures at community, regional, national 
and international levels. The health risks of an emergency can be mitigated by decreasing 
exposure and human susceptibility to hazards, and building resilience of individuals, 
communities and the country to protect health, respond and recover effectively from the 
impact of hazards. 


The objective entails proactive prevention of hazards, early detection, rapid response 
and recovery from disasters, thereby saving lives and improving quality of life with no or 
minimal disruption of daily life. It calls for development of national and community health 
emergency risk management systems with emphasis on primary prevention, vulnerability 
reduction and strengthening community, health facility, and health system resilience by 
reinforcing a community-centered primary health care approach.


Climate change is the greatest global health threat of the 21st century. Should we fail to 
mitigate climate change in the next few years, deaths from infectious diseases, obesity, 
diabetes and heart disease among others will be high. While reducing, mitigating or 
eliminating contributors to climate change, the disease surveillance system should remain 
alert at all times to unusual occurrences of diseases so that adequate preparation and 
response is in place without affecting the routine activities of people and nations. Hence, 
building of health systems requires a strong public health emergency management system 
that is well versed in climate change and its consequences on health.  
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Outcome:


• Minimized occurrence of outbreaks and consequences of disasters and outbreaks.


Key component:


ü	Emergency risk management for health as a national and local priority


ü	Health risk assessment and early warning with robust surveillance and monitoring 
of potential threats to health, particularly from biological, natural and technological 
sources to enable early detection and warning 


ü	Education and information to build a culture of health, safety and resilience at all levels


ü	Reduction of underlying risk factors to health and health systems


ü	Emergency preparedness for effective health response and recovery at all levels


Meeting international health regulation core capacities


P3: Enhance Good Governance


Description


The strategic objective is about enhancing good governance in the health sector. It requires 
implementation of the principles of good governance in the health sector. These principles 
include rule of law, transparency, inclusiveness and equity, responsiveness, efficiency and 
effectiveness and participatory engagement of citizens.  For good governance to prevail, 
there is a need for strong leadership and commitment by governments, robust participation 
of civil societies and involvement of the private sector in upholding the principles of good 
governance.  Good governance in health systems promotes effective delivery of health 
services. Also critical are appropriate standards, incentives, information and accountabilities, 
which induce high performance from public providers. Improved public performance is 
one means to enhance returns on public health investments. It can also reduce health 
service quality disparities. Moreover, good governance discourages corruption and rent-
seeking practices, which directly affects the performance of the health sector. To improve 
governance and subsequently, the performance of health systems, it is critical to identify 
the weak points that contribute to poor performance and corruption. 


Good governance allows citizens to express their preferences and be involved in the 
decision-making processes and assures that the views of all segments of the population, 
particularly the voices of the most vulnerable segments of society, are heard and reflected 
in decision-making. It is also responsive to the present and future needs of society.


This will increase citizen confidence in the health system and enhance community 
ownership.


Outcome:


Good governance at all levels of the health sector


Key components


• Participatory engagement of civil servants to improve the bureaucracy and service 
delivery with continuous quality improvement processes central to the business process 
of the health sector
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• Development and dissemination of patient and citizen charters and timely measurement 
of progress against the charters


• Accountability and transparency through performance measurement, engagement of 
the public and civil societies 


• Organized engagement of the private sector


• Complaint handling 


• Public participation by holding town-hall meetings, public conference etc.


• Organizational restructuring where necessary


P4: Improve Regulatory Systems


Description:


This strategic objective refers to improving the regulatory system to a level that is truly 
functional. Functional regulatory system refers to implementation of an effective, 
transparent and accountable system that ensures adherence by all state and non-state 
actors to the standards set by the country’s rules and regulations. Although the country 
has so far managed to establish basic components of the regularly system at various 
levels, a lot remains to be implemented to achieve a truly functional regulatory system.  
Further, the regulatory system needs to respond to the ever-increasing number of players, 
which is expected as the country’s health care coverage, and expenditure on services and 
products continues to grow. Regulatory work, being a specialty, requires development and 
maintenance of highly trained and skilled staff.  The fact that it is related to control of 
highly lucrative products and services also makes it vulnerable to corruption. Therefore, it 
is critical to find and implement ways to develop and maintain such skills while ensuring 
ethical standards and accountability.


This strategic objective will be achieved through:


• Health facility compliance with national standards


• Pharma co-vigilance & post marketing surveillance of products


• Hygiene and environmental health regulation


• Minimizing or eliminating adverse contributors to climate change 


• Support local manufacturing of quality pharmaceutical products and supplies


• Regulatory information dissemination through information communication technologies


• Safety and quality regulation of blood and blood products & Haemovigilance.


Outcome:


• Assurance of safety and quality of health and health-related products and services


Key Components:


• Food safety and quality


• Regulation of drugs, equipment and supplies


• Regulation of Health professionals
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• Regulation of health care facilities


• Safety and efficacy of Traditional medicine and practice 


• Information communication technology supported regulation


• Hygiene and environmental regulation


P5: Improve supply chain and logistics management


Description:


The focus of this strategic objective is to ensure access to quality assured, safe, effective 
and affordable essential medicines with which the sector intends to respond to the 
majority of health problems of the society; significant reduction in pharmaceutical wastage 
and improved rational drug use. A strong pharmaceutical supply chain supported by an 
effective logistic management system ensures that the right quality product, in the right 
quantities, and in the right condition is delivered to the right place, at the right time, for 
a reasonable cost. Efforts will be made to further strengthen the integration of supply 
management into health system development; develop an efficient mix of public-private 
partnerships; maintain medicines quality in distribution channels and ultimately increase 
access to essential drugs. 


In the coming five years the per-capita expenditure on essential medicines and health 
technologies will significantly increase. Therefore, focus will be given to further ensure 
proximity of distribution hubs to health facilities at all corners of the country, efficient 
systems for inventory, fleet and information management, maximizing efficiency in 
both quantification and procurement, ensuring proper use through health facility-based 
solutions such as Drug and Therapeutics Committees (DTCs). This will also be augmented 
by equipping existing distribution hubs as well as expansion to realize equitable access, 
the establishment of pharmaceutical waste management facility, strengthened Revolving 
Drug Fund (RDF), training competent and adequate number of human resources for health 
supply chain management at all levels and ensuring strong coordination mechanisms with 
key stakeholders.


Outcome:


Assurance of uninterrupted supply of essential pharmaceuticals that are of assured quality, 
safety, efficacy and cost-effective with their proper use.


Key components:


• Revolving Drug Fund


• Integrated information management system for pharmaceutical supply and services


• Selection of essential medicines, quantification and procurement efficiency


• Warehouse, inventory, fleet and distribution management systems 


• Auditable pharmaceutical transactions and services


• Supply chain modeling to analyze needs for management and scale-up of commodities


• Community pharmacies


• Rational use of medicines
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• Integrated pharmaceutical waste management


P6: Improve community participation and engagement:


Description


This means creating awareness, transferring knowledge and skills to the community, and 
ensuring their participation and engagement in planning, implementation, monitoring and 
evaluation of health activities to empower the community so that they are able to manage 
their own health.


This will be ensured through strengthening functionality of Health Development Army (HDA). 
The HDA is a participatory engagement of the community, particularly women groups, in 
identifying locally salient health problems, coming up with solutions to address bottlenecks 
and improve the uptake of critical services to improve the health of the community. The 
HDA builds on the critical mass of model families and creates volunteer leaders that 
scale-up the dissemination of knowledge, innovation and service utilization through social 
networks. Over the past four years, the health extension workers, with support of local 
leadership and health centers, have been working in organizing women into a group of 
30 households in a neighborhood, referred to as a health development team, to provide 
the basis for community conversation and broader peer support. The health development 
team is further divided into a group of six where one is a leader and the five are followers, 
commonly referred as one to five networks. The one-to-five network frequently meets as 
the women are close neighbors and meet over coffee or other social networks and they 
support one another in practicing healthy life styles and form the basis of a key strategy to 
scale-up best practices through organized engagement of the community. Through efforts 
over the past four years, there are now close to three million HDA leaders across the country.


The HDA will be supported technically by HEWs to scale-up the implementation of all 
packages of the HEP. They will be actively engaged in the promotion and prevention activities 
at household and community levels, including the regular coordination of structured 
community conversation sessions with the guidance of the HEWs. HDA will have extensive 
responsibilities for social mobilization in creating an enabling environment to expand HEP 
deeper into communities and families to ensure community ownership. Over the next five 
years, a lot of investment will be made to assess the competency levels of HDA leaders and 
model families based on Ethiopian occupational standards (level I and II). This is expected 
to consolidate the gains the health sector has made and reinforce the knowledge and skills 
of community members.


Community empowerment is a process where people work together to make change 
happen in their communities by having more power and influence over what matters to 
them. Community empowerment addresses the social, cultural, political and economic 
determinants that underpin health, and seeks to build partnerships with other sectors in 
finding solutions.


This objective also describes representation of communities on the governance boards of 
all public sector health facilities.  


Outcome:


• Community empowerment; communities gain control over their health


• Improved healthy behavior


• Households able to produce their own health
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Key components:


• Strengthen HDA


• Competency testing of model families (HDA leaders) 


• Knowledge and skills transfer


• Shared responsibility of the community


• Community-based resource generation


P7: Improve resource mobilization


Description 


This strategic objective includes a proactive approach in the mobilization of resources 
from domestic and international sources through establishment and strengthening of risk 
pooling mechanisms, increasing the health budget from treasury, collection of revenues by 
health institutions, strengthening international health partnerships and enhancement of 
pooled funding; public-private partnerships and maximizing collaboration with national and 
international civil society organizations and NGOs. 


The capacity of health administrations at all levels will be built to develop evidence-based 
plans to enable health managers use evidence for active negotiation with administrative 
councils in order to increase the Government’s allocation to health. It includes scaling-up of 
CBHI for citizens in the informal sector and implementing SHI for those in the formal sector. 
The necessary institutional framework will be setup for efficient collection of health insurance 
contributions from the systems and increase the effective health insurance coverage of the 
population. Furthermore, the possibility of new innovative domestic financing mechanisms 
will be explored to increase availability of finance for the implementation of HSTP.  


Resource mobilization includes effective coordination of available human resources and 
technologies in addition to mobilizing finance. As health is affected by varied determinants, 
multi-sectoral collaboration is key to leverage resources and maximize impact. For instance, 
climate change affects the social and environmental determinants of health – clean air, 
safe drinking water, sufficient food and secure shelter. Partnership in addressing climate 
change is a key strategic approach to ensure better health in a sustainable manner. 


Outcome:


Adequate resources are mobilized and made available for the financing of the health sector 
and ensure financial protection of citizens.


Key components:


• Progressively increasing government budget allocation to the health sector


• Strengthen healthcare financing reform implementation


• Scale-up health insurance schemes (both community based and social health insurance), 


• Introduce proactive and innovative domestic financing mechanisms,


• Fund mobilization from bilateral and multilateral development partners


• Attract new donors to the health sector
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• Harmonization and alignment


• Public-Private Partnerships


• Multi-sectoral approach


• Community mobilization


P8: Improve research and evidence for decision-making 


Description


This objective is about improving decision making through evidence generation, translation 
and dissemination. It promotes and advocates the culture of generating quality data, 
ensuring transmission and acquisition of complete and timely data, verification, analysis and 
synthesis of data from multiple sources and using evidence at all levels to improve quality 
and equity of health services. The process of evidence generation and decision-making 
includes research, surveys, surveillance, HMIS, civil registration & vital statistics (CRVS), 
administrative (financial, HR, logistics management) information systems, monitoring and 
evaluation and planning. 


Outcome:


Evidence based decision-making.


Determination of progress and impact, based on quality data


Key components:


ü	Health sector policy and planning: The policy and planning processes start from 
identification of policy issues, health system gaps, the health need of the population 
that need to be addressed through integrated (harmonized) and aligned policy and 
planning. It is designed to answer and satisfy the needs and expectations of the general 
public through an iterative and participatory development of policy and planning. It 
uses a top-down and bottom-up approach.


• Health Information System: this is a system that involves data generation, compilation, 
verification, analyses, synthesis, communication and use.  It collects programmatic, 
epidemiological and administrative data from the health sector and other relevant 
sectors, analyses the data and ensures their overall quality, relevance and timeliness, 
and converts data into information for health-related decision-making 


• Health Research: Research undertaken in any discipline or combination of disciplines 
that seek to understand the impact of health policies, programs, processes, actions, 
or events originating in any sector including but not limited to the health sector itself 
and encompassing biological, economic, environmental, political, social and other 
determinants of health. Of particular focus will be operational research tailored to 
service delivery and geared towards addressing key challenges and bottlenecks in 
achieving high service coverage, better quality and desired impacts.


• Knowledge Management: A process of creating, capturing, storing, retrieving, sharing, 
and managing knowledge and effectively using it for informed decision making. 
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CB1: Enhance use of technology and innovation


Description:


This strategic objective involves enhancing use of the existing technology, introduction of 
new technology, technology transfer and development and use of local technology. It also 
addresses finding better ways of doing things through more effective products, processes, 
services, technologies or ideas.


Innovation is defined as the process of ideation, evaluation, selection, development and 
implementation of new or improved products, services or programs.


Technologies and innovations are critical for environmental impact assessments and 
planning for tailored mitigation.. Technologies and innovations need to consider climate 
change in terms of bringing practical solutions to mitigate the effect of climate change on 
people and the environment as well as minimize negative contribution to climate change. 


Outcome:


Efficient and effective internal business processes of the health system and self-reliance.


Key components:


ü	Biotechnology


ü	Use of eHealth services (eHMIS, EMR, M-health)


ü	Telemedicine 


ü	Tele education 


ü	Technology transfer for vaccine and diagnostic materials production 


CB2: Improve development and management of human resources for health


Description:


This strategic objective entails human resources planning, development and management. 
Human resources management focuses on recruitment as per the need, deployment of 
staff, performance management and motivation. It also includes leadership development, 
promoting women in leadership positions and community capacity development. One of 
the main focuses of this strategic objective is to promote patient-centered, respectful and 
compassionate care by all health professionals. This requires multifaceted interventions 
starting from recruiting students who have the drive and motivation to be health 
professionals, to continuously engaging students of health science to reflect on what 
it means to be a health professional and inspiring practicing health professionals to 
demonstrate commitment to their country, people and care for their patients. 


Outcome:


Availability of adequate, competent, motivated and committed health professionals


Key components:


ü	Compassionate, respectful and caring health professionals


ü	Strengthen the HRH strategy and planning at all levels 


ü	Strengthen quality of pre-service training
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ü	Continuing Professional Development (CPD)


ü	Training and deployment of health workers with appropriate skill mix and geographic 
distribution


ü	Enhance human resources management practice including motivation and retention 
schemes 


ü	Strengthen Human Resources Information System (HRIS)


ü	Enhance gender mainstreaming capacity of the health workforce


CB3: Improve health infrastructure


Description


This strategic objective encompasses the expansion and standardization of health and 
health-related facilities. It involves development of standard design of health infrastructures, 
carrying out their construction, maintenance, renovation, rehabilitation as well as equipping 
and furnishing them in a user-friendly manner. Utilities (water, sanitation and power) are 
among key determinants of functionality of health infrastructures that require a great deal 
of attention in management and expansion of health and health-related facilities. It also 
includes enhancing medical equipment management and developing basic ICT infrastructure 
for speedy and reliable services (connectivity, Health-Net, computer and accessories).


Emphasis will be given in setting up maintenance and facility management capability 
across all levels of the system. Furthermore, standardization of facility designs for primary, 
secondary and tertiary care facilities will be implemented.  


Outcome:


• Create standardized and functional health facilities and ICT infrastructure for health 
and health-related services.


Key components:


§	 Construction of health and health-related facilities (hospitals, blood banks, quality 
control laboratories, staff residences, medical equipment maintenance workshops, 
drug distribution hubs)


§	 Expansion and rehabilitation of hospitals and health centers


§	Maintenance and renovation of health and health-related facilities 


§	Provision of  utilities


§	Deployment and expansion of ICT infrastructure 


§	Adoption of medical equipment, construction and ICT standards 


Provide medical equipment maintenance tools and devices
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CB4: Enhance policies and procedures


Description


This strategic objective encompasses strengthening of health systems through continuous 
analysis and improvement of existing health and health-related policies, proclamations, 
regulations, guidelines, standards, directives and other health-related legal frameworks in 
the spirit of mainstreaming health into all policies. It also involves preparation, enforcement 
and follow-up of polices as well as health-related legal frameworks. It ensures programs 
and plans are in compliance with existing policies and procedures of the sector. Ensure 
wider consultation and involvement of all relevant sectors and stakeholders so that the 
national health policies and plans are more robust and get implemented effectively. 


The objective gives due emphasis to assessing fairness and equity in the health system. 
Achieving equity in health requires a commitment to monitoring health inequalities which, 
in turn, necessitates strong, equity-oriented health information systems. High quality data 
and robust monitoring systems ensure that efforts can be targeted appropriately and that 
progress can be tracked. The health information system will be strengthened to generate 
better data and evidence to measure progress. Gender mainstreaming via establishing 
appropriate mechanisms and having gender concerns incorporated into policy and planning 
processes at all levels of the health sector (federal, regions, woreda, hospitals etc.) 


This strategic objective also focuses on ensuring that health is addressed in other sectors’ 
policies and strategies in order to foste healthy public policies.


Outcome:


§	 Enabling policy and legal environment that enhance business processes in the health 
sector.


Key components:


o Enabling frameworks and laws to protect the right of citizens to equitable and quality 
health care 


o Regular monitoring and review of the state of inequality in the health sector to develop 
strategies for redress 


o Climate resilience and adaptability framework for the health sector


o Development of policies, standards, laws, manuals and procedures for betterment of 
the health of all Ethiopians
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  Figure 8: HSTP Strategy Map


4.6.  Performance Measures and Strategic Initiatives


4.6.1.  C1: Improve Health Status
Performance measures:


By the end of the year 2020, 


1. Increase Life Expectancy at birth from 64 years to 69 years


2. Reduce Maternal Mortality Ratio (MMR) from 420 to 199 per 100,000 live births


3. Reduce Under five-year, Infant and Neonatal mortality rates from 64, 44 and 28 to 30, 
20 and 10 per 1,000 live births


4. Reduce childhood stunting, wasting and under-weight in under-5 year from 40%, 9% 
and 25% to 26%, 4.9% and 13%, respectively
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5. Reduce HIV incidence by at least 60% compared with 2010 and achieve zero new 
infections among children


6. Reduction in number of TB deaths and incidence rate by 35% and 20% respectively 
compared with 2015


7. Reduce malaria case incidence and mortality by at least 40% each compared with 
2015. 


8. Stabilize and then reduce deaths and injuries from road traffic accidents 


9. Reduce percentage of premature mortality from NCDs by 12.5% from  its current level 
in 2015 


Strategic Initiatives:


This strategic objective is the result of the achievements of the strategic objectives listed in 
the driver perspectives (business processes, learning and growth). In addition, the outcome 
in health status is highly influenced by the overall socio-economic development of the 
country. The impact targets have been set in line with the new sustainable development 
goals (SDG) and with the ambition of putting Ethiopia on track to meet the SDG targets 
by 2030. A key element of the HSTP targets will be intensified efforts to complete and 
expand the MDGs agenda, with accelerated action to pave way for the goal of ending the 
AIDS, tuberculosis and malaria epidemics as well as neglected tropical diseases by 2030 
and lastly, end preventable deaths of mothers, newborns and children under 5 years of age 
in the same period. A new focus will be brought on non-communicable diseases through 
prevention and treatment, promoting mental health and wellbeing. Therefore, to make 
positive contribution to the socio-economic development and accelerate progress towards 
the health outcomes, the health sector will launch initiatives that address the social 
determinants of health and strengthen inter-sectoral collaboration with line ministries and 
other stakeholders. 


1. Promote health in all policies and strategies;


2. Promote and strengthen regional and global partnership;


4.6.2. C2: Enhance Community Ownership
Performance measures:


By the end of the year 2020


1. 80% of Kebeles will graduate as model kebeles


2. At least three million households will be tested for level 1 HEP competency 


3. Community contribution (both in kind and cash) up to 1 Billion USD in five years


Strategic Initiatives:


The hallmark of the HEP has been the graduation of model families, which means 
households acquiring the necessary knowledge, skills and behavior change that help them 
have better control over their health. In the HSTP, strategic initiatives will be implemented 
to consolidate the knowledge and skills of households and work towards graduation of 
model Kebeles where all households are models. The community will also be supported to 
have its critical voice heard in the quality and equity of health services.  Under this strategic 
objective, the following strategic initiatives will be implemented:
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1. Model Kebele graduation: this requires reaching all households and graduating them 
as models and scaling-up of best practices to have better outcomes at community 
level.


2. Certificate of competency evaluation of households based on HEP standards


3. Self-reliance movements


4. Community representation at health facility governing boards and regular town hall 
meetings and public conferences


4.6.3. F1: Improve efficiency and effectiveness
Performance measures:


1. Increase budge utilization and liquidation rate to 100%


2. Reduce catastrophic out-of-pocket expenditure exceeding 40% from 3% to 2.5%


Strategic Initiatives:


1. Financial management, transparency and accountability development program 


2. Rollout integrated financial management information system


3. Timely and efficient procurement and logistics management  


4. Property  administration and management enhancement 


5. Scale-up community based health insurance and social health insurance schemes


6. Efficient facility revenue utilization


7. Efficiency gain  


8. Regular financial and performance audits 


4.6.4. P1: Improve Equitable Access to Quality Health Services
Performance measures: 


By the end of 2020


1. Reproductive, Maternal, Neonatal, Child, Adolescent and Youth Health (RMNCAYH)


a. Increase Contraceptive Prevalence Rate (CPR) from 42% to 55%


b. Reduce Total Fertility Rate (TFR) from 4.1 to 3


c. Reduce unmet need for family planning from 24% to 10%


d. Reduce adolescent/teen age pregnancy rate from 12% to 3%


e. Increase proportion of women having at least 4 visits of Antenatal Care from 68% to 
95% 


f. Increase deliveries attended by skilled health personnel from 60% % to 90%.


g. Increase postnatal care coverage from 90% to 95%
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h. Increase the proportion of HIV positive pregnant mothers who received ART to 
prevent MTCT of HIV from 59% to more than 95%


i. Reduce prevalence of obstetric fistula to less than 1% of all obstructed labour


j. Increase the proportion of pentavalent 3 immunization from 94% to 98%, measles 
immunization from to 90% to 95% and fully immunized children,  from 86% to 95% 
respectively


2. Nutrition


a. Increase proportion of children ages 6-59 months who received vitamin A 
supplementation to 95%


b. Increase availability of quality assured iodized salt to 100%


c. Increase proportion of under 5 children with regular growth monitoring to 95%


3. Prevention and control of communicable and non-communicable diseases


a. 90% of all people living with HIV will know their HIV status; 90% of all people with 
diagnosed HIV infection will receive sustained antiretroviral therapy; 90% of all people 
receiving antiretroviral therapy will have viral suppression 


b. Increase TB case detection rate from 61% to 87%;  TB cure rate from 78% to 90%


c. Achieve and maintain universal coverage of malaria control strategies (vector control, 
diagnosis and treatment)


d. Sub-national elimination of malaria in 50 selected woredas


e. Achieve at least 90% population therapeutic coverage of all NTDs targeted for mass 
drug administration.  


f. Reduce prevalence of trachomatous trichiasis (TT) from 1.95% to less than 1%


g. Increase proportion of women ages 30-49 years screened for cervical cancers from 
0.6% to 20%


h. Reduce the prevalence of current khat consumption persons ages 15+ by 35%


i. Make mental health services available in every woreda


4. Hygiene and environmental health


a. Increase proportion of households with access to improved latrines to 82%


b. Increase proportion of Open Defecation Free (ODF) kebeles to 82%


5. Clinical services


a. Increase Per Capita Outpatient utilization rate  from 0.48 to 2


b. Increase Bed Occupancy Rate from 65% to 85%


c. Reduce elective surgery waiting time to less than one month in every hospital


d. ISO 15189 and/or 17025 accreditation of all general and referral hospital laboratories 


e. Increase proportion of blood collected from VNRBDs (voluntary, non-remunerated 
blood donation) from 62% to 100%
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Strategic Initiatives:


Reproductive, Maternal, Neonatal, Child, Adolescent and Youth Health


1. Universal access to Family Planning information and services 


2. Scale-up postpartum family planning services to all woredas 


3. Strengthen adolescent and youth focused reproductive health services


4. Universal access to essential high impact maternal, neonatal and child health services 


5. Scale-up respectful maternity care in all health facilities


6. Eliminate obstetric fistula and clear all backlog cases of fistula and pelvic organ 
prolapse


7. Enhance implementation of routine immunization improvement initiative


Nutrition


8. Scale-up community-based nutrition (CBN) program and the first 1000 days initiative 


9. Implement the Sequota declaration of ending child under nutrition


10. Implement Baby-friendly hospitals initiative in all hospitals


Prevention and control of communicable and non-communicable diseases


11. Intensify targeted HIV Prevention focusing on youth and MARPs


12. Implement Fast-Track Cities Initiative against HIV


13. Enhance implementation of integrated, patient-centered TB prevention and care 


14. Reduce the burden of leprosy and access to quality services


15. Ensure universal access to malaria prevention, diagnosis and treatment


16. Accelerate efforts towards sub-national malaria elimination from selected woredas


17. Integrated Neglected Tropical Diseases (NTD) management


18. Clear TT surgery backlog cases and build sustainable institutional capacity 


19. Establish a program for promotion of health across the life course and prevention 
and control of non-communicable diseases. 


20. Decentralize and fully integrate mental health services into primary health care


Hygiene and Environmental Health


21. Implement urban sanitation strategy


22. Scale up Community led and School led total sanitation and hygiene and sanitation 
marketing


23. Build adaptation and resilience to climate change in health sector


Clinical services


24. Expand physiotherapy and rehabilitation services


25. Strengthen Emergency Medical System with robust pre-hospital and hospital care
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26. Scale up essential surgical services


27. Improve diagnostic and imaging services


28. Improve access to specialty services


29. Improve referral and clinical mentorship amongst catchment facilities


30. Improve access and utilization of blood and blood products 


31. Improve clean and safe health facility


4.6.5. P2: Improve Health Emergency Risk Management
Performance measures:


1. By end of 2016, meet and sustain international health regulation core capacities


2. 85% of Woredas and health facilities assessed annually for levels of safety, security, 
and preparedness


3. 85%  of epidemics controlled within the standard of mortality


4. 95% of health facilities reporting complete and timely weekly diseases report 


5. Increase proportion of identified potential epidemics with adequate Emergency Drug 
Kits (EDKs) and other supplies from 71% to 95%


Strategic Initiatives:


1. Strengthen health sector and multisectoral coordination mechanisms to facilitate 
joint action on risk reduction, response and recovery.


2. Education and information to build culture of health, safety and resilience at all levels


3. Enhance regular risk assessment (hazard, vulnerability, and capacity analysis) and 
early warning; and development of public health risks profile maps for each woreda. 


4. Reduction of underlying risk factors to health and health systems


5. Emergency preparedness for effective health system response and recovery at all 
levels


6. Strengthen real-time surveillance and event monitoring mechanisms (like 
e-surveillance and linkage of lab networks for surveillance)


7. Establish Emergency Operations Center (EOC)


8. Develop a national health emergency workforce with the right skill mix to enhance 
standing and surge capacity of the country to respond to emergencies. 


4.6.6. P3: Enhance Good Governance
Performance measures:


1. By 2020, developing regions will have performance levels of priority intervention similar 
to the national average
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Strategic Initiatives:


1. Enhance leadership capacity to foster professional education and development with the 
goal of inspiring and motivating health professionals to be committed and servant to 
the public.  


2. Enhance implementation of patient and citizen charters and track progress


3. Establish public health leadership incubation centers


4. Facilitate gender equity in the leadership and gender mainstreaming 


5. Special and targeted support to developing regions to reduce the state of inequality. 


6. Strengthen town-hall meetings of health facilities to promote engagement of the public.  


7. Introduce Kaizen and strengthen health sector reform for quality improvement


8. Accountability and transparency through performance measurement, engagement of 
the public and civil societies (e.g. Citizen scorecards) 


4.6.7. P4: Improve Regulatory System
Performance measures:


1. Achieve 100% inspection of manufacturers, importers/wholesalers, retailers and 
health facilities as per the standard


2. Improve consignment laboratory test of food from 14% to 80% and for health 
products from 3.4% to 25%


3. Improve post marketing surveillance of food from 10% to 100% and for health 
products from 3% to 55% 


4. Improve the monitoring of ADR (Adverse Drug Reaction) to 90% and proportion of 
validated ADR reports to 100%


5. At least five new local pharmaceutical manufacturers to be compliant with 
international GMP (Global Manufacturing Practices) 


6. Decrease the percentage of substandard medicines circulating in the market from 8% 
to 1%  


7. Increase the number of healthcare facilities that implement the national healthcare 
facility standards to 100%


Strategic Initiatives:


1. Build and maintain adequate food systems and infrastructures to respond to and 
manage food safety risks along the entire food chain, including during emergencies


2. Transform the pre-licensing and post-licensing inspection of food and medicines to 
enhance transparency, accountability, efficiency and effectiveness of the process


3. Strengthen capacity and implement strategies to fast-track the registration of food 
and medicine based on scientific assessment of their safety, efficacy and quality in 
order to achieve zero backlog of dossiers and pre-market sample tests 


4. Ensure that all premises and practices used to manufacture, store, distribute 
and dispense pharmaceutical products comply with current guidelines on Good 
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Manufacturing Practice, Good Storage Practice, Good Distribution Practice and Good 
Pharmacy Practice. 


5. Strengthen the quality management system to ensure that inspections are planned, 
conducted, documented and followed up in a consistent way, based on risk assessment


6. Strengthen the national quality control laboratory with adequate capacity to 
undertake quality surveillance.  


7. Implement risk-based system of inspection and sampling to monitor quality of 
products on the market and establish effective recall procedures 


8. Coordinate and implement anti-counterfeit medicine program


9. Strengthen quality control testing of each batch of product to verify that products 
comply with the specifications of the marketing authorization  


10. Strengthen Pharma co-vigilance and improve the interface with clinical surveillance


11. Enhance regulation of the safety and quality of blood, blood products, tissues and 
human organs


12. Implement measures and programs to tackle antimicrobial resistance 


13. Development and retention of highly competent and accountable regulatory personnel


14. Strengthen national capacity to control clinical trials to ensure conformity with ethical 
principles for medical research involving human subjects  


15. Strengthen narcotic drugs, psychotropic substances and tobacco control 


16. Strengthen regulation of health professionals through transparent, accountable, 
proportionate, consistent and targeted practices 


17. Introduce and scale-up clinical audits in health facilities to ensure quality of practice 
in health facilities


4.6.8. P5: Improve Supply Chain and Logistic Management 
Performance measures:


1. Increase availability of essential drugs for primary, secondary and tertiary healthcare 
to 100%


2. Reduce wastage rate to less than 2%


3. Increase proportion of essential drugs procured from local manufacturers from 25% 
to 60%


4. Reduce procurement lead-time from 240 days to 120 days 


Strategic Initiatives:


1. Enhance efficiency in selection, quantification and procurement of essential medicines


2. Optimize warehouse, inventory, fleet and distribution management systems 


3. Scale-up integrated information management system for pharmaceutical supply and 
services 
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4. Scale-up auditable pharmaceutical transaction and services to all health facilities  


5. Scale-up community pharmacies


6. Implement innovative strategies to shape the market in order to ensure affordability 
of essential drugs 


7. Strengthen supply chain modeling to analyze needs for management and scale-up of 
commodities 


8. Undertake measures to reduce drug wastage and integrated pharmaceutical waste 
management 


9. Promote rational drug use


10. Improve access to medicines through quality local production – implement the GMP 
(good  manufacturing practice) Roadmap


4.6.9. P6: Improve Community Participation and Engagement
Performance measures:


1. At least 90% of households engaged regularly in the Health Development Army (HDA)


Strategic Initiatives:


1. Roll out the second generation health extension programme


2. Reform and implement urban and pastoralist health extension programs 


3. Strengthen the health development army (HDA) to contribute to better health 
outcomes and climate resilient green economy through empowering individuals, 
families and communities


4. Increase health literacy and health system literacy of the public to improve quality of 
care


5. Enhance evidence-based health education and behavioral change communication


6. Strengthen accountability of the health system to the public by implementing 
strategies to build trust and credibility with communities that their input is honored 
and acted upon


4.6.10. P7: Improve Resource Mobilization
Performance measures: By 2020


1. Establish community based health insurance (CBHI) schemes in 80% of woredas and 
enroll at least 80% of households


2. Reduce out-of-pocket health expenditure to less than 15%


3. Increase general government expenditure on health (GGHE) as a share of total general 
government expenditure (GGE) from 6% to 10%
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Strategic Initiatives:


1. Increase government budget allocation to the health sector 


2. Strengthen implementation of the healthcare financing reform 


3. Scale-up health insurance schemes (both community based and social health 
insurance), 


4. Introduce proactive and innovative domestic financing mechanisms 


5. Enhance Health Partnership and Coordination (DPs, CSOs/NGOs, PPPH, FBOs)


6. Strengthen resource tracking and management


7. Mobilize aligned external resources through enforcement of mutual accountability 
and trust


4.6.11. P8: Improve Research and Evidence for Decision-Making
Performance measures:


1. 100% of expected reports received from reporting units complete and on time


2. Increase proportion of health facilities that conduct lots quality assurance sampling 
(LQAS) from 36% to 85%


3. 100% of health facilities receive integrated supportive supervision at least once per 
year 


Strategic Initiatives:


1. Implement a “one plan”, “one budget” and “one report” approach at all levels of the 
health system 


2. Develop and implement evidence-based, scientifically sound policy decision and 
planning.


3. Strengthen routine reporting and performance monitoring system


4. Strengthen survey and surveillance systems


5. Build capacity of health facilities, Woredas, Zones, and regions to analyze and use 
data for decision-making at the local level 


6. Supportive supervision and inspection


7. Data quality assurance and auditing


8. Conduct basic and applied research to promote evidence-based practices


9. Promote and institutionalize  knowledge management


10. Collaborate with relevant authorities to scale-up civil registration and vital statistics 
nationally and use the data to inform planning and programming   
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4.6.12. CB1: Enhance use of Technology and Innovation
Performance measures:


1. Three newly developed production packages (biotechnological vaccines and biological 
product types) will be produced and distributed in five years.


2. 80% of facilities equipped with medical equipment as per the essential medical 
equipment list


3. Five social innovations identified, formulated and scaled-up


Strategic Initiatives:


1. Develop an essential medical equipment list based on clinical guidelines to promote 
access to quality medical devices


2. Strengthen regulations to encourage technology transfer 


3. Strengthen the human and laboratory capacity of research institutions and linkages 
with industries. 


4. Strengthen and scale-up the training of biomedical engineers and technicians


5. Establish a medical equipment refurbishment center


6. Build national capacity to do health technology assessment to contextualize global 
knowledge, support transparent and accountable decision-making. 


7. Prioritize and implement strategies to promote biotechnology in health, including 
traditional medicine, in Ethiopia


8. Establish Grand Challenges Ethiopia, a mechanism to promote innovation and 
transfer of knowledge and technology from the global innovation market place. 


4.6.13. CB2: Improve Development and Management of HRH
Performance measures:


1. Increase stock of health workforce (disaggregated by cadres and regions) from the 
current 0.8/1000 to 1.6/1000


2. Reduce staff attrition rate from 6.6% to 4%.


Strategic Initiatives:


1. Scale up training and development of health professionals based on health needs 
taking into account current stock, demand, supply, skill mix and distribution in public 
and private sectors, as well as local and global labor markets.


2. Maintain and improve competence of the health workforce through effective, efficient 
and sustainable continuing professional development.


3. All hospitals will be staffed with BSc Nurses with emphasis to specialty nursing


4. Provide support for quality audits of all existing pre-service training programs.  


5. Universities/Health science colleges industry linkage and Medical schools twinning 
(National and international).
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6. Establish a Comprehensive Human Resources Information system (HRIS).


7. Reduce inequity in geographic distribution and skill and gender mix of health care 
workers.


8. Enhance Motivation and retention.


9. Enhance performance and productivity.


4.6.14. CB3: Improve Health Infrastructure
Performance measures:


1. Maintain effective primary health care coverage at 100%


Strategic Initiatives:


1. Expand health facilities to meet the national standard and improve access to quality 
care


2. Build capacity to maintain and rehabilitate health facilities in a timely manner


3. Provision of utilities (water supply, toilets, incinerators, placenta pits, power supply)


4. Develop generic general and tertiary hospital designs and work towards equitable 
distribution of these facilities 


5. Build a medical city in Addis Ababa through public-private partnership 


6. Construct a tertiary level children’s hospital 


7. National digital health and health-related database repository


8. Adoption of medical equipment, construction and ICT standards 


4.6.15. CB4: Enhance Policy and Procedures
Performance measures:


ü	Availability of policies and procedures 


Strategic Initiatives:


1. Develop enabling legal frameworks and policies to ensure equitable access to quality 
health care 


2. Implement mechanisms to regularly monitor and review the state of inequality in the 
health sector and develop redress strategies 


3. Develop, disseminate and implement climate resilience and adaptability framework 
for the health sector


4. Development and dissemination of policies, standards, laws, manuals and procedures 
for betterment of the health of all Ethiopians
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4.7. The Transformation Agenda
Building on the impressive gains in health outcomes, the health sector has set ambitious targets 
for the 2015/16-2019/20 cycle. Chapter four details the list of performance measures and 
strategic initiatives, with the following table summarizing the priorities of the health sector.


Table 5: Summary of the HSTP Priorities


Priorities Impact Outcome Vehicles
Blood lines/


System 
strengthening


Maternal 
and 
Newborn 
Health


MMR 199/100,000 
LB


U5MR 30/1,000LB


IMR 20/1,000LB


NMR 10/1,000LB


Stunting 26%, 


Wasting 4.9% 


ü	CPR =  55%


ü	ANC 4 = 95%


ü	Deliveries attended 
by skilled birth 
attendants= 90%


ü	Fully Immunized= 95%


ü	Proportion of HIV 
positive pregnant who 
received ART to prevent 
MTCT of HIV =95%


ü	Proportion of exclusive 
BF =72%


ü	Vit A supplementation= 
95%


Health Post 
1:3,000-
5,000 people 


Health 
Center 
1:15,000-
25,000 
people


Primary 
Hospital 
1: 60,000-
100,000 
people


General 
Hospital 1:1-
1.5 Million 
people


Tertiary 
Hospital 
1:3.5-5 
Million 
people


§	Community 
ownership 


§	Equitable and 
Quality health 
service delivery


§	Robust Human 
resources 
development


§	Reliable 
supply chain 
management  
system 


§	Strong 
regulatory 
system 


§	Enhanced HIS 
and innovation 


§	Effective and 
efficiency 
healthcare 
financing 


§	 Transformative 
leadership and 
governance


HIV Reduce incidence 
by at least 60% 
compared with 
2010 and achieve 
zero new infections 
among children


ü	90% of all people living 
with HIV will know 
their HIV status; 90% 
of all people with 
diagnosed HIV infection 
will receive sustained 
antiretroviral therapy; 
90% of all people 
receiving antiretroviral 
therapy will have viral 
suppression


TB Reduction in 
number of TB 
deathsb  and 
incidence rate 
by 35% and 20% 
respectively 
compared with 
2015


ü	TB case detection 87%


ü	Cure Rate for 
bacteriological 
confirmed TB 
cases=90% 


Malaria Reduce malaria 
case incidence 
and mortality by 
at least 40% each 
compared with 
2015


ü	Sub-national 
elimination of malaria in 
50 selected woredas
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To help achieve the targets set, the sector has identified transformation agendas for this strategic 
period: 


1. Transformation in equity and quality of health care 


2. Information revolution 


3. Woreda transformation


4. The Caring, Respectful and Compassionate health workforce


4.7.1. Quality and Equity in Health Care
What is quality and equity in health care?


Equity in health care is ensuring availability of the best care to all whereby the quality 
of care provided does not differ by any personal characteristics including age, gender, 
socioeconomic status or place of residence unrelated to a patient’s reason for seeking care. 
Quality health care refers to a care which is safe, reliable, patient-centered, efficient and 
provided to all in need in an equitable and timely manner.


Why is quality and equity in health care a transformation agenda?


Ethiopia has demonstrated remarkable progress in expanding access to health care that 
resulted in dramatic improvements in critical health indicators. The gains have been a result 
of improvements in health status amongst disadvantaged groups, particularly those living 
in rural areas. Despite this progress, substantial inequalities still exist in health outcomes 
based on differences in economic status, education, place of residence and sex. 


Health inequities involve more than inequality with respect to health determinants, access 
to the resources needed to improve and maintain health or health outcomes. They also 
entail a failure to avoid or overcome inequalities that infringe on fairness and human rights 
norms. Therefore, equity in health is concerned with creating equal opportunities for health 
and with bringing health differentials down to the lowest possible level. Calling attention to 
the importance of health equity is affirming a fundamental human right. In fact, the right to 
health is a constitutional right clearly stated in the Ethiopian constitution. 


A lot remains to be done towards improving quality of care at each level of the health system. 
The health system, over the last two decades, has been focussed on improving coverage 
of essential health services. It is high time to pay attention to the quality and equity of 
health services at all levels of the system. While it is essential to maintain high coverage 
of critical services, the health system should be reoriented to continuously assess who 
amongst the community members are not reached and why they are missed. Otherwise, 
the health inequity continuously perpetuates a cycle of poverty and will make our country’s 
ambition of eradicating extreme poverty and achieving a middle-income country status 
very challenging. 


Equity and quality are the core goals of the health sector transformation plan, which aspires 
to build a high performing health system. We should consistently strive to provide health 
care of good quality to all citizens regardless of any difference in personal characteristics 
including socio-economic status and geographic location. This requires transforming the 
approach to health services, facility-community partnership and deeper understanding of 
the full array of patient and community needs. 
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How can we ensure availability of good quality and equitable health services?


During implementation of the HSTP, efforts will be doubled up to ensure equity in health 
care, which has the following important elements;


ü	Equal access to essential health services, 


ü	Equal utilization of equal need, and 


ü	Equal quality of care for all.


Equal access to essential health services for equal need implies equal entitlement to the 
available services for everyone, a fair distribution throughout the country based on health 
care needs and ease of access in each geographical area and the removal of other barriers to 
access. Some of the barriers to access include lack of income to pay for health services and 
opportunity costs (e.g. transportation costs), language and cultural barriers, inconvenient 
working hours of health facilities, physical access to health facilities (which calls for using 
geographic information system data to understand the spatial distribution of all levels of 
health facilities and guide decision on future investments for new facilities and upgrading 
of existing ones). 


Equal utilization for equal need refers to a planned intervention to redress differences in 
the rates of utilization of essential services by different segments of the population. There 
will be annual reports to show the state of inequality in health in Ethiopia to bring about 
transparency, accountability and create momentum in redressing avoidable inequalities. 
It is necessary to use these annual states of inequality reports to design strategies and 
programs and make a case for aiming for equal utilization rates for equal need. 


Equal quality of care ascertains that every Ethiopian has an equal opportunity of accessing 
essential health services based on need rather than social influence. Equal quality of care 
for everyone, also implies that providers will strive to put the same commitment into the 
services they deliver for all sections of the community, so that everyone can expect the 
same high standard of professional care. Inequities arise in this case when professionals 
do not put the same effort into their work with some social groups as with others, offering 
them less of their time or professional expertise. Acceptability is another important 
component of the quality of care. It may be that some services are inequitable in the way 
they are organized, making them unacceptable to some sections of the community that 
they are intended to serve. Only by monitoring acceptability with the users of services will 
deficiencies of this nature be revealed. Steps can then be taken to make such services more 
user-friendly.


Achieving equity and quality will not be easy and will not happen overnight— most 
important of all, it will require a movement. This movement requires strong and able 
leadership at all levels of the system, robust participation and support of the community 
to ensure quality and equity of health care. A hands-on leadership training programs, 
therefore, will be designed and implemented to help health care leaders achieve equity and 
quality. The trainings aim to create leaders prepared to meet the challenges of health care 
transformation by improving quality for at-risk populations who experience disparities. The 
goals are:


ü	To arm health care leaders with a rich understanding of the causes of disparities and 
the vision to implement solutions and transform the health system to deliver high-
value health care.


ü	To help leaders create strategic plans or projects to advance their work in reducing 
disparities in a customized way, with practical benefits tailored to every organization.
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ü	To align the goals of health equity with health care reform, particularly the roll out of 
the health insurance schemes.


Rendering high quality services starts with enhanced overall local institutional reputation 
and community trust. This calls for a seamless flow of information within the health 
system about best practices to improve quality of health care, achieve high level of patient 
and community satisfaction. An important aspect of information flow is the way in which 
those providing care give information to service users and the access by communities 
and individuals to information that will help them manage their own health. Therefore, 
investments will be made to transform information systems and information flow between 
different actors in the health system. 


Provision of quality health services entails instituting patient-centred health care delivery 
system. Central to implementing HSTP is ensuring that engagement with patients and the 
population is at the heart of all policies and strategies for quality improvement, and that 
this commitment is translated into meaningful action. Strategies to this end include those 
that target improving health literacy, self-care, and patients’ experience with the health 
system by strengthening the health development army (HDA). Communities and service 
users will be involved in the governance arrangements of the health system; their views 
and preferences to be heard and taken into account in decision-making. 


Our health facilities should deliver level-specific, high standard care with full package of 
services including provision of potent medicines. This calls for pragmatic regulations 
and standards, which offers considerable scope for policy interventions during the 
implementation of HSTP. Setting standards and monitoring adherence to them through 
regular inspection and accreditation at varying levels will be strengthened to facilitate 
higher compliance with evidence. Special emphasis will be given for quality assurance and 
accreditation of our laboratories to ensure the quality of diagnostic services.


Another important intervention that applies throughout the health system is enhancing 
organizational capacity of the health sector. At the federal and regional levels, capacity will 
be built to lead the development of policy, to drive implementation and to keep performance 
under review. Within communities, the HDA will be supported to build capacity, to identify 
needs and preferences and to articulate them within the health system. Health facilities will 
be supported to enhance their ability to develop systems to support quality improvement 
such as audit and peer-review; their capacity to develop their workforce and equip them 
with the skill sets needed to deliver quality care; their ability to build an organizational 
culture which values quality and their ability to use rewards and incentives to promote that 
culture. 


The health sector will continue to be a learning organization with benchmarking of best 
practices, adapting and scaling them up to improve care delivery systems. Models of care will 
be recalibrated to reflect currently understood best practices for the delivery of health care 
generically and to particular population groups, such as groups defined by a common need 
(e.g. people with chronic conditions) or common characteristics (e.g. children or the elderly). 
The development of new models of care will normally aim to address all the dimensions of 
quality (i.e. effective, efficient, accessible, acceptable/patient-centered, equitable and safe) 
and will seek to improve outcomes by organizing integrated responses.  


During the coming five years, the health sector will sharply focus on transforming the health 
services by making a concerted effort to enhance the performance of developing regions 
and other administrative zones with historically lower performance in the bigger regions. 
In addition to the framework outlined above, a detailed roadmap with innovative strategies 
will be developed to ensure that every Ethiopian is reached with essential, quality services. 
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The possibility of establishing a centre or institute for health equity will also be explored to 
continuously generate evidence that narrows the gap in service utilization. 


4.7.2.  Information Revolution
What do we mean by Information Revolution?


The term information revolution refers to the phenomenal advancement on the methods 
and practice of collecting, analysing, presenting and disseminating information that 
can influence decisions in the process of transforming economic and social sectors.  It 
entails a radical shift from traditional way of data utilization to a systematic information 
management approach powered by corresponding level of technology.  Information 
revolution is not only about changing the techniques of data and information management; 
it is also about bringing fundamental cultural and attitudinal change regarding perceived 
value and practical use of information. 


Why is Information Revolution a transformation agenda?


 Appropriate and timely use of health and health-related information is an essential element 
in the process of transforming the health sector.  Decisions at different levels of the health 
sector can only be effective if they are backed with accurate and reliable information.  


Effective information use is critical across a range of activities in the health system. It is 
difficult to promote and maintain quality of primary, secondary and tertiary health care 
without the availability and effective utilization of micro level medical information. The 
decisions and organizational behaviors of service rendering facilities is also influenced by the 
amount of data they can gather and the capacity to translate it to meaningful information, 
which in turn is used for decision-making.  From an equivalently imperative viewpoint, 
public access for essential information on health and health system is also important in 
terms of improving quality of care. 


The need for multi-dimensional accurate and timely information is eminent in light of 
addressing issues related to equity in the health sector.  Existing inequalities in health 
are accurately identified only with the presence of multi-dimensional and comprehensive 
information about the problem and contributing factors. Selection and application of 
effective interventions to solve the equity problem also require the use of analytic 
information. 


The importance of information is also amplified when it comes to health emergency risk 
management. Local, national and global information is vital in terms of protecting the 
nation from health and health-related hazards. The same holds true for strengthening 
regulatory and purchasing functions in the health sector. 


In light of the above mentioned importance of information use in Ethiopia, the prevailing 
practice in terms of effectively utilizing information is not satisfactory. Despite the intensive 
effort to improve the efficiency of information systems in the past few years, the utilisation 
of information at the local level is still a challenge. Quality of information is also an issue in 
the health sector. This justifies the need for a different approach in terms of information 
management and utilization that can bring about a radical change in all dimensions.


In general, all functions of the health system rely on the availability of timely, accurate and 
dependable information for decision-making.  Hence, revolutionizing the existing practice 
of collecting, analysing, disseminating and utilising information in the health sector can 
considerably contribute towards holistic transformation. 
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What drives information revolution in the health sector?


The principal driving forces towards information revolution in the health sector can be 
explained using two major factors. The first one is the growing magnitude and type of 
information needed in the health sector. A numbers of reasons are behind the demand 
boom. One is the health sector’s need to respond to the dynamic internal and external 
environment which requires increased amount and type of information. For instance, 
addressing equity and quality; operating within economically efficient environment; creating 
informed citizens and effectively engaging civil societies and the private sector demand a 
different levels of information management. The other reason is related to the political 
drive where the sector is expected to operate within an accountable and transparent 
environment. Result oriented accountable and transparent systems require the use of a 
wide range and types of information.   


The second driving force is attributed to the opportunities created by the advancement of 
the ICT industry. The fact that ICT revolutionized the way information is managed demands 
the health sector to shift custom based technology to up-to-date modern technology. This 
is further expedited by the level of technological innovation within the sector. This factor 
can be explained as a stimulant of the technological environment and the response of the 
health sector to harness the benefits.


What information revolution needs?


The main objective of information revolution is to enhance the use of timely, accurate and 
reliable information for decision-making at the local level across the sector. To bring about 
a radical shift in terms of information management in the health sector by: 


• Advancing the data collection, aggregation, reporting and analysis practice: This includes 
revolutionizing the data management from patient level data to national level reports. 
The routine systems that are built to collect aggregate and report data should be 
supported with appropriate technology to efficiently operate across the line. 


• Promoting the culture of information use: Data is not collected for reporting purposes 
solely. It needs to be used at the point of collection as an input for decision-making. This 
can be enhanced by building the capacity at all levels on data analysis and information 
use. This needs wider capacity building exercise at facility, district, sub-national and 
national levels.


• Harnessing ICT: Information revolution needs to be complemented with appropriate 
selection and application of information communication technologies (ICT). The feasibility, 
scalability, sustainability and interoperability of such technologies should be carefully 
assessed before application. 


• Data visibility and access:  Revolutionizing the information system requires that data 
and information on health and health-related issues should be accessible for wider 
public use. Data will be accessible for researchers and interested individuals in a central 
data repository. Data visibility and presentation should also experience dramatic 
improvement


• Addressing the human element:  The data revolution can be achieved if human resources, 
with all the required skills and competency, is available. It is important to introduce a 
different approach in terms of optimizing existing HIT professions and also advocate for 
better value for information by health professionals.


• Strengthening verification and feedback systems: Data quality is an essential element 
for information revolution. Verification and feedback systems improve the quality of 







116
Health Sector Transformation Plan


data and improve the effectiveness of local and hierarchical utilization of information.


• Multi-sectoral approach: various information systems managed by other sectors 
significantly contribute for information revolution in the health sector. These include 
Civil Registration and Vital Statistics, Central Statistics Authority database, Agriculture 
and weather information systems, Geographic Information system, financial information 
system and education information system. Harmonization and appropriate integration 
with these information sources is crucial.


4.7.3. Woreda transformation
“Woreda” is an administrative division in Ethiopia with an average population of 100,000 
and is managed by democratically elected council that forms a local government. Woredas 
are composed of a number of Kebeles, which are the lowest administrative units. As per 
the national standard for health facilities, on average, a woreda is expected to have 20 
health posts, 4 health centers and a primary hospital. The woreda health office is organized 
to provide programmatic and administrative support for the primary health care facilities. 
It plays a stewardship role ranging from multi-sectoral coordination and linkages across 
local government to regulation of public and private health services (mainly primary care), 
generating strategic information and assessing performance for accountability. It has also 
a financial responsibility to provide oversight for the revenues generated by health facilities, 
the budget allocated by the council for the health sector, resource generated through 
community-based health insurance schemes and purchasing services. In a nutshell, the 
woreda health office is responsible for the prevention of disease, promotion of health and 
provision and regulation of essential health services in the woreda. 


Why Woreda transformation?


The HSTP has set very ambitious goals and aspires to transform the health system to 
deliver equitable and quality health care, which is a formidable task. This will only be possible 
if the woreda health offices are transformed into high-performing entities that translate 
the national aspirations and the desire of the public into a reality. Woreda transformation 
initiative will build on the existing system of governance by increasing the accountability of 
service providers to beneficiaries and by encouraging people to engage as active partners 
in service delivery. The progress the country has made in the health sector shows a high 
degree of variation amongst different woredas. So, the noble mission of achieving and 
sustaining high coverage, equity and quality of essential health services requires narrowing 
the gap and this will be accomplished through the woreda transformation agenda. 


The expected outcome of woreda transformation:


• A transformed woreda is expected to have an accountable and transparent governance 
system that nurture meaningful community participation and strives to meet the needs 
of the people, make data-informed decisions, apply evidence-based frameworks to 
systematically identify bottlenecks and scale-up best practices to address them, and 
achieve universal health coverage. 


How do we implement the Woreda transformation agenda?


The woreda transformation agenda has three simple and interrelated goals. These goals 
are: developing high-performing primary health care units (PHCU), graduation of model 
Kebeles and achievement of universal health coverage with financial risk protection. These 
goals will be achieved by implementing six clear strategies.   
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1. Establish a culture of quality management, focus and data-driven achievement, by 
choosing and nurturing great PHCU directors and health professionals and empowering 
them to get results 


2. Promote equal care for equal need by expanding high performing PHCUs and establishing 
mechanisms for turning around low-performing health centers and health posts 


3. Ensure equity, accountability and transparency through setting performance contracts 
for every PHCU, engagement of the public and civil societies (e.g. implementation of 
social accountability tools such as citizen scorecards)


4. Make the health system responsive to community needs by strengthening the 
health development army, creating health/health system literacy, and involvement of 
community members in the governing board of the PHCUs


5. Mobilize the community and line offices at the woreda level to create model kebeles, 
establish a system of verification and recognition schemes for the model Kebeles 


6. Universal health coverage through scale-up of community based health insurance 
schemes


The woreda transformation agenda is closely related to the other transformation 
agendas of HSTP. A detailed manual has to be developed to guide its implementation. The 
implementation will have a phased approach. It is anticipated that in the first two years, the 
woreda transformation agenda will be rolled out in up to 10 zones involving an average of 
100 woredas. Woredas in Zones with higher, average and low performance will be included 
in the first (learning) phase and will be progressively scaled up to the rest of woredas in the 
following 3 years.


4.7.4. An agenda for developing Caring, Respectful and Compassionate 
health professionals
What is CRC? 


Caring, Respectful and Compassionate health professionals have the following four 
essential characteristics: 


1. Consider patients as human beings with complex psychological, social and economic 
needs and provide person-centered care with empathy 


2. Effective communication with health care teams, interactions with patients and 
other health professionals over time and across settings; 


3. Respect for and facilitation of patients’ and families’ participation in decisions and 
care; and


4. Take pride in the health profession they are in and get satisfaction by serving the 
people and the country. 


Medical care without compassion cannot be truly patient-centered. Compassion, which 
lies at the intersection of empathy (in this case, understanding patients’ concerns) and 
sympathy (here, feeling patients’ emotions), combines a response to the distress of others 
and a desire to alleviate that distress. Compassionate care addresses the patient’s innate 
need for connection and relationships and is based on attentive listening and a desire 
to understand the patient’s context and perspective. For most clinicians, compassionate 
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care matters because it is fundamental to the practice of medicine, ethically sound and 
humane. However, strong evidence also supports the impact of compassionate care on 
health outcomes, costs and other essential aspects of care.


The investment that will be made in HSTP to develop caring, respectful and compassionate 
health professionals aims at reinventing patients’ experience in health facilities across the 
country. Having CRC health professionals is a critical requirement to ensure equity and 
achieve high quality health services. In a nutshell, CRC means serving patients, being ethical, 
living the professional oath and being a model for young professionals and students. It’s 
a movement that requires champions who identify with their profession and take pride 
by helping people. It requires in some ways a cultural change and a change in attitude, 
manners and approach to health care delivery. 


Why is CRC a transformation agenda?


Beyond much controversy, health care providers agree in principle that compassion should 
be the foundation of health care. It is considered to be crucial and the foundation of a health 
care system that provides caring, safe, and high quality care and is described as holistic, 
non-judgmental, empathetic, respectful, and empowering. In the Ethiopian health system, 
there are many health professionals who have dedicated their entire career to public service 
and are respected by the public they serve. However, a significant proportion of health 
professionals see patients as just ‘cases’ and do not show compassion. Lack of respect to 
patients and their families is also a common complaint. Lack of role models in many health 
facilities and measuring the worth of a profession by how much it pays is leading the health 
system into a trap of low productivity and higher cost with lower patient satisfaction rates. 
In many of our hospitals, senior physicians cancel their outpatient clinics without informing 
their patients; elective surgeries get cancelled; admitted patients are by default getting 
the care they need from relatives as nurses, for various reasons, have limited their role to 
providing injections and securing IV lines. Proper counseling during dispensing of drugs is 
also becoming a rarity. The quality of lab tests and the quality assurance process that lab 
professionals have to take before issuing results is not practiced as expected. While there 
are a number of health system related challenges beyond the control of the frontline health 
providers that have to be addressed, lack of compassion, respect and care is the common 
source of grievances in health facilities. 


Being a health professional is a very stressful job as professionals may face life and 
death situations in any minute. But at the same time, it is also a rewarding job as so 
much satisfaction can be obtained by saving lives and touching the lives of many in one’s 
professional career. One can make a safe assumption that health professionals have 
chosen their profession because they want to help people, stop suffering of the poor and 
save lives. This transformation agenda builds on this fundamental principle of professional 
identification and creates a movement and champions that serve as role models to 
transform health care. It has to be noted further that it is necessary to create caring and 
supportive health care environments for not only patients and families, but for health care 
providers as well. To sustain compassion and prevent burnout, providers also need the 
opportunity to reflect, to share challenges and successes with each other, and to provide 
and receive support from each other.


Compassionate, patient-centered care is a top priority in our efforts to improve quality 
and equity in service delivery and that is why it is one of the transformation agendas of 
the HSTP. 
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How do we implement CRC agenda? 


People who use health care services have the right to be treated with respect, dignity and 
compassion by staff that have the skills and time to care for them. Everyone deserves to 
be treated with respect. The development of caring, respectful and compassionate health 
workers requires a multi-pronged approach from reforming the recruitment of students for 
health science programs, to improving the curriculum of the various disciplines, and effective 
management of the health professionals that are already practicing.  The CRC agenda 
requires ownership and engagement of the leadership at different levels of the system. 
It calls for inspirational leadership that aims to create enabling environment for health 
professionals to exercise their profession. It is also important to identify and engage model 
professionals as part of this movement. National, regional and facility level ambassadors 
(who should be health professionals with impeccable standards and reputation) for CRC 
will be designated and be supported to promote CRC. An advocacy campaign through mass 
media will also be launched to project positive images of health professionals.  Patients and 
the general public will also be engaged in this movement. An annual health professional 
recognition event will also be organized to appreciate and recognize the best performing 
health professionals.  CRC has to be a culture, self-driven inner motive and a legacy that the 
current generation of practitioners leaves to their successors.


In addition to the above, putting in place a favorable legislative framework to reinforce CRC 
which would include regulation on patients’ rights and responsibilities (PRR) is crucial.


On the measurement side, it is important that we know to what extent do  health care 
providers treat people with respect, dignity and compassion, so that changes can be made 
where necessary. A comprehensive project will be designed to implement the CRC agenda. 
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HSTP Costing and Financing
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Chapter 5: HSTP Costing and Financing
5.1 Costing  


The OneHealth Tool (OHT) was used to compute the resource requirements for implementing this 
health sector transformation plan. OHT is a policy projection-modeling tool that allows users to 
create short and medium term plans for scaling up essential health services. It is a bottom-up 
tool that allows for modeling based on population demographics, disease and health profiles, 
clinical practices, service provision and coverage. It helps to identify the resource requirements 
for building and maintaining the infrastructure, training, deploying and retaining the health 
workforce, availing medicines and supplies and other aspects of the health system management 
including equipment, logistics, health information, health financing and governance.  


OneHealth is a single tool used for medium term strategic health planning, costing and budgeting 
with a focus on integrating planning and strengthening health systems. It is a unified tool for joint 
planning, costing, budgeting, impact analysis, and financial space analysis. The model covered 
the national health sector, with a focus on public sector health interventions and incorporated 
activities from the private sector. It has also been used for costing sub-national strategic plans.


The OneHealth framework is built on different modules organized in three groups. 1) the health 
systems which included six health system building blocks: health workforce, infrastructure, 
logistics and supply chain, health information system, health systems financing, leadership and 
governance; 2) the health services delivery which included the disease and programme-specific 
costs; and 3) The impact module to show the expected targets. This helps to link programmes 
to health system strengthening platform; and making costing as part of the planning process 
and considers the country fiscal space for budgeting. It also enables integrated planning bringing 
partners together to agree on directions for strategic plan scenarios.  Specifically, the tool 
facilitated involvement with a transparent consensual process to agree on directions for strategic 
plan scenarios with different programs and directorates. The tool requires that planning is driven 
by explicit analysis of the current health system, and overall context and what can realistically 
be achieved in the medium term. The tool recognizes synergies in costs and impact across 
programmes and diseases, as disease programmed-specific plans are integrated into the overall 
system planning framework. The assessment of costing and financial feasibility/sustainability is 
integrated into the planning process and is not an afterthought. Investments are linked to results 
in terms of system outputs and predicted health outcomes.


The cost estimate is based on:


1. The best accessed information on disease profiles


2. Used official figures for base year population demographics


3. Assumed that all available facilities are functioning


4. Assumed that the minimum required staffs are in place


5. National protocols and expert opinions are used for clinical practices


6. Expansion targets are set to meet the standards as based on population figures and 
other set criteria
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5.1.1. Assumptions behind the two cost scenarios:
Service coverage targets are set in line with the national Growth and Transformation Plan 
and the envisioning exercise of achieving impacts that are comparable to middle-income 
countries by 2025/35.


The cost estimation of HSTP is prepared under two scenarios: the base and best-case 
scenarios. The base case scenario is to achieve the targets set in HSTP for the coming 
five years. The best-case scenario has very ambitious targets. The health system capacity 
especially the human resources and infrastructure in the high case scenario has higher 
investment on production of highly qualified professionals and on the health infrastructures.
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Table 5.1 Basic assumptions of costing for base ad high case scenarios


  Base Case: targets for 2020 High case: targets for 2020
Targets for 
impact and 
outcome 
indicators


Life expectancy 69 years 69.5 years
MMR Reduce from 420/100,000 LB to 199 


per 100,000
Reduce from 420/100,000 LB to 
177/100,000


Neonatal 
Mortality


Reduce from 27 to 9.73, per 1,000 
live births


Reduce from 27 to 7.87 per 1,000 live 
births


Infant mortality Reduce from 46.4 to 19.33 per 1,000 
live births


Reduce from 46.4 to 16.7 per 1,000 live 
births


Under five 
mortality


Reduce from 68 to 29.6 per 1,000 
live births


Reduce from 68 to 26 per 1,000 live 
births


TFR 3 2.1
CPR 55% 65%
Intervention/
service 
coverage


Targets set to help achieve the 
health status of the population of 
middle income country 2025/35


Base case+ with 100% of the most 
interventions of maternal, newborn, 
child health services; higher coverage 
of non-communicable disease 
interventions, the clinical services, 
including the diagnostic services


Inputs Supply Adjusted with the services planned 
for base case


Adjusted with the services planned for 
high case


Infrastructure Infrastructure to population ratio Infrastructure to population ratio


· HP is 1:5,000 pop (rural) · HP is 1:3,000 pop (rural)
· HC is 1:20,000 pop (rural) and 1: 


40,000 pop (urban)
· HC is 1:15,000 pop (rural) and 1: 


40,000 pop (urban)


· Primary Hospital is 1:100,000 pop 
(rural)


·  Primary Hospital is 1:60,000 pop 
(rural)


·  Gen Hospital  is 1:1,500,000 pop 
(total)


· Gen Hospital is 1:1,000,000 pop 
(total)


· Specialized Hospital is 1:5,000,000 
pop (total)


· Specialized Hospital  is 1:3,500,000 
pop (total)


HR With the minimum possible HR 
production and using task shift as 
a strategy to perform the planned 
activities


With the highest possible HR 
production


Based on the available health 
infrastructure for base case 
scenario


Based on the available health 
infrastructure for high case scenario


5.1.2 HSTP Cost Estimates: Base and High Case scenarios:
Using the above assumptions, the total cost estimation for the base and high case scenarios 
is 15.6 Billion USD and 22.0 Billion USD, respectively for the next five years. The cost 
difference is observed under the infrastructure (63%), human resource (20%) and medicine 
and supply (17%) (See Table 5.2).


In the base case scenario, 36% of the total cost (5.5 Billion USD) is for human resource 
development and management; 25% (3.9 Billion USD) is for medicines, commodities and 
supplies; and 24% (3.7 Billion USD) is for health infrastructure which includes construction, 







125
Health Sector Transformation Plan


rehabilitation and maintenance of health facilities, equipment and furniture, ICT materials, 
vehicle (capital and running cost); 6% (967 Million USD) is for programme cost which includes 
short term trainings, supervision, advocacy, and other programme specific costs, and 5% 
(859 Million USD) for health care financing. (Table 5.2 and Fig 5.3).


Table 5.2: HSTP Summary Cost - Base Case Scenario (USD in ‘000)


Cost Area 2015/16 2016/17 2017/18 2018/19 2019/20 Total USD ‘000


Health Service 
(Programme 
Management)


220,832 214,782 212,715 170,561 147,957 966,846 6.2%


Medicines, 
commodities, and 
supplies


638,308 828,818 730,742 788,429 918,461 3,904,758 25.0%


Logistics Supply 
Management


33,265 33,419 36,211 33,318 35,714 171,928 1.1%


Human Resources 707,290 899,218 1,098,823 1,306,265 1,521,865 5,533,460 35.4%
Health Infrastructure 919,590 802,681 801,902 693,381 520,963 3,738,516 23.9%
Health Care 
Financing


152,281 170,795 168,469 180,762 184,327 856,635 5.5%


Health Information 
Systems


55,578 55,486 55,483 55,483 55,483 277,512 1.8%


Regulatory 27,704 31,525 34,207 37,536 40,610 171,582 1.1%
Governance 1,155 1,191 1,227 1,259 341 5,173 0.0%
Grand Total 2,756,002 3,037,915 3,139,778 3,266,994 3,425,721 15,626,410 100.0%


Figure 5.3: percentage Share of the various components of HSS to base case costing 
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Cost breakdown of the base case scenario by health service and health systems showed that 70% of the 
total cost is for health systems strengthening and the rest 30% goes for health service delivery. Out of 
the total cost allocated for health services, which is 4.34 Billion USD, the highest proportion is allocated 
for child health services including immunization, HIV/AIDS prevention and control, and maternal health 
services which showed 20.8%,  17% and 14%, respectively (Table 5.3).
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Table 5.3: HSTP Cost - Base Case Scenario by programme and health system building blocks (USD in 
‘000)


Programme Area 2015/16 2016/17 2017/18 2018/19 2019/20 Total
Health Service (Programmes)       
Maternal, Newborn, 
Adolescent and Reproductive 
Health 102,981 116,645 122,113 128,965 136,696 607,401
Child Health 40,799 43,617 44,047 43,033 41,144 212,641
Immunization 108,191 133,686 154,796 146,732 146,039 689,444
Nutrition 12,706 12,707 12,710 12,715 12,710 63,548
Hygiene and Environmental 
Health 12,706 12,707 12,710 12,715 12,710 63,548
HIV/AIDS 132,119 139,952 149,077 161,031 164,449 746,628
TB and Leprosy 78,737 73,491 63,270 62,735 61,819 340,051
Malaria 28,911 159,968 25,265 32,661 164,842 411,646
Non-communicable diseases 22,423 38,917 65,875 85,301 99,480 311,996
Mental, neurological, and 
substance use disorders 14,959 22,325 31,915 44,288 44,165 157,652
Neglected Tropical Diseases 
(NTD) 3,585 3,077 3,040 1,152 1,153 12,007
Public Health Emergency 
Management (PHEM) 1,720 1,763 1,812 1,963 502 7,760
Clinical Services 21,724 28,088 28,098 22,364 23,411 123,685
Injury Prevention; Emergency 
and Critical Care 8,143 9,621 11,278 12,968 14,739 56,749
Diagnostic Services 19,011 18,598 18,205 18,223 12,231 86,268
Blood Safety 6,812 5,802 5,262 5,491 4,957 28,323
Health Extension Programme 
(HEP) 160,510 124,921 86,492 45,644 2,075 419,642
Total program costs 776,034 945,885 835,965 837,981 943,122 4,338,988
Health Systems
Human Resources 707,290 899,218 1,098,823 1,306,265 1,521,865 5,533,460
Health Infrastructure 919,590 802,681 801,902 693,381 520,963 3,738,516
Logistics supply Management 63,562 72,714 70,694 70,460 78,965 356,395
Health Financing 152,281 170,795 168,469 180,762 184,327 856,635
Health Information Systems 55,578 55,486 55,483 55,483 55,483 277,512
Research and Technology 
Transfer 26,636 19,626 25,364 24,922 12,257 108,805
Regulatory activities 27,704 31,525 34,207 37,536 40,610 171,582
Other Governance activities 1,155 1,191 1,227 1,259 341 5,173
Total Health Systems 1,953,795 2,053,236 2,256,169 2,370,067 2,414,811 11,048,078
 Grand Total 2,756,002 3,037,915 3,139,778 3,266,994 3,425,721 15,626,410
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Figure 5.4: Percentage of Base Case Scenario by programme and health system building blocks (USD 
in ‘000)
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When the estimated base case cost is explored through HSTP strategic objectives, the highest allocation 
goes to improving development and management of human resources, followed by improving access 
to quality of health services and improving health infrastructure which showed 33.7%, 26.5% and 22.2%, 
respectively. There are some strategic objectives with some budget allocation due to the nature of the 
objectives (Table 5.4).
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Table 5.4: HSTP Cost - Base Case Scenario by HSTP strategic objectives (USD in ‘000)


 2015/16 2016/17 2017/18 2018/19 2019/20 Total
C1: Improve health status 103 98 92 87 82 462 0.0%
C2: Improve community 
ownership 155 147 138 130 123 693 0.0%
F1: Improve efficiency and 
effectiveness 103 98 92 87 82 462 0.0%
P1: Improve Access to Quality 
Health Services 637,976 855,994 793,304 847,318 1,006,332 4,140,922 26.5%
P1.1: Maternal, Adolescent 
and Reproductive Health 100,461 113,535 118,581 125,170 132,783 590,530 3.8%
P1.2: Newborn and Child 
Health 151,509 180,414 202,376 193,560 191,097 918,956 5.9%
P1.3: Comprehensive and 
Integrated Nutrition Service 38,879 51,501 60,354 71,661 80,497 302,892 1.9%
P1.4: Malaria Prevention and 
Control 28,911 159,968 25,265 32,661 164,842 411,646 2.6%
P1.5: TB Prevention and 
Control 78,737 73,491 63,270 62,735 61,819 340,051 2.2%
P1.6: HIV Prevention and 
Control 132,119 139,952 149,077 161,031 164,449 746,628 4.8%
P1.7: Non-Communicable 
Disease Prevention and 
Control 22,423 38,917 65,875 85,301 99,480 311,996 2.0%
P1.8: Mental Health 14,959 22,325 31,915 44,288 44,165 157,652 1.0%
P1.9: Clinical Services 38,734 44,684 44,301 38,586 33,641 199,945 1.3%
P1.10: Hygiene and Sanitation 12,706 12,707 12,710 12,715 12,710 63,548 0.4%
P1.11: Blood Safety 6,812 5,802 5,262 5,491 4,957 28,323 0.2%
P1.12: Injury, Emergency 8,143 9,621 11,278 12,968 14,739 56,749 0.4%
P1.13: NTD 3,585 3,077 3,040 1,152 1,153 12,007 0.1%
P2: Improve Health 
Emeregency Risk 
Management 1,720 1,763 1,812 1,963 502 7,760 0.0%
P3: Enhance Good 
Governance 1,200 1,300 1,378 1,374 1,474 6,726 0.0%
P4: Improve regulatory 
system 27,659 31,415 34,056 37,421 39,478 170,029 1.1%
P5: Improve logistics supply 
and management 55,064 66,077 66,025 67,864 78,556 333,585 2.1%
P6: Improve community 
participation, & engagement 168,492 131,069 90,701 47,806 2,075 440,143 2.8%
P7: Improve Resource 
Mobilization 129,153 146,641 156,589 167,454 178,684 778,521 5.0%
P8: Improve research and 
evidence for decision making 84,215 77,114 82,849 82,406 69,741 396,325 2.5%
CB1: Enhance use of 
technology & Innovation 80,485 45,112 48,278 49,311 50,562 273,749 1.8%
CB2: Improve Development & 
Management of HRH 707,290 899,218 1,098,823 1,306,265 1,521,865 5,533,460 35.4%
CB3: Improve health 
infrastructure 839,104 757,569 753,623 644,069 470,401 3,464,767 22.2%
CB4: Enhance Policy and 
Procedures 155 147 138 130 123 693 0.0%
Total 2,756,002 3,037,915 3,139,778 3,266,994 3,425,721 15,626,410 100.0%
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In the high case scenario, 34% of the total cost (7.4 Billion USD) is for human resource development and 
management; 19% (4.1 billion USD) is for medicines, commodities and supplies; 36% (8.0 billion USD) is for 
health infrastructure. 967 Million USD is estimated for programme management costs, while 4% (856 
Million USD) for health care financing. (Table 5.5 and Fig 5.5).


Table 5.5: HSTP Summary Cost - High Case Scenario (USD in ‘000)


Cost Area 2016 2017 2018 2019 2020 Total USD ‘000


Health Service 
(Programme 
Management)


220,832 214,782 212,715 170,561 147,957 966,846


Medicines, commodities, 
and supplies


659,934 864,589 766,031 828,567 976,605 4,095,726


Logistics Supply 
Management


33,265 33,419 36,211 33,318 35,714 171,928


Human Resources 823,596 1,136,705 1,462,350 1,801,034 2,153,068 7,376,753
Health Infrastructure 1,871,071 1,734,235 1,670,444 1,558,146 1,152,173 7,986,069
Health Care Financing 152,281 170,795 168,469 180,762 184,327 856,635
Health Information 
Systems


55,578 55,486 55,483 55,483 55,483 277,512


Regulatory 27,704 31,525 34,207 37,536 40,610 171,582
Governance 1,155 1,191 1,227 1,259 341 5,173
Grand Total 3,845,417 4,242,727 4,407,137 4,666,666 4,746,278 21,908,225


Figure 5.5: percentage share of the various components of HSS to high case costing 
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When the estimated high case cost is explored through HSTP strategic objectives, the highest allocation 
goes to improving development and management of human resources, followed by improving health 
infrastructure and improving access to quality of health services which showed 33.7%, 34.7% and 19.7%, 
respectively. (Table 5.6).
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Table 5.6: HSTP Cost - High Case Scenario by programme and health system building blocks (USD in 
‘000)


 Strategic Objectives 2015/16 2016/17 2017/18 2018/19 2019/20 Total
C1: Improve health status 103 98 92 87 82 462 0.0%
C2: Improve community 
ownership 155 147 138 130 123 693 0.0%
F1: Improve efficiency and 
effectiveness 103 98 92 87 82 462 0.0%
P1: Improve Access to Quality 
Health Services 658,569 890,048 826,874 885,475 1,061,598 4,322,564 19.7%
P1.1: Maternal, Adolescent and 
Reproductive Health 99,441 110,468 112,769 115,907 119,439 558,025 2.5%
P1.2: Newborn and Child 
Health 147,499 170,804 183,741 165,190 151,901 819,135 3.7%
P1.3: Comprehensive and 
Integrated Nutrition Service 38,543 50,055 56,890 65,172 69,853 280,513 1.3%
P1.4: Malaria Prevention and 
Control 28,880 159,889 25,122 32,424 164,481 410,796 1.9%
P1.5: TB Prevention and 
Control 78,736 73,490 63,267 62,728 61,804 340,026 1.6%
P1.6: HIV Prevention and 
Control 132,069 139,796 148,732 160,383 163,439 744,419 3.4%
P1.7: Non-Communicable 
Disease Prevention and 
Control 43,447 78,883 119,120 161,702 207,404 610,557 2.8%
P1.8: Mental Health 18,770 28,530 38,298 47,757 53,053 186,408 0.9%
P1.9: Clinical Services 39,948 46,967 46,737 42,035 36,924 212,612 1.0%
P1.10: Hygiene and Sanitation 12,706 12,707 12,710 12,715 12,710 63,548 0.3%
P1.11: Blood Safety 6,811 5,800 5,260 5,488 4,952 28,311 0.1%
P1.12: Injury, Emergency 8,135 9,591 11,205 12,824 14,488 56,242 0.3%
P1.13: NTD 3,583 3,069 3,024 1,149 1,149 11,973 0.1%
P2: Improve Health 
Emeregency Risk 
Management 1,720 1,763 1,812 1,963 502 7,760 0.0%
P3: Enhance Good Governance 1,200 1,300 1,378 1,374 1,474 6,726 0.0%
P4: Improve regulatory system 27,659 31,415 34,056 37,421 39,478 170,029 0.8%
P5: Improve logistics supply 
and management 56,097 67,793 67,744 69,844 81,433 342,911 1.6%
P6: Improve community 
participation, & engagement 168,492 131,069 90,701 47,806 2,075 440,143 2.0%
P7: Improve Resource 
Mobilization 129,153 146,641 156,589 167,454 178,684 778,521 3.6%
P8: Improve research and 
evidence for decision making 84,215 77,114 82,849 82,406 69,741 396,325 1.8%
CB1: Enhance use of 
technology & Innovation 80,485 66,836 73,548 77,263 82,614 380,747 1.7%
CB2: Improve Development & 
Management of HRH 823,596 1,136,705 1,462,350 1,801,034 2,153,068 7,376,753 33.7%
CB3: Improve health 
infrastructure 1,790,586 1,667,399 1,596,896 1,480,883 1,069,558 7,605,322 34.7%
CB4: Enhance Policy and 
Procedures 155 147 138 130 123 693 0.0%
Total 3,845,417 4,242,727 4,407,137 4,666,666 4,746,278 21,908,225 100.0%
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The HSTP costing is also disaggregated into recurrent and capital budget. Both scenarios show similar 
proportions. In the base case scenario, 40% of the total HSTP costing is projected to go to recurrent 
while the remaining 60% will go to capital budget (table 5.7). In the high case scenario, the recurrent cost 
share is to be 39% and the capital budget is 61% (table 5.8).


Table 5.7: HSTP Cost: recurrent and capital cost- base case scenario (USD in ‘000)


YEAR HSTP Estimated Cost in 000 USD (2016-2020)


Recurrent Capital Total


USD ‘000 % USD ‘000 % USD ‘000 %
2015/16  846,794 31%  1,909,208 69%  2,756,002 100%
2016/17  1,048,164 35%  1,989,751 65%  3,037,915 100%
2017/18  1,256,648 40%  1,883,130 60%  3,139,778 100%
2018/19  1,471,564 45%  1,795,429 55%  3,266,994 100%
2019/20  1,692,807 49%  1,732,914 51%  3,425,721 100%
TOTAL  6,315,977 40%  9,310,433 60%  15,626,410 100%


Table 5.8: HSTP Cost: recurrent and capital cost- high case scenario (USD in ‘000)


HSTP Summary Cost - High Case Scenario (USD in ‘000)


YEAR
HSTP Estimated Cost (2016-2020)


Recurrent Capital Total
USD ‘000 % USD ‘000 % USD ‘000 %


2015/16  1,002,220 26%  2,860,485 74%  3,862,705 100%
2016/17  1,346,169 32%  2,914,432 68%  4,260,601 100%
2017/18  1,704,457 39%  2,707,957 61%  4,412,413 100%
2018/19  2,068,356 44%  2,604,497 56%  4,672,853 100%
2019/20  2,438,351 51%  2,314,137 49%  4,752,488 100%
TOTAL  8,559,553 39%  13,401,507 61%  21,961,060 100%


The total cost for the HSTP is also estimated by service delivery levels in the two scenarios. Out of the 
total estimated cost, 55% (8.6 billion USD) in base case and 62% (13.5 billion USD) in high case is allocated 
for the Primary Health Care Unit (PHCU) including household/community level interventions; 20% (3.1 
billion USD) in the base case and 20% (4.4 billion USD) in the high case is allocated for the General and 
Specialized Hospitals; 17% (2.6 billion USD) in the base case and 12% (2.6 billion USD) in the high case 
is allocated for health systems strengthening to support all levels of care and the remaining 8% (1.3 
billion USD) in the base case and 6% (1.4 billion USD) in the high case is for the Federal and Regional 
levels management activities. The cost estimation for Federal and Regional levels includes activities 
to support the programmes at lower levels including short-term trainings and supportive supervision 
(Table 5.9 and 5.10). Out of the total cost estimated for PHCU, about 59% (5.1 Billion USD) goes to primary 
hospitals and health centers, 32% (2.8 Billion USD) for Health Posts and the remaining 9% (0.8 Billion 
USD) is allocated for household /community based interventions in the base case scenario. This shows 
that priority to PHC remains the guiding principle of HSTP. 
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Table 5.9: HSTP Summary Cost by service delivery levels of base case  


 Level 2015/16 2016/17 2017/18 2018/19 2019/20 Total


1
Primary Health Care 
Unit (PHCU)       


1.1
House Hold / 
Community 172,207 206,887 105,876 89,252 174,564 748,785 (5%)


1.2 Health Post 438,653 571,028 553,138 607,349 612,632 2,782,801 (18%)


1.3
Health Center / 
Primary Hospital 978,653 996,086 1,045,607 1,050,045 1,041,693 5,112,084 (33%)


 PHCU total 1,589,514 1,774,002 1,704,621 1,746,645 1,828,889 8,643,670 (55%)


2
Hospital (General & 
Specialized) 395,320 489,347 653,280 750,137 836,063 3,124,146 (20%)


3
Health Systems 
Strengthening 467,848 512,552 518,615 548,042 559,985 2,607,042 (17%)


4 National programme 303,321 262,015 263,263 222,169 200,784 1,251,552 (8%)
 Grand Total 2,756,002 3,037,915 3,139,778 3,266,994 3,425,721 15,626,410 (100%)


Table 5.10: HSTP Summary Cost by service delivery levels of high case  


Level 2015/16 2016/17 2017/18 2018/19 2019/20 Total


1
Primary Health Care 
Unit (PHCU)       


1.1
House Hold / 
Community 172,158 206,593 105,248 87,824 172,610 744,433 (3%)


1.2 Health Post 631,409 802,621 816,791 909,640 946,905 4,107,365 (19%)


1.3
Health Center / 
Primary Hospital 1,707,602 1,711,302 1,767,326 1,810,702 1,642,474 8,639,406 (39%)


 PHCU total 2,511,169 2,720,515 2,689,365 2,808,166 2,761,989 13,491,204 (62%)


2
Hospital (General & 
Specialized) 562,046 724,204 908,906 1,058,357 1,188,590 4,442,103 (20%)


3
Health Systems 
Strengthening 468,881 514,268 520,334 550,023 562,863 2,616,368 (12%)


4 National programme 303,321 283,740 288,532 250,121 232,836 1,358,550(6%)
 Grand Total 3,845,417 4,242,727 4,407,137 4,666,666 4,746,278 21,908,225 (100%)


With above resource projections, the total per capita public health spending is estimated to increase 
from 30 to 34.3 USD in the base case and from 41.8 to 47.6 USD in the high case scenarios.  (Figure 5.6) 
The baseline spending for the 2014/15 is expected to be generated in NHA6.







133
Health Sector Transformation Plan


Figure 5.6: Estimated Total Public Health Expenditure per capita (in USD)


5.2 Fiscal Space Analysis and Fnancing Projections
The sector has projected the financial availability for the HSTP for all sources of financing. These 
sources are government budget allocation, community contribution (in kind and cash), health 
insurance (both community and social health insurances), and external aid from development 
partners. The assumptions used to project each of the financing sources and projected availability 
of financing is described in the following sub-sections.


5.2.1 Fiscal Space Analysis and Projected Government Treasury Funding. 
The government allocation is projected under two scenarios. The first scenario assumed 
that the current level of allocation to health (6% from GGE) from the GTP II overall government 
financing framework will be maintained in the next five years. In addition, government will 
allocate separately to subsidize social health insurance and CBHI as per the target set in 
the HSTP.  The total projected financing under this scenario is estimated to be 6.3 billion 
USD. The second scenario is estimated based on the GTP II overall government financing 
framework and the projected health sector budget allocation calculated based on the 
targeted share of % of health budget from general government spending to increase from 
6% to 10% by 2020 (table 5.11).  In this scenario, the total projected financing also covers 
contribution and subsidy to CBHI and SHI. The estimated total funding for HSTP in this 
scenario is estimated at 8.1 billion USD.
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Table 5.11: projected government resource allocation 


Scenario 1: Using Historical allocations and commitment to CBHI and SHI Scenario 2: Using 
GTP II framework 
and health allocation 
targets


Budget Allocation SHI   contribution 
and subsidy CBHI  subsidy Total GGHE


2015/6            
677,107,428.57 


             
76,357,671.43 


             
19,717,433.41 


          
773,182,533.41 


                    
789,958,667 


2016/7            
781,644,285.71 


             
96,432,095.24 


             
43,844,675.35 


          
921,921,056.30 


                    
977,055,357 


2017/8        
1,042,153,142.86 


             
95,402,590.48 


             
54,902,210.58 


       
1,192,457,943.91 


                 
1,476,383,619 


2018/9        
1,315,173,714.29 


           
113,632,452.38 


             
67,262,543.03 


       
1,496,068,709.70 


                 
1,972,760,571 


2019/20        
1,680,755,428.57 


           
119,950,207.14 


             
80,162,407.51 


       
1,880,868,043.23 


                 
2,801,259,048 


Total        
5,496,834,000.00 


           
501,775,016.67 


           
265,889,269.88 


       
6,264,498,286.55 


                 
8,017,417,262 


5.2.2 Community and Contributory schemes funding
Communities are investing their time and energy to produce their own health. Their 
contribution is estimated for two major areas of their involvement. The first is their active 
involvement in the Health Development Army. The leader of the one-five networks will 
spend 45 minutes per session and two sessions per week.  The second aspect of community 
contribution is working on environmental management for malaria control initiative. 40% of 
the adult population is assumed to spend 2 days per week per month, 2 days per month and 
1 day per month in high, moderate and low malaria risk areas respectively per year.  Their 
contribution is estimated in terms of resources using a minimum wage, which is considered 
10 birr per hour. The total estimate community contribution during the HSTP period is 1.0 
billion USD (table 5.12). This community contribution does not include other contributions 
such as establishing waiting rooms for pregnant mothers, labor cost for constructing health 
posts, and other which is now planned to be one of the strategic initiatives as domestic 
financing.


Table 5.12: Estimated Community Contribution in USD


2015/16 2016/17 2017/18 2018/19 2019/20 Total
HAD monetary 
contribution 


                  
85,047,523 


                  
92,584,434 


               
100,789,267 


               
109,721,212 


               
119,444,706 


                          
507,587,141 


Community 
involvement 
on malaria 
eradication 


                  
83,657,624 


                  
91,071,363 


                  
99,142,107 


               
107,928,081 


               
117,492,667 


                          
499,291,843 


Total (USD)               
168,705,147 


               
183,655,797 


               
199,931,374 


               
217,649,293 


               
236,937,373 


                      
1,006,878,985 
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5.2.3. SHI and CBHI
The social health insurance scheme is assumed to start its operation in EFY 2008 (2015/16). 
It is also assumed that SHI will cover the entire formal sector in the country. The total 
membership contribution of the SHI is projected based on the 3% salary contribution. 
The scaling up of CBHI is taking place and it is assumed that by end of 2020, 80% of the 
informal sector households of 80% woredas will be enrolled into the CBHI Scheme, of which, 
10 percent of them will be considered the very poor and government will subsidize them. 
The CBHI contribution shown below is only for paying membership based on the current 
premium rates. It is also assumed that member contribution of community and social health 
insurances with a utilization rate of a maximum of 90% and 80% utilization, respectively. The 
total projected contributions of SHI and CBHI in the next 5 years is estimated to be 409 and 
375 million USD respectively, as shown in table 5.13.


Table 5.13: Projected SHI and CBHI contribution in USD


SHI contribution 
excluding Government


CBHI member 
contribution 


(Estimated utilization)


2015/6                            
81,269,190 


                        
27,851,136.06 


2016/7                              
59,430,714 


                        
61,931,185.11 


2017/8                              
80,407,048 


                        
77,550,100.20 


2018/9                              
85,394,000 


                        
95,009,233.64 


2019/20                            
103,326,976 


                      
113,230,463.21 


Total (USD)                            
409,827,929 


                            
375,572,118 


5.2.4 External Financing
Development partners provided commitment for financing the next plan as part of the 
HSTP as part of its development process. Most of the DPs provided three years resource 
projections of external support as per their commitment and this is considered as scenario 
one. Under this scenario a total of 3.3 billion USD is projected to be available for HSTP 
period (Table 5.14). There are some DPs that do not provide commitment beyond the three 
years. Scenario 2 assumes that development partners that have not shown commitment 
beyond three years will continue to support the sector for the remaining   two years as per 
their average commitment for the three years, assuming their continued commitment to 
ensure susatainability of the achievements. The total projected external financing under 
this scenario is projected to be 4.3 billion USD. Table 5.15 presents the projected external 
funding available for HSTP as per the two scenarios.
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Table 5.14: HSTP Strategic Resource Mapping summary of commitment by Development Partner


DP’s Name 2015/16 2016/17 2017/18 2018/19 2019/20 Total
USAID  259,200,000  236,400,000  231,400,000    727,000,000 
PEPFAR  200,000,000  170,000,000  144,500,000  122,825,000  104,401,250  741,726,250 
DFID  89,602,858  75,354,562  45,662,414    210,619,834 
EKN/the 
Netherlands 
Embassy  15,891,429  15,000,000  15,000,000   -     -    45,891,429 
Irish Aid  8,051,530  8,051,530  8,051,530  8,051,530   32,206,119 
Coraid  2,485,009  1,295,836  556,897   -     -    4,337,743 
European 
union  26,434,563  64,181,970  53,899,200  53,899,200  53,899,200  252,314,133 
Spanish aid  2,348,363  2,214,171  2,214,171  2,214,171  2,214,171  11,205,046 
UNICEF  43,550,000  42,050,000  42,050,000  42,050,000  42,050,000  211,750,000 
WHO  15,363,000  15,514,500  16,076,900    46,954,400 
World Bank  31,575,230  30,222,135  24,843,685 7634835 1379115  95,655,000 
Global fund 
TB  14,392,050  16,377,803  9,293,025    40,062,878 
Global fund 
malaria  77,298,315  30,235,867  18,700,948    126,235,129 
Global fund 
HIV  64,592,872  99,930,928  107,359,902    271,883,702 
Global fund 
HSS  14,500,000  19,000,000  140,000    33,640,000 
GAVI HSS  1,800,000  1,500,000  1,300,000    4,600,000 
CIFF  4,830,142  11,666,331  3,061,603    19,558,076 
GAVI 
Vaccine/
forecasted  75,000,000  75,000,000  75,000,000  75,000,000  75,000,000  375,000,000 
Total USD  946,915,360  913,995,632  799,110,275  311,674,735  278,943,736  3,250,639,739 


Table 5.15: DPs’ commitment in two options (based on the resource mapping and projection)


Option 1: based on 
government commitment 


Option 2: projected based on 
average 3 years commitment


 2015/6                946,915,360                      946,915,360 
 2016/7                913,995,632                      913,995,632 
 2017/8                799,110,275                      799,110,275 
 2018/9                311,674,735                      821,935,799 


 2019/20                278,943,736                      797,256,329 
 Total            3,250,639,739                   4,279,213,396 
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5.2.5. Total Funding projection
Overall, the health sectors total financing availability is considered under low, medium and 
high scenarios. The low scenario considered government allocation (as per the historical 6% 
allocation from the GTP II resource framework plus government contribution and subsidy 
to health insurance), community contribution, SHI and CBHI membership contributions 
and external assistance based on the commitments provided by DPs. The total resources 
available under this scenario is 12.3 Billion USD. The medium case considered GTP II resource 
framework with increased % of GHE from 6% to 10%, community contribution, SHI and CBHI 
membership contributions and external assistance based on the commitments provided 
by DPs. The total resources projected in medium case is estimated to be 13.0 billion USD.  
The high scenario takes medium case and replaced the external assistance adjusted with 
average commitments for years that DPs have not shown their commitments. The total 
resources available using this scenario is estimated to be 14.1 billion USD.
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5.3 Funding Gap
The overall funding gap of HSTP ranges from 10% in high resource case and base case costing 
scenario to 44% in high case costing and low resource projection model scenario. The targets set 
for HSTP are more related to the base costing scenario and the resource gap under this scenario 
is estimated to be 21% under low case, 16% under medium case and 10% under high case resource 
projections. In each of the cases, the overall funding gap declines from 2016 to 2020. Table 5.17 
and 5.18 shows the funding gap under different modalities. 


Table 5.17: HSTP funding gap under two cost and three resource projection scenarios 


Base Case Scenario
HSTP Cost and Financing


High Case Scenario
Total (USD) HSTP Cost 


Estimate
          


15,626,410,319.00 
               


21,908,225,189.00 


Resource 
gap in %


Low case 21% 44%
Medium Case 16% 40%


High Case 10% 36%


Table 5.18: HSTP funding gap under two cost and the low case resource projection scenario 


HSTP Cost Estimate Total Resources 
Available – Low 
case


Resource gap in % based on Low 
Case Resource Projection


Year 
Base Case 
Scenario


High Case 
Scenario


HSTP Base Case 
Estimate


HSTP High Case 
Estimate


2015/16
            


2,756,002,130 
                 


3,845,416,821 
              


1,997,923,368 28% 48%


2016/17
            


3,037,915,281 
                 


4,242,727,079 
              


2,140,934,385 30% 50%


2017/18
            


3,139,778,269 
                 


4,407,137,353 
              


2,349,456,741 25% 47%


2018/19
            


3,266,993,588 
                 


4,666,666,310 
              


2,716,057,035 17% 42%


2019/20
            


3,425,721,051 
                 


4,746,277,626 
              


3,131,619,185 9% 34%


Total(USD)
          


15,626,410,319 
               


21,908,225,189 
            


12,335,990,714 21% 44%


The sector is fully aware of the current funding gap in the projected costs and financing. There are 
three major strategies that will help manage the funding gap observed. These are:


• Innovative financing: one of the major health financing flagship initiatives is the introducing 
innovative financing. Within the first two years the feasibility of innovative financing will be 
explored and if found feasible, implementation is expected to happen after the midterms 
of the HSTP. The implementation of the innovative financing is expected to contribute to 
reducing the financing gap;


• Enhancing efficiency gains: mainly focusing on procurement, human resources productivity 
and supply management. The sector will continue to take advantage of bulk procurement 
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that  enhance values for money in the next five years. The sector will explore and implement 
human resource productivity enhancing interventions to ensure that available human 
resources produce more services than they currently do. The distribution of and management 
of health commodities will be strengthened to ensure that they are distributed on time, and 
wastage rates are reduced


• The annual resource constrained evidence based planning process will align targets and 
resource requirements. If innovative financing and enhancing efficiency gains do not 
eliminate the funding gap, the sector will prioritize interventions and flagship programs 
during the annual evidence bases planning process.
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HSTP Implementation 
Arrangement


Chapter 6
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Chapter 6: HSTP Implementation Arrangement
6.1. Health Service Delivery Arrangement


The Ethiopian health service is restructured into a three tier system; primary, secondary and 
tertiary level of care. The primary level of care includes primary hospital, health center and health 
post.


The PHCU which is composed of a health center (HC) and five satellite health posts (HPs). These 
provide services to approximately 25,000 people altogether. A HC is staffed with an average of 20 
staff. It provides both preventive and curative services. It serves as a referral center and practical 
training institution for HEWs. A HC has an inpatient capacity of 5 beds. A primary hospital provides 
inpatient and ambulatory services to an average population of 100,000. In addition to what a 
HC can provide, a primary hospital provides emergency surgical services, including cesarean 
sections and gives access to blood transfusion service. It also serves as a referral center for HCs 
under its catchment areas, a practical training center for nurses and other paramedical health 
professionals. A primary hospital has an inpatient capacity of 25-50 beds and is staffed by an 
average number of 53 persons. 


A general hospital provides inpatient and ambulatory services to an average of 1,000,000 people. 
It is staffed by an average of 234 professionals. It serves as a referral center for primary hospitals. 
It serves as a training center for health officers, nurses and emergency surgeons categories of 
health workers.


A specialized hospital serves an average of five million people. It is staffed by an average of 440 
professionals. It serves as a referral for general hospitals.


Ethiopian Health Tier System 


Tertiary level health care


Primary level 
health care 


Health post (3,000 - 5,000) people 


RURAL URBAN 


Health
center
40,00


people  


Health Center (15,000 - 25,000)
people 


Secondary level health care 


Primary hospital
 (60,000 - 100,000) people  


General Hospital (1-1.5 million)
people 


Specialized 
Hospital 


3.5 - 5.0 Million 


Figure 9: Ethiopian Health Tier System
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6.2.  HSTP Governance
Governance, in the context of the HSTP, means how the development and implementation 
of the plan is organized, managed and communicated – the responsibilities of the different 
organizations involved, the mechanisms for policy-making, planning, monitoring and evaluation 
and coordination between these core areas.  This is not limited to government officials alone 
but all citizens, NGOs and development partners as all have a stake and relevant role to play in 
the governance of the HSTP.  Governance is important to ensure that plans are actually owned 
and implemented – and it is particularly important that governance responsibilities are clear in a 
country with a Federal System.


The governance structure should encourage:


• Responsiveness (making services needs-based)


• Inclusiveness (taking different groups and needs into consideration)


• Accountability (making roles and responsibilities clear)


• Transparency (making it clear on the where, when and how decisions were reached)


• Participation (involving all relevant stakeholders)


The governance of the HSTP is defined and developed within the context and framework 
of the wider political system of the Federal Democratic Republic of Ethiopia.  In other words, 
it is essential to link the governance structure of the HSTP with that of the Country’s overall 
governance structure and the Federal system.


The HSTP is a sector-wide approach with national health targets and vast resource requirements.  
It cannot be implemented by the public sector alone, but must also involve the concerted efforts 
of development partners, the private sector, non-governmental organizations and the community 
at large.  The governance of the HSTP comprises structured consultation forums and a joint 
decision-making framework.  Therefore, to coordinate and oversee the implementation of the 
sector program, the HSTP will have the consultative and review institutional frameworks described 
below.  The existing fragmented programs and/or donor specific coordination mechanisms should 
fit into these institutional frameworks.


Joint Consultative Forum (JCF)


The JCF is the highest governance body which decides, guides, oversees and facilitates the 
implementation of the HSTP.  It is also a forum for dialogue and consultations on the overall 
policy direction, reform and institutional issues of the health sector between the Government, 
development partners and other stakeholders.


The JCF plays a leading role in mobilizing resources to fund the sector in a  sustainable manner; 
in promoting harmonization for aid effectiveness in the sector and in closely monitoring the 
implementation of core tracked programs.  These programs include the Health Extension 
Programme, HIV/AIDS prevention and control, Human Resources Development, Reproductive and 
Family Health/Population and Health Systems Strengthening.


The JCF will also play a leading role in expanding the involvement of the private and NGO sectors 
in health service delivery.


The JCF shall be chaired by the Federal Minister of Health.  Its members shall include high level 
representatives of the appropriate federal government bodies, including the head of the Oromia 
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Health Bureau, representatives of the HPN Development Partner groups (multilateral and bilateral 
development partners), NGOs, the private sector and health professionals associations.  


The JCF shall meet at least every quarter (usually in the months of July, September, January and 
April). 


The Policy and Planning Directorate (PPD) of the Federal Ministry of Health will serve as the 
Secretariat of the JCF and of the HSTP.  The Secretariat is responsible for the follow-up of decisions; 
for the day-to-day activities of the JCF; for organizing its deliberations, functioning as its reporter 
and creating an effective linkage with the RJSCs.


The Joint Core Coordinating Committee (JCCC) 


The Joint Core Coordinating Committee is a committee that serves as the technical arm of the 
JCF.  The JCCC assists and works closely with the Secretariat of the HSTP in following up the 
implementation of the decisions of the Joint Consultative Forum and recommendations of the 
various review missions of the HSTP.  The HSTP should have both a Mid-Term Review and a 
Final Evaluation.  It is also responsible for assisting the Secretariat in organizing the review, 
monitoring and evaluation activities of the HSTP and in co-coordinating the operational research 
and thematic studies.


The JCCC will be composed of PPD staff and 7 senior staff (with HSTP experience) from the HPN 
Group.  Staff from other FMOH Directorates can be invited as required.  The Director of Policy and 
Planning of FMOH will chair the JCCC. 


FMOH-RHBs Joint Steering Committee


The FMOH-RHBs Joint Steering Committee is a forum that brings together the Federal Ministry 
of Health and the Regional Health Bureaus.  The meeting is chaired by the Minister of Health, and 
the participants include the State Ministers of Health, Regional Health Bureau Heads and heads 
of departments/services of the Ministry and the RHBs.  The Committee should meet every two 
months.


The basic objective of this forum is to facilitate the effective and smooth implementation of the 
HSTP priority issues.  This is done by bridging communication gaps between the two levels; by 
improving internal harmonization and coordination; by closely monitoring progress and problems 
at the operational level and by taking joint corrective measures.  The Joint Steering Committee will 
focus on a number of implementation issues including: overview of implementation progress and 
problems; identification of major implementation bottlenecks such as resource flows, utilization, 
reporting etc.; introduction of new initiatives, policy guidelines and programs and creating systems 
and mechanisms for information and experience sharing etc.


6.3.  Planning and Budgeting
This chapter describes the health sector’s planning and budget systems and how they can be more 
harmonized - i.e. how they can be developed into the “one plan, one budget” strategic initiative. 
The heart of this chapter is the section on Annual Plans, which describes the link between the 
vertical focus on national priorities and the horizontal linkages which bring in local resources and 
priorities. 


“One plan” is the idea that all the major activities happening at various levels of the health system 
are included in one joint plan. “One plan” means that all stakeholders agree to be part of a broader 







145
Health Sector Transformation Plan


sectoral plan. The manual sets out how adherence is enforced.  The idea is that development 
partners and implementing partners can see how their inputs fit into the broader sector plan. 
Development partners can still have their own internal plans for their own use but should fit 
into the “one plan” of the health sector. This move towards one plan is challenging and it will 
require changes in behavior from government and development partners.  DPs to ensure that the 
Implementing Partners (IPs) and NGOs which they fund adhere to HSTP Harmonization Manual 
(HHM), including the  reflection of  their activities and resources in sector plans and budgets. 


To achieve one plan/one budget, two rules have to be applied rigorously: 


- Agreements with all funders need to reflect the priorities and targets of the strategic and 
annual plans.


- Finance from all sources need to be translated into the Ethiopian chart of accounts and 
fiscal year.


These rules are compatible with the health sector Code of Conduct which has been signed by 
Ethiopia’s major development partners


The overall planning framework - strategic and annual plans 


The HSTPs are nation-wide five-year strategic plans. How can they be implemented? 


Learning from past problems with planning and implementation, this HHM proposes that each 
health facility (hospitals and health centers), woreda, zone and region, plus the federal level, should 
have two plans (and only two plans) - a Strategic Plan and an Annual Plan. The Strategic Plan is 
a reflection of HSTP in a particular region or woreda. Annual plans break down these strategic 
plans further into shorter periods of time. The connections between the overall strategic plan, 
geographical strategic plans and annual plans should always be clearly stated. 


Guided by the key priorities identified by the FMOH and HSDP, both strategic and annual plans 
should be: 


• Linked to resource mapping at the appropriate level, which includes financial and non 
financial resources received from all financing sources - government, development partners, 
implementing partners, NGOs, fees, etc. This is the connection with the “one budget” 
strategic initiative.  


• Approved by the relevant local government authority. 


• Linked to other plans by time (strategic→annual) and geography (federal→ regional (zonal) 
→woreda). 


• Comprehensive (covering all relevant activities in the health sector). This means including 
relevant stakeholders activities. It is important that all major activities are reflected in 
government plans, even if, in the short-term at least, they are not reflected in the main 
government budget. 


• Prioritized and measurable with clearly defined outputs.


How can strategic and annual plans at all levels be compatible with the principle of “one plan, one 
budget, one report”? The “one plan” refers to the fact that these plans are all linked together in 
effect as sub-plans of the HSTP, broken down by time and geography. “One plan” also refers to 
the fact that there are no separate donors or program-specific plans which describe different or 
contradictory sets of activities. There can, of course, be plans for a particular program or similar, 
to describe its detailed work. The crucial point is that these should be explicitly linked to the 
overall annual health plan for the area and should reflect its overall priorities and actions. 
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6.4.  Inter-sectoral Collaboration and Public-Private Partnership
There is an increasing recognition worldwide that health is an integral part of sustainable socio-
economic development efforts. In recent years, the United Nations Millennium Development 
Declaration has become a rallying call to improve health in all parts of the world. The millennium 
declaration focuses on broad, multi-sectoral approach to every efforts and national plans for 
development, including health. Countries should strive to achieve great improvement in the 
health of every citizen in their respective country. To achieve this lofty goal, countries should 
address, along with the provision of health care, the environmental factors that contribute to 
the society’s collective health and illness by placing particular emphasis on the determinants of 
health. Health determinants are a range of personal, social, economic, and environmental factors 
that determine the health status of individuals or populations. Improvement in the health status 
of people, therefore, cannot be achieved fully by only treating and managing diseases and injuries, 
but also require collective actions by a wide ranging actors outside the health sector such as  
agriculture, infrastructure, education, environmental protection, etc. These actors may usually 
include government agencies at different levels, but other community groups also have vital roles 
to play in the inter-sectoral collaboration for health efforts. The health sector itself cannot be 
the exclusive domain of the public sector, but should be a collaborative endeavor through public/
private partnership, the involvement of the NGO sector and private for profit health delivery 
system. 
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6.5.  Risk Mitigation Strategy
The health sector has identified risks that can hamper the achievements of health outcomes in 
the SWOT analysis. This shows the strategies to mitigate the major risks of the health sector.


Table 15: Risk Mitigation Strategy


Rating Risks/Assumptions Mitigation strategy
1 High Sub-optimal service 


availability and readiness 
at health facilities, including 
problem of utilities


The health sector shall implement the following 
strategies to improve quality through the health 
systems: improving the functioning of the health 
facilities (rehabilitating and equipping health facilities, 
availability of trained staff, address shortage of 
essential medicines and supplies in health facilities etc.)


2 High Health emergency Strengthen health sector and multi-sectoral 
coordination mechanisms to facilitate joint action 
on risk reduction, response and recovery; education 
and information to build culture of health, safety and 
resilience at all levels; enhance regular risk assessment 
(hazard, vulnerability, and capacity analysis) and 
early warning; and development of public health risks 
profile maps for each woreda; reduction of underlying 
risk factors to health and health systems; strengthen 
emergency preparedness for effective health system 
response and recovery at all levels


3 High Increasing pull factor for 
health workers to address 
inadequate staffing


Increased investment in Human resources for health  
development: train, recruit, deploy and retain sufficient 
HRH for effective delivery of the desired health services


4 Medium Inadequate budget allocation 
from government


The health sector shall work with all sections of 
government to ensure buy-in for its programs; 
Continued political commitment at all levels (national, 
regional, zonal and district levels) to increase budget 
allocation to health


5 Medium Excessive demand of 
health services due to the 
community and social health 
insurance scheme 


The health sector shall work with government bodies 
at all levels and relevant sectors to ensure proper 
enrolment; implement the mitigations against demand 
side moral hazard, shall work to improve the capacity at 
all levels; and shall continue improving quality of health 
services 


6 Medium Inadequate private sector 
involvement especially in 
manufacturing and highest 
level hospital services


The FMoH will work with other Government Ministries 
and Agencies, Civil Society Organisations, the private 
sector to attract investment; strengthen Public-Private 
Partnership


8 High Sudden Decline in donor 
source funding


Proactive and innovative domestic financing 
mechanisms; enhance health partnership and 
coordination; strengthen harmonized efforts, simplify 
administrative procedures and improve effectiveness, 
the “One plan, one budget and one report” principle; 
mobilize aligned external resources through 
enforcement of mutual accountability and trust 


7 Medium Insecurity of neighboring 
countries that are fragile 
states 


The FMoH will work with other Government Ministries 
and Agencies, Civil Society Organizations, and 
neighboring countries to prevent and control any cross-
border health and health related issues. Strengthening 
global health diplomacy
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HSTP Monitoring and Evaluation 
Framework


Chapter 7
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Chapter 7: HSTP Monitoring and Evaluation 
Framework
7.1. Measuring progress towards Universal Health Coverage: the 


focus on equity and quality
The M&E framework, an integral part of the HSTP, builds on the existing M&E system with 
overarching principles of integration, simplification, and standardization. It is outlined in Figure 1, 
showing how inputs are translated into outputs, outcomes and impact. System inputs, processes 
and outputs reflect health systems capacity, whereas outcomes and impact reflect health 
systems performance.
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Figure 10.Monitoring and evaluation framework of the health system.
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In the HSTP period the M&E system will be transformed to fulfill the information demand for 
decision making towards quality and equity. The following key interventions will be implemented 
to transform the existing M&E system. They will be stated in detail in the M&E framework.  


 
Key Initiatives to transform the M&E system


• Digitizing the manual health information system that enhances analysis of equity and 
quality 


• Implementing Health Information System Quality Improvement Program (HIQIP) and 
Linking DQA with SARA as well as conducting district LQAS


• Strengthening accountability framework through scale-up of institutional and community 
based scorecard and reinforcing towards zero - parallel reporting 


• Involving stakeholders in M&E starting from design of intervention to process and impact 
evaluation


• Strengthen information use culture primarily at local level and link decision with action    


Monitoring Equity 


At the heart of UHC is a commitment to equity. FMOH through HSTP envisions all of its citizens 
enjoying equitable and affordable access to all types of health services. To realize this, it entails a 
robust M&E system that highlights status of utilization of health services and desirable healthy 
practices using key equity lenses. So in addition to measuring average or aggregate levels of 
indicators, it is essential to have measures disaggregated by a range of demographic (i.e., age and 
sex), geographical (i.e., urban/rural and regional differences) and socio-economic (i.e., wealth and 
education) stratifiers as well as to develop appropriate indicators reflecting equity.


Simple measures of inequality, such as difference and ratio, are best suited for comparisons of 
equity stratifiers that consist of two subgroups (e.g., urban/rural, regions). Difference measures 
absolute inequality, reflecting the magnitude of difference in the health indicators between two 
subgroups. The Ratio is an expression of the relative inequality reflecting proportional differences 
in health among subgroups.


For equity stratifiers that consist of more than two subgroups with natural ordering (i.e., wealth 
quintiles), complex measures are used to determine inequality across all subgroups: for example, 
the concentration index (visualized through the concentration curve) is a measure of relative 
inequality, expressing the disproportionate distribution of services.


Below are core list of indicators to be addressed using the equity stratifier in the HSTP as there 
is wide disparity by indicated stratifier. The plan is to reduce the inequality in selected stratifiers. 
The target is to bring ratios of a given stratifier to one and absolute difference to Zero.    
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Table 16: Core Equity Indicators 


1 Ratio of deliveries assisted by Skilled Birth Attendants between pastoralist and non-pastoralist 
woredas


2 Ratio of deliveries assisted by Skilled Birth Attendants between Rural and Urban woredas
3 Difference of SBA between lowest and highest quintiles
4 Ratio of Pentavalent 3 coverage between median of  woredas  below half of national median and 


national median  
5 Difference of Pentavalent 3 coverage  between bottom and top wealth quintiles of rural Woredas
6 Difference of OPD attendance between lowest and highest quintiles
7 Ratio of OPD attendance between  Females and Males
8 Ratio of OPD attendance between Rural and Urban 
9 Ratio of OPD attendance Between Pastoralist and Non pastoralist
10 Difference of Stunting between lowest and highest quintiles
11 Ratio of Currently on ART between pediatrics (<15) and Adults (>15)
12 Ratio of Tuberculosis Case Detection between Pediatrics (<15) and Adult (>15)
13 Ratio of facility utilities (water, electricity, sanitation facilities and ICT network) between pastoralist 


and non-pastoralist
14 Availability of essential drugs by Rural and Urban facilities


Monitoring Quality of Care 


Strategic Theme 2 “Excellence in quality assurance”, described the quality dimensions efficiency, 
effectiveness, acceptability, equitability, safety and timeliness. These dimensions will be further 
refined through the development of national health care quality strategy. Measures in all 
dimensions are included in the M&E framework. The Key Performance Indicators of hospitals will 
be revised and cascaded to health facilities to enable comprehensive assessment of the quality 
related performance of the heath care system.   


The M&E system will strengthen the quality of health service through provision of information 
to individuals, families and communities to make informed choices. It also focuses on providing 
information to health workers across organizational boundaries, continuum of care, and provides 
current evidence on best practice and expert system to ensure optimum care for patients.     


Monitoring Universal Health Coverage 


Monitoring progress towards UHC should be integral to tracking overall progress in health and 
performance. To monitor UHC, 17 “tracer” indicators are identified to show levels of coverage 
with health services and financial protection, with a focus on equity. The indicators are selected 
based on criteria that reflect Ethiopian unique epidemiological, demographic profile and economic 
progress as well as measures of progress that are valid and comparable among countries. The 
indicators will be aggregated to an index that provides a snapshot of health system performance 
called “UHC index”. A target of at least 85% coverage of essential health services is set for UHC 
index.  
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Table 18: Core Indicators to measure Universal Health Coverage (UHC index)


I Health Service Coverage
1 Contraceptive Prevalence Rate (CPR)/ CAR 
2 Deliveries attended by skilled health personnel 
3 Proportion of women having at least 4 visits of Antenatal Care
4 Pentavalent 3 Immunization coverage/ Measles Immunization Coverage 
5 TB case detection rate for all forms of TB 
6 % Women age 30 - 49 years screened for cervical cancers
7 ART Coverage (Currently on ART)
8 Number of malaria deaths per 100,000 population at risk
9 Proportion of households with access to improved latrine and hand washing facilities
10 Outpatient attendance per capita
II Financial Protection Coverage
11 Proportion of households enrolled in community based health insurance
12 Proportion of households with catastrophic out-of-pocket expenditure exceeding 40% 
13 Out of Pocket Expenditure 
III Health Systems
14 Availability of essential drugs for primary, secondary and tertiary healthcare 
15 Proportion of health facilities met data verification factor within 10% range for SBA 
16 Health workers per 1,000 population
17 Facility with functional utilities (Electricity, water, sanitation facilities and ICT networking 


equipment)


7.2. Transforming data into information and information into ac-
tion: the data cycle 
HSTP identified evidence based decision-making strategic objectives to transform the existing 
M&E system. That means an effective cycle of data gathering, sharing, analysis, understanding, 
reporting and application in decision-making - the process whereby data are transformed into 
information and knowledge for action. 


This section will describe components of data cycle. It highlights the current situation and 
indicates improvements to be made in the coming years. Details of the data cycle components 
are explained in the Road Map of Health Information System (HIS 2013-2020). To address the 
intent of the HSTP, the HIS will further be developed to National Monitoring & Evaluation Strategy. 


Data sources


Multiple data sources will be used in the M&E framework of HSTP. Data sources will include 
routine administrative sources (such as the Health Management Information System), household 
surveys (such as the Demographic Health Survey, MIS, EPI coverage survey, NHA), health-facility 
surveys (such as Service Provision Assessment – SPA+ and Service Availability and Readiness 
Assessment – SARA), disease and behavioral surveillance, civil registration and vital statistics, 
financial and management information, censuses and research studies. 


Administrative reports are a type of report that primarily shows status of project implementation. 
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FMOH receives these reports from Agencies, Directorates, RHBs and different stakeholders. 
Administrative reports provide information on health inventories, supervision, logistics 
management, financial resource flows and expenditures at national and sub-national levels that 
are not tracked through routine health management information system.


Data from both public and private sectors will be gathered to provide a full picture of health 
system performance. Since many determinants of health are found outside the health system 
(i.e. education, road infrastructure, water and sanitation), it is crucial to integrate data sources 
from other sectors. Multi-sectoral monitoring will include a variety of programs, such as nutrition, 
water and sanitation and HIV/AIDS programs.


Registration of population vital events from birth to death will enable the routine production of 
vital statistics essential for improving health outcomes. It will allow a better measurement of 
demographic and epidemiological patterns and trends as well as improve monitoring of health 
inequalities. In this regard, the Ministry of Justice has already established the National Vital 
Events Registration Agency (VERA), and the National Vital Events Registration Council (including 
FMOH) is already in place.


FMOH and CSA have been working closely on identifying the data gaps that could be filled 
from population based sources. Inclusion of key indicators relevant for the health sector in 
the Population and Housing Census and in the Ethiopia Demographic and Health Survey is the 
reflection of such close collaboration. 


Indicators


List of input, output, outcome and impact indicators are included in the M&E framework, together 
with their baseline and target in the HSTP period. Input indicators will help ensure that resources 
are properly mobilized, equitably distributed and efficiently utilized for ensuring quality and 
addressing inequalities. Output indicators will be used to measure utilization and coverage, and 
assess whether the services are provided to the intended target groups. Outcome and impact 
indicators have the advantage of being “integrative” (i.e. many different factors are “integrated” 
into the outcome/impact), reflecting the end result of interventions within and outside the health 
sector. There are a total of 167 indicators selected to monitor and evaluate the HSTP (56 to 
measure health system performance and 111 indicator related to program and health outcomes). 
In addition, Agencies and Directorates in the MOH will have specific indicators related to their 
operational and program monitoring and evaluation.   


Data quality


Issues affecting data quality are not only related to technical factors, such as data-collection tools 
and processes and IT devices, but include also organizational and behavioral factors: all these 
factors will be properly addressed in HSTP to ensure sustainable production and use of good-
quality information. The information from routine data source such as HMIS and information 
reported from population based surveys such as DHS may have some discrepancy due to different 
methodology implemented. Caution should be exercised in interpreting differences between DHS 
and HMIS estimates that may be related to different causes, including: (i) different data sources (i.e. 
DHS is population-based, while facility-based source is used in HMIS); (ii) different timeframe of 
indicators  (i.e. percentage of skilled birth attendance from DHS refers to the five years preceding 
the survey, while  it refers to the same year from HMIS); (iii) different definition of indicators (i.e. 
antenatal care coverage from DHS includes only those visits performed by health professionals, 
while all visits are included in the estimation of antenatal care coverage from HMIS); and (iv) 
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different type of errors (i.e. sampling errors and recall bias from DHS, while errors in calculation 
and reporting, with subsequent  over- or under-estimation of indicators, are more frequent in 
HMIS). Thus, the M&E framework will ensures the reliability of different data sources through 
conducting special surveys, conducting similar regional level surveys and conducting district level 
Lot Quality Assurance Sampling (LQAS).


FMOH has recently prioritized and undertaken a major nationwide initiative with the aim of 
enhancing data quality. Accordingly, Health Information Quality Improvement Plan (HIQIP) has 
been developed and implemented nationally to overcome the challenges related to data quality.  
As part of the HIQIP initiative, the FMOH has adopted the WHO Data Quality Assessment (DQA) 
tool and has been conducting regular data quality assessments to identify gaps and improve data 
quality.


FMOH will build capacity of RHBs and WoHOs to cascade routine RDQA to lower levels. To enhance 
the reliability and credibility of routine health information system, DQA will be integrated with 
SARA. Then DQA-SARA will include Disbursement Linked Indicators (DLI) such as CPR, ANC 1st 
Visit, Penta III, Skilled Birth Attendant and report timelines. In addition to this, guidelines will be 
prepared to assess data quality as an entry to facility technical assistance, supportive supervision 
and mentoring. Additionally, detail assessment of data quality will be conducted in collaboration 
with CSA.  


Data management


The information from various sources will be kept in an integrated data warehouse and repository 
for easy access, triangulation and made accessible to all stakeholders, so that self-generated 
reports and analytical reports will be produced by responsible agencies and disseminated. Data 
exchange standards will be implemented in the various HIS components to enable interoperability 
among the different systems. In order to realize this, rules, regulations and guidelines will be 
issued and infrastructure will be developed. As depicted in the figure below, an integrated HIS 
is designed to pull together data from a range of sources, so that all information is stored in 
such a way that it can be easily found by users in different locations, in a form that is suited to 
their needs.  The HIS should have in place appropriate measures to ensure data security as well 
provisions for data confidentiality based on appropriate legislation and/or policies that aim to 
protect the privacy of patients and healthcare providers. It includes consent for both information 
storage and use. Privacy in health, however, needs to be considered in line with broader cross-
sectors privacy regulations.
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Figure 11  : HIS Implementation Framework


Concerning data analysis, due emphasis is given on use of different techniques. At local level 
decision support systems and simple analysis mechanisms have been established. At regional 
and federal levels progress tracking, estimation, projection and modeling tools as well as in-
depth analysis tools have been used. For equity monitoring purposes, simple measures, such 
as differences and ratios across stratifiers (dimensions of inequality), will be used to assess 
distributional inequalities, as well as complex indexes, such as slope index of inequality and 
concentration index, will be conducted to provide additional measures of inequalities.


Data reporting


Information flow of the existing HIS system follows the “one report” principle of “one plan-
one budget-one report” harmonization, meaning that all institutions and stakeholders report 
according to the standard reporting format based on the common set of indicators and to one 
monitoring calendar, as stipulated in the Health Harmonization Manual. 


Involvement of development partners and programs in the overall process of health management 
information system revision, and efforts to regularly review and provide feedback has significantly 
reduced the rampant parallel reporting. HSTP will regularly assess reporting mechanism and 
implement interventions to ensure accountability towards “Zero Tolerance for Parallel Reporting”. 


On the other hand, the PYRAMID shape information flow will be systematically strengthened 
by identifying more and more indicators to be utilized at lower level such as districts and health 
facilities. For instance, use of Hospitals Key Performance Indicator (KPI) will be enhanced to 
address the quality and equity of service delivery at local level. 
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Furthermore, Ethiopia will contribute to global reporting for the production of global statistics and 
assessment for the achievement of global goals (such as Sustainable Development Goals) as well 
as comply with International Health Regulations concerning selected epidemic prone diseases 
and public health emergencies of international concern.


Use of information for action


Available information needs to be disseminated in a timely manner and used for strategic decision 
making at all levels of the health system. Focus will be given on strengthening information culture, 
knowledge management and capacity to use information for action at all levels. 


To systematically undertake follow-up on the decisions and recommendations from meetings, 
reports and studies, a decision tracking matrix will be developed along with the annual 
comprehensive plan. It will serves as a frame work for linking data with action within the 
governance structure of the health sector. The Policy Planning Directorate will produce a report 
that will detail the level of execution of each actions, barriers and alternative solutions. 


Dissemination and communication 


M&E findings will be disseminated to stakeholders using different channels. Monthly, quarterly, 
and annual reports will be produced in the health sector according to the Health Harmonization 
Manual. Bi-annual and annual performance reports will be submitted to the relevant government 
bodies. M&E digests, health bulletins, newsletters and fact sheets will be produced as per 
established schedules.  The FMOH has been publishing Health and Health Related Indicators 
annually and more recently, RHBs have started producing similar materials. These publications 
provide information on demographics, health facility and personnel distribution, annual service 
coverage and disease patterns. All regions will have their own web sites where similar information 
can be obtained electronically.


FMOH will strengthen electronic outlets, such as the web site and social media, for dissemination 
of results. Furthermore, documentation of best practices and dissemination of results will also be 
promoted at the international level through participation in international conferences, contribution 
to the debate on global health issues and publication of scientific articles in international journals.


Performance review


The HHM calls for every two months, quarterly, biannual and annual participatory review meetings 
at all levels.  In these meetings, local authorities and health partners are brought together with 
health institutions’ staff to review performance, based on the health institution’s own self-
assessment, and to determine actions needed to ensure achievement of the annual plan. The 
health sector officials involved represent the implementing institutions for each level: the FMOH 
gathers RHB managers and program experts in an Annual Review Meeting (ARM); RHBs meet 
ZHD, WorHO and hospital managers; WorHOs review performance in the presence of health 
center and health post heads and staff and Health Posts gather HEWs and volunteer community 
health workers.  


During these meetings, strengths and challenges will be reviewed and future plans will be agreed 
upon. To enhance the relevance of ARM, in-depth studies will be conducted on selected key 
themes. In addition, MOH will strengthen the capacity of regions to conduct self- evaluation that 
considers their specific context. 
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FMOH will conduct inspections to verify activities undertaken at grass roots level. Inspections 
will be a mechanism to verify the routine reports as well as to promote accountability, ensuring 
compliance with agreed performance standards and targets.  


FMOH has developed the maternal, neonatal and child health (MNCH) scorecard and progress 
in the MNCH program is monitored every quarter. The MNCH scorecard visually highlights high-
performing areas as well as low-performing areas showing bottlenecks to be addressed through 
locally adapted solutions. Based on lessons learned, a disease scorecard is developed to inform 
on the status of morbidity and mortality. There will be an expansion of scorecards to address 
programs that need multi-sectoral coordination such as Nutrition, WASH, Accountability and 
Health System Governance. Additionally, the scorecard will be cascaded to lower levels. The 
scorecard will be further strengthened to compare the change in Woredas with poor infrastructure.


Evaluation


Different evaluation mechanisms are outlined in the Health Harmonization Manual, including Joint 
FMOH-HPN Review Mission (JRM), Mid-Term Review (MTR) and Final Evaluation of the strategic 
plan. 


In response to the shift to results and outcomes, impact evaluation will be institutionalized in 
the M&E system to measure the causal effect of priority programs on an outcome of interest. 
Not all programs warrant impact evaluation. Only selected few interventions that are innovative, 
where little is known on their effectiveness in global or Ethiopian context, which can be scaled 
up, are strategically relevant and their results could be used to inform key policy decisions are 
eligible for impact evaluation. Focus will be given to impact evaluation methods that fit into the 
operational context of programs. With this in mind, and to minimize cost for impact evaluation, 
approaches such as contribution analysis will be emphasized to get harmonized efforts on the 
study of interest. Joint evaluations, country wide evaluations and thematic evaluations will be 
part of the impact evaluation institutionalization effort.      


Involvement of all stakeholders 


HSTP promotes the involvement of all stakeholders in the M&E process  including finance 
providers, managers and users of health service. From this perspective, it is crucial to further 
promote community participation in planning, development, implementation, review and 
appraisal of health service delivery. Thus communities will be involved in rating the health system 
as well as the level of community involvement/contribution in the health sector will be assessed. 
Community scorecard will be implemented to regularly measure the responsiveness of the health 
system, satisfaction of the community and identify priority areas of the health sector.  


Recently the FMOH has started involvement of key stakeholders in review of sector performance 
which is called “360 Performance Evaluation”. It aims to understand service provision capacity of 
FMOH from multiple perspectives. The results of the evaluation are used to improve the process 
of service provision, communication and to focus on value added activities. It is one of the tools to 
address harmonization and alignment in the health sector. In the review process regions, agencies, 
directorates, development partners, professional associations, private sector and civic societies 
are involved in addition to performance monitoring of PPD and self-evaluation. The involvement 
of civil society entities such as the cancer society and youth forum helps to deal with equity. In 
addition to this, HSTP will focus on measuring the contribution of key stakeholders as well as joint 
assessment of harmonized efforts. 
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LIST OF ACRONYMS  


ART Antiretroviral Therapy 
BSC Balanced Score Card 
BEMONC Basic Emergency Obstetric and Newborn Care 
COC Certificate of Competence 
CDC Centers for Disease Control and Prevention 
CPD Continuing Professional Development 
CEO Chief Executive Officer 
DTU Debre Tabor University 
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HRM Human Resources Management 
HSEDC Health Sciences Educational Development Center 
ISS Integrated Supportive Supervision 
IST In Service Training 
IT Information Technology 
JD Job Description 
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MDR-TB Multi-drug resistant Tuberculosis 
MOU Memorandum of Understanding 
MNCH Maternal, Newborn and Child Health 
NIMEI New Innovative Medical Education Initiative 
OSCE Objective Structured Clinical Examination  
PMTCT Prevention of Mother to Child Transmission 
QA Quality Assurance 
QI Quality Improvement 
RHB Regional Health Bureau 
RHSC Regional Health Science College 
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SNNPR Southern Nations, Nationalities and Peoples Region 
SPA Student Performance Assessment 
SOP Standard Operating Procedures 
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TOT Training of Trainers 
TVET Technical and Vocational Education and Training 
TWG Technical Working Group 
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1. Reporting period 


 
From  


01 October 2015 


 


To 


30 September 2016 


 


2. Publications/reports 
Did your organization support the production of publications, reports, guidelines or assessments 


during the reporting period? 


 


No/Not Applicable     


Yes    If yes, please list below: 


Publications/Reports/Assessments/Curriculums 


Title Author Date 


Proposal for restructuring HRM 
Support Process at SNNP 
Regional Health Bureau 
(Amharic Version) 


SNNPRHB October, 2015 


Factors Affecting Turnover 
Intention among Nurses in 
Ethiopia – World Health & 
Population, 16(2) December 
2015: 62-
74.doi:10.12927/whp.2016.24491 


Ayalew F, Kols A, Kim Y, 
Schuster A, Emerson M, 
Roosmalen J, 
Stekelenburg J, 
Woldemariam D, Gibson 
H 


Feb 2016 


Preparing the Health Workforce 
in Ethiopia: A Cross-sectional 
Study of Competence of 
Anesthesia Graduating Students 
– Education for Health, 29 (1) 
April 2016 


Kibwana S, 
Woldemariam D, 
Misganaw A, Teshome 
M, Akalu L, Kols A, Kim 
Y, Mengistu S, 
Roosmalen J, 
Stkelenburg J. 


Mar 2016 


Using task analysis to generate 
evidence for strengthening 
midwifery education, practice, 
and regulation in Ethiopia – 
International Journal of Women’s 
Health, Volume 8, pg 181-190 


Yigzaw T, Carr C, 
Stekelenburg J,  
Roosmalen J, Gibson H, 
Gelagay M 


May 2016 


 


If Yes, Please attach an electronic copy of each document as part of your submission. 
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3. Technical assistance 
Did your organization utilize short-term technical assistance during the reporting period? 


No/Not Applicable     


Yes    Please list below: 


 


Consultants/TDYers 


Name Arrival Departure Organization Type of Technical assistance provided 


Jane King, 
Cristina 
Santos, 
Susan 
Fawcett 


9 April 20 April Open 
University 


Conduct a technical training update 
workshop for faculty teaching the 
human resources for health and health 
economics postgraduate programs 


Jackie Lemlin 9 May 20 May MSH Provide programmatic and 
management support to the Project, 
including reviewing cost share 
requirements, supporting reporting, 
and reviewing deliverables against 
planned activities 


Susan 
Fawsett, 
Academic 
Program  
Manager 


11 July 13 July Open 
University 


Participate in the HRH Year Five work 
planning meeting and conduct an 
evaluation of the post-graduate 
master’s degree program at the Addis 
Continental School of Public Health 


Young Mi 
Kim, Senior 
Research 
and 
Evaluation 
Associate 


21  Sep 23 Sep Jhpiego Provide research support for data 
analysis and manuscript development 


 


If Yes, Please attach an electronic copy of the TA report as part of your submission. 
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4. Travel and Visits 
Did your organization support international travel during the reporting period? 


 


No/Not Applicable    


Yes    Please list below: 


International Travel (All international travel to conference, workshops, trainings, HQ or meetings). 


Name Destination Departure 
from 
Ethiopia 


Arrival  Host 
Organization 


Purpose of the travel 


Mihereteab 
Teshome 
 
 


Philadelphia 
 
 
 
 
 


3 Oct 
2015 
 
 
 
 


28 Oct 
2015 
 
 
 
 
 
 


Foundation for 
Advancement of 
International 
Medical 
Education and 
Research 
(FAIMER) 


Participate in a medical 
education fellowship  


Fantu Abebe 
 


Philadelphia 
 


3 Oct 
2015 
 
 
 


28 Oct 
2015 
 
 


FAIMER Participate in a medical 
education fellowship 


Dr. Tegbar 
Yigzaw 
 


Mexico City 
 
 


18 Oct 
2015 


21 Oct 
2015 


Secretariat of 
Health of Mexico, 
the Bill & Melinda 
Gates 
Foundation, 
USAID, UNICEF, 
UNFPA  


Participate in and 
present at the Global 
Maternal and  Newborn 
Health Conference 


Dr. Damtew 
Woldemariam 


Mexico City 18 Oct 
2015 


21 Oct 
2015 


As above As above 


Manuel 
Kassaye & 
Samuel 
Mengistu 


Geneva, 
Switzerland 


20 May 
2016  


23 May 
2016 


World Health 
Professions 
Regulation 
Conference 


Present a poster titled 
“Generating an 
Evidence Base on 
Health Professionals’ 
Regulation in Ethiopia: 
A Cross-Sectional 
Study” 


Tegbar 
Yigzaw 


Baltimore, 
MD 


6 June 
2016 


3 July 
2016 


Johns Hopkins 
University 


participate in training 
for the following 
courses: Introduction to 
Systematic Reviews 
and Meta-Analysis, 
Data Analysis, and 
Advanced Data 
Analysis 
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Manuel 
Kassaye 


Chicago 5 July 
2016 


5 Aug 
2016 


University of 
Illinois at 
Chicago 


Participate in a short-
term fellowship in 
Patient Safety 
 


Yohannes 
Assemu 


Hong Kong 28 Aug 2 Sep 
2016 


16th World 
Congress of 
Anesthesiologists 
annual meeting 


Present an oral poster 
for the accepted 
abstract titled 
“Ensuring Anesthesia 
Education Quality in 
Ethiopia: Accreditation 
and Quality 
Improvement 
Standards” 


Firew Ayalew London 12 Sep 16 Sep London School 
of Tropical 
Medicine 


Participate in a 
“Systematic Review of 
Health Research” 
training 


 


Have any Monitoring Visit/supervision been made to your program in during the reporting period? 


 


Description of 
Monitoring team 


Start date End date Sites visited Written recommendations 
provided 


SIMS Visit 22 Dec 
2015 


22 Dec 2015 Ethiopia 
Midwifery 
Association 


Yes 


SIMS Visit (Ato 
Desalegn Tesfaye 
and Ato Petros 
Faltamo) 


21 Sep 
2016 


21 Sep 2016 Addis Ababa 
RHB 


Yes 


SIMS Visit 25 May 27 May HERQA Yes 


SIMS Visit (Ato 
Petros Faltamo, 
Ato Semunegus) 


3 August 3 August  FMOH Yes 
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5. Activity 
Program Area 


(Tick all which apply) 


Activity ID 


 


Activity Title ( Please write the title of the activity) 


 01-PMTCT   


 02-HVAB   


 03-HVOP   


 04-HMBL   


 05-HMIN   


 07-CIRC   


 08-HBHC   


 09-HTXS   


 10-HVTB    


 11-HKID   


 12-HVCT   


 13-PDTX   


 14-PDCS   


 15-HTXD   


 16-HLAB   


 17-HVSI   


 18-OHSS  Strengthening Human Resources for Health 
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6. Accomplishments and successes during the reporting period  
 


Result 1: Improved Human Resources for Health Management 
Good human resources for health management ensures that right staff are in the right 
place, and are performing effectively. However, until recently, human resources 
management did not receive sufficient attention and support, and was limited mainly to 
the traditional personnel administration tasks. The HRH Project has been improving 
Human Resources Management (HRM) systems and practices by working with the 
Federal Ministry of Health (FMOH), the Food, Medicine, Health Care Administration and 
Control Authority (FMHACA), Regional Health Bureaus (RHBs), Zonal Health 
Departments (ZHDs) and Woreda Health Offices (WorHOs) to build their HRM capacity. 


1.1: Improved HRM capacity at national, regional and local levels 


Enhancing the capacity of the human resource departments at the FMOH, RHBs and 
sub-regional levels is crucial to improve human resource planning, recruitment, 
deployment, training, motivation and retention. In this reporting period, the HRH 
Project continued its capacity building support as outlined below:    
 
Provide technical support for the implementation of Human Resource Management 
(HRM) Capacity Assessment Action Plans 
During Years 1 and 2 of HRH Project implementation, the foundation for HRM capacity 
building was laid by supporting RHBs to conduct participatory HRM capacity 
assessments. The Capacity Assessments were conducted at the FMOH, FMHACA, 11 
RHBs and two professional associations (Ethiopian Midwifery Association, EMwA, and 
Ethiopian Association of Anesthetists, EAA), and findings used to develop three-year 
plans of action to address gaps in HR structure and staffing levels, competence of HR 
staff, and HRM systems, policies and practices. Activities outlined in the three-year plans 
were then systematically integrated into annual HR plans at Federal and Regional levels 
to ensure sustainability of practices.  
          The HRH Project has since been providing routine supportive supervision at these 
institutions to monitor progress against planned activities, identify emerging challenges, 
and recommend appropriate measures to overcome the identified challenges.  


The HRM Capacity Assessment action plans developed in 2013 are in the final 
year of implementation. To ensure sustainability of practices, the action plans were 
integrated into annual HR plans in each region and implementation is monitored 
quarterly. In this reporting period, HRH Project staff in all regions conducted follow-up 
meetings with their regional counterparts to monitor progress against the regional 
annual HR operational plans. During the meetings, progresses and major challenges 
were reviewed; selected key findings are highlighted below: 


In Amhara, allocated budget for HRM planned activities were utilized, HRM 
policies were distributed and utilized, HR data collection, documentation and, analysis 
was done. 
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In Beninshangul-Gumuz, Routine HRM functions were conducted with the 
approval of three new positions and implementation of Balanced Score Card has been 
initiated. 


In Oromia, Routine HRM functions are being consistently implemented as per 
the regional HR policies and guidelines, Implementation of employee motivation and 
retention strategies and creation of conducive-working environment were some of the 
identified challenges. It is proposed to advocate for more attention to improve work 
climate by implementing 5S-Kaizen in the coming quarters. 


In Gambella, 3 meetings were conducted with all the RHB HR Support Process 
staff in the first quarter. Discussions focused on review of progress against the regions 
overall HR annual plan and the HRM capacity assessment action plan. Gaps identified 
included insufficient budget allocation for non-salary HR activities, distribution of job 
descriptions to staff and weak supportive supervision.  


In Harari, findings from the Integrated Supportive Supervision (ISS) and post 
HRM in-service training follow-up indicated that  HRM positions were fully filled as per 
the staffing standard in almost all the visited health institutions, the newly 
hired/deployed staff received orientation, the employment formalities and related 
documents were complete and available in personnel files of both previously hired and 
newly employed staff, complete HRM plans were available in most health institutions, 
health worker availability was above 90% in most health facilities as per the staffing 
standard and HRM data were collected and utilized. 


In Somali, it was identified HR planning and routine HRM practices were 
implemented consistently but HR data collection and reporting at rural woredas needs 
strengthening, and there was delayed implementation of the Balanced Score Card (BSC) 
approach.  Even though the Human Resources Development and Administration (HRDA) 
Support Process is negotiating with the RHB management team to improve budget 
allocation, and mobilize financial and material support needed to strengthen the Human 
Resources Information System (HRIS) and BSC implementation, there is still insufficient 
budget allocation for non-salaried activities and delayed implementation of Balanced 
Score Card. It is proposed to work closely with the HR Core process, RHB management 
and other stakeholders to progressively address the identified gaps. 
          In Benishangul- Gumuz, supportive supervision was conducted from the RHB to 1 
ZHD and 13 WorHOs. Findings included challenges related to the fact that the HR plans 
did not include the existing number and future needs of the health workforce, and were 
not integrated into the health sector plan, and none of the WorHOs had discipline & 
grievance guidelines. Following the review meetings all regions expressed their 
commitment to address the challenges identified.   


Review meetings were also conducted in Addis Ababa, Dire-Dawa and SNNP, 
RHBs, during which all the RHBs and their lower management structures expressed their 
commitment to implement activities to achieve the HRM plans.  
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1.1.2 Improve HR structure and staffing at RHB, zone, woreda and health facility levels 
 
Well-functioning human resource management systems and practices to attract, 
motivate, and retain health professionals depend on the availability of an adequate 
number of well qualified HR staff in the health sector. With technical assistance from 
the HRH Project, RHBs continued to assess and resolve their organizational structures 
and staffing challenges.  
 
Provide technical assistance to the SNNP RHB HRM Support Process (SP) to assess its 
HR structure and integrate the HR Development and Administrations SP with the HR 
Data and Statistics SP  
The HRH Project provided technical assistance for the development of a proposal to 
restructure the HRM support process at the RHB. The proposal (attached), outlines the 
current structure, challenges encountered and provides an alternative structuring that 
facilitates the effective and efficient execution of HR functions in an integrated manner.  
The proposal emphasizes on the importance of organizing the HR administration, HR 
development and HRIS as separate case teams under the HRH Management Support 
Work Process. With the proposed restructuring, the HRM Support Process will have 
three case teams: HR Admin, HR Development and HR data (HRIS). This requires 9 
additional staff. 
 
Provide financial and technical assistance to 3 RHBs to conduct consultative 
workshops to secure approval for newly proposed HR positions 
The HRH Project continued to provide technical and financial support to the RHBs to 
review existing HR structures, and based on needs, to create new HR positions at all 
levels. Support was provided to the Amhara RHB management team and the HRDA 
Support Process to negotiate with the regional civil services bureau and the regional 
cabinet for the approval of an independent HR structure and the revised proposal for HR 
structure and positions at ZHD and WOHO levels. Thirty-eight HR positions were 
approved and filled for 10 newly operationalized hospitals in the region (see Table 1 
below).  The negotiations will continue until all the 750 initially proposed positions are 
approved.  
        In Harari, technical support was provided to develop Job Descriptions (JDs) for 
additional HRM positions for the Jugol hospital (2 positions) and Harar Health Science 
College (2 positions), to reduce workload and increase efficiency of HR units in these 
institutions. The RHB is working closely with the regional Civil Service Bureau to secure 
approval for the positions. 
 
Provide technical and financial support to Somali RHB to review its existing HR 
structure  


In this report period, support was provided to the Somali RHB, where the 
regional HRM support process reviewed and restructured HR functions in the region. 
The goal of the restructuring was to reduce the high workload in the regional HR Process 
and improve capacity to effectively implement the anticipated regional HR plans.  
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The restructuring proposal was approved by the RHB management team. As per 
the restructuring, the support process will have three case teams, namely, HR Planning, 
HR Administration and HR Data Management. This will require a total of 6 additional HR 
officers. 


 
Provide ongoing technical support to FMOH, RHBs, ZHDs & Woredas to fill newly 
created or existing vacant HR positions at all levels 
In the initial years of Project implementation, support was provided to the FMOH and 
RHBs to review the existing HR structures, with the aim of strengthening HR governance 
and leadership at all levels. This effort resulted in the creation of more than 1100 
permanent HR positions in 7 RHBs and their lower levels.  


The HRH Project has been supporting the RHBs, ZHDs and WorHOs to ensure 
that all HR positions are filled with staff who have the appropriate educational 
qualifications and work experience required to effectively accomplish HR management 
tasks. A total of 358 HR positions were filled as per Table 1 and 2 below. 


 Project support includes working with the HR Support Process in each region to 
advocate for the required budget, reviewing job descriptions (JDs), developing and 
posting vacancy announcements, and facilitating orientation for the newly hired 
workers. 
 
Table 1: Number of HR staff hired and deployed in 6 regions, Oct 2015 – Mar 2016 


RHB Oromia Amhara Tigray Addis Ababa BG* SNNP DD** Total 
# of HR staff 
deployed 


34 76 23 9 5 59 1 207 


 *Beninshangul-gumuz   ** Dire Dawa 
 
Table 2: Number of HR staff recruited and deployed, April to September 2016 


Region Male Female Total 


Oromia 23 19 42 


Amhara 30 10 40 


Harari 2 1 03 


Addis Ababa not known not known 05 


SNNP not known not known 56 


BG 4 1 05 


Total   151 


 
In Oromia, the HRH Project Staff supported the regional Human Resources 
Development and Management (HRDM) Process to communicate with ZHD leaders, HR 
coordinators and WorHO leaders through telephone calls, regional supportive 
supervisions and meetings to encourage them to fill vacant HR positions. As a result, a 
sense of competition was created between the zones, and the ZHD leaders advocated 
for and obtained a budget for the vacant positions. This resulted in the recruitment of 
10 (4 female) HR positions at the WorHO levels, bringing the total number of HR staff 
deployed at rural WorHO levels to 457. An additional 4 (all female) new HR staff were 







21 October 2016 Page 14 


 


hired and deployed at ToHOs. In summary, out of the total 713 HR positions created in 
Oromia region, 572 (80.2%) have been filled with appropriate and experienced HR 
personnel.   
 
Provide technical support to RHBs for recruitment, selection and orientation of new 
staff (health workers)  


In addition to the HR positions filled, the RHBs were supported to recruit and 
deploy 8842 health professionals in this reporting (Table 3). The health professionals 
were assigned to the RHBs by the FMOH based on their requests and assigned quota, or 
recruited and selected from the labor market. As an example of need-based 
recruitment, in Tigray region, the health professionals deployed are public health 
officers and nurses who were temporarily hired to support the acute watery diarrhea 
(AWD) response in the region.   


The technical support from the HRH Project staff included developing detailed 
distribution plans for various professional cadres based on the demands of the woredas 
and health facilities in the region. In addition, support was provided for personnel 
administration tasks such as preparing employment letters, opening and organizing 
personnel files, collecting HR data as well as organizing and providing orientation for the 
newly employed staff.  


This is a very significant success for the FMOH and RHBs as previously, the RHBs 
would send back the health professionals assigned to them by the FMOH due to 
insufficient budget at the health facilities. This is commonly called artificial saturation or 
low absorption capacity of woredas/health facilities. Artificial saturation was one of the 
major challenges in the health sector where the WorHOs/health facilities were not able 
to accept health professionals despite their need to hire more to meet the service 
demands. As a result, health professionals had to go back to the FMOH to be deployed 
to other regions or they went on their own to other regions without the FMOH’s 
knowledge.  


With technical support from HRH project, HR planning and budgeting at Woreda 
levels has improved, and advocacy for improved staffing at health facilities to ensure 
improved health care delivery and health outcomes is institutionalized. Thus, the 
amount of the HR budget and absorption capacity of health facilities has steadily 
increased over the last few years.  
 
           Table 3: Number of health professionals deployed, Oct 2015 – Sep 2016 


Region Number of health professionals Deployed 


M F T 


Oromia 1674 286 1960 


Amhara 694 491 1185 


Harari 30 58 88 


Somali 331 185 516 


Addis Ababa 253 514 767 


Afar 234 241 475 
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Dire Dawa 75 105 180 


Tigray 545 1048 1593 


SNNP 1006 864 1870 


Beninshangul-gumuz 41 17 58 


Gambella 96 54 150 


Total 4979 3863 8842 


 
Provided technical support to Oromia RHB for recruitment of seconded staff 


In the reporting period, Oromia obtained financial support from the Centers for 
Disease Control and Prevention (CDC), the Global Fund, and the Global Sanitation Fund, 
to support seconded staff. HRH Project staff seconded to the region provided technical 
support for the development of job descriptions and vacancy announcements for 30 
positions, including; 6 engineers who will be upgrading health centers to hospital, 
Prevention of Mother to Child Transmission (PMTCT) and pediatric care and support 
program advisor, Adult Antiretroviral Therapy (ART)/Chronic care and support advisor, 
Biomedical Engineer, Neglected Tropical Disease Technical Advisor, 
Tuberculosis/Leprosy (TBL) and TB/HIV program technical advisor and Multidrug 
resistant Tuberculosis (MDR-TB) program Technical Advisor, Malaria Prevention and 
Control Program Technical Advisor, Sanitation Technical Advisor, an adult ART chronic 
care and support advisor, a regional M & E Officer, a data clerk, an architect, and a 
construction supervisor. 


 
1.1.3 Human resource data collection and use 


Collaborate with Human Resources Information System (HRIS) implementing partners 
to strengthen HR data management at regional level 


The HRH Project supported the RHBs as they collaborated with Tulane University and 
the CDC to automate HRIS and provide training to HRIS and HRM officers. Ongoing 
technical assistance was also provided to the RHBs and their lower level structures to 
install HRIS software, provide training to the staff strengthen HR data collection, entry, 
analysis and use for decision making. Key activities included: 
 In Amhara, with technical support from HRH Project staff, HR data were collected 


from the RHB, 13 ZHDs (including all WorHOs, HCs & Health Posts), 46 Hospitals, 5 
Regional Health Science Colleges (RHSCs), 6 blood Bank offices and 2 Regional 
Laboratories Research Institutes. Verbal and written feedback was provided to all 72 
health institutions in the region concerning HR data collection, reporting and use for 
various managerial decision making purposes. HR data entry is currently in progress. 


In the fourth quarter, HR data were collected from 72 institutions including the 
RHB, 13 ZHDs (including WorHOs, HCs & HPs), and 46 regional hospitals, 5 RHSCs, 6 
regional blood bank centers and 2 regional laboratory research institutes 


 In Oromia, Project staff extended their technical support to 19 zonal data clerks 
recruited and deployed, and with technical and financial support from the RHB and 
the CDC-funded Tulane Project, the newly hired staff were trained on HRIS, and 
supported to initiate HR data entry. Technical support from the HRH Project 
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included preparing the HR data collection format, and providing orientation on the 
format. 


 In Somali, the HRH project provided technical support to the HRDA Support Process 
to develop and submit a technical proposal to Tulane University, soliciting support 
for capacity building, materials and equipment, software and technical support 
required to strengthen HRIS. HR data is currently being collected using MS-Excel 
data entry format – in the fourth quarter,  HR data from 188 health centers and 7 
hospitals were updated.  


 In Harari, the HRH Project staff provided technical support for a HRIS refresher 
training provided for 20 (6 female) HRM officers. The HRH Project staff also 
provided technical support to the health facilities in HR data collection, processing 
(compilation and reporting) and data use during the annual data collection and post 
training follow up visits.  


 In Addis Ababa, in this reporting period, the HRH Project assisted the RHB in 
facilitating an HRIS data base management for 224 HR officers from all health 
facilities and sub-city health offices in collaboration with the RHB and Tulane 
University. HRIS software was also installed in 60 institutions (sub-city health 
offices, hospitals and health centers).  


 In Afar, technical support was provided to enter 350 health workers data into HRIS 
software. In addition, 122 employee files were updated.  


 In Benishangul Gumuz, the HRH project collaborated with Tulane University to 
install HRIS in all 3 ZHDs and 9 WorHOs. In addition, technical and financial support 
was provided to conduct HRM supervision that also included assessment of the 
status of HRIS software utilization. 1 ZHD and 5 WorHOs were visited, and the team 
provided onsite coaching on how to utilize HRIS software and resolve challenges 
that they were facing in data entry.  


 In Dire-Dawa, data has been entered for 1,589 health workers, of which 1039 
(65.4%) are health professionals and 550 (34.6) are support staff. The Project staff 
seconded to the RHB is providing regular technical support to maintain consistent 
functioning of HRIS at the RHB level, working closely with the CDC-funded Tulane 
project. 


  
Provide technical support to the RHBs during semi-annual HR data collection 
Technical support was provided to all RHBs during semi-annual collection of HR data 
(except Afar, where the region was unable to provide financial support for the data 
collection). The support included assisting with data collection, compilation, and report 
preparation. Examples include Amhara, where HR data from 72 health institutions (46 
Hospitals, 13 ZHDs, 5 Health Science Colleges, 6 Blood Banks and 2 Regional 
Laboratories Research Institutes) was collected, and a comprehensive report submitted 
to the RHB and the FMOH. Similarly, in the Southern Nations, Nationalities and Peoples 
(SNNP) Region, complete HR data was collected from all ZHDs, town administration 
health offices and special woredas. The data was aggregated by health professional 
categories and locations (zones, WorHOs and levels of health facilities), and submitted 
to the FMOH. In Dire Dawa, HR data were updated, and organized by the health facility 
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and readily available for use. Accordingly, there are a total of 1,589 health workers in 
the public sector. Of those 905 (57%) are female workers.  


In addition, FMOH requested the HRH Project to facilitate the collection of data 
from all regions on the number, distribution, degree of operations, and respective 
category of all health facilities (health posts, health centers; primary, general and 
specialized hospitals) including those under construction.  HR data were collected from 
all RHBs including distribution of health workforce by management levels (RHB, ZHDs, 
and WorHOs), and data submitted to the FMOH.  
 
Provide ongoing technical support to reinforce HR data analysis and evidence-based 
decision making 
The HRH Project has provided ongoing support to RHBs to update and use HR data for 
evidence-based decision making. Overall, the regions have strengthened their capacity 
in collecting, managing and using data for decision making. They are now using the data 
to negotiate with relevant leadership in the regions to allocate adequate budget support 
for HR functions. Selected accomplishments include: 


In Afar, vacant positions were identified and presented to the RHB management 
team.  As a result, 2 disease prevention and control officers were deployed.   


In Tigray, HR data was analyzed at the RHB level with technical support from the 
HRH Project. There are a total of 13,275 health workers in the region, of which 63% 
(8191) are female. When compared with the previous year, the health workforce has 
increased by 4% (568). There were 339 leadership positions officially recognized under 
RHB including health center directors, hospital Chief Executive Officers (CEOs), woreda 
health office heads and core and support process owners. Among these 9 positions are 
found at the RHB.  Though thirty-three percent (33%) of woreda health office positions 
are occupied by females, only 13% (42) females are assigned in leadership positions. The 
presence of this information (facts and figures) will guide the decision makers to work 
on gender empowerment, distributing opportunities for upgrading of middle and lower 
level professionals to meet the health service demand in the region.  


In Oromia, previously there was little demand for Integrated Emergency Surgical 
Officers (IESO) professionals from the hospitals in the region. The regional HRDM 
Support Work Process with technical support from HRH Project conducted an HR audit 
regarding the number and distribution of IESOs in all hospitals in the region. Based on 
the findings and taking hospitals’ workload into consideration, the Work Process 
prepared a plan and relocated IESO professionals from the hospitals with high 
concentration and/or lower workloads to the hospitals with lower concentration and/or 
higher work load. For this purpose, HR data and actual workload of the hospitals were 
used for evidence-based decision making.  


In Addis Ababa, analysis of the existing HR data showed that there was a critical 
shortage of health professionals in some facilities,  while others had more than the 
required staff. As an example, there was an excess number of health officers in 3 health 
centers of Kolife sub city health office. However, serious shortage of midwives was 
observed in 4 newly constructed health centers. Thus, the RHB determined to deploy 
staff to the health facilities where shortages and imbalances in skills mix were observed. 
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Provide ongoing technical support to RHBs to organize Personnel files 
Personnel file management is the application of systematic controls to record and 
maintain personnel information.  Organized personnel files are important to document 
and access personnel administration records such as biographical data, promotions, 
transfers, salary history, training and professional development information, and 
performance appraisals. Previously, personnel files were not well organized and usually 
incomplete, misplaced or lost altogether. Health workers had to travel back and forth 
between health facilities and management structures to obtain relevant personnel 
information, resulting in a loss of personal time, and affecting service delivery. The HRH 
Project has been supporting RHBs to improve their personnel file management 
practices.  


In the first quarter, HRH Project staff in Amhara, Oromia, Gambela, Harari and 
Somali provided support to update and organize files. In Addis Ababa, the RHB has 
decided to send all employee files to the respective hospitals and sub-city health offices 
for better personnel file management.  Subsequently, all hospitals and sub-city health 
offices have collected their personnel files from the RHB and are planning to organize 
and manage their own staff files. In Afar, files were previously organized alphabetically 
in accordance with employee names, which did not facilitate easy retrieval of files. 
Support was provided to re-arrange the files by department, and they have now been 
filed and tagged under the nine working processes. For administrative staff that are not 
categorized under the nine work processes, separate folders were created based on 
their job classification. These include guards, gardeners, cleaners (janitors), drivers, 
loading and unloading workers, NGO staff and floaters. 


 In the second quarter, 714 HR files were opened and properly documented for 
newly employed health professionals in Oromia, Harari and Somali. In SNNP, HRH 
Project staff developed a personnel file completeness checklist that was recently 
approved by the RHB. Using the checklist, the HR offices in the Human Resources Data 
and Statistics (HRDS) Support Process checked 275 files for completeness and the gaps 
were documented. This process will continue in the coming quarters.  


In Tigray, with the support of the Project, 379 personnel files were updated 
including 324 at the RHB, 24 at the Quiha Hospital, 24 in Abiadi Hospital, 5 in Adigrat 
Hospital and 2 in Maichew Hospital. In addition, 219 employee files were checked using 
the personnel file checklist – it was found that 125 employee files did not contain 
pensioner identification numbers, while 63 files did not have JDs (mainly for doctors and 
ophthalmic professionals). Copies of official transcripts were also not found in 28 health 
professional files while copies of professional licenses were missing from 36 employee 
files. All findings were analyzed and submitted to the hospital managers (CEOs) for 
action.  


In Afar, the HRDA Support Process received a new file cabinet with lock and keys 
(from the RHB) to secure employee files, and important HR documents such as policy 
packages. The files were organized in the cabinet, thus increasing confidentiality and 
security of the files and documents as well as facilitating retrieval of the files when 
needed.  
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In the third quarter, the HRH project continued its support in Amhara, Oromia, Harare 
and Somali to update and fill HR files for 606 personnel. In Amhara, orientation on 
personnel file management was provided to 12 new hospitals. In Tigray, HRH Project 
staff provided technical support to update 339 employee files in Adigrat hospital using 
the personnel file checklist. During this process it was found that 17 out of the 339 files 
were inactive, and 108 employee files did not have a pension ID number. These errors 
were addressed and the files updated. 
 


 
HR staff checking the employees file using checklist, Mekelle Hospital 


 
An additional 353 personnel files were opened and properly documented for newly 
employed health professionals and HR staff in Oromia, Amhara, Harari and Somali 
regions in the fourth quarter. 
 
1.1.4 Improve performance management systems and practices  
The Ethiopian Civil Service Performance Management Guideline stipulates semi-annual 
performance appraisals. However, understanding of the performance management 
system varies among the regions, resulting in inconsistent application of the policy 
guidelines. Key contributing factors include a lack of Balanced Score Card (BSC)-based 
planning in some regions, limited capacity in target setting, and inadequate training of 
staff in annual/semi-annual performance goal setting and management. The lack of 
individual job descriptions (JDs) and/or the fact that copies of the existing JDs are not 
provided to the employees is another major challenge to improving performance 
management systems. 


In this reporting period, the HRH Project continued to provide technical support 
to all regions to develop/update JDs for health workers, provide copies to the staff, and 
orient staff on their respective roles.  


 
Provide ongoing technical support to the RHBs to review and update existing Job 
Descriptions (JDs) 
JDs enable staff to clearly understand job roles and expectations, and form the basis for 
performance planning and evaluation of individual staff. This activity was planned for 
the FMOH and selected RHBs (Amhara, Oromia, Harari, Tigray and Benishangul-Gumuz), 
as other regional civil service bureaus in the other bureaus are still working on job 
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grading and revising organizational structures.  In this reporting period, these RHBs were 
supported to develop/update JDs for health workers, secure approval by the 
management team, and provide copies to staff and orient them to their expected roles 
and responsibilities. 


In Amhara, ongoing technical support was provided to ZHDs and all 10 new 
hospitals to review and update existing JDs and provide copies to all relevant staff, thus 
providing them with clarity regarding their expected roles and responsibilities. 


In Harari, technical support was provided to the HRDAD in coordinating and 
organizing a JD revision workshop where job descriptions of the RHB positions were 
updated and finalized for all positions. The final copies of the revised JDs were 
presented to the regional senior management for approval. JDs were also developed 
and/or updated for new health workers’ positions approved by Regional Civil Service 
Bureau, for example, non-communicable diseases prevention and control experts.  


Similar technical support was extended to Jugol hospital and Harar Health 
Science College to prepare JDs for newly proposed HRM and in-service training (IST) 
program coordinator positions. The RHB also integrated HIV/AIDS program activities, 
which were performed by mentors deployed by ICAP, into the RHB disease prevention 
and control experts’ JD as ICAP had phased out its presence at facility level.  


In Benishangul Gumuz, all health centers did not have JDs for both technical & 
supportive staff. With technical support from the HRH Project, the RHB 
developed/adapted JDs for 6 health professional categories (nursing, laboratory 
technologist, laboratory technician, pharmacist, pharmacy technician and midwives), 
and 5 categories of support staff (guards, daily cash collectors, drivers, Health 
Management Information System (HMIS) officers and janitors). The JDs were provided 
to 8 health centers in the region- these health centers were reached/covered during the 
post training follow up visit. There are 37 health centers (functional) in the region, 
preparations are underway to print and disseminate the JDs to the remaining 29 health 
centers.  


In addition to a lack of JDs, health centers in the region did not have access to 
service delivery standards which were developed by the Ethiopian Standard Agency 
(ESA).  The HRH Project supported the RHB to identify, organize and provide general 
medical service, delivery and MCH service, emergency service, minor surgical service, 
laboratory service, and pharmacy service standards to 14 health centers.   


In Tigray, copies of JDs were provided to 408 newly deployed health 
professionals in 8 general hospitals (Mekele, Axum Maichew, Wukro, Adigrat, Adwa, 
Axum, Abi Adi) and attached in each personnel file. Similar support was provided to  
Alamata and Quiha hospital management to distribute JDs to a total of 233 health 
professionals. 


In Oromia, the RHB established 2 teams at the RHB level to recalibrate Business 
Process Reengineering (BPR). The first team focused on Health facilities (hospitals and 
health centers, health posts) and the second team on the RHB, ZHD and WorHOs. HRH 
Project staff were assigned to both teams to provide ongoing technical support. Both 
teams revised BPR documents and one of the major issues identified was the need for 
preparation and documentation of JDs for all employees working at all levels. 
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Subsequently, the health facility team prepared and revised 80% of JDs for both health 
workers and admin/support staff working in the health facilities. Upon completion, the 
JDs will be presented and discussed with relevant stakeholders including the health 
workers, before approval.  


In SNNP, the regional Public Service and HR Development Bureau (PS&HRD) 
organized a two day seminar to disseminate the new Job Evaluation and Grading (JEG) 
system to all public sector bureaus in the region. The JEG was developed by the Federal 
Ministry of Public Service and the Human Resource Development to overhaul the job 
classification and grading system in the public sector. One staff from the HRH Project 
participated in the workshop and subsequently became a member of the committee 
that was formed by the RHB to adapt the JEG to the regional context. This committee 
reviewed 218 job categories in 6 core work processes and 6 support process and 
submitted the to the RHB management for review and approval. 


 
Provide technical and financial support to the RHBs to implement the Balanced Score 
Card (BSC) system in place 
            Balanced Score Card (BSC) is a strategic planning and management measurement 
system used to align business activities to the vision and strategy of the organization, 
and to monitor organization performance against strategic goals.  The HRH Project has 
been providing technical support to consolidate BSC implementation in regions where it 
has been institutionalized, and to support initiation of the system in emerging regions 
where implementation is at the nascent stages. In this reporting period the following 
support was provided: 
 
Provide technical & financial support to RHBs to conduct Balanced Score Card (BSC) 
Training for ZHDs & WHOs 
In this reporting period, the HRH Project provided technical and financial support to 
Oromia, Amhara, Addis Ababa and Benishangul-Gumuz RHBs, to conduct BSC training, 
focusing on improving staff competence in performance planning and management 
using BSC tools and manuals.  A total of 184 participants from the RHBs, ZHDs, Sub-city 
health offices (Addis Ababa), Special woreda health offices (Benishangul), hospitals and 
health centers received the training.  
 
Provide technical support to initiate BSC implementation at the RHB level 
In Afar, with technical support from HRH Project staff and the Regional Civil Service 
Bureau, all work processes in the RHB have started implementation of BSC. In addition, 
5 members of the RHB management (Head of Plan, Monitoring and Evaluation Process, 
the Reform Officer, Head of Disease Prevention and Control, Head of Curative and 
Regulatory Service) received a three-day BSC training that was organized by the regional 
civil service bureau. The staff who received BSC training formed a committee to guide 
implementation of BSC, and the committee developed strategies to initiate full 
implementation in the next Ethiopian fiscal year (2009) at the RHB, selected woreda 
health offices and selected health facilities.  
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In Amhara, HRH Project staff conducted BSC post-training follow up for 42 
trained HR Officers to assess how their performance has been improved after the BSC 
training and provide on the job technical support. In Somali, the RHB established a BSC 
reform team with members from each Core and Support Processes, and the team began 
developing performance plans using the BSc tools. A draft BSC document was developed 
and shared with the Regional Civil Service Bureau. The RHB and the Civil Service Bureau 
are planning to conduct training at the RHB level in order to initiate implementation.  


In SNNP, the BSC system is fully implemented in all zones and woredas except 
Gedeo and Silti where there are serious gaps in implementation capacity. During a 
supportive supervision visit conducted in the first quarter, the team held discussions 
with HRM staff in Gedeo and Siltie ZHDs and 8 WorHOs (3 in Gedeo & five in Silte Zone) 
to assess and document the status/improvements in the implementation of the BSC 
system in the two lagging Zones. The team observed that the two ZHDs and 8 WorHOs 
assessed have conducted performance appraisals according to the BSC guideline, and 
have also prepared individual performance plans (for each employee in their 
jurisdictions) for the first six months of EFY2008. Though these achievements are 
encouraging, individual plans and appraisals were not finalized in time. This was 
particularly a challenge for the WorHOs in Gedeo Zone. Thus, priority will be given to 
the HRM staff from these zones and WorHOs to participate in upcoming HRH project-
supported BSC training in the region.  


In Tigray, the BSC system has been institutionalized throughout the region.  
Performance of individual staff is reviewed regularly against his/her monthly, quarterly, 
semiannual and annual performance. Ongoing technical support is provided to maintain 
regular performance reviews.  


 
Strengthening Supportive Supervision systems and practices for HR  
        In the third quarter, HRH Project staff provided technical support to Oromia RHB, to 
conduct Integrated Supportive Supervision (ISS) and HRM post-training follow up to a 
total of 9 ZHDs. A total of 51 WorHOs and 57 HRM-trained staff were mentored and 
technically supported. The visiting team assessed the implementation status of HRDM 
functions, identified and solved major challenges encountered and agreed on action 
points to improve HR management, delivery and quality of health services. Selected 
positive findings were: 


 HR positions (HRM managers and experts) were fully staffed in all visited 
organizations as per the staffing standard. 


 All ZHDs have a comprehensive annual HR plan with non-salary budget for HR 
related activities and budgets aligned with RHB plan.  


 All HRM policy documents were available in the visited ZHDs and there was 
evidence of their effective utilization.  


 All supervised ZHDs were implementing regional motivation and retention 
schemes at the ZHDs, WorHOs and health facilities reporting to them. Important 
motivation and retention issues including educational opportunities based on 







21 October 2016 Page 23 


 


staff performance, provision of housing for health professionals and 
recognition/reward for better performers were in place.   


 Health worker performance evaluations are completed and documented, and 
compensation and benefit packages are being given on time. 


Areas for improvement include incomplete HRIS data entry and a lack of JDs in some HR 
files. 


In the fourth quarter, the HRH Project supported the Oromia RHB to conduct 
another ISS visit at 8 ZHDs and 51 WorHOs. This was combined with post HRM training 
mentorship for 41 HRM staff. The visiting team assessed the implementation status of 
HRDM functions, identified major challenges and agreed on action points to improve 
HRM practices.  


Similar support was provided to the Harari RHB, where 19 institutions (2 public 
hospitals, 8 health centers and 9 woredas) were visited and supported.  


In Dire Dawa, HRH project regional staff and the RHB HRM staff jointly 
conducted supportive supervision in July 2016 in three rural Woredas (Biyoawale, Wahil 
and Jeldess) and three urban health centers (Goro, Gendekore and Legehare). Onsite 
technical support was provided on how to develop a comprehensive human resource 
plan, improve availability and utilization of HR policy documents, implementation of 
BSC, and recruitment and transfer of staff. 


In Afar, HR data auditing was carried out in 10 randomly selected health facilities 
with the technical and financial support from HRH project. The objective was to cross 
check the number of employees on the payroll with those who were working in the 
health facilities during the assessment. Both the payroll and attendance sheets were 
utilized to compare availability and presence of the health workers.  The audit checklist 
was developed by the HRH Project staff. The audit found that there were fewer number 
of staff on the attendance sheets compared to the payroll. The absence was not justified 
showing the presence of ‘ghost workers’. The findings were shared with the RHB senior 
management team for their decision.  


In Somali, HRH Project staff supported the RHB to organize and conduct 
quarterly follow up and review meeting. Improvements were observed in HR planning, 


recruitment, selection, deployment. One of the 
remaining major challenges was associated with 
personnel filing and documentation of the regional 
health workforce to overcome the challenges with 
“ghost” workers.  
 


To address this challenge, the HR team critically reviewed and sorted 4000 files for the 
employees at WorHOs, Health Centers (HCs) and Health Posts (HPs). This effort resulted 
in the identification of 220 “ghost” workers including 120 clinical nurses, 33 midwives, 
19 druggists (senior pharmacy technicians) and 48 health extension workers (HEWs). 
This has saved an estimated annual loss of approximately USD 650,000 for the region.  


 
 


Identifying “ghost” 


workers has saved Somali 


region an estimated 


annual loss of USD 


650,000. 
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IR 1.2: Improved HRH Motivation and Retention Schemes according to the country 
context 
Motivation, along with competence and resources, is a prerequisite for a high 
performing health workforce. However, low staff motivation and turnover continue to 
be key health workforce challenges in Ethiopia.  Based on evidence generated through 
employee satisfaction surveys, analysis of the staff exit interview data and findings from 
the Retention Study, the FMOH and RHBs agreed to strengthen implementation of the 
existing motivation retention schemes (financial and non-financial incentives) such as 
timely payments of duty and various professional allowances. During the 3rd National 
HRH Forum, the FMOH and RHBs also agreed to revamp the implementation of work 
climate improvement interventions such as 5S-KAIZEN total quality management (TQM), 
improve management practices such as fair application of HR policies and practices, 
increase opportunities for further education, Continuing Professional Development 
(CPD) and In-service Training (IST), and improve good governance practices and 
accountability to the health workforce, particularly at the lower levels.  


The HRH Project continued to provide support to the FMOH and RHB to 
implement these plans at respective levels. Some of the major undertakings are 
outlined below: 
 
Provide technical support to SNNPR RHB to institutionalize end of year health worker 
recognition programs 
        During Integrated Supportive Supervision (ISS) visits and post-HRM training follow 
up conducted in this reporting period, the WorHOs visited were assessed to identify 
whether they had mechanisms of recognizing best performing staff in order to motivate 
them. The ISS team discussed the benefits of performance-based recognition and how 
to use objective criteria such as BSC performance appraisal, facility (staff-assisted) 
deliveries, vaccination coverage, and service delivery volume to identify high-performing 
workers. Following these discussions, 10 WorHOs were selected to begin a recognition 
program, and were provided with support to include annual employee recognition 
programs into their work plans.  
 It is expected that 20 health workers will be nominated and recognized in these 
woredas, and that this practice will improve staff motivation, promote healthy 
competition among health workers, reinforce the use of the BSC performance 
management system, and ultimately improve the quality of health care service delivery. 
 
Provide technical and/or financial support to RHBs to recognize high performing 
health care providers  


In response to a request from the Tigray RHB, the HRH Project provided financial 
support for the regional health festival where health care providers were recognized. In 
Oromia, the HRH project staff provided technical support to design selection criteria 
and processes to identify best performing employees using the existing performance 
appraisal system. As a result, 3,933 employees were identified and offered continuing 
educational opportunities in 61 different specialty programs.  







21 October 2016 Page 25 


 


Provide technical and financial support to RHB, ZHD and Hospital HR units to conduct 
KAIZEN- trainings and implement work climate improvement 
The government of Ethiopia has prioritized the use of the 5s-KAIZEN- Total Quality 
Management (TQM) approach to improving work climate. Implementation of this 
approach was initiated in Year 2 of the HRH Project, and technical and financial support 
to train staff from Amhara and Oromia RHBs was provided.  


In the first quarter of this reporting period, Amhara conducted the second 
motivation and retention regional festival collaboration with HRH Project and other 
stakeholders. Individuals and health organizations including ZHDs, Hospitals and Health 
Centers were given recognition and rewards based on their performance. 28 HRM unit 
managers and officers previously trained on 5s-KAIZEN-TQM were also mentored. 


 In the second quarter, 42 (22 female) participants from the region attended a 
two-day training on 5s-KAIZEN-TQM, during which best practices at Debark Hospital 


were shared with participants 
(figure 1). Implementation of 5S-
KAIZEN TQM was scaled up to HRM 
units in all ZHDs and hospitals in the 
fourth quarter. Observations during 
monitoring visits suggest that the 
implementation of this approach 
has improved the physical work 
climate, interpersonal relationships 
and team work, staff morale and 


enhanced performance.  
 


 


In Oromia, though 58 participants were trained by the Project in this reporting 
period, no significant progress has been made because of lack of attention to this 
activity by the RHB, as well as recent instability in the region. This was identified as a 
major challenge during supervision and review meetings and strengthening 5S-Kaizen 
implementation was included as a top priority for future implementation.  


In Harari, implementation of 5S-KAIZEN TQM was started at the RHB and in 
some health facilities. Training was also provided for 80 staff with technical support 
from the HRH Project. The RHB also included 5S-KAIZEN TQM activities into its EFY 2009 
annual HRM plan as a tool to improve work climate. 


The Project also provided KAIZEN training for 33 participants from Dire Dawa, 
and 30 from Addis Ababa. 


 
Provide ongoing support to the FMOH and RHBs to document, analyze and act upon 
staff exit interview findings 
Exit interviews are a useful tool to collect information from staff who voluntarily resign 
from their roles, and they provide useful information on how to improve staff 
motivation and retention. The frequency of exit interview data analysis generally 


Improved Personnel File Handling and Management at 
Debark Primary Hospital, March 2016, Amhara Region 
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depends on the volume of staff attrition, and may range from quarterly to bi-annual 
analysis. In this reporting period, exit interview results were analyzed as summarized 
below: 
          1,121 Health workers resigned in the Amhara region in a year period during the 
EFY 2008. This includes midwives (78), HEWs (112), Emergency Medical Technicians (11) 
and other health workers (920). Most frequent reasons for attrition were seeking 
opportunities for further education, a poor work environment and low salary/benefits. 


 In Somali, a total of 34 (9 HEWs, 2 midwives, 9 nurses and 14 Health Officers) 
health workers resigned and reasons stated include working in remote areas for a long 
period, seeking a better salary and educational opportunities. Overall, a total of 119 
health workers resigned from the region from October 2015 to September 2016. These 
include 19 Midwives, 31 HEWs, 69 nurses and other professionals. 


 
1.3 Improved Human Resources for Health Policies and Practices 
 
Provide technical and financial support to finalize the National HRH Strategic Plan 
The Minister of Health, His Excellency Dr. Kesete-Birhan Admassu, provided additional 
guidance regarding finalization of the national HRH Strategic Plan (SP). Based on his 
direction, the HRH Project reviewed and updated the draft National HRH Strategic Plan 
(2016-2025) and presented it during the National HRH Forum held on August 19-20, 
2016 in Bishoftu Town.  


During the forum, participants suggested that a consultative meeting should be 
held to facilitate thorough review and inputs on the SP. Accordingly, the HRH Project 
provided technical and financial support to FMOH to organize and conduct a national 
stakeholders’ consultation workshop where inputs were collected and used to update 
the SP. 


The revised draft was then submitted to FMOH leadership, who approved the 
plan. The HRH Project has been requested to print copies of the document in 
preparation for dissemination during the national Annual Review Meeting (ARM) to be 
held from October 19- 21, 2016.  
 
Support the Amhara RHB to develop a regional HRH SP 
The HRH project provided technical and financial support to Amhara RHB to develop a 
10-year (2016-2026) Regional HRH SP. The strategic planning process was facilitated by 
team that included RHB staff, HRH Project staff, and representatives from 2 RHSCs and 
the Clinton Health Access Initiative (CHAI).   


The plan was developed based on the Regional Health Sector Transformation 
Plan, the National HRH SP, Regional Public Service and HR Development Policy and 
Guidelines, and the National Health Policy among others.  
 
Print or photocopy and disseminate HR policy packages to all staff at RHB, Zonal and 
Woreda levels 
The HRH Project has been supporting RHBs to improve the availability and use of HR 
policies and procedural manuals to improve HRM system and practices at all levels. In 
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this reporting period, Benishangul-Gumuz was supported to photocopy and distribute 
13 copies of HR standards developed by the Ethiopian Standards Agency, Business 
Process Reengineering (BPR) documents, and career structure guidelines for Health 
Extension Workers (HEWs) and health information technicians (HITs). These copies were 
provided to HR staff in 13 WorHOs in the region. Availability of these documents will 
facilitate HR officer tasks such as implementing policy-based salary increments for HEW 
& HITs.  
 
Provide orientation to HR staff to improve utilization of Regional HR Policy documents 
The HRH Project has been supporting the FMOH and RHBs to improve the availability 
and utilization of HR policies and procedures. In this reporting period, the following 
activities were supported:  
 In Harari, technical support was provided to the HRDA directorate to conduct 


training on specific regional civil service HRM policies, community health insurance 
proclamation number 690/2010, health workers compensation and benefit packages 
and Federal Civil Servants Retirement Proclamation Number 214/2003 for 50 
participants (19 females).  


 In Tigray, based on complaints received from health workers in different health 
facilities, the RHB provided orientation on HR policy issues for a total of 500 staff 
during the semiannual review meeting. These included hospital CEOs and other 
leaders from all WorHOs. The orientation focused mainly on hiring, transfers, 
promotion, how to apply for leave, and staff training and professional development. 
Participants acknowledged that the orientation stimulated them to refer to and 
comply with HR policies, and would result in fair treatment of workers.  


 In Addis Ababa, in the first quarter, 28 HR staff (25 from Zewditu Memorial and 
Yekatit 12 Hospitals, and 3 from Sub-city Health Offices) received orientation on 
various HR policy issues particularly on the revised pension regulation, hiring and 
promotion regulation, and proclamation 6/2000. In addition, 181 health workers in 
Addis Ketema sub-city, 500 in Zewditu Memorial Hospital and 815 in Yekatit 12 
Hospital received orientation on career structure, balanced score card and other HR 
policies.  
 In the second quarter, orientation was provided to 32 HR staff from 3 Sub-City 
Health Offices including Nifas Silk Lafto (13), Lideta (16) and Arada (3), on various HR 
policy issues. A particular emphasis was given to the revised proclamation number 
6/2000 (6/2008 G.C) - a civil service policy that governs HR management and 
development in Addis Ababa region; and regulations of hiring, transfer, promotion 
and pension. In addition, 115 health workers from the aforementioned sub-city 
health offices were oriented on career structure, balanced score card (BSC) and 
other HR policies. 


The support continued in quarter three through providing orientation on the 
revised proclamation 6/2000 that guides hiring, promotion, pension and career 
structure was provided to a total of 36 HR staff and 119 health workers in 3 sub-
cities.  
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 In Afar, orientation was provided to 9 RHB staff and 27 HRM training participants on 
10 existing civil servant HR policy documents in the region.  


 In Oromia, with funding from the ZHD budgets, HRH Project staff supported West 
Arsi and East Hararge ZHDs to provide orientation on HR policy documents for their 
staff. Similarly, with technical support from the HRH Project, HRH Policy manuals in 
Oromia were reviewed and updated with inputs from relevant stakeholders. 
Subsequently, orientation on the revised manuals was provided to 412 HR managers 
and experts from ZHDs, ToHOs, WoHOs, and all health facilities in the region. The 
orientation focused on implementation of the new training and development policy, 
identifying and addressing major anticipated challenges to implementing the policy 
manuals and determining future actions.  


 In Somali, HRM post-training mentorship visits were used as an opportunity to 
provide orientations on the importance of HR policy implementation to health 
workers in 4 WoHOs and 1 hospital.  


 
Experience Sharing Visit – Oromia RHB 
A team of experts from Oromia RHB visited SNNP and Amhara RHBs to share their 
experiences on implementation of HR policy and practices, HR structure, staffing and 
budgeting at various levels, employee benefit packages, and performance appraisal 
systems. HRH Project staff seconded to the region were part of the team that 
participated in the visit, and played a role in developing the documents required for the 
visit such as checklists, and compiling the report.  As a result of the visit, the RHB 
initiated the following activities: 


  In Oromia, review of the career structure is conducted annually. After learning from 
Amhara and SNNP, the Oromia RHB has decided to change this and will be 
conducting bi-annual (January and July) career structure reviews. This change has 
been communicated by the RHB to lower structures. 


 Unlike other regions, Regional Health Science Colleges (RHSCs) in Oromia are 
managed by the regional Technical and Vocational Education and Training (TVET) 
offices. Following the visit, Oromia RHB and the TVET Office agreed that RHSCs 
should report to the RHB. A memorandum of understanding (MOU) to this effect has 
been signed, and is waiting for the approval from the Regional Cabinet.  


 
Provide ongoing technical and financial support to develop and distribute biannual 
leaflets and newsletters on HR topics to improve HRM knowledge among staff 
The HRH Project provided technical support to Afar, Benishangul-Gumuz, and Dire-
Dawa regions to develop leaflets and newsletters that address different thematic areas 
including management of paid leave, discipline procedures, job satisfaction, staff 
motivation and productivity. A total of 147 copies of the leaflets and newsletter were 
printed distributed in the second quarter (Table 4).  


In SNNP, a flyer with facts and figures on the number and distribution of health 
care facilities and health professionals and support staff in the region as well as briefs on 
HRM procedures, has been prepared and submitted to the RHB. The RHB will facilitate 
the printing of 2000 copies using its own resources. 
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Table 4: HRM Documents developed, January – March 2015 
Region Document Number 


Afar Leaflet on leave and disciplinary procedures, 
translated to Afarigna 


55 copies 


Beninshangul-gumuz Newsletter on staff motivation strategies 42 copies 


Dire Dawa Flyer on management of paid leave 50 copies 


 
In Dire-Dawa, inconsistent practices in employee transfers were found to be a 
challenge. A leaflet on employee transfers was developed based on the regional civil 
service policy document, including types of transfer, criteria or conditions for transfer 
and how to implement the policy. 50 copies were printed and disseminated to relevant 
staff.  


In Afar, in close collaboration with the RHB, HRH Staff developed a leaflet on 
benefit packages for health professionals such as risk allowance, duty allowance, and 
professional allowance and implementation of performance management. These topics 
were selected as benefit packages were not uniformly implemented across the woredas 
and health facilities. Inconsistent application of professional benefit packages is a major 
cause of high turnover of health professionals in the region. The leaflet is being 
translated into the local working language, and will be distributed in the coming quarter. 
 
Provide financial resources for printing and dissemination of orientation manuals 
(employee Handbooks) at regional levels 
A generic Employee Handbook, also called Employees Orientation Manual, was 
developed at national level for use by the FMOH. Subsequently, RHBs adopted/adapted 
the manual and have been using it to guide orientation for new staff. In the first quarter, 
support was provided to orient 3,337 new hires in 10 regions. (Table 5). 
 
Table 5: Number of newly hired health workers received orientation October-December 2015 
RHB Oromia Somali Amhara Gamb


ela 
Harari SNNP Afar B-G D.D A.A Total 


# received 
orientation 


 
1116 


 
132 


 
796 


 
150 


 
12 


 
555 


 
299 


 
24 


 
64 


 
253 


 
3,337 


 
In the second quarter, HRH Project staff provided technical support for the orientation 
of 714 newly recruited/deployed staff using the orientation manuals in Harari (47), 
Somali (364), and Oromia (303). The orientation meetings were funded by the 
respective RHBs, while HRH Project staff developed the schedules and content of the 
orientation. For example, Amhara RHB allocated/spent Birr298, 673 ($14,223) for the 
employees’ orientation and HRM review meeting. 


In the fourth quarter, the HRH Project provided technical and financial support 
to finalize, print and distribute 110 copies of the handbook to 52 WoHOs and 14 
hospitals in Tigray region. In addition, the Harari RHB allocated a budget to print 150 
copies of the handbook and 50 copies of a handover protocol guideline. Printing of 
these documents is underway. 
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1.3.2. Support the Food, Medicine and Healthcare Administration and Control Agency 
(FMHACA) to strengthen/establish Health Professionals Regulation (HPR) policies, 
systems, programs and practices 
 
Preparations for Implementation of the Model HPR Practices Pilot Project 
To strengthen HPR policies, systems and programs, in this reporting period, the HRH 
Project developed a concept note which will guide implementation of the initiatives. The 
concept note outlines an approach to ensure implementation of packages of HPR 
programs (medical ethics, CPD, scope of practice, licensing) and improve regulatory 
functions, at regional and facility levels. This includes developing an integrated 
implementation guideline, supporting development of internal quality assurance 
mechanisms at health facilities, and providing technical support through on-site 
supportive supervision, mentorship or distance consultation. The concept note was 
submitted to FMHACA leadership, who requested for additional program areas to assist 
implementation of the regulatory transformation plan; A national technical working 
group (TWG) was established to guide the process, and is awaiting further guidance 
from the authority’s leadership. 


At the regional level, in consultation with RHBs and regulatory bodies, 4 
champion facilities were selected from Tigray (Ayder University Hospital), Amhara 
(Felege Hiwot Referral Hospital), SNNPR (Hawassa University Hospital) and Dire Dawa 
(Dil Chora Referral Hospital).  
 
Support FMHACA to develop a Handbook on Health Professional Regulation (HPR) 
Packages 
The HRH Project provided financial and technical support to produce a draft hand book 
on health professional regulation targeting health care providers, managers and 
regulators. The chapters include introduction to health care regulation, health 
professional registration and licensure, CPD, medical ethics, medical malpractice and 
legal litigation, privacy of patients, confidentiality of medical records and informed 
consent.  


Subsequently, the Project organized a validation workshop to review the draft 
handbook. Representatives from FMHACA, RHBs, model institutions and health care 
professionals participated in the workshop and reviewed and provided feedback on 
each chapter of the handbook. The handbook will be revised based on these inputs. 
During the workshop, participants were also provided with an orientation to the audit 
tool developed in the activity above. 
 
Support FMHACA to automate health professional regulation and licensure 
FMHACA is establishing robust ICT infrastructure to automate health professional 
regulation and licensure. In the fourth quarter, the HRH Project supported the 
installation, configuration and testing of ICT infrastructure at the Tigray RHB and 
FMHACA offices.  
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Support FMHACA to develop an audit tool 
The HRH Project provided technical support to FMHACA to develop an audit tool which 
will guide model health facilities as they review their health professional regulation 
processes and practices. The tool was developed with inputs from the federal FMHACA, 
regional regulatory bodies, and champion facilities (Ayder University Hospital in Tigray 
region), Felege Hiwot Referral Hospital in Amhara region, Hawassa University Hospital in 
SNNPR and Dil Chora Referral Hospital in Dire Dawa city government). The tool includes 
elements such as medical ethics, continuing professional development, scope of 
practice, professional registration, licensure and medical fitness. It was finalized and 
shared with the champion facilities and respective regional regulatory bodies 
 
Provide technical assistance to the model health institutions to conduct self-
evaluation and document their baseline HPR practices 
Following the development of an audit tool and subsequent orientation in the previous 
quarter, two Champion facilities completed a self-assessment using the tool. (Ayder 
University hospital in Tigray and St. Paul University hospital in Addis Ababa). The 
institutions conducted the assessments with technical support from the HRH Project 
and the Inspection Directorate at FMHACA. The self-review process and parameters 
helped the institutions to document current regulatory practices and identify areas 
where non-conformity with regulatory standards is commonly observed. 
 
Support the FMHACA Legal and Customer Service Directorates to review the legal 
framework that governs health professional regulation in Ethiopia  
FMHACA Proclamation No. 661 is a legal framework that governs health professional 
regulation, and is the basis for developing complementary legal frameworks, directives, 
regulation standards and enforcement of health care and professional regulation 
policies, systems and programs. The HRH Project has been providing technical and on-
site mentorship support to the FMHACA directorates that are currently working to 
review and update the proclamation. In this reporting period, the Project provided the 
following support: 
- Drafted a literature review that synthesizes the global experience on best practices 


of regulation of health professional and overall health care – this was used to revise 
existing articles.  


- Identified limitations of the existing legal framework, and provided 
recommendations for the following additional articles: Internal quality assurance 
system at heath institutions, CPD requirements, ethics committee, a health 
professional council and tele-health, Reporting Duty on Vital Statistics, Ambulance 
Services, Emergency Service, Informed Consent, Organ Transplant and Bank, etc. 
Inclusion of these Articles will strengthen regulatory functions at national and 
subnational levels and work towards assuring conformity to regulatory and standard 
patient safety practices.  


- Supported the revision of existing sanction categories and outlined financial and 
administrative sanctions commensurate to severity of violation of health care and 
regulatory standards stipulated in the proclamation.   







21 October 2016 Page 32 


 


1.3.2. Support FMHACA bodies to advocate for and create awareness of HPR policies, 
systems, programs and practices 
 
Support FMHACA to develop a brochure on health professional regulation 
The HRH Project assisted the Federal Customer Services Directorate to develop, print, 
and disseminate a brochure on health professional regulation, which aims to create 
awareness among its target customers – health professionals registered at the federal 
level.  
 
Concept Note Developed: use of social media to share regulatory information with 
health professionals 
In this reporting period, the HRH Project advocated for expanding access to regulatory 
information among health professionals. A concept note on the use of social media to 
share information and educate health professionals on medical ethics, CPD, scope of 
practice, licensing, among others, was developed and submitted to leadership at 
FMHACA, who are discussing the ideas proposed with the Communication/Public 
Relation and Information Technology (IT) Units at the organization (see attached). A 
consultative meeting was then held with both Units to assess strengths and limitations 
of the current FMHACA practices related to use of media. Discussions resulted in a 
consensus that both the Facebook page and web page are not updated periodically, and 
coverage of the Facebook page is not satisfactory in terms of number of users (number 
of likes, number of shares). 
 
Increase Professional Associations’ awareness of FMHACA’s regulatory policies  
The HRH Project proactively identified opportunities to increase awareness of 
FMHACA’s regulatory policies. The FMHACA Legal-Ethics and Customer Services 
Directorates were provided with technical assistance to prepare and deliver 
presentations to members of professional associations at annual assemblies of the 
Ethiopia Society of Emergency professionals (ESEP), Ethiopian Medical Association 
(EMA), Ethiopian Public Health Association (EPHA), Ethiopian Society of Internal 
Medicine (ESIM) and Ethiopian Medical Laboratory Association (EMLA).  


The HRH Project also delivered a presentation to members of the Medical 
Association of Physicians in Private Practice-Ethiopia (MAPPP-E) at their annual 
conference. Topics covered include health professional regulation with a focus on 
registration, licensure, medical errors and medical ethics and law policies and practices 
in Ethiopia.  


In addition, the Project also advocated for greater involvement of professional 
associations in ethics committees. As a result, 6 professional associations (Ethiopia 
Medical Association (EMA), Ethiopian Society of Internal Medicine (ESIM), Public Health 
Officer Association (PHOA),  Ethiopian Medical Laboratory Association (EMLA), Ethiopian 
Nursing Association (ENA), EMwA, and EAA  assigned a nominee/delegate to join 
national and regional ethics committees.  
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Support FMHACA to conduct an annual capacity building workshop 
The HRH Project supported FMHACA to advocate for health professional regulation 
policies, systems and practices at an annual capacity building workshop organized by the 
Addis Ababa FMHACA, to increase awareness among members of ethics committee, 
invited health facility managers and representatives from professional associations. A 
total of 60 participants were invited to the workshop, and the HRH Project provided 
training on medical ethics, medical law and health care quality improvement and 
medical error.  


The HRH Project also initiated development of a job aid on medical ethics, 
medical negligence and legal litigation. Once finalized, it will be used to create 
awareness among health professionals, facility managers and regulators. 
 
Support FMHACA to conduct training on medical law, ethics and quality improvement 
The HRH Project provided technical support to FMHACA to conduct a training for federal 
and regional FMHACA employees on medical law, ethics and quality improvement. A 
total of 150 participants were trained in three rounds.  
 
1.3.4 Strengthen Implementation of Ethics Review 
 
Provide technical support to RHBs to finalize ethics directives 
In this reporting period, the HRH Project provided technical support to 5 RHBs to finalize 
region-specific ethics directives, a legal framework instrumental to establish a regional 
ethics committee. The experiences and lessons learned by the federal ethics committee 
was shared with the regional stakeholders, and recommendations made regarding the 
appropriate number and skill mix of representatives in the committee. Once 
established, these regional committees will review patient complaints and breaches of 
medical ethics committed by health professionals practicing at health care facilities and 
training institutions. Some of the anticipated challenges include unavailability of reliable 
medical reporting mechanisms, limited resources to travel to facilities to investigate 
reported medical errors, limited training opportunities on regulation and ethical issues 
to fill gaps in knowledge and skill of members and practicing professionals, among 
others. 
 
Provide technical support to RHBs to establish regional ethics committees 


In this reporting period, through conducting on-site visits, the HRH Project 
supported the SNNPR, Dire Dawa, Addis Ababa, Tigray, and Amhara regions to establish 
regional ethics committees. A team comprising of representatives from the FMHACA 
Legal Directorate, Federal ethics committee and the HRH Project, shared the process, 
challenges and lessons learned in establishing an ethics committee to address the 
patient complaint review process.  


One key challenge is that regional regulatory bodies and ethics committees are 
hesitant to initiate case reviews. For instance, Amhara and SNNPR committee were not 
able to initiate a single case reviews. This is likely due to the following: 
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 Membership: Lack of representative membership that meets all requirements 
described in the ethics directive which, for instance, states that members need 
to be delegated by respective professional associations. This is largely because of 
failure on the side of professional associations’ to assign or delegate members to 
the region-based ethics committee. The Project worked closely with newly 
formed ethics committee, associations and RHBs to recruit members. However, 
it was learned that associations and societies do not have a strong regional 
presence and do not have updated information on the address of their 
members. 


 Unavailability of lawyers or legal experts: Unavailability of lawyers or legal 
experts at regional health bureaus and regulatory bodies negatively affected 
functionality of the committees for most ethics directives stipulate that legal 
experts will assume the secretarial role of the committee.  


To address these challenges, the Project has planned activities in Year 5 such as 
providing training on regulatory standards for committee members, and advocating for 
the recruitment of law professionals or health professionals trained in medical law to 
serve regional health bureaus and regulatory bodies. 


At the national level, the HRH Project serves as a core member of the in-house 
ethics committee established by the Ethiopian Medical Association (EMA). During this 
reporting period, technical support was provided to EMA during design of a national 
Medical Ethics programs.  
 
Provide technical support to FMHACA to publish and distribute an ethics case book to 
inform health care professionals, policy makers and the ethics committee 
The Federal ethic committee housed under the Federal FMHACA reviews patient 
complaints and medical ethics violations. The HRH Project advocated for development 
of relevant case-based educational material to educate newly formed ethics committee 
members and other professionals. In this quarter, the ethics committee discussed this 
suggestion and unanimously agreed to develop educational material which will include 
all archived ethics cases (all individual and institutional identifiers will be redacted).  


 
Support FMHACA to develop operating procedures for reporting of patient safety 
incidents 
The HRH Project supported FMHACA’s Legal Drafting Directorate to develop a draft flow 
chart or operating procedures which will guide receipt and review of patient safety 
incidents and complaint handling processes.  
 
Support FMHACA to analyze patient complaints 
Complaints presented to the FMHACA from the warm line or call center (8482) were 
analyzed through technical and financial support from the HRH Project. The common 
themes and queries concerning health professional regulation include denial of 
emergency health care, lack of health information, requirements for renewals of 
professional licenses, and permission for international medical teams planning to 
provide voluntary services.   
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Support FMHACA to develop a List and Specification of Medical Equipment for 
Specialty Centers  
To standardize the healthcare services provided in specialty centers, FMHACA is working 
on developing the list and specification of medical equipment required in health 
facilities. HRH Project staff seconded to FMHACA provided technical support for the 
development of a draft list and specification of medical equipment for specialty centers 
providing care for cardiac, gastroenterology, neurology, oncology, and renal cases. The 
guideline will facilitate standardization of specialty centers, and will strengthen 
FMHACAs regulation of these facilities given the uniform standards. 
 
1.4 Enhanced Human Resources for Health Forums at Federal and Regional Levels 
HRH challenges are numerous and require multiple actors and multifaceted approaches. 
Major actors include the FMOH, Federal Ministry of Education (FMOE), Ministry of 
finance and economic development, the civil service, bilateral and multilateral donors, 
public and private education and training institutions, international non-government 
organizations and professional associations. This calls for a coordination mechanism for 
effective partnership among the stakeholders. In the last three years, the HRH project 
has supported the FMOH and RHBs to establish multi-stakeholders HRH Forums, and 
ensure regular meetings of these forums. Support continued in Year four as summarized 
below: 
 
Provide technical and financial support to strengthen the existing HRH forums through 
conducting regular meetings (linked to HR plan-performance review meetings) 
In this reporting period, the HRH project provided technical and/or financial support to 
conduct regular HRH forum meetings in all regions except Gambella. Selected findings 
from these meetings are highlighted below: 


In Afar, discussions during the HRH forum resulted in a consensus that to 
address identified challenges, the regional civil service bureau would ensure that 
woreda civil service offices facilitate efficient transfer of personnel files to woreda 
health offices, and efforts would be made to strengthen utilization of the HR budget 
allocated by the region. Samara RHSC and University presented challenges related to 
providing IST, including lack of an ideal room for IST (Samara University), and lack of 
separate revenue collection receipt (Samara RHSC). The RHB will look into the issues 
raised regarding IST. 


In Oromia, 49 participants attended the 2-day regional HRH forum, including 
representatives from the FMOH, DHRDA, RHB, Regional Bureau of Civil Service and 
Good Governance, Universities and RHSCs, TVET Bureau and ZHDs. The objectives of the 
forum were reviewing regional HRH implementation status, assessing the status of in-
service training across the region, identifying the remaining HRH challenges and gaps 
and designing activities.  


Similar discussions were held in Amhara and Somali, major challenges discussed 
and plans to address them are summarized in Table 6 below.  
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Table 6: Oromia, Amhara and Somali HRH Forum - Major challenges and recommended 
actions  


Major Challenges Recommended actions  


Oromia  
1. Critical shortage of cadres such as medical 


specialists, radiographers, anesthetists, 
laboratory and pharmacy professionals. 


2. Electronic HRIS data entry not finalized 
and quality of data is poor.  


3. Poor quality of teaching and learning 
practices at private teaching institutions. 


4. Weak partnership between teaching 
institutions, practicum sites and the RHB. 


5. High demand for the HRM training manual 
to be translated to the regional working 
language.  


6. Leaders at lower levels not paying enough 
attention to HRM functions. 


7. National IST database not started. 
8. Compromised quality of health professional 


training and ethical practices. 
9. Weak implementation of employee 


motivation strategies, particularly 
educational opportunities. 


Oromia  
1. Training institutions will design a strategy 


to train professionals based on regional 
/national demand.  


2. RHB and partners working on HRIS will 
train the hired data clerks, and support 
them through supportive supervisions.  


3. FMOH [FMHACA], TVET and RHB 
regulatory process should design 
strategies and conduct JSS at private 
health sciences training.   


4. Conduct consultative meetings between 
the training institutions and practical sites.   


5. The HRH Project will translate the HRM 
training manual into Oromifa. 


6. Conduct ongoing discussions, capacity 
building and negotiation with the health 
managers/leaders at sub regional levels 


7. Work with the FMoH and other 
stakeholders to develop and implement 
IST database   


8. Training institutions agreed to design a 
strategy to incorporate the principles of 
Companionate, Respectful and Caring 
[CRC] provider in curriculum to strengthen 
provider ethics. 


9. The RHB has initiated performance- 
based equal educational opportunities for 
both health workers and support staff as 
part of motivation and retention 
mechanisms. 


Amhara  
1. Weak in-service training implementation at 


zonal level. 
2. Delayed approval of restructuring at ZHD and 


WorHO level.  
 


Amhara  
1. ZHDs will play the leading role to improve 


management of IST at lower structures, 
with support from the RHB and the HRH 
Project. 


2. Forum members agreed that the 
restructuring of HR positions at Woreda 
and zone level should be approved, and 
they agreed to continue advocacy efforts 
with the regional council. 
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Somali 
1. Shortage of laboratory and pharmacy 


professionals  
2. Despite availability of a well-furnished IST 


center, no training is taking place. 


Somali 
1. Through HRH forum build strong working 


relationships between the RHB, TVET, 
RHSCs and other stakeholders to ensure 
demand based pre-service training of mid-
level health professionals. 


2. Coordinate with RHB to ensure utilization of 
the IST center for regional trainings. 


 


 
In SNNP, 24 participants attended the HRH forum where the following issues were 


discussed: 
- How to ensure sustainability of the Health Science Educational Development Centers 


(HSEDCs) in the region – discussions focused on the importance of EDCs securing 
resources to support activities beyond the life of the project. 


- Inclusion of representatives from referral and general hospitals as members of the 
forum, given their role in providing opportunities for students clinical practice; - It 
was decided that a separate meeting would be held between the RHB and these 
stakeholders to further discuss the challenges. 


Immediately following the forum, the SNNP RHB held the second regional HRM review 
meeting for 35 HRM leaders ZHDs (14), WorHOs (4), Health Science colleges (3), and the 
RHB (14). Discussions focused on review of performance related to HRM activities, 
findings from the supportive supervision visit conducted by the RHB, and updates on 
IST. The participants agreed on a timeline for selection of candidates to enroll in RHSCs 
moving forward (immediately after the secondary school exam results are released), 
and agreed to increase the quota of pharmacy and laboratory technician trainees given 
demand in the region.  


In Benishangul-Gumuz key discussions during the forum included: 
- Improving the health sector management structure: The regional public service and 


human resource development bureau (civil service) approved 12 technical public 
health laboratory positions, which will support the functioning of the laboratory 
centers in the region. They also approved the RHB request to open new positions for 
HIT faculty at the Pawi RHSC.  Tulane University donated 30 Computers to the RHSC 
to support the training of 30 HIT students that were selected and enrolled in March 
2016. In the past, HIT students were trained in nearby regions with funding from the 
RHB, thus enrollment and training at Pawi is an opportunity to reduce costs. 


- Improving quality of pre-service education: The regional TVET agency provided an 
update of the Certificate of 
Competence (COC) examinations for 
TVET Level 2 and Level 3 students in 
clinical nursing, midwifery and 
pharmacy. In this quarter, a total 341 
students (figure 2) took the COC exam, 
and 184 of them (54%) passed the first 


Graduating Students who took the COC 


Exams  


- 63 Level II Midwives 


- 68 Level III Midwives 


- 78 Level II clinical nurses 


- 61 Level II pharmacy professionals 


- 45 Level III pharmacy professionals 
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round of examinations, while 46% were provided tutorial classes and took remedial 
examinations, and finally passed. In addition, one of the COC Centers (Assosa 
Hospital) provided a COC exam for 60 clinical nurses and midwives who work in the 
Assosa hospital, and 400 health workers in different professions who are working in 
various health facilities in the region. The COC enables the workers to upgrade their 
educational levels and improve their knowledge and skills.   
In Tigray, HRH forum participants reviewed the draft health student 


professionalism and ethical code of conduct document that was developed previously, 
and the document was officially endorsed. It will be used as a guideline by institutions 
and health facilities to ensure that trained health workers provide compassionate and 
respectful care.  


In Addis Ababa, monthly HRM review meetings were regularly conducted by the 
RHB to review performance and challenges at sub city health office and hospitals levels. 
The RHB is also encouraging and providing support to the sub city health offices to 
conduct monthly review meeting with HR managers in the health centers. As a result, 
eight sub city health offices conducted monthly review meeting in this quarter. Areas 
identified for further improvements include recording and documentation of in-service 
training data in health centers and incomplete HR data entry on HRIS software in some 
institutions.  


In Harari, two regional forums were held in the reporting period.  Meeting 
participants reviewed the annual plan versus performance of the RHB and health 
facilities, and discussed developing a Compassionate, Respectful and Caring (CRC) 
workforce. They agreed to strengthen institutionalization and implementation of In 
Service Training (IST) in the region, and they also agreed to initiate a health workers 
competence evaluation in the region in the coming quarter, with funding from the RHB. 


 
IR 1.5 Improve Management of Staff Training for HRM professionals at FMOH, RHBs, 
Woredas and Zones 
 
Translate HRM training participant manual into RHB working languages 


The HRM in-service training participant manual was developed in English. 
However, it was found that this manual was not appropriate for use by the Woreda and 
health facility HR staff due to their limited English language proficiency. Thus, the HRH 
Project translated the manual into three RHB working languages: Amharic, Oromiffa and 
Tigrigna. The Amharic version will be used by Amhara, SNNP, Gambella, Benishangul-
Gumuz and Addis Ababa regions while Oromia and Tigray regions will use the Oromiffa 
and Tigrigna versions, respectively. 


The manual was translated by 15 HR experts recruited from Oromia, Amhara, 
SNNP and Addis Ababa RHBs. These experts were selected based on their language 
proficiency, skill on facilitation of HRH training and experience in HRM technical terms. 
In addition, 3 HRH project staff including 2 Senior Advisors took part in translation 
process. The HRH project provided both technical and financial support for the 
translation. These training manuals will be printed to serve as reference for HRM rollout 
trainings in the regions.   
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Roll out HRM training at National and Regional levels 
Building the capacity of HR leaders and managers on HR functions at all levels is 
necessary to promote professionalism in HRM, thus improving availability and 
performance of health professionals. The HRH Project has been providing HRM training 
– in this reporting period 600 participants were trained from 9 regions as summarized in 
Table 7 below. 
 


Table 7: HRM Training, January – September 2016  


S.N Region Male Female Total 


1 Oromia 125 49 174 


2 Amhara 57 40 97 


3 Somali 23 7 30 


4 Harari 22 6 28 


5 SNNP 134 29 163 


7 Dire Dawa 19 4 23 


8 Addis Ababa 25 33 58 


9 Afar 24 3 27 


 Total 429 171 600 


 
In addition, a six-day Training of Trainers (ToT) on HRM was provided to 18 HRM leaders 
and staff from the Addis Ababa RHB, sub city health offices and hospitals. The ToT was 
financed by the Addis Ababa RHB while the HRH Project staff supported the costs 
related to the trainers.  
 
Select and orient additional mentors from the RHBs and Zonal health departments to 
meet the ratio of 1 mentor to 10 mentees (in big regions) and 1 mentor to 5 (in 
emerging regions & city administrations) 
In Addis Ababa RHB, 4 mentors were previously selected, and 12 additional mentors 
selected in this reporting period. This increased the number of mentors from 4 to 16, 
which meets the standard of 1:5 ratios of mentors - trainee in city administrations.  
 
Conduct quarterly post-HRM In-service training follow-up  
Sustainable post training follow-up, mentorship, and on-the-job support, is key to 
enhancing knowledge and skill acquired during trainings. In this reporting period, post-
HRM training follow-up and mentorship was conducted in Oromia, Somali, Addis 
Ababa, Amhara, Afar, Harari, SNNP, Tigray and Benishangul-Gumuz regions to assess 
the knowledge, skills and current HRM practices of HR managers and staff who had 
received HRM training, and provide on-the-job support to fill gaps identified in HRM 
performance.  


A total of 598 HR staff who received HRM in-service training in the all regions 
except Gambella were mentored. The follow-up visits identified successes such as the 
HR officer at the Amibara WorHO, who after the training, distributed HR policy manuals 
at health facilities by photocopying them with expenses from the Woreda budget. 
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Similarly, in Tigray, relevant HR policy documents were available and utilized in 6 out of 
9 WorHOs visited, and one office had a well-developed IST plan with an assigned 
budget. Challenges remain, such as role confusion and disagreement between woreda 
civil service offices and woreda health offices - the civil service office is not sharing 
duties and responsibilities with the newly hired HR officers in some woredas such as 
Awura woreda. The challenges were discussed with the RHB and recommendations 
made for a way forward. 


A lack of clear and transparent selection criteria for in-service training 
participants in Afar, requests from Oromia to translate HRM training materials into Afan 
Oromo, and a lack of a forum meeting in Addis Ababa due to competing priorities were 
additional challenges identified.  
 


Result 2: Increased Availability of Midwives, Anesthetists, HEWs and 
other Essential Health Workers 


The health workforce density in Ethiopia has increased from 0.84 to 1.3 per 1000 
population, indicating an improvement in the supply and availability of health workers. 
However, the country lags far behind the minimum threshold required to ensure 
coverage with essential health interventions. The deficit is more pronounced in certain 
health care cadres critical to meet global and national health sector goals. These are 
midwives, anesthetists, health extension workers, specialized nurses, emergency 
medical technicians, biomedical technicians, supply chain management professionals 
and public health specialists in human resources for health management and health 
economics. The main cause for the shortage of these cadres is limited capacity for 
production. The HRH Project is working with the FMOH, the Federal Ministry of 
Education (FMOE) and other stakeholders to increase availability of these cadres, 
through curriculum development and strengthening pre-service education institutions.  
 
IR 2.1: Increased Availability of Anesthetists 
Provision of comprehensive emergency obstetric and newborn care for mothers with 
obstetric emergencies is an essential part of preventing morbidity and mortality, but the 
number of cesarean deliveries performed in Ethiopia is low, suggesting an unmet need. 
The government has successfully scaled up training of emergency surgical officers; 
however, training of anesthetists continues to lag behind. Recognizing that anesthetists 
are essential members of the surgical team, the HRH Project has continued to support 
the efforts of the government to scale up high quality anesthesia training. 


2.1.1: Faculty development 


Conduct technical update training on advanced regional ultrasound guided nerve 
block technique for anesthesia faculty  
In response to the identified gaps in faculty skills related to safe anesthesia clinical 
practice, the HRH Project provided technical and financial support to conduct 2 rounds 
of a 5-day training on advanced regional ultrasound guided nerve block technique for 31 
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anesthesia instructors selected from universities, RHSCs and teaching hospitals. The 
training built the capacity of participants on the conduct of safe advanced regional ultra 
sound guided nerve block technique, including an overview of indications, 
contraindications, equipment and patient preparation, emergency preparedness and 
response, and decision making skills for this  technique.  
 
2.1.2: Strengthen Clinical Education 
 
Conduct Targeted Recruitment, Orientation and Support of Volunteer Anesthesia 
Faculty to Provide Temporary Support for Institutions with Critical Shortages 
One of the bottlenecks to increasing the production of anesthetists is the lack of 
qualified faculty, particularly in remote and newly opened training institutions. To 
address this challenge, in this reporting period, the HRH Project provided technical 
support to the FMOH to identify 10 anesthesia teaching volunteers, with the aim of 
assigning them to Axum, Adigrat, Wachamo, and Dire Dawa Universities, which are all 
facing a critical shortage of teaching staff. Discussions are underway to finalize the 
logistics related to assigning the volunteers. 
 
Collect Essential Anesthesia Practice Standards and Protocols  
Utilization of standardized anesthesia practice guidelines ensures evidence-based and 
up-to-date clinical practice, reduces practice variations, facilitates efficient use of 
resources, and strengthens clinical teaching of anesthesia students. Essential anesthesia 
protocols, standards, and policies (such as neonatal resuscitation, adult basic and 
advanced life support (adult resuscitation), airway management algorithms, local 
anesthesia toxicity management (regional and obstetrics), HIV patient anesthesia 
management, and anesthesia machine checks) were collected from different 
organization such as the World Health Organization (WHO), and will be printed and 
distributed in the next program year. 
 
Anesthesia skill labs in Universities strengthened 
The HRH Project supported the University of Gondar (UOG) and Debre Tabor University 
(DTU) College of Health Sciences to strengthen and/or establish anesthesia skills labs for 
simulated practice. The effort made by both institutions to map and/or mobilize 
financial resources to procure mannequins and other skills lab resources was exemplary. 
Two simulation centers were newly established (1 in UOG and 1 in DTU) and furnished 
to facilitate practical teaching. The UOG anesthesia simulation center was renovated 
(spacious room designated, compartmentalized and furnished based on stations). In 
addition, skills lab assistants were recruited (3 for UOG and 2 for DTU) to facilitate 
practical teaching and assessment.  
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2.1.3: Infrastructure and educational resources 


Support the maintenance of anesthesia skill lab equipment in Universities and 
Colleges 
In order to strengthen competency based training, the HRH Project provided 
maintenance support for skills lab equipment at anesthesia schools in Tigray and 
Amhara regions (5 RHSCs - Dr. Tewelde, Araya Kahsu, Dessie, Debre Tabor, Bahir Dar, 
and 3 universities - Axum, Adigrat, and Debre Tabor). The equipment included 
auscultation trainers, suction machines, autoclave sterilizers, drying ovens, magnetic 
stirrers and oxygen concentrators. In addition, mentoring and coaching support was 
provided for 8 anesthesia instructors and 10 skill lab assistants on how to effectively use 
the equipment for training.   


Distribute and install anesthesia machine spare parts, and provide capacity building 
support to biomedical technicians  
In Year 2, the HRH Project procured 14 anesthesia machines and distributed them to 
anesthesia clinical education sites. To ensure the safe handling and durability of these 
machines, the project requested for and received cylinder regulators and other vital 
spare parts as per the warranty agreement from the manufacturer. In this reporting 
period, as part of preventive maintenance, spare parts for 6 anesthesia machines were 
changed and calibrated to ensure the safety and functionality of the machines. The 
machines are at the Axum, Jimma, Jigjiga, Shashemene, Yirgalem, and Hosana Hospitals. 
 
2.1.4: Curriculum development and strengthening 
 
Anesthesia Curricula Finalized and Disseminated for Implementation 
To produce healthcare professionals that are responsive to the needs of the population, 
curricula have to be periodically reviewed and updated. The HRH Project provided 
technical and financial support to finalize and disseminate the MSc. and post basic BSc. 
anesthesia program curricula which were drafted/developed in year 3 (2013) with HRH 
project support. In addition to ensuring availability of qualified professionals, these 
curricula will solve the long-standing career advancement needs of level V and BSc. 
anesthetists thereby augmenting the effort made in retaining the anesthesia workforce. 
Twenty eight experts representing stakeholders such as the FMOH, FMOE and the 
Ethiopian Anesthetists Association (EAA) finalized where 13 competency-based modules 
for the MSc program, and 13 modules for the post-basic BSc program. The finalization 
process ensured that essential and updated content relevant to anesthesia professionals 
on Tuberculosis, Malaria, HIV and MNCH were addressed.  


The FMOH officially sent the final curricula to 8 Higher Education Institutions 
(HEIs), requesting them to formally begin the post-basic BSc program. 


Review of educational occupational standards for the level 5 anesthesia program 
The FMOH has prioritized the production of midlevel anesthetists through provision of 
training at the TVET level (Level 5 anesthesia program). Many of the institutions that 
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were providing this training (such as Araya Khasu HSC, Dr. Tewelde HSC, Tseda HSC, 
Dessie HSC, Bahir dar HSC, Arbaminch HSC, Hawassa HSC and Hosaina HSC) have 
currently stopped providing it due to reasons such as a weak curriculum, lack of interest 
from prospective students, and lack of clarity regarding career progression once the 
training is completed.  
 The FMOH is working to address these challenges, and in order to strengthen the 
curriculum, the HRH Project provided them with financial and technical support to 
revise and develop new level 5 educational occupational standards.  During this process, 
data from the national anesthesia task analysis conducted by the HRH Project was used 
along with international anesthesia education standards to guide identification of key 
competencies required for this cadre. This resulted in the development of 13 unit 
competencies (see list below), revised from the previous 17. 


1. Perform pre-anesthetic assessment and optimize patient for surgery 
2. Utilize anesthesia machine, monitoring and equipment 
3. Administer anesthetic drugs, adjuvants and fluids 
4. Manage patient airway using different modalities 
5. Provide safe anesthesia for emergency and essential surgeries 
6. Provide post anesthesia care for emergency and essential surgery 
7. Maintain infection prevention and safety standards 
8. Assess and manage pain perioperatively 
9. Provide cardiopulmonary resuscitation (CPR) including for newborns 
10. Apply legal and ethical principles in anesthesia practice   
11. Manage anesthesia service of a facility 
12. Engage in quality improvement activities 
13. Manage continuous improvement process (Kaizen) 


 
The occupational standards will be finalized once additional information related to 
performance criteria, evidence, etc is incorporated. It is expected these standards will 
guide the revision and strengthening of curricula for this cadre. 
 
2.1.5: Monitor and Improve Anesthesia Education 
 
Using the Nationally Endorsed Anesthesia Education standards, provide Mentorship 
and Coaching to Anesthesia Teaching Institutions, supporting them to use the 
Standards to Improve Quality of Education 
Using the nationally endorsed accreditation and quality improvement standards for 
anesthesia education, in this reporting period the HRH Project supported and facilitated 
the conduct of on-site mentorship and coaching at 14 anesthesia teaching institutions. 
The coaching and mentoring was conducted in collaboration with the FMOH and other 
key stakeholders, such as the regional TVET and RHBs, with the goal of improving 
anesthesia education. During the coaching visits, institutions were supported to assess 
their performance, identify gaps, conduct detailed cause analysis, and develop 
solutions/action plans. The resulting short and long-term action plans clearly identified 
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the roles of the institutions, the HRH Project and other stakeholders, and will be used to 
guide the process of strengthening the quality of anesthesia education provided. 
 Findings from the coaching indicated promising results regarding faculty 
awareness of their role in the use of quality assurance tools and strengthening clinical 
education. However, poor utilization and management of simulation labs, and gender 
related activities were observed to be persistent gaps. Proposed solutions included 
keeping skills labs open 24 hours to allow for great access to students, reorganization of 
skills labs based on competencies, and providing training for staff on gender related 
issues. 


In addition, 5 anesthesia teaching universities (Gondar, Debre Tabor, Dilla, 
Wolaita Sodo and Hawassa) conducted internal quality audits using the nationally 
endorsed educational standards with support from the HRH Project, to identify 
performance gaps. Some of the major gaps identified include lack of stakeholder 
involvement in the development of curriculum, inadequate office space for faculty, and 
a shortage and high turnover of qualified teaching staff and preceptors. Technical 
support was provided to conduct a detailed cause analysis and develop an action plan 
for intervention.  


Finalize Level V Anesthesia Program Accreditation and Quality Improvement 
Standards for Health Science Colleges 
In Year 3, the HRH Project initiated adaptation of the anesthesia education standards for 
the TVET program (level 5 anesthesia training). In this reporting period, the Project 
provided technical assistance to the TVET to finalize, publish and disseminate Level 5 
anesthesia training accreditation and quality improvement standards (294 standards 
organized into 9 main areas). The standards are aligned with the TVET’s existing generic 
quality improvement tool focus areas while tailored to anesthesia education through 
referencing international standards such as the global education standards of the World 
Federation of Medical Education (WFME) and Council on Accreditation of Nurse 
Anesthesia Educational Programs (COA). The standards will serve as a tool for internal 
quality improvement as well as accreditation and external quality audit by national and 
regional regulatory bodies. 
 
2.1.6: Strengthen the Capacity of the Ethiopian Association of Anesthetists (EAA) to 
Promote the Anesthesia Profession 
 
Conduct Tracer Study to Determine the Number of Anesthesia Professionals and Basic 
Setup Required for Safe Anesthesia Practice 
Though there are estimates obtained through various sources such as the HRIS, and the 
HRH Project baseline, the total number of anesthetists in Ethiopia has not been 
comprehensively documented. To support planning at the national level, the HRH 
Project conducted a tracer study to determine the number of anesthetists working in 
Ethiopia, including collecting other relevant data required for planning and decision 
making, such as the number of operating rooms, tables and recovery beds.  
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To generate this evidence, all public hospitals were contacted via phone or 
email, with the support of EAA regional chapter offices. Based on the preliminary data 
obtained, the total number of anesthetists practicing in public institutions across the 
country is estimated to be 995. Additionally, information collected about the basic setup 
for safe anesthesia practice indicated a total of 114 operating rooms, 112 operating 
room tables, 199 recovery beds, and 86 functional Pulse Oximeters available in all the 
public hospitals across the country. According to the WHO safe surgery checklist 
(standard operation provision protocol for safe perioperative anesthesia practice), an 
additional 225 pulse oximeters are needed for the current functional operating rooms. 
 
Upload Promotional Messages, Articles, Pictures and Videos on EAA’s Website and 
Keep Content Updated 
To improve visibility of the EAA, and reinforce positive messages about the profession, 
the HRH Project is providing technical and financial support to EAA to routinely upload 
promotional and other relevant content on its website. In this reporting period, the 
Association updated the website and uploaded photos from the 11th annual conference, 
relevant reference manuals and practice guidelines, and announcements about the 
upcoming 12th annual conference. 


Additionally, as part of efforts to strengthen its capacity, the EAA implemented the 
following activities: 
 An Income Generating Activity strategy document was finalized – this will guide the 


EAA as it seeks to identify resources to ensure its continued growth and 
sustainability;  


 Obtained a donation of 5 Airway Mannequins and Lumbar puncture Mannequins 
worth $7130, which will be used as training resources by the Associations’ CPD unit. 


 
Distribute 140 Pulse Oximeters to anesthetists practicing in public institutions 
In the second quarter, the HRH conducted a tracer study to determine the number of 
anesthetists working in Ethiopia, and to collect relevant data required for planning and 
decision making, such as the number of operating rooms, tables, Pulse Oximeters and 
recovery beds. One of the key findings of the assessment was a critical shortage of Pulse 
Oximeters in relation to the number of functioning OR rooms, according to the WHO 
safe surgery checklist (standard operation provision protocol for safe perioperative 
anesthesia practice). To address this challenge, the HRH Project provided technical 
support to the FMOH to collect and distribute 140 Pulse Oximeters. During the 
distribution, a one day user level and WHO surgical checklist implementation training 
was provided to 140 anesthetists by a volunteer expert from Life-box USA. 
 
Provide technical and financial support to the EAA for its annual conference and 
general assembly meeting 
The HRH Project provided financial and technical support to the Ethiopian Association of 
Anesthetists (EAA) to conduct its 12th annual conference. The conference was held from 
August 25-27, 2016 with a theme of “Saving life through Safe, Accessible and Quality 
Surgical/Anesthesia Service”.  A total of 367 participants (anesthetists, and 
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representatives from stakeholder organizations) attended the conference, during which 
an award ceremony was held to recognize outstanding graduating students, long serving 
anesthetists and conference sponsors. A series of panel discussions were conducted on 
various topics related to the conference theme and selected research articles were also 
presented.  
 Following the conference, a business meeting was conducted with members of 
the association to discuss membership fees, member benefits, professional standards 
and capacity development of the association. 
 
Consultation workshop on anesthesia standard protocol validation  
With support from the Project, EAA has been working to standardize anesthesia practice 
through developing and implementing standard protocol in hospitals across the country. 
The protocol can improve the quality of anesthesia clinical practice by serving as job aid 
for anesthesia practitioners. In this reporting period, EAA organized a consultative 
workshop to review the draft protocol and incorporate inputs from stakeholders. The 
workshop was attended by 36 participants including preceptors and instructors from 
universities, RHSCs and hospitals across the country. 18 standards were selected and 
next steps agreed-upon as it relates to finalization of the protocol. 
 
Participation in the Health Professionals’ Association Platform 
During the reporting period, EAA representatives attended the health professional 
association’s forum which was organized by the Ethiopian Medical Association. During 
the forum, discussions were conducted on topics relevant for health professionals 
associations such as CPD, the charity and society agency regulations and the newly 
proposed FMHACA regulation for health professionals. 
 
EAA capacity building 
To strengthen the capacity of EAA, including improving its visibility and role in 
advocating for anesthesia professionals and services, the HRH Project provided technical 
and financial support to EAA for the following activities: 


 Submission of a proposal to UNFPA to support CPD for anesthetists; 
 Consultative meetings with Voluntary Service Overseas (VSO), to explore 


collaborations to support anesthesia training; 
 Participation in the GoE Charity and Societies Agency (CSA) directive 


dissemination workshop, where rules and regulations to be followed by the 
Association were presented.  


 
2.1.7: Support the Licensure Exam Provision for Anesthesia Graduates 
Provide Technical Support to the FMOH to Review the Anesthesia Licensure Exam 
Blueprint 
The HRH Project is providing technical leadership and financial support for the 
establishment of a national licensure exam system for all healthcare professions. In this 
reporting period, the HRH Project provided technical support to the FMOH for the 
review of the exam blueprint for the anesthesia licensure exam preparation. The main 
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purpose of this revision was to develop a less complicated blue print which anesthesia 
exam developing experts can understand and interpret easily. Efforts were made to 
simplify the blueprint, including splitting Multiple Choice Questions (MCQs), and 
Observed Structured Clinical Examination (OSCE) questions, which had been formerly 
combined into one table. A workshop was held for 30 experts from the FMOH and 8 
universities, where the blueprint was reviewed and approved after minor modifications 
related to the addition of learning objectives in some competency areas. 


In the revised blue print, 23 competencies have been organized into four major 
domains, namely: Perioperative anesthetic care, anesthetic equipment and drugs, 
critical care, and leadership, management and scholarship.  
 
Provide technical support for anesthesia licensure exam item development and review 
organized by the FMOH 
As part of the continuous support provided to the FMOH to establish the national 
anesthesia licensure exam, the HRH Project provided technical support for the 
development and review of exam items by leading the facilitation of exam item 
developers training, providing guidance and mentoring for exam developing experts, 
and reviewing and validation of exam items for final use (see IR Three below).  
 
Provide technical support to FMOH to develop 5 year strategic document on Saving 
Lives through Surgery & Anesthesia (SALTS) Initiative 
In response to a request from the FMOH, technical support was provided to develop a 
five-year Saving Lives through Surgery & Anesthesia (SALTS) strategic plan. The HRH 
Project provided technical assistance to develop inputs related to human resource, and 
leadership & management, and ensured that activities planned under SALTS would 
leverage the work already conducted by the HRH Project. These planned activities in the 
strategy include: providing system strengthening support to increase the number of 
qualified anesthesia professionals, and supporting the recently initiated nursing 
specialty programs. As a future sustainable mechanism, the draft strategic document 
identified an educational pathway and career ladder for specialized nurses in provision 
of surgical care as part of a surgical team. Moreover, a number of motivation and 
retention mechanisms were designed for the effective utilization of these cadres.  
 
IR 2.2: Increased Availability of Midwives 
 


Increasing skilled attendance at birth with midwives as the primary professionals is 
recognized as the main strategy to reduce maternal mortality. Midwife-provided 
healthcare services such as family planning, antenatal care, PMTCT, and child health 
care services are also essential to improve maternal, newborn and child health 
outcomes. The HRH Project has continued its capacity strengthening support to 
midwifery training institutions to increase the quantity and quality of midwives 
graduating from pre-service education institutions. 
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2.2.1: Faculty Development 
 
Conduct a Training Needs Assessment at Midwifery Teaching Institutions  
To identify faculty training needs at midwifery teaching institutions, a training needs 
assessment was conducted by collecting information from faculty and midwifery 
teaching institutions through phone and email. Findings from the assessment identified 
that priority areas for updates included essential newborn care including Helping Babies 
Breathe (HBB) /neonatal resuscitation, Basic Emergency Obstetric and Newborn Care 
(BEMONC), Helping Mothers Survive (HMS)/managing postpartum hemorrhage, 
infection prevention, and post-abortion care. A series of technical trainings have been 
planned to address the identified gaps. 


Technical Update Training on Essential Newborn Care for Midwifery Tutors 
In response to the assessment findings, two 
technical update trainings on Essential 
Newborn Care were conducted for 45 
midwifery tutors. The trainings, which 
consisted of three modules (HBB and 
postnatal follow-up, caring for the low birth 
weight or preterm infants, and identification 
and treatment of newborn infections and 
referral), aimed to improve and update 
midwifery tutors’ knowledge, skills and 
attitude. The trainings were delivered using a 
competency based approach emphasizing 
acquisition of skills.  


 


 


Distribute Current Guidelines to Midwifery Teaching Institutions 
In the past 3 years, the HRH Project has facilitated the procurement, printing and 
distribution of reference materials to be used by midwifery teaching institutions 
(including books, guidelines, etc.). In the first quarter, the Project distributed 7 national 
guidelines to all 7 midwifery teaching institutions in Tigray and Afar regions. This 
included the National Guideline for Family planning services in Ethiopia, FMOH, Feb, 
2011; Basics in Family planning and Short acting Family planning methods, FMOH, 2011; 
Management protocol on Selected Obstetrics Topics, FMOH, Jan, 2010, etc. 


 In the second quarter, the Project continued this support by collecting and 
distributing relevant current national guidelines to 49 schools. The guidelines distributed 
included the Expanded Program for Immunization (EPI) guideline and Training manual, 
BEmONC training manual, Micronutrients guideline, Ethiopian Consolidated National 
Guidelines for HIV Prevention, Care and Treatment, and Syndromic Management of STI. 


In the fourth quarter, the Ethiopian Midwifery Association (EMwA) collaborated 
with the FMOH to distribute updated guidelines on comprehensive family planning, 


Essential Newborn Care Training Participants  
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respectful maternity care and partograph use to 49 midwifery teaching institutions via 
email. 


Technical Support to Facilitate Student Performance Assessment (SPA) Training at 
Debre Tabor University (DTU) 
Since 2013, DTU has been implementing a new innovative competency based 
curriculum for its midwifery program, which was initiated and developed by the HRH 
Project. The first batch of students are approaching their final year midwifery 
professional practice (internship) and based on the curriculum requirement, students 
are required to pass a qualification exam in order to begin the midwifery professional 
practice. In response to a request from DTU, the HRH project provided technical support 
to facilitate a SPA training for 29 selected faculty, who are expected to prepare the 
exam items. The training helped to enhance the capacity of the trainees to develop 
quality exam blueprint, sample written exams, structured oral questions and OSCE 
formats for the upcoming qualifying exam. 


 


 
 
 
2.2.2: Strengthening Clinical Education 


Technical Update Training on HBB and HMS for Midwifery Skill Lab Assistants 
In line with the needs assessment findings from midwifery teaching institutions, two 
technical update trainings were conducted on HBB and HMS, for 39 midwifery skill lab 
assistants.  The training was designed to help participants to provide students with an 
opportunity to learn and develop the skills essential for midwifery practice within a 
supportive environment. 
 
Mentorship Training for Senior Midwives from Health Facilities  
The FMOH set a strategic direction to capacitate midwifery professionals through a 
mentorship program implemented by the Ethiopian Midwifery Association (EMwA). The 
HRH Project provided financial and technical support for trainings of 83 midwifery 
mentors selected from health facilities that serve as clinical practicum sites. The 3-day 
mentorship trainings enabled them to effectively supervise, coach and assess junior 


Trainees at OSCE mock, DTU 
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midwives and students during clinical practice as per the standard of current practice. 
After successful completion of the training, all necessary mentoring manuals (Mentoring 
Tool, Mentoring Participant Manual and Mentoring Power Point) were supplied to the 
mentors for future use. 
 


 
Role Play during mentor training 


Conduct midwifery mentorship visits to clinical practice sites 
During the reporting period, mentorship supervision visits were conducted at 4 
midwifery teaching institutions (Hawassa University, Wolaita University, Arbaminch 
University and Hosana Health Science College). The supervision helped midwifery tutors 
and skill lab assistants to identify their knowledge and skill gaps in MNCH areas, and 
helped them develop an action plan for improvement. The supervisors used a structured 
questionnaire and checklist to assess the gaps. 
 
2.2.3: Curriculum development and strengthening 
 
Support the FMOH to conduct an Instructional Design (ID) Skills Workshop and Review 
the Midwifery Level IV Curriculum  
Gaps in the existing midwifery level IV curriculum were identified during joint 
mentorship and coaching visits conducted by the HRH Project and the FMOH, and 
systematically through two research studies conducted by the HRH Project (graduating 
midwifery student’s competency assessment and midwifery task analysis study). To 
address these gaps, the HRH Project provided financial and technical support to conduct 
a curriculum review workshop, which was combined with providing instructional design 
skills training prior to the review process. Workshop participants removed redundant 
and irrelevant content in the curricula, and strengthened essential midwifery 
competencies including allocation of more time for clinical practice. Work is underway 
to finalize the modules.   
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Support the FMOH to finalize and endorse occupational standards for Level IV 
midwifery training 
The HRH Project supported the FMOH to conduct a workshop to review the midwifery 
occupational standards for the TVET midwifery program. During the workshop, findings 
from studies conducted by the HRH Project (task analysis, midwifery graduating student 
competency assessment and Tigray and Amhara midwifery performance assessment) 
were presented and used to inform discussions on the current status of midwifery 
education and practice. The revision resulted in streamlining occupational standards 
and emphasizing and expanding reproductive, maternal, newborn, and child health and 
ethics competencies. The revised standards will guide subsequent revisions of curricula. 


Following the review workshop, support was provided to the FMOH to finalize 
and endorse the occupational standards in the fourth quarter. Accordingly, the level IV 
midwifery program has a total of 11 occupational standards, which will be used to guide 
review of midwifery curriculum and related teaching and learning materials. 


Provide technical support to the FMOH to finalize midwifery training modules  
The HRH Project provided technical and financial support to the FMOH to develop six (6) 
midwifery learning modules in year III. Based on the revised level IV midwifery training 
occupational standards, the draft modules were revised. The modules include care 
during pregnancy, care during Labor and delivery, care during post-natal period, family 
planning, and gynecology. The updated modules have been submitted to the FMOH for 
review, and will be finalized in the next quarter. It is expected that the modules will be 
utilized starting from this academic year by all level IV midwifery teaching institutions. 
 
2.2.4: Monitor and improve quality of midwifery education 


Mentor and Support Midwifery Schools to Assess and Improve the Quality of 
Education using National Midwifery Education Standards 
Monitoring and improving the quality of midwifery education facilitates the production 
of competent graduates who have the required knowledge, attitude and skills. In this 
reporting period, the HRH Project provided financial and technical support to conduct 
joint mentoring and coaching to 28 midwifery training institutions. The FMOH and other 
key stakeholders visited the midwifery education schools and supported them to use 
the national midwifery education standards and guidelines to assess, improve and 
monitor the quality of education provided. 
      During the mentoring and coaching, the team worked closely with midwifery 
faculty in the assessment of institutional performance, identification of pertinent gaps, 
detailed cause analysis, and development of implementation action plans. Identified 
gaps included poor arrangement of skills labs, a lack of routine internal quality 
assessments, poor documentation and challenges with transporting students to clinical 
practice sites. Immediate support was provided to rearrange the skills labs, and 
recommendations made to address other gaps identified. Utilization of these standards 
will facilitate continuous internal self-assessments and quality assurance by the 
institutions, leading to improved quality in midwifery teaching, and ultimately in the 
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production of a workforce that is competent and adequately prepared to provide 
essential reproductive health, family planning, antenatal care (including PMTCT), labor 
and delivery care, postnatal care and child health care services. 
 


 
Wachamo University skills lab before (left) and after (right) the coaching visit 


 
The example below from Medawalabu University illustrates a quality enhancement 
intervention following a self-evaluation. 


 


 


 


 


 


 


 


Finalize Midwifery Program Quality Improvement (QI) Standard for TVET Level (RHSCs) 
The HRH Project adapted National Accreditation and Quality Improvement Standards for 
TVET level Midwifery education program implementation. In this reporting period, the 
HRH Project supported refinement and finalization of the standards based on comments 
received from stakeholders and experts. The final standards have been submitted to the 
TVET for publication and dissemination; it is expected that they will be used as quality 
assurance tool by institutions to improve student learning, and prepare them to provide 
effective delivery of essential health services. 
 
 
 
 


Medawalabu University 


 A 5-day faculty development training was provided to improve teaching and 


assessment skills. 


 A skills lab material inventory was conducted and adequate physical space made 


available.  


 Skill labs were equipped with an adequate number of movable chairs, tables for each 


station, and dust bins for all stations. 


 Learning materials (reference books, checklists, wall charts, posters, and flow charts) 


were made available in the skill lab 


 The midwifery program has started compiling and standardizing available checklists 


so as to develop a skills lab manual  
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2.2.5: Strengthen Capacity of the Ethiopian Midwifery Association (EMwA) 
 
Technical and Financial Support for the Annual EMwA General Assembly (Annual 
Conference) 


To facilitate experience sharing among 
practicing midwives, as well as support 
provision of technical updates, creation of 
awareness on midwifery clinical 
practicum guidelines, and linkages 
between midwifery teaching institutions 
and clinical attachment, the HRH Project 
provided technical and financial support 
to EMwA for the conduct of its annual 
general assembly.  


The theme for the assembly was 
“Midwives: For A Transformed Ethiopia". 
During this event, relevant program 


learning lessons and research findings from the HRH Project implementation were 
presented. A drama depicting the experience of giving birth in a rural community and 
the community perception towards health workers was also presented to increase 
awareness of the participants on respectful maternity care (video available at 
www.midwives.org.net). The Association also recognized midwives, midwifery students 
and pioneer individuals who devoted their life to support orphans, mothers and young 
girls across the country. Over 450 midwives from all regions of Ethiopia, invited guests 
and partners attended the meeting.  


Provide support to celebrate the International Day of Midwives  
Celebrating the midwifery profession during the International Day of Midwives (IDM) is 
a good way to inform the community of the important role of midwives, and positively 
impact the morale of midwifery professionals. The HRH Project provided financial and 
technical support to the EMwA to conduct a one-day IDM celebration workshop 
attended by 400 midwives. During the celebration, an update on HRH Project activities 
related to midwifery was presented, and high performing midwives recognized. 
       
 
 
 
 
 
 
 
 
 
 
 
     Midwives singing the new EMwA Anthem  



http://www.midwives.org.net/





21 October 2016 Page 54 


 


In addition, as part of the celebration, selected hospitals and health centers were visited 
by delegates, and mothers who had given birth at the health facility were congratulated 
and provided with postcards and cake. The importance of inter-professional 
collaboration was discussed during the visits with other health workers. 


Continue the strengthening support to the EMwA CPD Unit through purchase of 
essential materials and equipment  
To strengthen the capacity of EMwA to provide CPD courses effectively to its members, 
the HRH Project has continued to provide financial support to procure essential 
materials for the CPD unit. These are: shelves, LCD projector, printer, flip chart stand, 
LCD projector fixer, and a generator. 


Establish online and offline eCPD programs at the EMwA CPD unit 
The HRH Project has been providing support with the aim of building the capacity of 
EMwA to lead CPD courses for its members. As part of this, during the reporting period, 
24 offline courses on maternal and child health including managing maternal and child 
complications were collected onto flash drives and distributed to 40 midwives. The CPD 
unit is also working on adapting an existing safe delivery mobile application used by 
midwives and changing it into an online course which will be uploaded onto the EMwA 
website.  


Provide Technical Support to the FMOH to Review Midwifery Licensure Exam 
Blueprint  
In year three the HRH Project supported the FMOH to establish national licensure exams 
for healthcare professionals. In this year, to improve the midwifery licensure exam 
based on the inputs obtained from the previous year’s pilot, it was decided to revise the 
exam blueprint. The HRH project provided technical support to the FMOH to revise the 
exam blueprint, which will then be provided to subject matter experts for validation and 
finalization. Revision included adapting the questions based on the International 
Congress of Midwives (ICM) competency framework, and splitting the OSCE and MCQs 
which were formally in one table. The revised final version will be used for this year’s 
midwifery licensure exam item development. 


As part of this continuous support, technical support was provided for the 
development and review of exam items by leading the facilitation of exam item 
developers training, providing guidance and mentoring for exam developers, and 
reviewing and validation of exam items for final use (see IR Three below).  
  
2.2.6: Continue to provide financial support for midwifery training in Oromia Region 
 
The HRH Project in collaboration with the Oromia RHB, has been supporting the 
upgrading of high performing midwives from diploma (TVET) to bachelor (BSc.) level. In 
response to the request from the RHB, the HRH Project continued to provide tuition fee 
payments for 191 midwifery students (91 enrolled in 2014 and 100 enrolled in 2015) 
enrolled in summer upgrading programs at Arsi and Haromaya Universities. The 
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candidates are recruited based on performance and achievements in contributing to the 
improvement of maternal and newborn services in the facility where they are working. 
The opportunity to upgrade their education motivates the midwives and supports 
retention, in addition to improving their knowledge and skills, thus strengthening 
service delivery. 
 
Desk Review on Midwifery Pre-Service Education Gaps of Core Reproductive, Maternal 
Newborn, Child, Adolescent Health (RMNCAH) Competencies for Primary Health Care  
In response to an ad-hoc request from the MCH Directorate of the FMOH, the HRH 
Project conducted a desk review on midwifery pre-service education gaps of the core 
reproductive, maternal, newborn, child, and adolescent Health (RMNCAH) 
competencies that professionals are required to have at the primary health care level. 
The pre-service TVET and university curricula were meticulously evaluated against 
predetermined and recommended core RMNCAH competencies which reflect the 
knowledge, attitude and skills that a midwife should demonstrate at the primary health 
care level. The review aimed at identifying the availability of these competencies in the 
curriculum and based on the identified gaps, policy-makers, planners, service 
organizations and academic/ training establishments will take corrective actions to meet 
both the education/training requirements and the service-delivery support needed by 
the staff to provide safe, quality care.  


IR 2.3: Increased Availability of Level III and IV Health Extension Workers (HEWs) 
The health extension program is the FMOH’s flagship program to ensure primary health 
care service delivery through the effective implementation of essential health packages 
including family health (reproductive, maternal, newborn and child health) and disease 
prevention and control (HIV/AIDS, tuberculosis and malaria). The HRH Project continued 
its support to HEW level III and IV training to maintain coverage and improve quality of 
the health extension services. 
 
2.3.1: Faculty Development 
 
Integrated Effective Teaching Skills (ETS) and Curriculum Orientation Training for 
Newly Hired HEW Instructors 
To strengthen the teaching and learning process at RHSCs that are providing training for 
HEWs, the HRH Project provided technical and financial support to the FMOH/TVET to 
provide an 8-day training for newly hired HEW instructors. A total of 19 participants 
drawn from HSCs located in emerging Regions (Gambella, Somali and Afar) as well as 
Debre-Markos Human Bridge Biomedical College were trained. The aim of the training 
was to enhance the theoretical and practical teaching capacity of the instructors, 
familiarize them with the TVET curriculum, and enable them to conduct effective 
student performance assessments. 
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Distribution of HEW Level IV Modules to RHSCs to Help Strengthen HEWs Training 
In year 3, the HRH Project facilitated the development/review, printing and distribution 
of reference modules to be used by HEW level III and IV teaching institutions. In this 
reporting period, the HRH Project continued to distribute the remaining reference 
modules - a total of 14,289 modules were distributed to 11 RHSCs teaching HEW 
program (5 HSC from Amhara, 3 HSC from Somali, 1 HSC from Tigray, 1 HSC from Afar, 
and 1 HSC from Gambella region).  


2.3.2: Curriculum development and strengthening 


Support the FMOH to revise HEW education occupational standards  
In response to the gaps identified in the HEW curricula during supportive supervision, 
curriculum implementation, and the task analysis study, the HRH Project provided 
technical and financial support to the FMOH to conduct a 2-week education 
occupational standards review for all TVET level health programs.  


Both level III and IV HEW program occupational standards were revised by 
selected experts from the FMOH, Federal TVET, AMREF, and RHSCs, including merging 
related competencies to avoid redundancy. The finalized standards will guide future 
curricula revisions. 
 
2.3.3: Mentoring and Improving Quality of HEW Education 


Mentor and Support RHSCs to assess and improve the Quality of HEW Education using 
National Standards 
Implementing educational 
quality standards at HEW training 
institutions will help the training 
programs to monitor and 
improve quality of education. 
This in turn will result in the 
production of competent HEWs 
who are adequately prepared to 
provide MNCH, FP/RH, Malaria, 
HIV and TB services to the 
community. The HRH project provided financial and technical support to the FMOH to 
conduct a first round mentoring and coaching to 9 HEW training institutions in 5 regions 
followed by a second round mentoring and coaching to 5 RHSCs in SNNP and Oromia 
regions.  


During the first round mentoring and coaching visits, it was observed that all the 
colleges have a shortage of instructors, various teaching learning materials, vehicles and 
infrastructure for classroom and skills lab. Similarly, lack of transportation for students 
on clinical practice (Negele and Shashamene RHSC) was among the challenges observed 
during the second round visit. Despite this, the teaching learning processes are well 
conducted in all mentored institutions exemplified by the graduates’ good COC results. 


As a result of the meeting, the RHB promised to take 
the necessary action including changing the 
responsibility of oversight of the HSCs from the 
regional TVET office to the RHB, which will allow 
them to address the gaps identified. It was also 
agreed that the HEWs stipend will be increased to 
at least ETB 400.00 per month from the current ETB 
135.00 per month. 
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The HSEDCs at the colleges visited in the second round are actively implementing 
activities such as curriculum revision and staff capacity development training. The gaps 
identified in all HEW training institutions were discussed with the college and respective 
RHBs to analyze the causes. Finally, implementation action plans were developed clearly 
identifying the roles of each party.  


As part of improving the gaps identified during mentoring and coaching support 
provided to Oromia region HEW teaching Health Science Colleges, the HRH Project 
facilitated a meeting between the Oromia RHB head and the FMOH to discuss possible 
solutions to challenges such as Level III HEWs monthly stipends, and shortages of 
teaching staff, vehicles for community practice, and infrastructure for skills lab, 
classrooms and libraries.  
 
Regional Health Science Colleges Annual Review Meeting  
The HRH Project provided technical and financial support to the FMOH to organize the 
6th annual RHSCs forum, whose theme was “Moving towards a compassionate, 
respectful and caring health workforce”. The 2-day forum was attended by 69 
participants from 25 RHSCs, the FMOH, TVET, RHBs and other stakeholders. Progress on 
implementation of quality improvement activities was discussed, and there were panel 
discussions on the challenges and improvements required to strengthen the COC exam. 
 
IR 2.4: Increased Availability of other Essential Health Workers 
The Ministry of Health has identified and recognized the need to strengthen the 
education for existing essential health workers, and develop new cadres for to meet 
emerging health systems need and health sector development goals. Accordingly, the 
HRH Project continued to support the FMOH in meeting this priority through supporting 
the following activities: 
 
2.4.1 Increased Availability of Emergency Medical Technicians (EMTs)  
The Ministry of Health has identified training emergency medical technicians as a 
priority in order to improve pre-hospital emergency care including maternal and child 
emergencies. In the 2015/2016 fiscal year, the FMOH planned to train 280 EMTs. In this 
reporting period, the HRH Project provided support as part of this plan. 
 
Support Shashemene RHSC to Assess and Improve the Quality of EMT Education 
The HRH project supported the Shashemene RHSC EMT department to review and 
adopt the generic education standards to the EMT program by incorporating EMT 
related standards. Using the adopted standards, a baseline assessment was conducted 
at the EMT department, gaps were identified and an action plan to address the gaps was 
developed.  


2.4.2: Increased Availability of Biomedical Technician Training 
Healthcare providers cannot provide life-saving and high impact MNCH, HIV/AIDS, 
tuberculosis and malaria interventions without functional infrastructure. Equipment 
maintenance has long been a huge problem for service delivery mainly due to lack of 
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trained personnel. In response to this need, the FMOH identified training of biomedical 
technicians as a priority and the HRH Project began to support biomedical technician 
training. In continuation of HRH support during the previous quarters, in this reporting 
period the following activities were implemented: 


2.4.2.1: Infrastructure and Educational Resources 


Support the FMOH to Install and Maintain Skills Lab Equipment in RHSCs Providing 
Biomedical Technicians/Engineers' Training 
The HRH Project provided technical support to the FMOH to install skill lab materials 
and equipment procured by the FMOH for institutions providing training for biomedical 
technicians. The procured materials and equipment were installed in 9 university and 
RHSCs hospitals located in Oromia and SNNP regions. After installation, hospital staff 
and faculty were shown how to effectively and safely use the materials. 
 
Review and Finalize Level IV Biomedical Technician Modules  
To address a critical shortage of reference books for student and faculty use in 
biomedical technician training, in Year 3 the HRH Project developed 8 draft modules 
based on the curriculum. In this reporting period, a 5-day workshop for 18 experts was 
conducted to review and finalize these modules, which will be shared to all training 
institutions. 


Develop medical instrument list with minimum specifications for specialty healthcare 
facilities 
The HRH Project supported FMHACA to develop medical instrument draft standards for 
facilities providing oncology, neurology, gastroenterology, and renal specialty services. 
The standards will be used to guide regulation of these facilities and ensure 
standardization of services provided. 


2.4.2.2: Monitor and Improve the Quality of Biomedical Technician Education 


Mentor and Support RHSCs to Assess and Improve the Quality of Biomedical 
Technician Education using National Standards 
Ensuring availability of adequate and functional medical equipment plays a significant 
role in the provision of quality health services. Human Bridge College is the main 
regional health science college currently providing training of biomedical technicians 
with the aim of producing competent biomedical technicians who will contribute in 
availing functional medical equipment at all levels.  


To support the effort of the college and FMOH in the production of qualified 
technicians, the HRH Project initially in this reporting period provided technical support 
to the Human Bridge College to use the national education standards, identify gaps and 
improve the quality of education. Support included orienting staff at the College on use 
of the standards, and then providing them with support to conduct an assessment. In 
addition, the Project continued to provide technical support on the use of checklists and 
standard operating procedures (SOPs) for skill lab teaching, student assessment and 
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arrangement of skill lab materials using the principles of KAIZEN. In addition, onsite 
orientation was provided to faculty members on tools used to improve the quality of 
education. 


2.4.3: Strengthen Supply Chain Management (SCM) Training  


Pharmaceutical supply chain management (SCM) ensures provision of medicines in the 
right quantity, with the acceptable quality, at the right time and with optimum cost, in 
line with the health system’s objectives. In Ethiopia, one of the major challenges to 
providing adequate health services (including MNCH, FP/RH, HIV, TB and malaria) is 
poor management of logistics required to ensure the continuous availability of supplies 
including drugs and medical equipment. However, the content and quality of pre-service 
education in Ethiopia does not enable health workers to develop adequate supply chain 
management competencies. Though pharmacy professionals take a drug supply chain 
management course in their pre-service education, it fails to equip the students with 
essential supply chain management competencies as it is not practical and 
contextualized to the health system requirements. In this reporting period, HRH 
Projected has provided support in the conduct of the following activities: 
 
Provide technical support to the PFSA to develop a pharmacy supply chain mentoring 
training manual 
The efficiency of the supply chain system and the quality of pharmacy services are highly 
dependent on the availability of skilled and knowledgeable supply chain professionals. 
In recognition of this need, the PFSA in collaboration with CHAI implements a pharmacy 
mentorship program, which aims to build the capacity of the pharmacy workforce in 
health facilities.  


The HRH Project provided technical support to the PFSA to develop a pharmacy 
mentoring training package for supply chain management and pharmacy services, which 
included clear and measurable training competencies, learning objectives, a syllabus, 
and a participant and facilitator guide. During this activity, content experts were 
introduced to the basics of instructional design and contemporary adult learning 
theories. The development of this training package provides important conceptual 
clarity for supply chain mentorship program, and will guide its implementation across 
different health facility levels. 


 


2.4.4: Establish and Strengthen BSc Nursing Specialty Programs - Neonatal Nursing, 
Operation Room (OR) Nursing, Emergency and Critical Care Nursing, Pediatric and 
Child Health Nursing, Psychiatric Nursing, Ophthalmic Nursing and Surgical Nursing 
Neonatal Nurses, Operation Room Nurses, Emergency and Critical Care Nurses, Pediatric 
and Child Nurses, Psychiatric Nurses, Ophthalmic Nurses and Surgical Nurses have been 
identified by the FMOH as being high priority cadres whose production needs to be 
increased in order to meet the health needs of the population. From curriculum 
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development to establishment, the HRH Project has been supporting this initiative, and 
in this reporting period the following support was provided: 


2.4.5.1: Faculty Development 


Support FMOH to Conduct Technical Update Training for Emergency and Critical Care 
Nursing Teaching Faculty 
A technical update training on National Integrated Emergency Medicine was provided 
for 17 faculty drawn from Emergency and Critical Care Nursing teaching institutions. The 
training, which focused on management of maternal, newborn and other medical 
emergencies, included hands on exposure to ensure attainment of required competence 
level so as to enable the participants to teach students based on the curriculum. 


Support the FMOH to conduct a technical update training for Neonatal Nursing faculty  
The FMOH has initiated neonatal nursing degree programs in 17 universities. During 
supportive supervision visits, faculty at these institutions requested for training on 
selected competencies related to neonatal nursing care. In response to this, the HRH 
Project provided a 6-day technical update training on selected neonatal nursing care 
competencies for 17 participants coming from all neonatal nursing teaching universities. 


 The main competencies covered during the training included care for a baby 
born to an HIV positive mother, identification of newborn danger signs, newborn 
classification according to the protocol, appropriate care for preterm babies, 
management during life-threatening emergency, and documentation and reporting. 
 


Provide Simulation Training for Skill Lab Learning Facilitators Coming from Specialty 
Teaching Institutions 
The nurse specialty programs require development of clinical skills in simulation centers 
and the HRH Project supported preparation of skills lab staff to facilitate simulation-
based learning. The HRH Project provided technical and financial support to the FMOH 
for the conduct of a 5 day simulation training for 18 skills lab facilitators coming from all 
(18) nurse specialty teaching institutions. The training provided participants with skills 
that can help them to effectively train students using simulation methods for the 
development of psychomotor skills, communication skills, and clinical decision-making 
skills and advocate for and strengthen simulation centers at their institutions. At the end 
of the training, using the skills gained from the training, the simulation lab at Hawassa 
Health Science College (the site of the training), was reorganized by all participants using 
a competency based approach. 


Provide a 5 days Problem Based Learning (PBL) for specialty nursing program faculty 
members 
The specialty nursing programs which were recently initiated by the FMOH with support 
from the HRH Project, were designed to have a modular curriculum approach, using 
innovative teaching approaches such as Problem Based Learning (PBL). To enable faculty 
to develop cases and facilitate PBL sessions, the HRH Project provided technical and 
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financial support to conduct two rounds of a 5-day PBL training for 38 instructors 
coming from 17 specialty nursing program teaching institutions  


The training provided participants with knowledge and skills to design and 
implement PBL (case construction, tutoring/facilitation, and assessment) within their 
institutions.  
 
Support the FMOH to conduct supervision and training and readiness assessment for 
improving medical equipment at clinical sites – (neonatal intensive care equipment) 
In this reporting period, the HRH Project supported the FMOH to conduct medical 
equipment installation, inspection and supervision at 20 primary hospitals in four 
regions. Technical support was also provided to conduct site readiness assessment of 
hospitals for neonatal intensive care unit equipment distribution and installation. The 
Project technically supported two neonatal ICU equipment maintenance trainings for 50 
biomedical technicians and 50 clinicians. In addition, the Project supported the 
distribution, installation and orientation of OR, ICU and NICU medical equipment to 
clinical sites.  


2.4.5.2: Curriculum Development and Strengthening 


Develop and finalize curricula for Psychiatric and Ophthalmic Nursing  
The HRH Project provided technical and financial support to the FMOH to conduct two 
workshops to develop and finalize curricula for the Psychiatric and Ophthalmic Nursing 
specialty programs. The curriculum development considered FMOH priorities for the 
health sector, as well as international and evidence based nursing specialty standards 
and competency frameworks. After consensus was reached on broader program goals 
and core competencies, 15 and 21 competency-based modules were designed following 
instructional design principles for psychiatric and ophthalmic nursing programs, 
respectively. During finalization of the curricula, it was ensured that essential content 
such as Tuberculosis, Malaria, HIV, Maternal and newborn was adequately addressed in 
the modules. 


 The Psychiatry nursing curriculum module on Co-morbid Psychiatry Nursing has 
adequately addressed the essential contents on HIV and TB related specialized 
nursing care in Psychiatry. The Module on Foundation of Psychiatry Nursing 
addressed the specialized Psychiatry nursing care required for malaria patients. 
Moreover, a Module on Maternal Health Promotion-Illness Prevention and 
Rehabilitation also covered the required specialized Psychiatry nursing care 
related to maternal and newborn health. 


 Similarly, the Ophthalmic Nursing curriculum Module on Clinical Ophthalmology 
Nursing III, adequately addressed essential content on eye disorders in HIV/AIDS 
and Tuberculosis patient under the subtopic “Systemic Disease and the Eye”. 


The curriculum was endorsed at the end of the workshop and handed over to the 
FMOH. The FMOH is now finalizing all the preparations and plans to start the program in 
2 institutions. 
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Develop qualification framework for Psychiatry and Ophthalmic nursing specialty 
degree programs 
The HRH Project supported the FMOH to design and develop Psychiatric and Ophthalmic 
nursing specialty curricula. However, before the various universities actually begin this 
newly introduced program, the FMOE requested the FMOH to develop a qualification 
framework for the two curricula, to justify the relevance of the programs in line with the 
Higher Education Strategic Center (HESC) and Higher Education Relevance and quality 
Agency (HERQA) qualification framework requirement. 


 The HRH Project supported the development and finalization of a framework 
which clearly defined the level and type of both Psychiatric and Ophthalmic nursing 
qualifications, (e.g. level 4 clinical nursing), the expected scopes of practice (required 
competencies of the graduates), and respective learning outcomes at these levels of 
qualification. The framework was accepted and the FMOH issued letters to universities 
requesting them to initiate the programs in this academic year (2016/2017). 


2.4.5.3: Monitoring and Improving Quality of Nursing Specialty Education 


Provide mentoring and coaching to improve the quality of nursing specialty education 
The HRH Project continued to provide financial and technical support to the FMOH to 
conduct joint mentoring and coaching at nurse specialty training institutions so as to 
ensure periodic self-review and continuous improvement of quality of education. In this 
reporting period, 12 institutions were provided with mentoring and coaching (Ambo, 
Haromaya, Jigjiga, Mekele, Wolayta Sodo, Gondar, DTU, Wollo, Wollega, Debre Birhan, 
Bahir Dar Universities, and Harari RHSC). The mentoring and coaching team included 
experts from the FMOH, FMOE and HRH Project. The team assessed the extent of 
effective coordination, collaboration, integration between teaching Institutions, the 
RHBs and clinical facilities, how well the skill laboratory equipment are utilized, how 
clinical and class teachings are facilitated, and overall best practices and challenges of 
the training programs. It was determined that the training is happening as planned, but 
immediate interventions are required to address challenges related to the lack of skill 
lab materials, trained faculty to run problem based learning (PBL), advanced skill lab 
equipment, reference books, and tutors for the specialties such as neonatology. In 
response to the aforementioned challenges, corrective actions have been planned, such 
as: provision of PBL training for nurse specialty instructors and continuous assistance to 
skill lab facilitators to utilize available simulators.  


Furthermore a second round coaching and mentorship was provided to nursing 
specialty programs in Amhara region, including providing on-site orientation for newly 
enrolled faculty members on the principles of effective teaching, and encouraging the 
nursing program head to work closely with the HSEDC to use nursing standards as a 
quality improvement tool for these new programs. 
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Provide Technical Support to Bahir Dar University in Facilitation of PBL Training 
Technical support was provided to Bahir Dar University to conduct a 3-day Problem 
Based Learning (PBL) training for 28 faculty from Nursing Specialty Programs 
(Emergency and Critical Care Nursing, Surgical Nursing and Pediatric and Child Health 
Nursing). The training equipped the faculty with the knowledge, skills, and attitudes 
needed to apply PBL effectively in the implementation of nursing specialty curricula. 


2.4.4: Support Establishment of Postgraduate Programs in Human Resources for 
Health Management (HRM) and Health Economics (HE) 
The need for more health workers is not limited to clinical providers but also includes 
public health professionals who can improve healthcare and human resource planning 
and management capacity in the context of broader health systems strengthening. The 
HRH Project supported two Public Universities and one private Higher Education 
Institution to design and launch post-graduate programs in Health Economics and 
Human Resources for Health Management. 


 Currently, at the University of Gondar, the first batch of students (HE 17 
and HRM 12) have finished all the course work and their final thesis and are preparing 
for their mock thesis defense. The University has started training for the next cohort of 
10 students in the HE program. At Jimma University, the first batch of students (HE 9 
and HRM 6) have completed all the course work and began to develop proposals for 
their final thesis, and the second cohort for both programs (32 students, 16 for each 
program), have started their coursework. The first batch of students (HE 14 and HRM 
12) at Addis Continental Institute of Public Health (ACIPH) are working on finalizing their 
coursework and thesis requirements. 
 
2.4.4.1: Faculty Development 
 
Needs Assessment to Identify Priority Needs for a Skill Development Training 
Routine need-based updates are important to ensure that faculty maintain or improve 
their knowledge and skills. The HRH Project conducted a needs assessment with both HE 
and HRM faculty to identify priority areas/topics for faculty development. Econometrics 
and economic evaluation were identified as priority areas for HE faculty, and 
performance management and retention identified as priority areas for HRM faculty. 
 
Relevant Training Materials to Address Priority Areas Developed 
A technical update training agenda with resources needed and power point 
presentations was developed for both HE and HRH programs. The training was designed 
to address faculty gaps on the identified priority areas, and ensure that the programs 
continue to be informed and shaped by current thinking and developments. 


Technical Update training on Econometrics and Performance Management and 
Retention 
Priority development areas for faculty teaching the HRM and HE programs were 
identified, with econometrics and performance management and retention being 
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selected as priority training areas. Subsequently, a 4-day technical update training in 
these areas was provided for 17 faculty selected from Jimma University, University of 
Gondar, and Addis Continental Institute of Public Health. 
 Participants were supported to develop new and revise existing activities in the 
courses based on the training, and encouraged to draw on and share learning from their 
own experiences. 


 
Technical update training 


 


2.4.4.2: Co-teaching visits 


Co-teaching at the Addis Continental Institute of Public Health (ACIPH) 
To provide students with a first class learning experience and to work with Ethiopian 
academics in delivering the modules through competency based activities, two subject 
matter experts (1 for each program) from the Open University (OU) led the facilitation 
of HRH Module 8: Human resource policy formulation, implementation and evaluation 
and HE Module 9: Health project management, with Ethiopian faculty at ACIPH.  
 Work groups were formed with a mix of students from both programs giving 
them an opportunity to learn from each other. In addition to the co-teaching, the OU 
experts also conducted individual sessions with each student to discuss their thesis 
proposal. These demonstrated knowledge of relevant critical priorities in the Ethiopian 
health system, the context of their own particular institutions in the big picture of the 
health system, and a clear idea of how they would address their chosen problem.  
 
2.4.4.3 Support implementation of the thesis module 
 
Developed and Distributed Resources for Supporting the Thesis Module 
Given that both HRM and HE programs are new to the country and the first batch is 
undertaking thesis module (including writing research project), there is a critical 
shortage of essential journal articles and other resources that students can use for 
references. The HRH Project supported development and distribution of a CD that has 
relevant journal articles, reports and other resources. The CD provides a resource bank 
to cover each unit of every core module. The Project also plans to distribute the CD to 
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the new cohort of students at the start of their studies to provide further reading for 
students as they progress through the program. 


2.4.4.5: Monitoring and Evaluation and Standard Setting 


Draft Standards for the Postgraduate Programs Based on International Practices 
Building upon program level standards developed by the HRH Project in collaboration 
with HERQA, the HRH project drafted national education standards for the postgraduate 
programs in HRM for Health and HE. The standards will provide training institutions 
guidelines to self-assess, improve and monitor quality of education programs 
continuously. They could also serve as a benchmark for accreditation and quality audit 
visits. In the coming quarters, the draft standards will be commented by relevant 
stakeholders and finalized and introduced. 
 
Organize a Review Meeting with the Training Institutions, Students, the FMOH and 
RHBs to Review Progress of the Training 
Monitoring and evaluation has been ongoing since delivery of the programs started in 
Year 2. In this reporting period, the HRH Project facilitated a 2-day review meeting for 
30 participants from the 3 training institutions, including students,  to review progress of 
the training. The progress of the programs and challenges faced were discussed. Major 
challenges were related to student support systems, student recruitment, curriculum, 
and program ownership and sustainability. Proposed solutions were submitted to the 
FMOH for decision making. 


Administer questionnaires to all students to obtain feedback on the programs 
A questionnaire was administered to all students attending the program at Jimma 
University, University of Gondar, and ACIPH. The results suggest that students are 
effectively and critically reflecting on their learning, applying it in the workplace and 
disseminating their new 
knowledge.  
 Thus, the first aim of the 
program, “develop the required 
competences in health managers to 
improve the effectiveness and 
efficiency of their practice”, has 
been achieved as shown from 
students’ perceptions.  
 The results for the second 
aim, “deliver the program through 
distance learning so that health 
managers can continue to work and contribute to the delivery of the Ethiopian health 
system”, are more mixed. Whilst the students appreciated the flexibility of the 
program’s blended learning delivery modality, which meant they could study while 


 


“I can't thank you enough for your help during 


class based discussion and now attaching 


necessary materials. I really appreciate 


your personal contribution to this programe 


and empathy to us which was far more than 


expected from development partners I have 


experienced so far”. (Gizew Desie, Student, 


University of Gondar)  
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continuing to work, and the benefits it had brought to their workplace practice, the 
costs incurred to attend the university teaching were for most difficult. 
  Moreover, the lack of understanding of the demands and benefits of the 
program by many line managers meant students did not feel supported and their study 
appreciated. The lack of time to study the program and access to a computer and the 
internet added to their stress.  
 


IR 2.5: Support Project Mercy Health Science College to Establish a Center of 
Excellence in Midwifery Training 
Since October 2013, the HRH Project has been supporting the Project Mercy Health 
Science College (PMHSC) to establish and implement a 1-year accelerated midwifery 
training program, with the overall goal of producing competent midwives who will be 
available to provide priority MNCH services to the population in SNNPR, and the rest of 
the country. The following activities were conducted in this reporting period: 
 
PMHSC Certified as an Accredited COC Assessment Center 
The PMHSC had initiated an application to become certified as a COC Assessment Center 
for Midwifery. In this reporting period, a team from the SNNPR COC office reviewed the 
request and visited PMHSC, resulting in the SNNPR COC office certifying the college as a 
COC assessment center. This allows the college to conduct midwifery COC assessments 
for its enrolled students. 
 
Conducted COC Assessment of the 1st Class of 17 Midwifery Students 
The first COC Assessment was conducted at the PMHSC for the 17 enrolled midwifery 
students. The COC pass rate of all the students was 100%. According to the TEVT and 
COC centers, this is the first time ever that an institution has had a pass rate of 100% for 
an entire graduating class on the first try. This is a reflection of the quality of the training 
provided and the dedication of the PMHSC staff and students to the program. 
 
Finalized Training and Conducted Graduation for the 17 Midwifery Students 
In November 2015, a graduation ceremony was held for the 1st batch of midwifery 
students enrolled in the PMHSC. The entire class that started together in the fall of 2014 
graduated. At the ceremony, the graduates received their course completion 
certificates, COC certificates, and licensing certificate, which will facilitate recruitment 
and deployment.  
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PMHSC 1st batch midwifery graduates 


Revision of Student Enrollment Criteria 
The PMHSC had developed student enrollment criteria in line with TVET requirements, 
which required all students to be clinical nurses, have passed the COC exam, and not 
employed in order to be eligible for the training. Due to the increase in health care 
facilities in the SNNP region, candidates that are clinical nurses with COC are already 
employed, and not available for enrollment. Because of this, changes were made in the 
enrollment criteria, in consultation with the RHB and the TVET. The expanded criteria 
now includes candidates who are Clinical Nurses but have not passed the COC exam. At 
the end of the one year training, the students will take COC exams for Midwifery. 


Recruitment of Students 
To identify qualified candidates to enroll into the midwifery program, radio 
announcements were made in all the Zones in the SNNP region, explaining the details of 
the program, such as enrollment criteria, the type and level of training to be given, and 
the tentative training start/end dates of the program. Additionally, letters were sent to 
all of the Zonal Health Offices from the Regional Health Bureau, and a radio 
advertisement was broadcasted on a popular radio program that reaches most of the 
SNNP region. 
 Applicants submitted their educational credentials to local Zonal Health offices, 
who then compiled the records, ranked the applicants according to the submitted 
credentials, and sent the completed application packages to the RHB. Student selection 
is underway considering a quota established by the RHB for each zone, academic 
performance, and completeness of credentials presented. 
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Enroll and orient new midwifery students 
The second batch of 54 midwifery students was enrolled in April 2016, with the 
expectation that they will graduate by May 2017. All students are from the SNNP region, 
and they have all signed an agreement to return to their zones of origin after 
graduation. All students have signed a two year commitment to serve in a government 
healthcare facility after completion and graduation. 
 The students were oriented about the program and the College policies and 
procedures, and begin academic coursework. They were also provided with student 
uniforms (clinical and skills lab gowns). 


Recruitment and Hiring of Additional Academic and Administrative Staff  
Given the increased number of students to be enrolled in the program (target 50), and 
to replace staff that have left the institution, staff were recruited to assume the 
following positions: 1 College Dean, 2 Midwifery Instructors, 1 Skill Lab Facilitator, 1 
Student Counselor, and 1 Library Assistant. In addition to hiring staff, the PMHSC made 
preparations to accommodate the larger group of students expected, including 
preparation of dormitories, purchase of kitchen supplies and setting up of a second skills 
lab. 


Re-establishment of the PMHSC Education Development Committee 
Since the graduation of the last class of students and the enrollment of the current class, 
there have been changes in the key staff members of PMHSC. Because of this the 
Education Development Committee had to be re-established. A new committee has 
been formed and is working well together to ensure that the high standards of 
education quality are maintained in the College. 


Completion of the first phase of the academic calendar 
During the reporting period, all the 52 enrolled students completed the first phase of 
theoretical and demonstrative (hands on/practical) learning. Theoretical exams were 
given in the classroom and demonstrative skills were evaluated in the skills lab and 
clinical practice sites. Though all students eventually passed their theoretical exams, 
there were a few students who needed extra one-on-one tutoring on English (18), 
epidemiology (17), Anatomy (9), antenatal (3) and family planning (2) courses. 


 All students understood the course material, however the fact that exams are 
given in English has proven to be more challenging for some of the students. The major 
hands-on clinical training provided during the first phase of the calendar is family 
planning and all students showed a strong ability to perform this skill. At the end of this 
first phase of training, students were assessed on the following areas: Midwifery 
practices & Ethics, Anatomy & physiology of reproductive organ, and Epidemiology. 
 
Student Clinical Practice Completed 
A requirement of the midwifery program is to complete two rounds of clinical field 
practice. In order to make sure all students had adequate exposure to patients and a 
range of clinical conditions, students were assigned at the Butajira General Hospital, 
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Glenn C. Olsen Primary Hospital, the Butajira Health Center, Kibet Primary hospital 
(Silti), and Enseno Health Center (Enseno). The students were closely supervised and 
assessed by assigned instructors and preceptors at the facilities during the attachment. 
To ensure equal opportunity for practice, weekly rotations were made between the 
three facilities. Students were also assigned in day, night, and weekend shifts to 
increase contact with patients and exposure to the types of cases required for the 
training. 


Finalize the academic calendar and prepare for the next phase of training 
The academic calendar for the next phase of the program was completed and necessary 
preparations undertaken; clinical practice sites were organized, skills lab consumables 
procured, and handouts and visual aids printed. This phase of the training will begin at 
the start of the next quarter and include both theory and practical learning 
requirements that will build on the knowledge gained during phase one. 


Conduct In-Service Training on Selected Topics 
In this reporting period, a total of 6 In-service trainings were provided for 90 health 
professionals from Meskan and Sodo Woredas on Helping Babies Breath (HBB), and 
Essential Care for Every Baby (ECEB).  


HBB training was provided for 60 HEWs, general practitioners and nurses. The 
objective of the training was to enable these practitioners identify and manage 
respiratory situations that may arise after the delivery of a newborn.   


The ECEB training was provided for 30 HEWs, general practitioners and nurses 
with the objective of ensuring that every health care worker is prepared to resuscitate 
and provide essential life-saving care to all babies after delivery.  
 
 


RESULT 3: Improved Quality of Training of Health Workers  


An adequately trained health workforce is critical to the achievement of the health 
sector goals set by the Government of Ethiopia. This is only possible when the health 
workers’ education is of acceptable quality and consistently produces competent health 
care workers.  Since 2012, the HRH Project has been providing comprehensive support 
to 52 public and 40 private health worker training institutions, the Higher Education 
Relevance and Quality Agency (HERQA), the TVET, FMOH, RHBs, and FMOE to improve 
the quality of health worker education. The Project has also been supporting national 
efforts to establish and strengthen 43 IST centers in all regions, and standardize over 38 
in-service training courses for high priority health conditions, diseases and health 
systems. In this reporting period, the Project has continued its support to improve the 
quality of PSE and IST with the aim of improving the availability of competent health 
workers who can effectively promote health, and prevent and manage diseases. 


3.1 Improve Quality of Pre-service Education for Health Workers 
In the previous years of HRH Project implementation, various quality enhancement 
activities related to curricula standardization, faculty development, improving teaching 
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and assessment processes, and availing essential learning resources and models were 
completed at PSE institutions. Internal quality assurance structures (HSEDC) and student 
support functions (gender offices & clubs) were also established. In addition, external 
quality assurance and regulatory mechanisms (accreditation, quality audits, 
licensing/certification examinations) and bodies (Higher Education Relevance and 
Quality Agency, Technical and Vocational Education and Training Agency, Federal 
Ministry of Health, and Occupational Competence Assessment and Certification 
agencies) were strengthened. The project continued its support to PSE institutions and 
regulatory bodies to pave the way for institutionalization of QA endeavors.  
 
3.1.1. Strengthening Health Science Education Development Centers (HSEDCs) 
To ensure effective and sustainable educational quality improvement, the HRH Project 
has continued to build the capacity of HSEDCs through providing Training of Trainer 
(TOT) trainings, coaching and sharing of relevant technical documents. 
 
3.1.1.1. Faculty development 
Need based faculty development is essential to ensure that instructors have up-to-date 
knowledge and skills to improve the quality of education. The HRH Project has 
collaborated with HSEDCs to provide faculty development courses. In this reporting 
period, the Project supported institutions with the following faculty development 
activities: 
 
Supervision Skills Training 
HSEDCs are expected to support and monitor various academic departments, simulation 
centers, and clinical practice sites to advance quality of education, thus requiring that 
HSEDC staff have the required supervisory skills to effectively carry out these 
expectations. In this reporting period, a supervisory skills training was provided to 63 
HSEDC members from 19 health training institutions in 6 regions. The use of mobile 
phones to facilitate supervision was emphasized during the training, and a platform that 
can be used for this purpose (FrontlineSMS:learn) was demonstrated to the 
participants. An action plan was developed by each HSEDC outlining strategies to 
strengthen education development and QA using the skills of facilitative supervision.   
 
Clinical Simulation TOT  
Considering growing awareness of patient safety, large student number, and limited 
practice opportunities for students, the HRH Project has been promoting and supporting 
the use of simulation-based training. Students who are trained using simulation are 
better prepared and more likely to practice safely on real patients. In this reporting 
period, the Project conducted a four-day TOT simulation training for 26 HSEDC members 
from 24 health training institutions. The trained educators will cascade the simulation 
training to their staff. They will also lead, support and manage the use of simulation to 
develop healthcare skills for students to better prepare them for effective RMNCH, TB, 
HIV/AIDS, malaria and other service provision. 
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Support was also provided to the HSEDC in Arbaminch RHSC to conduct training 
on simulation based training for 18 clinical instructors and skills lab assistants 
 
Multimedia for Learning Training 
Introducing technology in education has the power to transform teaching and learning 
through efficiently linking teachers to their students with appropriate learning content 
and resources. A 3-day training on the use of multimedia for learning was organized for 
25 HSEDC members from 13 health training institutions. The training built the capacity 
of participants on the design, development and delivery of instructionally sound and 
competency-based multimedia learning materials, including the use of images, audio 
and video for teaching. It is expected that the trained participants will cascade the 
training to staff in their institutions. 


Provide technical support to institutions for the conduct of six onsite effective 
teaching skills courses: 


In response to requests from HSEDCs, the Project provided technical support to 
five public institutions (Debre Markos, Debre Tabor, Arsi, Wolaita Sodo Universities, and 
Pawi RHSC) and one private health science college (Alkan University College) to conduct 
5 onsite effective teaching skills (ETS) courses.  


A total of 132 instructors from eight academic programs (nursing, medical 
laboratory, pharmacy, public health, medicine, and anesthesia, biomedical sciences) 
were trained. The courses strengthened participants’ skills in planning for teaching, use 
of visual aids, delivering interactive presentations, creating and facilitating group 
learning activities, demonstration and coaching of healthcare delivery skills, and 
assessing performance of students. 
 
Technical Support for implementation of Observed Structured Clinical Examination 
(OSCE) 
Despite a requirement in the medical curriculum that student clinical assessments 
should be conducted using an OSCE approach, the St. Paul Millennium Medical College 
was not able to implement OSCEs as the faculty were not knowledgeable on this 
approach. In response to an adhoc request from the college, the HRH Project provided 
technical assistance to the HSEDC to organize a training workshop on the development 
and use of OSCEs for 34 faculty. The college subsequently administered OSCEs for 
clinical students.  
 
Support Development of Competency Based Training Guide – Dr. Tewelde RHSC  
In response to a request from Dr. Tewelde RHSC in Tigray, the HRH Project provided 
technical support to  develop a competency based training guideline for midwifery, 
health extension, nursing, medical laboratory and pharmacy programs. A total of 37 
participants from Medical laboratory (4), Midwifery (3), Nurse (16), Public health (1), 
pharmacy (8), radiography (1), Dental (1) and other (3) programs were engaged.  The 
first draft of the guideline was completed. Once finalized, it will be used by College staff 
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to provide competency based trainings for future health care providers who can provide 
quality RMNH/FP, HIV/AIDs, TB, malaria and other healthcare services. 
 
Support Jimma University to implement a master’s program in health professions 
education 
Previously, the HRH Project supported the Jimma University HSEDC to develop a Master 
of Science program in health professions education, with the aim of developing change 
agents and leaders for improving the quality of health professionals’ education in 
Ethiopia. Currently, 11 health professions educators from different universities are 
enrolled in the program and HRH Project staff have continued providing technical 
support for actual delivery of the program facilitating face-to-face and online learning 
sessions. 
 
Provide technical support to Debre Markos University to conduct a problem based 
learning course  
The HRH Project provided technical support to the HSEDC at Debre Markos University 
for the conduct of a five-day problem based learning course for 15 medical faculty who 
are supporting the innovative medical curriculum. As a result of the training, the faculty 
are now more capable of writing realistic PBL cases, facilitating PBL sessions, and 
supporting and evaluating medical students. This support will contribute to improving 
quality of medical education at the university and produce competent medical doctors 
for the national health system. 
 
3.1.1.2. Fixed Amount Awards (FAAs) 
 
Facilitate orientation and signature of contractual FAA agreements with health 
training institutions 


In Year 2 and 3, the HRH Project provided financial grants to HSEDCs in 
conjunction with capacity building TOT trainings, and coaching and mentoring support. 
With the funding and technical support, 41 HSEDCs successfully cascaded faculty 
development trainings for over 7000 staff, reviewed 42 curricula, developed 21 course 
syllabi, and improved student assessment and gender office functions. 
  However, these institutions continue to have gaps in the quality of education 
provided, which can be addressed by further strengthening the capacity of the HSEDCs.  
In this reporting period, the Project initiated the process of administering fixed amount 
awards to 52 institutions, including facilitating signing of contracts with the respective 
institutions, and providing orientation on the management of FAAs. To date, 38 higher 
education institutions have signed the FAA contracts, and will begin to implement the 
activities which focus on improving educational quality assessments and interventions, 
simulation training, strengthening clinical practice, and addressing gender disparity in 
health worker training.   
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Support HSEDCs to mobilize resources to support training quality improvement 
As a result of coaching provided by the Project, the HSEDC at Mekelle University mobilized 
resources for faculty development from the Tigray RHB and the CDC, to conduct Effective 
Teaching Skill training for 66 newly recruited instructors. The new instructors are now 
adequately prepared to conduct classroom teaching, practical training and assessment for 
health science students. Similarly, Mizan Aman University mobilized medical equipment 
(BP apparatus, delivery sets, specula, forceps, scissors, contraceptives, Magnesium 
sulphate, etc) from private clinics, one regional hospital and the SNNP RHB, to strengthen 
the midwifery skills lab. 
 
3.1.1.3 Strengthen Internal Quality Assurance  
 
Consultative workshop with stakeholders to facilitate the institutionalization of 
HSEDCs in RHSCs 
The HRH Project provided technical and financial support to the FMOH to conduct a one 
day high level advocacy meeting with 120 participants from the FMOH, RHBs, RHSCs, 
TVET, hospitals, Woreda health offices, universities, HERQA, partner organizations and 
donors.  
 The meeting was chaired by the FMOH’s HR director, and discussions focused on 
HSEDC accomplishments and lessons learned. Critical bottlenecks and challenges were 
discussed, including the delay in integrating the HSEDCs into the formal structure at 
some RHSCs, inadequate full-time staff and budget for HSEDCs at many RHSCs, a lack of 
commitment from academic leaders and faculty, and irregular monitoring and 
performance review of RHSCs by relevant government authorities. The following 
resolutions were agreed upon as next steps:  
 
     Next Steps: HSEDC Advocacy Meeting 
 


 
 
 
 
 
 


 
 
 
 
 
Annual HSEDC performance review meeting  
The HRH Project collaborated with the Ministry of Education (FMOE) and HERQA to 
organize a national review meeting with the aim of discussing HSEDC achievements and 
challenges at Universities, and create a platform for institutions to share experiences.  A 


1. The FMOH shall establish a national technical working group (TWG) to develop 


recommendations regarding the organizational structure of HSEDC at RHSCs, 


including clarifying roles and responsibilities.   


2. The TWG shall work with the regional civil service bureaus along with RHSCs, 


RHBs and the FMOH to approve the proposed structure and other related issues.  


3. RHSCs shall re-establish their HSEDCs according to the approved organizational 


structure. 


4. RHBS and RHSCs shall allocate budgets and other necessary resources to 


implement HSEDC activities.  
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total of 113 academic vice presidents, quality assurance directors, college deans and 
quality assurance officers from 28 institutions attended the workshop.   


The FMOE state minister, his Excellency Dr. Kaba Urgessa, chaired the workshop. 
HSEDC heads from five universities (Mekelle, Jimma, Gondar, Debre Tabor and Wolaita 
Sodo) presented on the performance, successes and challenges of their respective 
HSEDCs. They also advocated for ongoing support to HSEDCs from the FMOE, FMOH, 
HERQA and university leadership so that they can achieve their intended goals. The 
meeting participants discussed challenges related to institutionalization and 
strengthening of HSEDCs and developed institutional plans of action. During the 
meeting, the training capacity and implementation challenges at public universities, as 
well as strategies to address them, were also discussed. 
 
Provide semi-annual mentoring and coaching visits to HSEDCs to promote a culture of 
self-review and improvement using education standards. 
National and global standards for education recommend periodic self-review and 
continuous improvement of educational programs. Thus far, the HRH Project has 
supported 52 institutions to conduct regular education quality assessments using the 
national standards, and supported them to use the assessment results for improvement 
purposes.  In this reporting period the project supported 39 institutions to conduct 
program level self-reviews. (13 in Amhara, 3 in Tigray, 11 in SNNPR & 12 in Oromia). 


Of these, 30 HEIs (12 in Amhara, 5 in Oromia, 2 in Tigray and 11 in SNNPR) 
finalized internal program reviews using the national standards for approximately 3 – 6 
programs in each institution.  As a result of the coaching support from the Project, 
health training institutions used the program self-review results to initiate quality 
improvement activities. Selected examples are highlighted below: 


 
 
In addition, the Project supported Debre Markos University in Amhara and provided 
orientation on national standards and quality audit approaches, to guide the institution 
to begin conducting program level self-reviews. 
 
 
 


Selected Quality Improvement Activities: 


 After the self-review, HSEDCs in Amhara (12), Tigray (2), SNNP (5), and Oromia (5) 


conducted gap identification, cause analysis, and developed departmental action 


plans. Based on identified needs, Debremarkos University provided trainings for 82 


staff (software application for 45 and meta-analysis for 37).  


 Four institutions (2 in Amhara, 1 in Tigray and 1 in SNNPR) mobilized internal and 


external financial and non-financial resources to organize trainings and curriculum 


development/revision workshops.  


 Six institutions in Amhara submitted the assessment results to HERQA for external 


quality audit. 
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Integrate HSEDCs into the FMOE’s supportive supervision checklist  
The Ministry of Education conducts regular supervisory visits to higher education 
institutions. In this reporting period the HRH Project negotiated inclusion of HSEDCs in 
the FMOE supervision checklist. Draft variables to facilitate monitoring of HSEDCs were 
identified, and discussions held with the FMOE to advocate that they include these 
variables in their supportive supervision checklists. As a result of these discussions, 
moving forward, HSEDCs will be monitored by the FMOE three times a year, which will 
maximize the likelihood of institutionalization and effectiveness.   


Collaborate with the FMOE to conduct supportive supervision at higher education 
institutions to ensure training quality  
In the second quarter, variables related to HSEDC were integrated into the FMOE’s 
supervision checklist, which will allow the FMOE to regularly support and monitor the 
functions of the HSEDCs. In the third quarter, the Project supported the FMOE’s 
supervision directorate to conduct joint supportive supervision visits at 10 HEIs in 5 
regions. This activity stimulated institutions to focus on quality and to strengthen their 
HSEDC.  Universities were provided with feedback after the visits. In addition, a one day 
refresher training on effective utilization of high fidelity mannequins, management of 
simulation centers, signing of MoU with clinical practice sites, and conducting of self-
assessments using the national standards, was provided during the visits at Jijiga and 
Diredawa Universities. 
 
3.1.1.4 Strengthen Gender-Responsive Education. 
In the previous years of HRH Project implementation, training institutions were 
supported to address gender-focused barriers in health workers’ training through 
developing appropriate gender structures (gender offices & clubs), policies, and capacity 
building interventions (life skills training) and recognizing best female students. These 
inputs are expected to mitigate impacts of gender barriers and support female students 
to successfully complete their trainings. In this reporting period, the Project 
strengthened its efforts to address gender disparity in education of health professionals. 
 
Conduct a 6-day TOT Life Skills training for Gender Focal persons of HEIs and Regional 
Gender Directorates in collaboration with the Federal Ministry of Women, Children 
and Youth Affairs (FMWCYA). 
Considering the high turnover of gender focal persons and gender directors at the 
various institutions, the HRH Project organized a life skills training and gender 
responsive pedagogy course in collaboration with the FMWCYA. A total of 57 
participants were trained from 31 institutions from all regions, of which 45 were newly 
assigned gender focal persons, and 12 were gender directors. Participants were 
provided with the skills to design, facilitate and monitor life skills trainings for both 
female and male students, and instructors at their institutions. The training also 
equipped them with effective mentoring skills that are required to provide continuous 
support and follow up to make students assertive, skillful, active and productive in 
learning and life. In addition, participants were also introduced to the basic concepts of 
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Gender Responsive Pedagogy (GRP), and provided with information on how they could 
advocate for sound pedagogical and psychological principles that address gender issues 
at their institution.  
 
Support Life Skills Training   Dr. Tewelde RHSC 
In response to a request from the Dr Tewelde RHSC in Tigray, the HRH Project provided 
technical support for a three-day basic life skill training for 16 representatives from 
departments, student council, a counselor and guidance psychologist and student clinic 
head. The training focused on stress and stress management, gender based violence, 
HIV/AIDS prevention and reproductive health.  
 
Develop a 3-day gender responsive pedagogy training package  
In this reporting period, the HRH Project drafted a training package on gender 
responsive pedagogy based on FMOE’s resources and global evidence. Once completed, 
it will be used for the training of 40 instructors in HSEDCs in the next quarter. The 
training will enable participants to promote sound pedagogical and psychological 
principles that address gender issues.  
 
Develop and promote the use of sexual harassment policies  
In order to support institutions to minimize gender based violence & sexual harassment, 
the Project conducted a rapid assessment at health training institutions to document 
the availability and utilization of institutional sexual harassment policies. 
Implementation and enforcement of these policies will decrease gender based violence 
and create a safe environment for female and male students alike.  
 The assessment found that 20 Universities reportedly have a code of conduct 
for sexual harassment, but none of the RHSCs nor the TVET agency have any policies or 
guidelines related to sexual harassment. The FMOE’s sexual harassment policy was 
shared with all Universities and it was recommended that they adapt it or use it to 
improve their existing policies. The Project also advocated with the HEIs for the timely 
implementation of the policy once revised. Furthermore, the Project advocated with 
gender offices of HEIs in Amhara, Tigray, Oromia & SNNP regions to effectively 
implement the policy, improve their roles in the process, and continuously provide 
awareness to all relevant departments and students regarding the policy. In addition, 
the Project advocated with RHBs to ensure the availability of a similar policy at regional 
health science colleges. 
 
Provide ongoing coaching and mentorship to gender offices. 
In this reporting period, coaching and mentorship visits were provided to 30 gender 
offices (13 in Amhara, 3 in Tigray, 10 in SNNP and 4 in Oromia) to strengthen gender 
responsive education. Furthermore, the HRH Project provided remote follow-up and on-
site coaching support to 19 gender offices (6 in Amhara, 2 in Oromia, 1 in Tigray, and 10 
in SNNPR). Findings observed during the coaching and mentoring suggest that offices 
are providing support as required. They are carrying out gender related trainings, and 
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allocating institutional resources to support gender related workshops, tutorials and 
other support for female students.  
 


 
 
Support gender offices to improve documentation of gender related activities  
Though gender offices are actively conducting gender related activities, there is a gap in 
ensuring that these activities are properly documented. To address this gap, the HRH 
Project advocated for and provided technical support to improve documentation. As a 
result, 14 institutions re-created files in a well-organized manner and completed 
activities have now been properly documented. Improved documentation at six of the 
gender officesallowed for assigning new gender focal persons and for the new focal 
persons to successfully takeover the tasks and for smooth transitions. The new gender 
focal persons were also provided with onsite orientation on gender office functions.  
  
 
 


 


 


 


 


 


 


 


Examples of Gender Related Accomplishments: 


 Debre Tabor HSC managed to bring a sexual harassment case to the court and 
helped the victim continue her education.  


 DTU, Arbaminch University & Harar RHSC provided 3 institutional level onsite life 
skills trainings for their teaching staff (5), and for 283 students including male 
students. In addition, A Life skill training for 62 secondary school students was 
provided by the gender office in Wollo University 


 Mizan Aman HSC trained 333 students on behavior change communication and HIV.  


 5 HEIs in Amhara, Tigray & SNNPR conducted 5 institutional orientation workshops 
for 1200 newly enrolled female students.  


 Arsi University set up a monthly gender forum for the students, teachers and 
community.  


 9 HEIs provided financial support for more than 65female students facing severe 
financial challenge. Araya Kahsu provided access to dormitories for 32 girls who are 
poor and coming from remote rural areas. Wollo and Arsi Universities provided 
sanitary materials for 51 girls.  


 HEIs in Tigray and SNNPR recognized outstanding female students and distributed 
leaflets to increase awareness on gender issues. 


 Financial support for female students facing severe financial challenge was provided 
in one institution in Amhara region. Supplies such as sanitary materials, handouts 
and pens were also provided. 
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Documentation of Gender Related Activities, DTU & Debre Tabor RHSC, Mar. 2016 


 
Develop best practice documentation on gender inclusive health workers’ education 
in Ethiopia   
The HRH Project drafted a case study that documents the Project’s contribution to 
gender parity in the pre-service education of health workers. The case includes a 
description of gender-related inputs provided, processes followed at the institutions, 
and approaches used by the Project to provide technical support. The case study also 
documented examples of successes such as a reduction in the dropout rate. The final 
case study will be disseminated as a best practice to local and global stakeholders in the 
coming year.  
 


3.1.1.5 Ensure Outcomes-Based Curriculum  
 
Workshop on teaching and assessing professionalism and ethics 
The HRH Project in collaboration with Jimma University and the Center for International 
Health-Ludwig-Maximillian University (CIHLMU), organized a national workshop on 
“Teaching and Assessing Professionalism and Ethics in Health Professionals Education”. 
Participants included representatives from higher education institutions, professional 
associations, and the FMOH. The workshop ended with an action plan to develop a core 
curriculum on the subject to facilitate adoption by higher education institutions.  
 
Competency framework for medical curricula 
The HRH Project provided technical assistance to the FMOH to develop a competency 
framework for Ethiopian medical doctors at a workshop organized by the FMOH. When 
finalized, the competencies will be used as a reference to revise and harmonize the 
various medical curricula used across the country. This will ensure that all trained 
medical doctors will have the core competencies to meet societal health needs 
regardless of where they are trained. 


Support the FMOH to develop problem based learning (PBL) case bank and improve 
PBL implementation at medical schools 
The HRH Project provided technical support to the FMOH to organize a PBL case writing 
workshop. A total of 23 instructors from medical schools were guided to develop 46 PBL 
cases.  The PBL cases addressed biological, clinical and public health issues in line with 
the objectives outlined in system based modules. The cases will address challenges 
related to a lack of quality PBL cases and facilitate smooth implementation of the new 
innovative medical curriculum. In addition, a draft PBL implementation guideline was 
developed which will help to standardize the PBL process across different schools. The 
workshop also developed the skills of case writers and prepared them to lead case 
writing teams at their home institutions and develop more cases. 
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Provide technical support to HSEDCs and deans to monitor implementation of 
curricula. 
The HRH Project has been advocating for and supporting health training institutions to 
monitor their curricula and ensure that they are outcomes based and implemented 
successfully. In this reporting period, the Project continued its support to ensure that 15 
HSEDCs are effectively monitoring their curricula. Examples include: 


1. DebreTabor University in Amhara revised its nursing, anesthesia and medical 
laboratory program curricula to address the gaps identified related to 
content, methods and sequencing of objectives or courses.  


2. The project also provided technical support to Debremarkos University and 
Pawi HSC, resulting in the revision of the curricula for laboratory 
(Debremarkos) and all level III programs (Pawi). In addition, prior to the 
revision process, Pawi HSC provided curriculum revision training for 27 
faculty.  


3. Four health science colleges in SNNPR (Hawassa, Hosaina, Mizan Aman, and 
Arba Minch) were supported to review curricula for all health programs. 
Accordingly, course content on priority health issues, course sequence, 
duration, and clinical practice were updated. 


 
Revision of postgraduate surgery curriculum - Gondar University  
In response to a request from Gondar University, technical assistance was provided to 
revise the postgraduate surgery curriculum. The revision included ensuring that the 
competencies to be learned were aligned with the teaching and assessment methods, 
the addition of communication and inter-professional collaboration competencies, and 
addressing challenges faced during curriculum implementation. The revised curriculum 
will help to improve the quality of education and produce surgeons that are competent 
and can address societal health problems.  
 
Designing curriculum for emergency medicine at the St. Paul Millennium Medical 
College 
The HRH Project provided technical support to the St. Paul Millennium Medical College 
(SPMMC), to design a draft modular curriculum for residency training in emergency 
medicine. The curriculum focused on the use of simulation based education, and 
initiating clinical practice opportunities for students early on in the training, and 
continuing for the duration of the course. Use of portfolios and direct observation of 
clinical practice were identified as major assessment methods for this academic 
program.  
 
Support the FMOH to develop pharmacy service technician curriculum 
In response to the critical shortage of the pharmacy workforce at health facilities, the 
FMOH requested the HRH Project to provide technical and financial support to develop 
a model curriculum for level IV pharmacy service technicians. Accordingly, the Project 
provided technical support for the development of a curriculum in collaboration with 
training institutions and the Ethiopian Pharmacy Association.  The national scope of 
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practice, health facility guidelines, and newly revised national occupational standards 
were used as inputs during the development process.  The curriculum will be used by 
RHSCs to train competent pharmacy technicians.  


Provide technical and financial support to the FMOH to develop a supplemental 
curriculum for the pharmacy and laboratory technicians 
To address the shortage of pharmacy and laboratory technicians, the FMOH planned to 
develop curricula for the Level IV pharmacy and medical laboratory technicians to re-
train and deploy those students who already took the courses but failed the COC. 
Accordingly, a total of 13 experts participated in a 6 day curriculum retooling workshop, 
where the revised EOS was used to identify competencies that will enable the students 
to acquire the required competencies and pass the COC. 


 The additional training period for the retooled curricula is short (06 to 09 
months duration) and as this training program will be provided in addition to the regular 
program already in place, it is believed that soon there will be a sufficient number of 
graduates to alleviate the critical shortage currently faced by the health facilities.  
 


Provide technical support to the FMOH and St. Paul Hospital Millennium Medical 
College (SPHMMC) to develop a Masters of Public Health curriculum 
The FMOH in association with the SPHMMC has planned to begin an innovative Master 
of Public Health training program, which includes residency rotations. The HRH Project 
provided technical and financial support for the conduct of a curriculum development 
workshop with experts from the FMOH, SPMMC and universities. Program duration, 
module composition, and residency rotations were proposed at the workshop.  


 
3.1.1.6. Improve Students Clinical Training 
 
Support health training institutions to map, collect and distribute health care service 
delivery guidelines to strengthen clinical education.  
The extent to which educators and preceptors comply with evidence-based health 
service delivery guidelines affects quality of clinical education as well as healthcare 
services. However, access to these resources is a challenge. The HRH Project has 
supported distribution of relevant health care delivery guidelines through the HSEDCs. 
As part of this ongoing effort to improve the quality of clinical education and to facilitate 
the provision of health services, 25 HEIs and their clinical affiliation sites in Amhara, 
SNNPR and Gambella regions were supported and provided with electronic copies of 15 
health care service delivery guidelines on topics such as malaria, MNH, FP, HIV/AIDS, 
national drug management.  
 
Provide technical support to health training institutions to expand clinical practice 
sites 
In previous quarters, the HRH Project provided technical support to health training 
institutions to assess their clinical education using national standards. Findings from the 
assessment included a lack of adequate numbers of clinical practice sites, resulting in 
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limited practice opportunities and low caseloads for students. Based on assessment 
results, the Project continues to advocate for institutions to expand their clinical 
teaching sites. In this reporting period,  
- In Amhara, training institutions signed MoUs with practical sites including the 


recently inaugurated 25 district hospitals and 20 health centers.  
- In Tigray, a code of conduct to ensure student practice & training support by health 


professionals in facilities was developed by the RHB in collaboration with partners, 
private colleges, universities and RHSCs. This code of ethics has been implemented 
in health facilities to improve clinical practice, and Adigrat university has began to 
implement the guideline.  


- Mizan-Aman RHSC increased its clinical practice sites by three, including two from 
private/non-governmental health facilities. 


- Wachemo University signed a memorandum of understanding (MOU) with Negist 
Elleni Memorial Hospital, which will now become a teaching hospital for the 
university. 


- Haramaya University conducted a joint review meeting and site visits to facilitate 
implementation of the existing MOU with Hiwot Fana hospital.  


- In Harar RHSC, a clinical coordinator was assigned and clinical practicum schedules 
were developed, implemented and, documented. 
 


Organize a 3-day national review and validation workshop to finalize the National 
Student Clinical Practice Guideline 
In the first and second quarters, a draft clinical practice guideline was developed to 
standardize the clinical component of learning in health science colleges and 
universities. The guideline provides guidance on preceptorship, planning and 
coordinating clinical teaching, clinical instruction methods, practice requirements, and 
monitoring and evaluation of clinical practice. In the third quarter, a finalization and 
validation workshop was organized in order to obtain inputs from subject matter 
experts. Experts from professional associations, Gondar, Hawassa, and Mekelle 
Universities and development partners were invited. The first operational draft 
document is ready and upon dissemination, can be used to improve the clinical practice 
and fill gaps observed in this area. Clinical coordinators, preceptors and students will 
benefit from this guideline. The draft document was submitted to the FMOH for review.   
 
3.1.1.6.4 Enhance the Use of Simulation Based Training  
 
Provide need based technical support to expand simulation centers and organize skills 
stations based on competencies. 
Simulation based training helps students to develop required competencies. In the 
previous years of implementation, the Project provided skills lab models, materials, 
faculty development trainings, educational materials and guidelines to strengthen the 
use of simulation methods for health workers training. In this reporting period, the 
Project continued to provide technical support and advocate for institutions to expand 
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the simulation centers and support student learning, resulting in the following 
accomplishments: 


 DTU established 3 additional simulation centers to make a total of 5 equipped 
simulation centers. Three additional skills lab assistants were deployed and 
computerized tracking of the models, supplies and equipment was set up. In 
addition, the college dedicated additional budget to procure essential materials 
needed for skills teaching and assessment.  


 At University of Gondar, the HRH Project fully supported the establishment of a 
well-equipped anesthesia simulation center, including allocating an office for the 
lab attendants and providing storage space.  


 Debre Tabor HSC established an additional skills lab for HEWs training and 
produced three standard operating procedures (SOP) to guide skills teaching and 
assessment. 


 At Jimma and Metu Universities, an inventory of models and equipment was 
done using the national standards, resulting in the quantification of needed 
materials and development of a procurement plan for the simulation centers. At 
Jimma University, the budget for procurement (200,000 ETB) was approved and 
additional two skills lab assistants were assigned.   


 After mobilizing resources from other partners, Pawi HSC established a new HIT 
skills lab. 


 The Adigrat University Health Science College established five basic science labs 
for Microbiology, Histology, Physiology, Biochemistry and Anatomy, and two 
clinical skills labs for nursing and midwifery, which will facilitate competency 
based education in different departments of the college. The College also 
requested the university management to procure skill lab equipment to 
strengthen the simulation centers.  


 The Haramaya University College of medicine and health sciences to standardize 
its midwifery and nursing skills labs through organizing 12 skills stations based 
type of competencies, and developing and availing skills learning checklists. 


  In Harar RHSC, skill lab assistants were assigned for all programs thus reducing 
the number of students per station during simulation training from 25 to 15.  


 
 


 
 
 
 
 
 
 
 
 
Improved simulation center & standard operating procedures at Debre Tabor Health Science 
College, March 2016 
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Newly established HIT skill lab, Pawe HSC, March 2016 


 


Promote the application of Kaizen principles for effective management and care of 
simulation centers.  
The government of Ethiopia is using the KAIZEN approach in every sector as a strategy 
to decrease waste and increase efficiency, thus improving performance. In previous 
reporting periods, the HRH Project trained 276 staff from 42 institutions on KAIZEN, as 
part of simulation training, with the aim of facilitating effective, safe and efficient 
utilization of resources to reduce waste in the simulation centers. In this reporting 
period, the Project continued to promote the use of KAIZEN principles, resulting in two 
institutions (Pawe HSC and Debre Markos University) applying these principles to 
improve space management and the configuration of their skills labs. 
 


 


 
Midwifery skills lab, Debre Markos University March 2016 (After KAIZEN application) 
 


Conduct simulation lab management training for skills lab assistants  
Use of simulation in health workers’ education strengthens competency based training, 
and a complete and well-designed and maintained simulation center is critical to 
facilitate student learning. In previous years of HRH Project implementation, 
comprehensive support was provided to 52 institutions for procuring skill lab models 
and medical equipment, and building faculty capacity to ensure effective use of the skill 
labs. As a result, many PSEs have established well-structured simulation centers and 
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have begun to use simulation more effectively as part of the teaching process. In this 
reporting period, HRH Project conducted a 5-day simulation lab management training 
for 27 skills lab assistants working at 15 health training institutions including a private 
college in Oromia region. The skills lab assistants learned to prepare and use locally 
made models, use clinical simulation to support student learning and assessment on 
health care delivery skills, and organize and manage simulation centers effectively.  
 


 


 
 Station based assessment of nursing and Midwifery students in Debre Markos University, June 2016 
 
 
Support New Innovative Medical Education Initiative (NIMEI) Schools on Installation 
and Maintenance of skills lab  
The HRH Project provided technical support for skill lab equipment installation and 
demonstration of equipment functionality to instructors & lab attendants for the NIMEI 
program at Dire Dawa University, Adama Hospital, Medawalabu Univeristy and Yirgalem 
Hospital. In addition, the Project supported maintenance of nonfunctional equipment 
and models at the Debre Birhan University skills lab. Project staff also supported the 
FMOH to provide medical equipment installation training, site assessment and actual 
installation of OR, ICU and neonatal ICU equipment in Oromia, Amhara and Dire Dawa. 
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Support health science colleges to install and maintain skill lab equipment 
The HRH Project provided technical support to maintain skills lab equipment in three 
colleges in Amhara region.  Accordingly, a fetal doppler monitor, 2 suction machines, 2 
CPR manikins, 5 Blood Pressure (BP) apparatus & 1 microscope were maintained to 
support skills training of health science students. 
 


3.1.1.6.5. Technology Supported Learning  
 
Support HSEDCs to conduct a Technology Readiness Self-Assessment to guide delivery 
of blended learning.  
The HRH Project plans to promote technology facilitated teaching and learning 
processes in health science training institutions, as one of the strategies towards 
improving the quality of education. In preparation for these activities, information on 
the readiness of institutions for technology supported learning is required. In this 
reporting period, 50 institutions completed the assessments and submitted reports.  
Findings from the assessment will be used to provide feedback to institutions to 
improve technology capacities for learning. In addition, the Project will provide need 
based support regarding technology assisted learning such as procuring computers, 
introducing electronic learning and assessment platforms. 
 
Support the FMOH to strengthen use of technology for medical teaching 
Since 2015, the FMOH has supported St. Paul Millennium Medical College and 13 NIMEI 
schools to initiate e-learning and video conferencing to improve lectures, presentations, 
consultations and discussions for 8 courses (4 biomedical & 4 clinical courses). The HRH 
Project provided technical support in realizing these efforts such as supporting 
installation of the system, providing system use training for instructors, IT staff and 
coordinators, and conducting training on video conference teaching methods. In this 
reporting period, the Project continued it support to strengthen tele-education in 13 
NIMEI schools. For instance: 
 Close follow-up of the video conferencing teaching between medical schools on e-


courses was completed. 
 Training for 16 clinical instructors on teaching trough videoconferencing was 


conducted.  
 A survey was designed to explore the planning, delivery, monitoring, and evaluation 


of video conference teaching in 13 universities in classroom settings.  Three types of 
questionnaires were designed for the Deans (10), students (30) and instructors (7); 
data was collected and preliminary analysis has been conducted.  


 On-the-job training and orientation was provided for Ambo, Dire Dawa and Wollega 
universities to start e-courses, including installation of Woreda-net lines, configuring 
the videoconferencing equipment, demonstrating the use of the videoconference 
system, and planning and requesting e-courses. 


 The FMOH was supported to analyze the rapid survey results on the planning, 
delivering, monitoring and evaluation of videoconferencing and a report submitted 
for publication in the FMOH ARM Bulletin. 
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 A needs assessment to guide installation of smart boards in 13 NEMI universities 
was conducted.   


 A SMART Board 800 Series Interactive Whiteboards User and technical guide was 
developed. 


 


Support Universities to Strengthen tele-education and e-courses   
Through HRH staff seconded at the FMOH, support was provided for the development 
of two guidelines: 


a. A guideline on the administration and technical management of tablet 
computers. The guide will be used by 28 Universities supported by FMOH, and 
ensure effective and safe utilization of the 20,000 tablet computers and 
accessories provided by FMOH; 


b. A tele-radiology consultation reimbursement guideline document, and a 5-year 
tele-radiology strategic plan. 


 
Support the FMOH to distribute tablets for medical schools, and improve their use  
The FMOH has procured 20,000 tablet computers for medical students in 28 schools, 
with the aim of improving medical education. The Project technically supported the 
FMOH to prepare technical user guides in Amharic, prepare the tablets for distribution, 
and organize electronic copies of education material (1222 ebooks, journals and lecture 
notes) to be included in the tablets. Project staff also supported the FMOH to distribute 
the tablets to medical schools.  


 
Prepared Tablet for Distribution for Medical students, FMOH, June 2016 
 
Support the FMOH to implement the Ethiopian Medical Education Portal 
The HRH Project supported the FMOH to develop a portal system to provide medical 
students and instructors with the digital resources to support medical education, and 
provide reliable access to library and course delivery systems even in areas without 
reliable connectivity. The portal has the following features and functionalities:  


 Catalogue eBooks, eJournals, and other electronic medical education resources 
such as PowerPoint presentations, audio, videos, and simulations.  


 Web-based access to the catalogued resources either by basic and advanced 
searches or browsing using courses (for the two types of curriculum) or using 
general subject categories. 


 Integration with the MOODLE learning management system to allow for access 
to synchronous chat, asynchronous discussion, and access to course content and 
quizzes.  
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The first version of the system has been completed and is ready for deployment 
in medical schools. The portal/e-library system was also pilot tested at the Addis Ababa 
University (AAU) School of Medicine. In addition, the Project supported the preparation 
of training material to train IT staff and librarians on the installation, configuration and 
utilization of software and equipment for the medical education portal.  
 
Organize a 4-day System Administration training for ICT staff in Universities and 
Colleges 
Technology can be used to efficiently link teachers to their students and bring education 
content and resources closer to the users. To facilitate the use of technology for 
learning, the HRH Project provided financial and technical support to conduct a four-day 
training on the use of Moodle and the Mahara system administration for learning. The 
aim of training was to build the capacity of 11 ICT and HSEDC staff at institutions to 
install and configure Moodle & Mahara as open source e-learning and e-portfolio 
platforms on windows and Linux systems.  The training also built the capacity of HSEDCs 
to utilize Moodle and Mahara for course registration, course creation, creating learning 
activities, uploading resources, question banking and exam administration.  
 
Provide technical support to the FMOH to implement tele-radiology, tele-dermatology 
and tele-pathology to improve clinical care through consultation and professional 
development 
A national telemedicine system was started in 2015 by the FMOH at 42 telemedicine 
sites in all regions. The initial applications for this system were tele-radiology and tele-
dermatology, and the telemedicine sites were connected to facilitate consultations and 
continuing professional development.  As of June 2016, a total of 577 telemedicine 
consultations were performed, of which 529 cases (92%) were provided with timely 
review by specialist radiologists and dermatologists.  


In 2017 the telemedicine system will expand to 200 sites and will be expanded to 
include tele-pathology. The HRH Project has continued to provide technical support to 
the FMOH to strengthen the tele-medicine system – activities in this reporting period 
are highlighted below:  
 Established criteria and shared it with RHBs to guide them in identifying additional 


150 hospitals to start the telemedicine system in 2016/2017. 
 Assessed the available telecommunication infrastructure within the areas of 


interest.   
 Prepared specifications and budget for the telemedicine platform (hardware, 


software, devices). 
 Based on feedback from the FMOH, finalized the national image center 


standardization and implementation requirements document.   
 Provide training and supported initiation of the tele-radiology system at ALERT and 


Nekemt Hospitals. 
 Drafted a tele-pathology concept note which outlines the purpose of tele-pathology, 


and clarifies roles and responsibilities for its implementation. 
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3.1.2 Support the Higher Education Relevance and Quality Agency (HERQA) to 
Strengthen Accreditation and Quality Audits for Health Professionals Education 
 


3.1.2.1 Strengthen HERQAs organizational capacity 
 


Upgrade HERQA’s data center 
At the national level, the Ministry of Communication and Information Technology 
recognizes the need to implement electronic government (e-government) to facilitate 
the process of increasing public access to government information.  In response to this 
effort, HERQA is in the process of upgrading its data center to improve its electronic 
governance, including implementing IT-related changes to improve its business 
processes. In this reporting period, the HRH project identified priorities to strengthen 
the existing data center in HERQA in consultation with the FMOE.  


The Project then procured essential information technology materials and 
donated them to HERQA. This included one keyboard, a video and mouse (KVM) switch 
with accessories, two uninterrupted power source (UPS) batteries for a server, and 5 
surge arresters. These supplies will be used to support the functioning of the HERQA 
database which will be used to track students and instructors at private and public 
institutions. The supplies will also support the automation of core functions such as 
quality audit and accreditation. 
 
3.1.2.2. Strengthen quality audit and accreditation of health workers training  
 
Support HERQA to train quality audit assessors 
The HRH Project has been providing comprehensive support to HERQA towards 
improved accreditation, program and institutional quality audits, and spot checks, all of 
which have helped to strengthen the regulation of health professionals’ education. The 
Project continued its support by conducting a quality audit assessors training for a total 
of 34 assessors from private and public HEIs and HERQA. As a result, HERQA’s capacity 
to conduct program and institutional quality audit and suggest recommendations for 
quality enhancement has been increased. 
 
Program audit of one private medical school 
Technical support was given to HERQA to conduct a program audit at a private medical 
school using the national standards for medicine program. The audit was conducted 
upon the school’s request to increase its student admission for the current academic 
year. The goal was to verify whether the college has put in place the required 
governance, educational resources, faculty and teaching learning process that match the 
number of students that they wanted to admit.   


A detailed report of the audit was submitted to leadership at HERQA, who 
decided not to allow the increase in student admission. In addition to onsite guidance 
and support given to academic leaders during the quality audit, specific gaps identified 
were communicated to the college through a report for the purpose of quality 
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enhancement. This helps to inculcate quality assurance system in private colleges and 
foster accountability in producing competent health care providers. 
 
Support HERQA to provide follow-up at previously audited schools 
The Project supported HERQA to conduct quality audits using the national standards in 
three private medical schools and one dental school in 2015.  Critical gaps identified 
during the audits included inadequate number of faculty, enrollment of unqualified 
students, a shortage of teaching/learning resources, and inadequate clinical practice 
opportunities. The colleges were banned from admitting new students until they 
addressed the gaps. The Project supported HERQA to conduct follow up quality audits in 
these schools in collaboration with experts from the FMOH. The results of the follow-up 
audits showed that encouraging progress had been made, including: 


 Improvements in policies and systems to address specific gaps identified during 
the audit.  


 Increased faculty number and diversity. 


 Availability of text and reference books, and physical facilities such as a library, 
staff office, and laboratory.  


However, a lot remains to be done to improve implementation and monitoring of 
practical teaching in biomedical and clinical skills laboratories, and clinical practice sites. 
Two of the colleges are now allowed to enroll a limited number of students, and the 
dental college is still banned from admitting students until the gaps are addressed. 


The Project also supported HERQA to conduct quality audits in an additional four 
private medical schools. Though the schools had enrolled an appropriate number of 
students, they had gaps related to faculty and lack of adequate resources. The 
assessment team generated a detailed report including recommendations for quality 
enhancement for each school. This activity illustrates effective collaboration of HERQA 
and MOH in developing and implementing national standards for improving quality of 
medical education.  
 
Finalize the review of accreditation & QI Standards for four health programs  
To facilitate the process of accreditation and quality audits led by HERQA, draft program 
specific standards for dentistry, environmental health science, physiotherapy and 
medical radiology technology were reviewed to address comments from stakeholders. 
All comments were addressed in consultation with professionals involved in the 
development of the draft standards. The standards will be finalized in the next quarter, 
and disseminated to support the strengthening of the accreditation and quality 
improvement practices of these health programs. 
 
Evaluation of education quality improvement package and faculty development at 
Gondar University  
In response to a request from the University of Gondar, the Project provided feedback 
and suggestions on the draft quality improvement package prepared by the University. 
Suggestions for improvement included identification of input, process and output 
measures for inclusion in the document. In addition, the need for a systemic approach 
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including development of appropriate QA policies, structure, systems, staff, 
infrastructure, tools and guidelines were emphasized.  
The HRH Project also shared QI experiences in education of health professionals and 
trained 75 department heads, quality assurance coordinators and staff from different 
schools of the university on developing and using educational standards to improve 
quality of education. In the end, participants prepared action plans to develop standards 
for their respective programs. Strengthening university-wide quality assurance is 
expected to facilitate change management and boost quality improvement efforts in 
health programs.    
 
Orientation on program level standards – Addis Ababa University 
Upon request from Addis Ababa University, a one-day orientation workshop was 
conducted for four faculty and two medical students who were selected to develop a 
self-evaluation document for the institution. The goal of the workshop was to orient the 
participants on the national accreditation and quality improvement standards for 
medicine, and promote its implementation at the institutional level.  
 
Faculty development at Woliata Sodo University  
In response to a request from Woliata-Sodo University, a faculty development training 
was provided for 30 staff selected from different colleges of the University. 
Development of education standards and a self-evaluation document were covered. The 
training created an opportunity to promote the use of program specific standards for 
internal quality improvement. Successes and lessons learnt from health training 
institutions were also shared to other programs. This will improve institutional capacity 
to strengthen internal quality assurance. 


Develop concept note to revise the admission criteria for the New Innovative Medical 
Education Initiative (NIMEI) program 
NIMEI admission criteria have been subjected to a number of criticisms, particularly in 
relation to its effectiveness in selecting those most deserving of medical education. In 
this reporting period, a concept note on the need for revising NIMEI admission criteria 
was developed and shared to FMOE and FMOH experts. The concept note emphasized 
the strong points and limitations of the current admission policy and pointed out future 
recommendations. It is expected that the draft concept note will be enriched through 
consultative meeting discussions with relevant stakeholders. The final outcome is 
expected to be that the criteria will be revised to address current weaknesses, and the 
revised admission criteria will be used for the next calendar year recruitment. 
 
Support the FMOH to conduct the 5th round NIMEI Student Placement 
The HRH Project provided technical support to the FMOH to conduct student 
placements in the 5th round of NIMEI school entrance. An entrance examination was 
developed and administered, and the 558 students who passed were placed at 13 
training institutions. The placement is done by using computer software in collaboration 
with the National Examination Agency which ensured the transparency and fairness of 
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students’ placement to the training institutions. Student placement was done on the 
basis of training institutions’ intake capacity and the availability and accessibility of 
clinical sites. Affirmative action was taken for female applicants. 
 
Annual conference on Quality of Education  
The HRH Project was represented and provided technical support in the annual 
conference on Quality Education organized by Gondar University from November 6-7, 
2015. The conference was attended by higher government officials, academic and 
administrative staff, students and other stakeholders. A number of scientific papers on 
practices and policies related to quality education were presented. This not only attests 
to the priority given to education quality by higher education institutions but also 
creates the platform for academia to discuss on key challenges and develop timely 
solutions. 
 
Participation at the Ethiopian Medical Association’s 52nd annual conference  
The 52nd annual medical conference and exhibition of the Ethiopia Medical Association 
(EMA) was conducted in this reporting period with the theme “EMA for quality and 
ethical medical practice”. The HRH Project staff were panelists in the plenary session on 
improving quality of medical education. Specifically, they addressed locally relevant 
international best practices in medical education and the role of accreditation and 
licensure   exam in assuring quality of education.  
 
Participation at the Ethiopian Public Health Association’s 27th annual conference  
HRH Project staff presented at a panel discussion in the 27th Ethiopian Public Health 
Association (EPHA)’s annual conference, titled “Strengthening human capital to meet 
sustainable development goals”. The HRH Project staff spoke on “transforming 
education and training of health workers”. Global perspectives, local experiences and 
recommendations regarding increasing number of health workers and improving 
training quality were highlighted.  


Support Addis Ababa University to organize the 4th Eastern Africa Health Profession 
Education Association Annual Conference and present at the Conference 
The 4th annual conference of the Eastern Africa Health Profession Educators Association 
was hosted by Addis Ababa University and held in Addis Ababa from June 20-22, 2016. 
The conference theme was “Quality of Health Sciences Education in Sub-Saharan 
Africa”. The HRH Project provided technical, financial and material support to Addis 
Ababa University to successfully host this international conference. A total of 135 
participants from Ethiopia, Uganda, Kenya, Tanzania, Burundi, Sudan, Rwanda, United 
Kingdom, Canada and USA including health science students attended the workshop. 
More than 50 oral and 10 posters were presented in different thematic areas including 
academic leadership, licensure and regulation, innovations in curricula, teaching 
learning, and learner’s perspectives. The HRH Project presented 8 oral presentations at 
the conference (see list below). The conference created an opportunity for networking, 
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experience sharing and collaboration at regional and international levels to address 
quality challenges in health profession education. 


 Using innovative mobile learning technologies to supplement level four health 
extension workers in Tigray, Ethiopia 


 Generating evidence from task analysis study to strengthen medical education 
and practice in Ethiopia  


 Preparing heath workforce in Ethiopia: a cross-sectional study of competence of 
anesthesia graduating students  


 Competence of midwives in providing care during labor, delivery and immediate 
postpartum period in Amhara region, Ethiopia 


 Using local means for accelerated faculty development at Ethiopian health 
training institutions  


 Registration and licensing system help to monitor professional competence and 
fitness for practice, regulatory approach  


 Where are we? A year after publishing educational standards for health 
programs  


 Ethiopia’s experience in introducing licensure exam to improve the quality of 
education   


 
3.1.2.3 Improve Student Selection and Admission Systems for Health Training 
Programs 
 
Organize and facilitate consultative meeting on new innovative medical education 
(NIMEI) student admission criteria. 
A concept note on the necessity of reviewing the existing NIMEI student admission 
criteria was developed and shared with decision makers at the FMOE and FMOH. The 
concept note addressed the strengths and shortcomings of the current NIMEI student 
admission criteria and outlined recommendations to strengthen the criteria. To further 
enrich the concept note, the HRH Project supported a one day consultative workshop 
for representatives from the FMOH, NIMEI schools deans, instructors, and selected 
health science faculty deans. During the workshop, participants reviewed the concept 
note, and a consensus was reached on areas that need modification. The finalization of 
the draft student selection guideline is in progress. 
 
3.1.3. Support Federal TVET agencies and regional counterparts  
 
Develop national TVET program accreditation standards  
The HRH Project supported the Federal TVET Agency by organizing two consecutive 
workshops which were held to establish predetermined standards and criteria to be 
used as the basis for the accrediting process- i.e. for self-evaluation, external evaluation, 
recommendations, and final decision making. The TVET standards will be printed and 
disseminated in the coming quarters.  
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Conduct program level quality audits in 9 institutions in five regions as part of the 
TVET education and training quality approach   
Periodic review of programs using standards is a critical step to ensure quality of any 
education program, and it encourages institutional and program level improvement. 
Quality audits assess the relevance, quality, efficiency and effectiveness of teaching 
programs. The Federal TVET had not implemented the quality audit mechanism due to a 
lack of program level standards and limited institutional capacity. To address this 
challenge, the HRH Project supported the TVET Agency to develop program level 
standards for five academic programs in the first two quarters. In the third quarter, the 
Project continued its technical and financial support to the TVET resulting in the 
completion of quality audits at 6 institutions and 10 programs in three regions (Amhara, 
Tigray and SNNPR). The team is now developing audit reports.  
 
Support occupational competence assessment certification agencies  
Measuring competence of health care providers is essential for determining their 
abilities and readiness for provision of quality services. Regional occupational 
competence assessment and certification agencies are responsible for training of 
assessors, development of assessment tools and administration of assessments.  
Continuing its capacity building support to these agencies, the HRH Project assisted 
emerging regions to organize two rounds of assessors’ training. A total of 68 experts 
were trained in assessment methods. They also validated and improved COC assessment 
tools and instruments for various mid-level health cadres.  
 
Provide technical assistance to Amhara Region TVET on computer based Certificate of 
Competence (COC) exam administration  
To facilitate technology supported CoC examination administration, the HRH Project 
supported the Amhara Region TVET to customize an open-source learning management 
system (Moodle), to meet the needs of Occupational Competency Assessment and 
Certification Agency (OCACA).  A three-day on-site training was given on the basic use of 
Moodle, which improves the validity and reliability of assessments by avoiding cheating, 
bias, alteration of grade results, and prior access of test items by students. The system 
will  also save a significant amount of cost used for paper and printing and  solve other 
issues related to administration of paper based examination such as frequent 
maintenance  and repair of duplication machines and other environmental issues such 
as space for storage of exam papers and disposal of exam papers.   


Support Amhara RHB to take over the provision of Certificate of Competency (COC) for 
the health sector. 
The HRH Project has supported the Amhara region Occupational Competence 
Assessment and Certification Agency (OCACA) to strengthen the assessment system of 
health graduates through development of robust assessment tools, a pool of competent 
assessors and provision of methodology training to improve the administration process. 
However, this effort alone is not sufficient to ensure quality of the assessment process 
unless the RHB collaborates with the Agency, as the health sector is responsible to lead 
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the competence assessment of health graduates. With this in mind, the Project has 
been advocating with the RHB for them to take over the COC assessment. In this 
reporting period, the HRH Project discussed the issue during the regional HRH forum 
meeting, resulting in the RHB committing to further discuss the issue at the 
management level. After additional follow-up, the RHB has agreed to take over the COC 
assessment in the coming year, and the HRH Project provided inputs regarding the 
human, logistic and infrastructure resources required for this process. 
 
3.1.4. Support FMOH to Implement the National Licensure Examination  
The introduction of a National Licensure Examination for health professionals by the 
Ministry of Health is one of the greatest achievements of the HRH Project, and it aims to 
ensure public safety and educational quality in the face of the current massive health 
workforce training efforts. To date, the exam has been administered to more than 
18,000 new graduates from medicine, midwifery, anesthesia, public health officer, and 
nursing programs. The Project continued its comprehensive support in the design, 
development and administration of the exam.  
 
Provide technical support to the FMOH for recruitment and induction of staff who will 
support the licensure examination initiative 
The HRH Project supported the FMOH to recruit national licensing examination staff 
who will closely monitor trainings, the exam development process, administration and 
other activities. Upon completion of recruitment, the national licensing examination 
initiative will be strengthened, sustained and owned by the FMOH. Four staff for the 
Medicine, Health Officer, Nursing and Midwifery programs were recruited. 
 
Second Round Licensing Exam Administration 
The HRH Project supported the FMOH to administer a second round Licensure Exam for 
Medicine in five governmental and one private medical schools and for health officers, 
nurses, anesthetists, and midwives from all public training institutions across the 
country. A 90-minute orientation was provided for proctors on the exam administration 
including signing a security agreement form. Incident report forms and exam report 
forms were distributed to exam coordinators and the team dispatched to five different 
locations. About 500 medical graduates from six institutions (Mekelle, Arbaminch, Arsi, 
Haramaya and Defence Universities and Hayat Medical College) took the second round 
licensure examination. It was a four-hour exam administered simultaneously at five 
different locations (Mekelle, Arbaminch, Assela, Harrar and Addis Ababa). With regards 
to the aforementioned four cadres, the exam was successfully administered to 3,598 
graduates (1247 health officers, 1123 nurses, 96 anesthetists, and 1132 midwives). 
 
Third Round Licensing Exam Administration 
In the fourth quarter, the HRH Project provided technical support to the FMOH to 
administer licensure exams for a total of 13,147 health science graduates from four 
academic programs (anesthesia, midwifery, nursing and health officer). This included 
graduates from public (7651) and private (5496) training institutions. The Project staff 
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supported the exam administration by serving as invigilators, providing IT support for 
item analysis, and scoring the exam. The Project also provided logistical support 
(vehicles). The exam consisted of a maximum of 100 multiple choice questions (MCQs) 
to be answered in 2 to 2:30 Hours.  
 
Finalize post examination technical report 
Licensure exam is important to protect the public through independent verification of a 
graduate’s ability for safe and effective practice. In this reporting period, the HRH 
Project provide support for the preparation of a detailed technical report and briefing 
paper summarizing findings from the analysis of the first ever licensing exam 
administered in the country. The technical report highlights the overall exam 
development process and the procedures followed with emphasis on the candidate 
mean scores, and institutional comparisons based on mean scores and pass rates. The 
exam scoring procedure was explained in detail including items excluded from scoring 
due to flaws and statistical measures. Furthermore, the results of item analysis was 
described in detail highlighting the implications of the findings and effects on exam 
score interpretation. 


The technical report was submitted to the state minister for an inter-ministerial 
dialogue with FMOE. Preparations are underway to disseminate the technical report 
findings to all other stakeholders.  
 
Organize a one day workshop to disseminate the result of licensing examination and 
to provide feedback to training institutions  
The FMOE and FMOH conducted a licensure exam result dissemination and feedback 
workshop with support from the HRH Project. During the workshop, results of the 
examination were presented, inspiring the academic leadership from all health training 
institutions to view the exam results as an opportunity for quality improvement. They 
committed to carry out comprehensive analysis of the underlying problems in the 
teaching-learning process through the use of national program level education 
standards, and committed to develop a concrete action plan to fix the challenges 
identified at all levels. In addition, subsequent follow-up of the institutions by HERQA 
and the FMOE was agreed-upon. 


Accordingly, academic vice presidents, deans and quality assurance directors of 
most training institutions led the assessment, action planning and improvement actions 
using national program level standards. Most institutions reported results of their health 
science programs (self-assessment). The HRH Project supported the FMOH’s national 
board of examinations (NBE) to follow up, and provide feedback to institutions. This 
action from the NBE completed the quality assurance cycle of employing a licensure 
exam as a tool to generate evidence for institutions to look back and improve their 
training programs. 
 
Revise and standardize Item development training package for licensing examination  
The HRH Project provided technical support to the FMOH for developing an item 
development training package for licensing exams, which will guide standardized 
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training for licensing exam developers. The draft training package covered six major 
areas; principles of assessment, blue printing, writing MCQs, OSCEs, item analysis and 
standard setting. 
 
Conduct item development and review workshops for nursing, anesthesia, health 
officer and medicine programs  
In this reporting period, item development and review workshops were conducted for 
130 subject matter experts from nursing (50), anesthesia (35) and health officer 
programs and medicine (45). The participants were trained for the first 3-4 days on item 
writing skills following a blueprint. Topics/domains were then assigned for each item 
writer, and each developed 40-60 items in seven days.  Totally about 4000 items were 
developed for the four programs and were added to the FMOH NBE item pool. A 
substantial number of the MCQ items also underwent language editorial (grammar, 
spell check, etc.) 
  
Technical support for Standard Setting Workshops  
The HRH Project supported the FMOH to set standards (pass mark cutoff point) for 
medical licensure examination.  Thirteen experts representing all medical specialties 
from across the country participated in a workshop to set the standards. The experts 
applied the scientifically sound Modified Angoff Method and determined the pass mark 
for medical licensing examination.  


Similar support was provided for the conduct of four concurrent Standard 
Setting workshops where exam cut-off scores were determined for each cadre (Health 
officers, Midwifery, Nursing and Anesthesia) using the Modified Angoff Method. The 
HRH Project led the training, and developed the competency assessment skills of 10 
subject matter experts (judges) from each discipline to help determine the cut-off score.  
Determining the cut-off score in this manner will help to classify candidates (competent 
Vs non-competent) during the implementation of future licensure examinations with 
more accuracy, fairness and legal defensibility.  
 
Develop exam booklet for the medical graduates licensing exam 
In the fourth quarter, the Project supported the FMOH to assemble and publish an exam 
form (exam booklet) for medical graduates in accordance with the examination 
blueprint. This entails compiling high quality and relevant exam items from the item 
pool thereby ensuring validity of the exam. 
 
Presentation at 5th annual Ethiopian Public Health Officers Association 
The HRH Project participated in the 5th Ethiopian Public Health Officers Association 
(PHOA) conference and presented the lessons learned from the licensure examination 
of public health officers in a panel presentation. Discussions focused on the poor results 
(performance) obtained from the licensure exam for health officers, and identified how 
the association, academicians and professionals could contribute to improve the health 
officer training programs in the country.  
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Supported consortium of medical schools in Ethiopia   
The HRH Project participated in meetings of the Consortium of Medical School in 
Ethiopia (COME) and contributed to discussions made about challenges faced in the 
medical schools and how the consortium platform could be used to solve those 
challenges with particular emphasis on networking and sharing resources among 
training institutions. Academic leadership and shortage of faculty were identified as 
serious gaps that should be dealt with. 
 
Strengthen collaboration and partnership to improve effectiveness of the national 
licensing examination program 
Previously, the HRH Project supported the FMOH to address challenges in implementing 
the national licensing examination related to financial utilization and management, 
through establishing a partnership with the Institute of Education and Research (IER). 
The institute is currently commissioned to develop national exams and hosts 
international standardized tests with formally trained experts in areas of measurement 
and evaluation. This collaboration is believed to harness technical support to the 
FMOH’s licensing examination board and leverage resources. After a series of 
discussions were held, a terms of reference for collaboration developed, and a budget 
proposal for training prepared, a formal partnership agreement was signed between the 
IER and the FMOH. The IER started to help FMOH through printing and duplicating the 
different exam forms in a secure location with robust procedures in place. The IER was 
also actively involved in distributing and collecting exam papers across various training 
institutions in the country during exam administration.  


Examination administration manuals, checklists and guidelines were prepared 
for invigilators and orientations carried out in advance. In so doing, the overall security 
of the examination especially during duplication and distribution to the various 
examination centers, has been improved. In addition, the Project supported the FMOH 
to mobilize resources from UNFPA to conduct an item development workshop for 
midwives.  
 


Developed and reviewed exam blueprints  
The Project supported the FMOH to develop a new exam blueprint for nursing using 
results of the task analysis study which was enriched by the subject matter experts. 
Exam blueprints for medicine, health officers and anesthesia were enriched, refined and 
revised to an easier format to guide the item writing process. 
 
Participation in the Mandela Washington Fellowship 2016 
The HRH Project staff seconded to the FMOH national licensing examination unit was 
selected to attend a short course on leadership through the Mandela Washington 
Fellowship 2016. The fellowship is part of President Obama’s Flagship Initiative - the 
Young African Leadership Initiative (YALI). The seconded staff successfully completed 
this six-week program and was certified by the Georgia State University and the State 
Department. He also visited the National Board of Medical Examiners (NBME) in 
Philadelphia, and laid the foundation for future collaboration with a special focus on 
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making the exam computer-based and launching the practical exam.  Leadership skills 
gained from this fellowship will be utilized to support the ongoing administration of the 
national licensing examination.  
 


3.2.1. Build the capacity of the 35 IST centers 
In response to the FMOH’s priority of institutionalizing and standardizing in-service 
trainings for healthcare providers, the HRH Project has been providing support to the 
FMOH, RHBs, IST centers and their affiliated institutions and hospitals since 2012. 
Accordingly, the Project supported the development of the national IST directive and 
guideline, establishment of over 43 IST sites, and provided capacity building 
interventions (training, coaching, technical working documents) for the IST centers. 
More than 38 standardized training packages have been developed, disseminated and 
used for IST courses at the centers to maintain competencies of the practicing health 
workers on national priority health conditions and to strengthen the national health 
system. In this reporting period, the HRH Project has continued its comprehensive 
support as below: 
 
Support the FMOH to Organize an Annual Review Meeting for IST  
The HRH Project supported the FMOH to organize the second IST  annual review 
meeting for 60 participants, including RHB HR heads, IST focal persons & program 
owners, and representatives from the existing (35) and newly assessed (8) IST centers. 
The main objectives of the annual review meeting were to identify the operational 
challenges of IST implementation and provide strategic guidance for sustainability of the 
initiative.  


The current status of the IST initiative implementation was discussed, and 
findings from integrated supportive supervision visits presented and reviewed. Key 
findings discussed during the meeting include:  


 The total number of health workers trained in the ISTs centers in the last 6 months 
was 7,168 on a variety of topics including malaria and HIV/AIDSs.  


 Most CDC trainings are now being conducted in IST centers. 


 Some RHBs have conducted training needs assessments, which will guide the 
provision of need-based IST in their regions. 


 
During the discussions, the following challenges were emphasized: 


 There is poor implementation of HRIS and hence lack of adequate and accurate 
training data; 


 IST centers do not have adequate and diversified funding sources to support 
training, and the available CDC funding is delayed;  


 Some IST centers report underutilization of their facilities by their respective 
regions.  


 Lack of financial manual to guide training related payment. 
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Provide technical support to FMOH to conduct an e-learning and blended training 
consultative workshop 
The FMOH, professional associations, IST centers and universities have been 
undertaking various initiatives to develop and implement e-courses and blended 
learning approaches nationally. The national IST guideline and directive does not 
provide specific guidance regarding implementation of e-courses, which has resulted in 
challenges with standardizing these courses and the use of blended learning 
approaches.  


To address this  challenge, the HRH Project provided technical support to the 
FMOH’s IST team to organize a national consultative workshop where the national 
status of e-courses for IST, challenges and the way forward to standardize them was 
discussed and agreed-upon. A national technical working group for blended and e-
courses was established and an action plan was developed to support the FMOH IST 
team to implement the recommendations.    
 
Provide technical support for the assessment of potential IST centers 
In consultation with RHBs, the HRH Project had planned to support the FMOH to 
identify, assess and establish 15 additional IST centers. Accordingly, in quarter three, 
eight potential IST centers were assessed and information on their gaps was provided to 
RHBs. These eight IST centers were then listed as probationary IST centers.  


In the fourth quarter, the Project continued its technical support to the FMOH 
and RHBs to assess additional six IST centers. Key gaps were identified and the 
respective RHBs were provided with the findings. All the six centers were included as 
probationary IST centers. Once the identified gaps are addressed by the RHBs, their 
affiliated institutions, hospitals and partners, they will be approved as full-fledged IST 
centers, thus increasing the number of national IST centers to 49.  
 
Conduct coaching and mentorship visits at IST sites 
To ensure that IST centers have the capacity to apply the required approaches for 
training management, the project has continued to provide technical assistance. In this 
reporting period, the Project supported the FMOH to conduct integrated coaching and 
supportive supervision at 31 IST centers. The visits found that the centers trained over 
7,168 health workers on various topics and set up 58 training halls. Additional 7 IST 
centers in Afar, Gambella and parts of Oromiya regions were remotely followed using 
phone calls due to security concerns related with travel. 
 


Mentor IST centers to organize and conduct IST courses 
Since their establishment, many IST centers have been organizing and conducting 
various courses/trainings for health care providers. However, some of them were having 
some challenges in organizing, facilitating and documenting their accomplishments. To 
address these gaps, the project provided mentorship support using the IST program 
management manual and pocket guide to 28 IST centers and 7 BEmONC centers.  
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3.2.3. Provide technical and financial support to standardize IST packages 
 
Mentor IST course developers to develop 6 standardized IST packages 
In this reporting period, the HRH Project oriented five technical working groups (TWGs) 
at the FMOH on instructional 
design concepts, approaches and 
tools. The TWGs, which included 
HIV Testing Counseling (HTC), 
Sexually Transmitted Infections 
(STI), HIV care, HIV program and 
maternal health, were then 
supported to design, develop or 
update training packages. They drafted five IST packages which were sent to the 
national IST team for standardization. Furthermore, the FMOH IST team with technical 
support from the HRH Project organized an instructional design skill training at St. 
Peter’s In-service training center for 15 participants from different directorates. The 
Project provided ongoing mentoring for each case team while developing IST packages. 
 
Review in-service training packages for standardization and endorsement by the 
FMOH 
As part of ongoing efforts to standardize IST training packages, the HRH Project provided 
technical support to review 10 training packages and submitted them for approval by 
FMOH leadership. The training packages reviewed included mental health for case 
managers, comprehensive MNH mentorship training, Blended nutrition, Hypertension 
and diabetes for primary health care workers, and training packages on STI, HIV, TB, 
maternal health, and child health. Five of these packages were approved and distributed 
to training centers and other stakeholders for use. 
 
Support FMOH to standardize anti-retroviral therapy training material for pharmacy 
professionals  
In this reporting period, the HRH Project provided technical support to the FMOH to 
standardize anti-retroviral therapy training materials for pharmacy professionals. As a 


Selected Accomplishments Observed during Mentorship:  


 Some IST centers developed strategic and operational plans using the balanced 
score card approach 


 Three IST enters in Amhara organized & conducted 12 different IST courses for a 
total of 498 trainees.  


 Deber Markos University established 1 additional training hall for 25 - 30 
participants.  


 A functional toilet has been built for the IST  center at Mekele University 
 


Developed/Updated National Packages:  


1. HIV testing and counselling training manual 


2. STI refresher course manual 


3. HIV program management training manual 
4. HIV care and treatment for providers training manual  


5. IMNCI training manual revision 


6. HIV Clinical Mentoring 
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result, clear and measurable training competencies were developed, learning objectives 
were defined, and content was expanded. Facilitator guides and participant manuals 
were also standardized, and a one day practice at an ART pharmacy was included as a 
new training method. This material will improve the quality of services given by 
pharmacy professionals at ART clinics/pharmacies in health institutions, and improve 
the availability of ARV and other essential medicines at health facilities. 
 
Support Compassionate, Respectful and Caring IST manual development 
The Compassionate, Respectful & Caring (CRC) initiative is one of the transformation 
agendas of the Health Sector Transformation Plan (HSTP) of the FMOH. This initiative 
has multiple activities, including the development of a CRC training package for health 
care workers. In this reporting period, the Project organized and supported the national 
CRC technical working group at FMOH to initiate the training manual development 
process. The draft training manual has been shared with stakeholders for further 
comments, and a pilot training was also conducted with the aim of improving the 
manual. 
 
3.2.5. Build the capacity of RHBs to coordinate regional In Service Training 
 
Organize and conduct a 3-day IST program management training for 16 IST managers  
In 2013, the national IST gap assessment found that RHBs lacked the capacity to manage 
IST programs. In response, the HRH Project has been supporting RHBs through providing 
office supplies and equipment, training, coaching, SOPs, financial management tools and 
program guidelines. In this reporting period, a three-day IST program management 
training was conducted for 16 RHB IST focal persons. 


 
Revise the IST center management training manual 
The HRH Project supported the FMOH to develop an in-service training center 
management training manual. The manual has essential contents to develop the 
knowledge and skills of IST managers in developing strategic plans, guiding their day to 
day operations and monitoring and evaluation of IST services. The Project provided 
technical support during the revision and improvement of the training material. The in-
service training management training manual will be finalized upon validation by 
stakeholders. 


 
Technical support to standardize supply chain management IST packages  
In response to an ad-hoc request from the Pharmaceutical Fund and Supply Agency 
(PFSA) and SCMS Project, the HRH Project provided instructional design support for the 
standardization of three supply chain management system in-service training packages: 
overview of supply chain management, pharmaceutical warehouse operation 
management, and monitoring and evaluation of the pharmaceutical supply chain.  
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Technical support for Oromia IST Review Meeting  
In Oromia, HRH Project staff supported the RHB to conduct an IST review meeting, 
where implementation of CDC-supported trainings was reviewed, and a scope of work 
for the ISTs was discussed.  During the meeting, participants identified that there was a 
communication gap between IST centers and the RHB during planning and 
implementation of in-service trainings, and most trainings in the region were scheduled 
within the same time interval which created a shortage of trainers. To resolve this, it 
was agreed that trainings will be scheduled by the IST focal person so as to avoid 
overlap, and training institutions will record trainees’ data, and send event reports and 
program management reports to the FMOH/RHB according to the guideline. 
 
Provide technical support for the establishment of 8 additional IST centers 
The HRH Project supported RHBs to select, support and establish 8 additional IST 
centers in this reporting period. An initial assessment of 8 potential IST centers was 
conducted in each region, and feedback provided to the centers. They have been 
provisionally listed as IST sites and will be fully approved when they meet the required 
standards.  
 
Support HRIS-IST database roll out 
The IST database is a sub system of the national HRIS database. This database is web 
based and is hosted in the FMOH server, and accessed through the FMOH official 
website. In order to support use of the HRIS-IST database, the Project supported the 
FMOH in preparation of a training manual and actual conduct of two rounds of training 
for all 35 IST center data mangers. Some of the IST centers have been already using the 
IST database to input their training data following the training. 
 
3.2.6: Strengthen implementation and monitoring of the Continuing Professional 
Development (CPD) accreditation and registration systems 
 
Strengthening the national CPD Accreditation Committee 
The national CPD Accreditation committee is currently chaired by a senior health 
professional regulation advisor seconded to FMHACA by the HRH Project; He provides 
technical guidance to the committee comprising other FMHACA members, FMOH, 
professional associations, and representations from the private health sector.  In this 
reporting period, a SOP for accreditation of CPD courses was drafted, and potential CPD 
providers and accreditors were also oriented on CPD programs and requirements. 
 
Provide technical assistance to the Ethiopian Medical Laboratory Association in 
developing a strategic plan  
The HRH Project provided technical support to the Ethiopian Medical Laboratory 
Association during a workshop held to develop a strategic plan for the Association. The 
plan includes the human resources required for laboratory medicine, a regulatory 
framework for invitro-diagnostics, health laboratory services, quality and standards, 
leadership and governance for laboratory medicine, etc. 
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Result 4: Program Learning and Research Conducted 
To be effective, HRH policies and programs must be based on evidence. The HRH Project 
supports the FMOH, RHBs and professional associations to conduct operational research 
and document program learning on critical HRH issues using a capacity building 
approach. In this reporting period, the following support was provided: 
 
IR 4.1 Research and Evaluation Evidence on Critical Human Resource for Health Issues 
Generated 
 
Publication of manuscripts in international peer reviewed journals 
To share findings generated from the research conducted by the Project, the following 
manuscripts were published in peer reviewed journals. This adds to the global evidence 
around strengthening HRH in low-resource settings, and provides visibility for the efforts 
being made in Ethiopia. The articles are included in the appendices. 


1.  “Preparing the Health Workforce in Ethiopia: A Cross‑sectional Study of 
Competence of Anesthesia Graduating Students”, published in the Education for 
Health journal, Volume 29, Issue 1 (April 2016) 


2. “Factors affecting turnover intention among Nurses in Ethiopia”, published in the 
Journal of World Health and Population, Vol. 16, No. 2 (December 2015) 


3. “Using task analysis to generate evidence for strengthening midwifery education, 
practice, and regulation in Ethiopia”, published in the International Journal of 
Women’s Health. 


 


Midwives’ competence study in Amhara and Tigray regions – development of draft 
manuscripts 
Findings from the Midwifery Competency Study conducted in Tigray and Amhara were 
used to develop two separate manuscripts. The study assessed performance of 
midwives in provision of care during labor, childbirth and immediate postpartum period 
in public hospitals and health centers.  This activity was linked to capacity building for 
staff from the RHBs (see below). 
 
Task Analysis Study for 5 Cadres – development of draft manuscripts 
The HRH Project supported the FMOH and 5 health professional associations in drafting 
five manuscripts using findings from task analysis study for five cadres (medical doctors, 
health officers, nurses, medical laboratory professionals and pharmacy professionals). 
The manuscripts will be finalized and submitted to peer reviewed journals for 
publication in the upcoming quarters.  This activity was linked to capacity building for 
staff from the Associations (see below). 
 
Conduct end line study for assessment of competence of midwifery and anesthesia 
graduating students   
The aim of this study was to evaluate effects of the various interventions implemented 
by the HRH Project on achievement of competence by midwifery and anesthesia 
students who are graduating with level IV certificates or degrees from selected higher 







21 October 2016 Page 104 


 


educational institutions.  The interventions included updating curricula, strengthening 
faculty and preceptor teaching skills, establishing and/or strengthening skills 
laboratories and clinical practice sites, availing educational resources and introduction 
of a quality improvement approach.  


In this reporting period, the HRH Project obtained ethical approval for the study, 
and successfully accomplished data collection for both cadres in 11 institutions. Data 
collection from remaining institutions will continue. 
 
Dissemination of project findings: presentations and acceptance of abstracts at 
conferences  
Findings from research conducted by the HRH Project were summarized and submitted 
for presentation at international conferences. These include:  
1. A presentation titled “Task Analysis Study of Medical Doctors: Key Findings” 


summarizing findings from HRH related research was presented at the 52nd annual 
conference of the Ethiopian Medical Association, Addis Ababa.  


2. Presented a poster titled “Generating an Evidence Base on Health Professionals’ 
Regulation in Ethiopia: a Cross Sectional Study” at the 2016 World Health 
Professionals Regulation Conference in Geneva, Switzerland from May 21-22. 


3. Findings from HRH research and program learning were presented at the 4th  annual 
conference of the Eastern Africa Health Profession Educators Association. 8 oral 
presentations were made on various topics (see result area 3 above for details) 


4. A presentation titled “Using task analysis to develop a pre-licensure exam aligned 
with local healthcare needs” was presented at the “The Network: Towards Unity for 
Health” 2016 conference in Shenyang, China, July 2016. 


5. A presentation titled “Ensuring anesthesia education quality in Ethiopia: 
accreditation and quality improvement standards” was presented at the 16th World 
Congress of Anesthesiologists annual meeting in Hong Kong, September 2016. 


6. Findings from the pharmacy professional task analysis were presented at the 36th 
annual conference of the Ethiopian Pharmacists Association. The presentation 
focused on key findings on the frequency of performance and criticality of pharmacy 
tasks, the competence of pharmacy professionals in performing the tasks, and the 
implications of the findings on the quality of pharmacy training and pharmacy 
services.   The presentation and subsequent discussion was useful in informing the 
Association members, government stakeholders and development partners working 
in the pharmacy sector, of areas that need further strengthening in the education 
and service provision for this cadre.  


7. The following abstracts were all accepted for presentation at the 31st the 
International confederation of Midwives (ICM) Triennial Congress to be held from 
18-22 June 2017: 


a. Utilizing task analysis evidence to improve midwifery education in Ethiopia 
b. Competence of midwives in providing care during labor, delivery and 


immediate post-partum period in Amhara region, Ethiopia 
c. Tackling gender barriers to keep midwives in school in Ethiopia 
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4.2 Build Local Capacity in M&E and Research focusing on HRH 
 
Building Capacity of Stakeholders – Manuscript Development 
 The HRH Project conducted two manuscript writing workshops to build the research 
capacity of representatives from the Amhara RHB and Tigray RHB. The 5-day workshop 
aimed to develop skills required to draft high quality manuscripts for publication in peer 
reviewed journals using reports from the Midwifery Competence Study conducted in 
both regions (see above). 
 Similarly, 11 representatives from professional associations (Ethiopian Medical 
Association, Ethiopian Health Officers Association, Ethiopian Pharmacy Association, 
Ethiopian Medical Laboratory Association and Ethiopian Nursing Association) attended a 
manuscript writing workshop to develop their skills and knowledge related to 
developing high quality manuscripts from the Task Analysis study (see above) 


The HRH Project continued to support the Amhara and Tigray RHBs in drafting 
two separate manuscripts for their respective regions to be submitted to reputable peer 
reviewed journals. The aim of this study was to assess performance of midwives in 
provision of care during labor, childbirth and immediate postpartum period in public 
hospitals and health centers located in Amhara and Tigray Regions of Ethiopia.  The HRH 
team reviewed the draft manuscripts for both regions, and they are both being finalized.  


 
Support Amhara RHB to present findings from the midwifery competence study 
conducted in the region during a regional review meeting and the annual regional 
research conference 
In this reporting period, the HRH Project supported the Amhara RHB to present the 
midwifery competence study findings during the regional HRH forum meeting. The 
meeting was attended by representatives from the RHB, ZHDs, HEIs, Professional 
associations, Regional and zonal civil service bureaus and the TVET Bureau. In addition, 
the research findings were also presented during the 4th annual conference of Eastern 
Africa Health Professions Educators’ Association held in Addis Ababa from 20-22 June, 
2016.  
 
Support Pawi Health Science College to develop research reports 
In this reporting period, the HRH Project staff provided technical support to Pawi RHSC 
to conduct data analysis and development of research reports summarizing findings 
from two research studies conducted by faculty from the institution. The studies are 
titled “Library utilization and reference seeking behavior among Pawi health science 
college students” and “Educational performance and associated factors among Pawi 
health science college students”.  


The college organized a meeting with faculty, the dean, department heads, the 
HSEDC focal person, gender focal person and students, and discussed the findings of the 
research and proposed an intervention plan to fill the educational quality gaps based on 
the research findings.  
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Provide technical and financial support to Tigray RHB to conduct integrated supportive 
supervision visits 


The HRH Project provided technical and financial support to the Tigray RHB to 
conduct two rounds of integrated supportive supervision visits (ISS) at 7 Woreda health 
offices, 1 hospital, 25 Primary Health Care Units (PHCUs), 18 Health Posts and 180 
Households.  The objective of the supervision was to provide support to healthcare 
providers so as to strengthen service delivery including TB, HIV/AIDS, maternal and child 
health, family planning, malaria, and other communicable diseases.  Prior to the ISS 
visits, the HRH Project supported revision of existing ISS checklists to incorporate key 
HRH indicators/issues. The supervision team provided onsite feedback with specific 
action plans based on the identified gaps. Observed achievements in the visited facilities 
were: 


 Key technical, management and leadership related supply chain and commodity 
gaps identified and resolved. 


 PHCUs have continued providing integrated health services  
 PHCUs are able to identify whether specific programs are on track by conducting 


regular internal/self-assessments, and plan based on the gaps identified. 
 Most of the PHCUs have updated data, which enables grading health facilities 


based on performance; of the 16 PHCUs visited, 4 PHCUs were selected as best 
performers by the RHB and recognized as excellent. 
 


Conduct Joint Supportive Supervision (JSS) at selected training institutions and in-
service training centers  


The HRH Project conducted joint supportive supervision visits in collaboration with 
FMOH representatives at training institutions in Amhara region. Furthermore, in 
collaboration with the FMOH, Oromia RHB and the Oromia TVET commission, 
supervision visits were conducted at four Regional HSCs (Shashamane, Nekemte and 
Negelle HSCs and Adama Hospital Medical College) in Oromia region. During the visits, 
functionality, achievements and challenges of health science educational development 
centers, gender offices, skill development labs, utilization and management of ICT and 
educational resources, cooperative teaching/clinical education and in-service training 
centers were examined.  


Selected findings in Amhara include: 


 All institutions have a functional HSEDC, with an assigned office space and furniture; 


 All institutions are implementing best practices such as using modularized curricula, 
providing need-based training to faculty, and using checklists and SOPs to assess 
students in the skills labs. 


 All the institutions have established an exam committee and exams are being 
administered after getting approval from exam committee  


 DMU, UoG and DTU did internal assessment using HERQA program level standards 
The team also discussed with the Amhara RHB to open more anesthesia schools in 
collaboration with HEIs in the region. 


 
 







21 October 2016 Page 107 


 


Selected findings in Oromia include: 


 The Negelle HSC HSEDC revised HEW level III & level IV curricula to address gaps 
identified such as a lack of content on key competencies such as RMNCH, HIV etc. 


 In Oromia overall, the HEW level III graduates’ COC exam result improved by 28% on 
average (from 63% in last year to  91% in this year) 


 The gender office at Nekemte HSC organized compensation classes for pregnant 
students by negotiating with college instructors, and as a result they were able to 
complete the courses in the same academic year. The office also organized a 
remedial skill gap practical training for 149 female students who failed to pass the 
college’s first internal evaluation.  


 Adama and Shashemene HSCs have organized orientation sessions for 654 to create 
gender awareness among college staff and new students joining the institutions.  


 The IST centers at these institutions have successfully mobilized resources from the 
RHB (funding from CDC and UNICEF) to support training provision: 


 The Nekemte IST received 3,350,100.90 Birr, which they used to conduct training for 
521 health workers on areas such as comprehensive HIV care and treatment,  ART 
patient monitoring, and evaluation on newly revised HMIS Indicators and PEPFAR 
indicators, competency based PMTCT, clinical mentoring,  PMTCT Mentorship, 
mother baby cohort, PMTCT Option B+, and E-HMIS.   


o The Nekemte IST received 3,350,100.90 Birr, which they used to conduct 
training for 521 health workers on areas such as comprehensive HIV care and 
treatment,  ART patient monitoring, and evaluation on newly revised HMIS 
Indicators and PEPFAR indicators, competency based PMTCT, clinical 
mentoring,  PMTCT Mentorship, mother baby cohort, PMTCT Option B+, and 
E-HMIS.   


o The Shashamane IST center received 5,550,010.00 Birr which was used to 
provide training on Basic PMTCT, Basic ART, clinical mentoring, malaria 
vector control, Tena Care EMR, HRIS, PMTCT, and pain management for a 
total of 598 health workers coming from different health facilities in the 
region.  


o The Adama Hospital IST center mobilized 1,884,030.00 Birr and provided 
training on ART, PMTCT, and pain management for a total of 215 health 
workers in the region.  


o In all visited HSCs, the HSEDC has not yet been integrated into the college 
organogram, and has not yet been approved by the TVET.  Given that the 
RHSCs management will be transitioned to the RHB, it is expected that 
moving forward, this will be an opportunity to advocate for integration of the 
HSEDCs. 


o None of the institutions have managed to mobilize resources to support the 
HSEDC activities.  


Visits were also conducted at Wollega and Ambo Universities to assess the status of new 
nursing specialty programs launched at the institutions (emergency and critical care 
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nursing, neonatal nursing, pediatric nursing, operation room nursing and surgical 
nursing).   
 


Provide Technical Support for Joint Supportive Supervision at IST Sites in Oromia  
In Oromia, joint supportive supervision was conducted at 4 IST sites, namely, Ambo 
University medical and health science college, Nekemte HSC, Metu HSC and Mizan-
Aman HSC. The objective of the supervision was to assess the implementation status of 
IST, identify major challenges and gaps faced, and design appropriate strategies to 
strengthen IST. 
 
Table 8: Major challenges and recommended actions during the IST supportive 
supervision in Oromia 


Gaps and Challenges Identified  Action Items 


 Most IST centers do not have an IST 
program management plan, and have 
not conducted a training needs 
assessment; 


 Training calendar /schedule was not 
prepared and communicated to all 
stakeholders. 


 Training reports were not sent to 
relevant units in a timely manner [FMOH 
& RHB IST unit] 


 Trainers were not properly selected 
from the trainers pool 
 


 All IST units agreed to develop a 
program management plan and conduct 
a training need assessment. 


 Training institutions agreed to prepare a 
training calendar /schedule and share it 
with all stakeholders.  


 All IST units agreed to send training 
report to appropriate units within two 
weeks after trainings are conducted. 


 
Provide ongoing program monitoring visits or follow-up at training institutions, RHBs, 
ZHDs, and IST centers. 
The HRH Project conducted regular follow up via phone and on-site visits at 15 higher 
education institutions in Amhara and Afar regions to provide technical support to 
HSEDCs, Gender offices and IST centers. The monitoring visits team provided support to: 


 Conduct and finalize internal quality audits using educational standards 


 Identify performance gaps and develop plans of action to address them 
Improve documentation of activities conducted by HSEDCs and Gender offices 
 
Participation in regional review meetings – Amhara, Oromia 
HRH Project staff participated in annual review meetings in Amhara and Oromia, where 
key HRM achievements and challenges were discussed. In Amhara, the Project also 
participated in the 2008 EFY Annual Operation Plan and Good Governance workshop, 
where the RHB presented planned activities in order to facilitate joint implementation 
with stakeholders.  
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 In Oromia, the status of training at RHSCs was discussed, and the RHB presented 
information on the current gaps in the health workforce. A proposal to strengthen 
trainings at the colleges in order to fill the gaps was discussed, including prioritizing 
laboratory technicians and pharmacy professionals. At a second review meeting in the 
region, findings from semi-annual joint supportive supervision and mentorship visits 
were presented. The following key points discussed:  


 Implementation of the career structure salary and benefit packages is fragmented at 
the sub regional and health facility level, resulting in health worker demotivation 
and dissatisfaction. There is also a lack of uniform understanding in implementing 
the HEW level III salary payment due to an inadequate and transparent orientation 
process.  


 At the WoHO level, there is lack of an adequate budget line item to support salaries 
required to fill vacant HR positions as per the standard. In addition, there is no 
separate and specific budget line for HR units to conduct routine HR functions such 
as monitoring and evaluation of woredas and health facilities.  


 A specific IST plan was not available at the ZHDs level. The plan was considered as 
part of the woreda based plan and the annual HR plan that was sent from the RHB. It 
is not need based and not attached with corresponding budget line.   


 Employee transfer schedules were not properly scheduled and adhered to. There 
were frequent delays leading to employee dissatisfaction.  


 


Conduct data quality assessment and routine reporting 
The HRH Project conducts a Data Quality Assessment (DQA) annually in selected pre-
service institutions. The purpose of the DQA is to verify the reported data on two 
selected standard indicators, to review data management systems and processes, and 
to assess the flow of information as well as documentation in registrar offices. The 
assessment was conducted in 19 training institutions (9 universities and 10 regional 
health science colleges) that graduated students in midwifery, anesthesia, HEW, and 
emergency medical technician programs in FY 2015.  
 The findings showed that data quality has improved from previous years’ 
assessments, including record keeping and data management at all visited institutions. 
In summary, the margin of error from the 19 institutions was less than 1%. This shows 
the reported data on number of pre-service graduates in supported institutions was 
accurate. See table below. 
 


Table 9:  reported Vs recounted number of graduates in the 19 institutions 


S.No Cadre Reported 
Number 


Recounted 
Figure 


Margin of Error 


1 Midwives 1001 1028 -2.70% 


2 Anesthetists 135 135 0.00% 


3 EMT 52 52 0.00% 


4 HEWs 1525 1525 0.00% 


Total 2713 2740 -0.99% 
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It is likely that the support provided during supportive supervision, follow-up visits and 
DQA has made a significant contribution to this improvement. The full report is attached 
in Annex 1. 
 
Conducted rapid assessment on availability of health workers at PEPFAR supported 
sites 
In response to a request from USAID, the HRH Project conducted a rapid assessment on 
the availability of Health Workers at 51 PEPFAR priority health facilities.  The purpose of 
the assessment was to provide information on the contribution of the HRH Project 
towards improving availability of health workers for the provision of HIV prevention, 
care and treatment services in PEPFAR priority public health facilities. The assessment 
showed that availability of health workers has increased significantly since launching of 
the HRH Project. The increase was most impressive for doctors, midwives and nurses. 
The number of support staff showed a decline from the baseline, however.  A complete 
rapid assessment report was shared with USAID. 
 
Availability of Health Workers in PEPFAR Priority sites 


 
 


 
Conduct annual HRH performance data collection from training institutions, RHBs, 
ZHDs, and Woreda Health Offices (WOHOs) 
The HRH Project has been conducting annual HRH performance data collection since 
2013, to track HRM performance at RHBs, ZHDs, WoHOs and health facilities and to 
document educational improvements in training institutions. HRH staff conducted the 
data collection from August 20 to October 3, 2016, in 10 RHBs (except Gambella), 19 
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ZHDs, 39 WoHOs, 10 health facilities, and 50 pre-service education institutions (26 
Universities, 23 RHSCs and one Public Health Institute).   


Due to unrest, onsite data collection was not possible at Gondar University, Dilla 
University, Tseda health Science College and Pawi health Science College. As a result, 
graduation data were collected through the phone from Pawi HSC and data collected 
previously for another purpose in June 2016 was used for Gondar and Dilla universities. 
We were unable to obtain data from Tseda RHSC. Key findings are highlighted below: 
 
RHBs, ZHDs, WoHOs and health facilities 


 All RHBs have an HRM policy and procedures and a staff requirement plan. They 
have up-to-date employee job descriptions for all HRM positions and all HRM 
leaders/managers meet the minimum requirement for the post.  


 A total of 2215 HR positions (excluding positions in Gambella region) are available in 
the regions and these positions have been filled with suitable candidates. 


 Except Dire Dawa and Somali RHBs the rest have allocated non-salary operational 
budget for in-service training and other HR development.  


 Data on health workforce availability against the existing need were collected (Table 
5 below) 


 
Table 10: Number of health workers working in 10 regions, by cadre 


Cadre 
HWs Currently 
working  (2008 


E.C) 


HWs Resigned (except 
death and retirement) in 


2008 E.C 


HWs Need for 
2009 E.C  


Midwives 11,358 196 1,899 


Anesthetists 560 10 193 


HEWs 36,281 285 4,592 


EMT 330 11 209 


Biomedical Technicians 168 4 161 


Other  117,435 2,197 9,887 


Total 166,132 2703 16,941 


Note: the above numbers do not include health workers working in Gambella Region and the 
federal level   


 
 


Pre-service training institutions 
The data collection focused on the type and number of students enrolled in each year, 
number of graduates in the academic year, drop outs, number of students passing the 
COC exam, availability of skill labs and preceptors and functionality of HSEDCs, IST 
centers and gender offices in the institutions. 
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In this academic year (2008 E.C/ FY16),  a total of 8,452 students graduated from 
HRH project supported universities and health science colleges (see table 2 below) in 
Midwifery, Anesthesia, HEW level III and IV, Emergency Medical Technicians,  
Biomedical Technicians and Nursing Specialty programs. Compared to the last three 
years of project implementation, this year there are a higher number of graduates as 
well as increased enrollment for all cadres.  
 
Table 11: Number of Graduates by Cadre in FY16 


Institution 
type 


Midwifery Anesthesia HEW 
Level III*  


HEW level 
IV * 


EMT  Biomedical 
Technicians 


University 1176 151 - - - - 
RHSC 1054 84 2600 3271 118 19 
Total 2230 235 2600 3271 118 19 


* Does not include number of HEW graduates from Tseda HSC 
The table does not include number of HRH/HE graduates from Gondar University as data was not collected 


 
In the past four years, the Project has supported the graduation of a total of 28,477 
priority health cadres in 53 Pre-service institutions. As seen in figure 1 below, this is an 
achievement of 70% of the Projects’ 5 year target of 40,564 (This is total target for 
Midwifery, Anesthesia, HEW level III and IV, EMT and Biomedical technicians).  
 


 Pre-service graduates target Vs Achievement – all cadres  
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The graph below depicts project achievement versus target for each cadre supported.  


 
Target Vs Achievement by Cadre 
 


A comprehensive report of the annual data collection is attached in the Annexes 
 
 
Conduct Year 5 work planning workshop 
The HRH Project conducted a three day work planning workshop to develop its draft 
annual work plan for the October 2016 – September 2016 period. Work plan inputs 
were aligned with priorities identified by key stakeholders such as the FMOH, HERQA, 
FMHACA, RHBs and others. A final work plan draft was submitted to USAID on 16 
September 2016. 
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7. Challenges and Constraints and plans to overcome them during the 


reporting period 


 


8. Data Quality issues during the reporting period 
 


 


challenges and Constraints for each program area 


 Due to unrest in some regions, the Project was unable to conduct activities such as 
onsite mentoring and coaching visits to universities and regional health science 
colleges. 


 Delays in decision-making by government counterparts slowed implementation of 
key activities such as approving zonal and woreda HRM structures in Amhara Region 


 The national CPD and scope of practice program led by FMHACA has not been 
officially launched 
 


Plans to overcome challenges and constraints in each of your program areas 


 Efforts were made to contact the institutions via phone and provide remote 
supervision. 


 The Project will continue to engage with relevant stakeholders and advocate for 
their active participation in implementation. 


 A high level consultative meeting was held with the FMHACA Director General to 
discuss opportunities and anticipated challenges in moving the CPD and scope of 
practice agenda forward. FMHACA acknowledged the emerging public concern 
regarding medical errors and has committed to look closely into moving these 
activities forward. 


 


Specific concerns you have with the quality of the data for program areas reported in this 


report  


 Due to unrest in some regions, data could not be collected in four pre-service 


institutions during the annual data collection exercise (Gondar University, Dilla 


University, Pawi and Tseda Health science colleges) 


 Access to complete and reliable data at RHBs, ZHDs and WoHOs remains a 


challenge due to poor implementation of HRIS  


 


What you are doing on a routine basis to ensure that your data is high quality for each 


program area 


 


 


 


How you planned to address those concerns / improve the quality of your data for each 


program area 
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9. Major Activities planned in the next reporting period 


 


IR1. Improved Human Resource for Health Management 


 Provide technical assistance to RHB HR Support Processes to organize and conduct 
consultative workshops with regional Civil Service Bureaus/Regional Cabinet to 
secure approval for newly proposed HR positions, create additional positions, and 
support job grading. 


 Support the SNNPR RHB team to organize an experience-sharing visit at the FMOH, 
Oromia and Amhara, to learn how the HR Support Process and HR Data 
Management (Archive and HR statistics) are organized 


 Revise the existing HR supportive supervision checklist to incorporate indicators to 
assess the implementation of BSC 


 Support FMHACA to hire local technical and legal experts to review the draft 
proclamation (661) and improve its quality (clarity, comprehensiveness, harmony 
with health sector goals). 


 Provide technical and financial support to FMHACA to organize a 3-day training on 
principles, approaches and standards of health care and professional regulation for 
participants drawn from RHBs, facilities and professional associations. 


 Provide technical and financial support to the Ethiopian Medical Association (EMA) 
and the national Ethics Committee to develop a training module on medical ethics 


 Provide technical and financial support to strengthen existing HRH  forums by 
conducting regular meetings (linked to HR review meetings) 


 Conduct Roll out HRM training  at National and  Regional levels      
 


RESULT 2: Increased Availability of Midwives, Anesthetists, HEWs and Other Essential 
Health Workers 


 Provide a 5-day Effective Teaching Skills (ETS) Training of Trainers (ToT) for 
Anesthesia faculty  


 Provide a 5 day technical update training for anesthesia preceptors on priority topics 
identified during the task analysis study 


 Print, laminate and distribute anesthesia practice standards and protocols 
(management algorithms, functionality checklists, flowcharts ) 


 Provide a need-based technical update training on selected MNCH, FP, HIV/AIDS, 
Malaria, and TB topics for midwifery teaching faculty 


 Support the FMOH to review and adapt an innovative midwifery curriculum 


 Develop need-based CPD courses for midwives 


 Support the FMOH to conduct a 2-day annual review meeting for RHSCs providing 
HEW training 


 Support the FMOH/TVET to provide basic life support training for EMT instructors 


 Conduct a user level technical update training for skill lab assistants working in 
biomedical technician training institutions 
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 Support the FMOH to conduct an instructional design TOT training for pharmacy 
instructors who are currently teaching supply chain management courses 


 Support the FMOH to conduct a 4-day Problem Based learning (PBL) training for 
nursing specialty instructors 


 Update the HRH management program student assessment framework to ensure 
greater application of knowledge to work practices 


 
RESULT 3: Improved Quality of Training of Health Workers 


 Conduct quarterly coaching and mentoring visits to support HSEDCs to implement 
their functions 


 Provide Fixed Amount Awards (FAA) to HSEDCs at health teaching institutions to 
improve quality of education 


 Support the FMOH to conduct curriculum revision/development workshops for 
medical laboratory and pharmacy programs 


 Support the Federal Ministry of Education (FMOE) to organize an advocacy 
workshop on evidence based student selection /admission 


 Provide technical support to develop and review exam blueprints 


 Provide mentoring and coaching to IST sites and RHBs 


 Review and adopt IDS training manual to contextualize the manual and develop a 
national document 


 Support the FMOH to develop and standardize a CRC training manual 
 


RESULT 4: Program Learning and Research Conducted 


 Support HERQA  to develop a study protocol for an assessment of institutional and 
program audit practices  


 Print and disseminate technical reports summarizing key findings from studies and 
program learning activities 


 Support Oromia RHB to finalize a protocol for a study to assess the competency of 
Level IV HEWs in the region 


 Finalize the development of  dashboards to track project performance using a web-
based system 


 


 
 


10. Environmental compliance 


 
 


Describe any issues related to environmental compliance (if there are any) 
 


None 
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11. Financial accomplishment 


 


(… in USD) 


 
Life of Project 


budget 


 


(a) 


Obligated  


to date 


 
(b) 


Expenditure  


(Accrual and actual 


disbursement) 


to date 


(c) 


Remaining 


balance 


 


(d) = (b) – (c) 


Remarks 


$55,000,000.00 $38,676,953.00 $35,369,286.61 $3,307,666.39  


 
 


 


12. Issues requiring the attention of USAID Management  


 


 


 


13. Data Sharing with Host Government: 
 


Have you shared this report with the host government? 
 


Yes       


No    


 


If yes, to which governmental office/s? 


 


 
If No, why not? 


 


 


Have you made data reconciliation with respective regional sectoral office/s? 
 


Yes       


No    


 


If yes, to which regional sectoral office/s? Were there any issues that came out from the reconciliation? 


How these issues were handled/ will be handled? 


Identify and state issues that USAID needs to look at and address for each program area 


 


None 
 


 


[Please put your response here] 


The quarterly report will be shared with the Ministry of Health – Human Resources Directorate 
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If no reconciliation was made, what are the reasons for it? 


 


 


 


14. Appendices  


 Annual Data Collection Report 


 Health Professionals Deployed in Regions, Jul – Sep 2016 


 Technical area custom indicators Module B1 


 Technical area custom indicators Module B2 


 Person hours of training 


 


[Please put your response here] 


A data quality assessment was conducted in Quarter Three 
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EXECUTIVE SUMMARY 
 
The Human Resources for Health (HRH) Strategic Planning (SP) was initiated in 2008 and 
Version 4 National HRH Strategic Plan was developed in 2009. The aim of the HRH SP was to 
support the human resource requirements of the health sector in Ethiopia to achieve the Health 
Sector Development Program (HSDP) objectives, which were in line with health related 
Millennium Development Goals (MDG) and the Plan for Accelerated and Sustainable 
Development to End Poverty (PASDEP) in Ethiopia.  
 
The human resources training/development targets in the HRH SP plan were implemented and 
targets were achieved through expansion of training facilities, increasing enrolment of students 
and increasing programs for various cadres of health professionals. For example, between 2009-
2014: 


• The number of medical schools has increased from 7 to 33 and Midwifery teaching 
institutions have also increased from 23 to 43;  


• Annual enrollment in medical schools has increased from 200 to 4000 (twenty fold);  
• The number of physicians in the country  has increased to 4291 in 2014  from 1,540  in 


2009;  
• The number of midwives increased from 1,270  in 2009 to 9,250 in 2014   


 
The draft HRH Strategic plan was reviewed with guidance and oversight from Federal Ministry 
of Health to document key achievements between 2009- 2014 , to align the HRH SP priorities 
and targets with that of HSDP-IV, Visioning 2035 and post-MDG agenda.  
 
Situation analysis exercise conducted in late 2013 has shown that the human resources 
development and management challenges still exist despite significant strides made in the last 
few years. For example, one of the crude measures for health workforce availability is health 
workforce density and measured as health professionals to population ratio. This ratio has 
increased from 3 per 10,000 populations in 2009 to 7.6 per 10,000 in 2014. This doubling of the 
health workforce in 5 years is a remarkable progress. If the current pace is kept, Ethiopia will be 
able to meet the minimum threshold over the coming 5 years. The remaining challenges include:  


• Imbalances in geographical distribution and professional skills mix: geographic 
imbalances and skills mix of the available health workforce are some of the key challenge 
to achieve health service coverage.  


• Human Resources Management: The HRIS is not generating up-to-date data for planning 
and evidence-based management decision-making. Besides, targets related to health 
workforce motivation and retention have not shown remarkable improvements despite the 
incentives implemented by Federal Ministry of Health and Regional Health Bureaus.  


• Health Workforce Regulation: structures and institutions are created for health workforce 
regulation but capacity of these institutions is at its infancy, and going forward, major 
investments in capacity development are required.    
 


Eight strategic issues were identified for the revised HRH SP. These include:    
• Scaling up education and training of health workers.  
• Improve the imbalances in professional skill mix and geographic distribution  
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• Improve quality of  pre-service education and In-service training  
• Strengthening leadership and governance capacity of the health workforce.  
• Optimizing the utilization, retention and performance of the available health workforce. 
• Improving health workforce information and generation of evidence for decision-making. 
• Strengthening HRH regulatory capacity  
• Strengthening health workforce partnership and dialogue. 


 
The strategic direction of this plan has been guided by the HRH vision, goal, objectives and 
guiding principles.  
 
The vision of HRH to see adequate number of well qualified and committed health workers 
contributing to the health sector vision of Ethiopia.  
 
The goal is to ensure that committed, skilled and motivated health workers are available to 
provide universal access to health care in Ethiopia 
 
The Objectives are organized into four outcome areas. These outcomes fully address the strategic 
issues identified during situation analysis. The four outcomes include:  
 


• HRH policy, planning and partnership strengthened at all levels;  
• Quantity, Quality and equitable redeployment and distribution of the health workforce;  
• Leadership, governance and human resources management capacity and practices at all 


levels of health system 
• Attraction and retention of health professionals including measures for improving their 


commitment, distribution, performance, remuneration and their working and living 
conditions.  


 
Two to four strategic objectives were identified to achieve each outcome- thus a total of thirteen 
(13) strategic objectives were identified (section 3.4. SP in summary). Several strategic 
actions/interventions were identified for each strategic objective. Timeline for implementation 
was agreed and implementation plan matrix was developed (Chapter 6).  Monitoring and 
evaluation procedures are incorporated into the Strategic Plan with M&E Matrix (Chapter 8).  
 
Technical working group also estimated health professionals’ requirements and financial inputs 
required to successfully implement the strategic plan. Accordingly, the result of the HRH 
projection for the base year (Year 2015) is estimated to be 147,669 health professionals of 
different categories. This number will progressively increases to 179,262 by 2020 and 235,837 
by 2025. In addition, there will be 18,438 health management personnel by 2020 and the figure 
will increase to 22,805 by 2025. Details of the requirements for all major categories of HRH are 
also included (Annex 3). For example, the projected requirements: 
 


• General medical practitioners will be 7,659in 2020 and 12,025 by 2025;  
• Nurses (all categories), the number will be 51,798 and 63,325 by the year 2020 and 2025, 


respectively;  
• Midwives (all categories) will be 11, 640 in 2020 and 19,673 in the year 2025; and   
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• Anaesthesia professionals (all categories including anaesthesiologists and anaesthesia 
specialists) will be 2,987 and 5,542 for the years 2020 and 2025, respectively.  


 
However, these projections need to be updated regularly as more evidence becomes available 
that reflects both the feasibility and the changing health care needs. This will be accomplished 
with the help of the built-in monitoring and evaluation procedures.  
 
Implementation cost for the revised HRH SP was estimated under three major HRH domains:  
Policy, plan and legal framework; education and training, and HRH management. The estimated 
budget required to fully implement the HRH Strategic plan is list under each of these categories 
with overall budget of $6,174,054.62 at base year (2014-2015) while this figure rises to 
$9,090,391.75 by 2025. A detailed cost breakdown is depicted in Table 9.2. 
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CHAPTER 1: BACKGROUND AND INTRODUCTION 


1.1 DEMOGRAPHIC AND SOCIO ECONOMIC PROFILE 
 
Ethiopia is an ancient African country with over 80 ethnic groups and rich cultural heritage. It is 
a developing country with an estimated annual per capita income of USD 1455.423 (PPP)*. The 
population is growing at an annual rate of 2.6% and the 2014 projected population was 89.2 
million, with about 74.5 million living and working in rural areas.  


 


Table 1.1. Key demographic, socio-economic and health indicators i indicators 
Basic Indicators Levels Remark 


Demographic Indicators 


Total population (millions), 2014 89.2 Based on 2007 Census 
projection 


Urbanized population (%), 2012 17.2  
Population Annual Growth rate (%), 1990-2012 2.9  
Life expectancy at birth (years) 2012 63  


 
Economic Indicators 


GNI per capita (US$) 2013** 570  
Population below international poverty line of 
US$1.25 per day (%) 2007-2011* 


30.7  


Public spending as a % of GDP (2007-2011*) 
allocated to: health 


2.6  


Public spending as a % of GDP (2008-2010*) 
allocated to: education 


4.7  


Total adult literacy rate (%) 2008-2012* 39  
Sources: *UNICEF, December 2013. http://www.unicef.org/infobycountry/ethiopia_statistics.html#0 
Accessed on September 2, 2014 


**International Monitory fund; World economic outlook database, April 
2014. http://www.imf.org/external/pubs/ft/weo/2014/01  . / Accessed on January 24, 2015 


 


The 1994 Constitution of the country introduced a federal government structure composed of 
nine Regional States: Tigray, Afar, Amhara, Oromia, Somali, Benishangul-Gumuz, Southern 
Nations and Nationalities and Peoples Region (SNNPR), Gambella and Harari and two City 
Administrations: Addis Ababa and Dire Dawa. The National Regional States and City 
Administrations are further sub-divided into approximately 801 Woredas (districts), which are 
the basic decentralized administrative units representing 125,000 to 150,000 people governed by 
an administrative council composed of elected members. Health care provision in Ethiopia is 
predominately public and it is through this decentralized structure that national health initiatives 
are implemented. 


1.2 ETHIOPIA HEALTH STATUS 



http://www.unicef.org/infobycountry/ethiopia_statistics.html#0

http://www.imf.org/external/pubs/ft/weo/2014/01
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Ethiopia has made significant improvements in many health indicators. The country has reduced 
under-five mortality by two-third from the 1990 baseline three years ahead of the schedule; new 
HIV infections has gone down by more than 90%, and there is no malaria epidemics. The 
malaria infection and death due to malaria has dropped by 67% and 48% respectively1.  Recent 
reports has also shown that Ethiopia is on track to achieve MDG-5 (combat HIV/AIDS, Malaria 
and other diseases) and Contraceptive Prevalence Rate (CPR) increased from 29% in 2011 to 
42% in 20142. The great success registered is mainly due to a well-coordinated, extensive efforts 
and intensive investment of the government, partners and the community at large to strengthen 
and expand the primary health care. Table 1.2, below contains the status of some of the key 
health indices: 
 
Table 1.2. Key Health Indicators 
Health Indicator Level Remark 


Households that have access to an 
improved source of drinking water. 


54.53%: EMDHS 2014 


Contraceptive acceptance rate 
among married women  


41.8% EMDHS 2014 


Under-5 mortality rate (U5MR), 
2012  (Gross) 


68 per 1000 live 
births 


(M: 74,  F: 62) 


HSDP IV Annual Performance 
report (FMOH 2012/13 ) 


 
204 (1990) 


Infant mortality rate (under 1), 2012 47 per 1000 live 
births 


121 (1990) 


Institutional delivery  15.4% (63.0% urban 
versus 10.4% rural). 


EMDHS 2014 


Maternal mortality ratio  676 maternal deaths per 
100,000 live births 


 


Population aged 15-49  that is HIV 
positive 


1.5%  


Source: Ethiopia Demographic Health survey, 2011; HSDP Annual Performance Report (2012/2013)  
UNICEF, December 2013. http://www.unicef.org/infobycountry/ethiopia_statistics.html#0  
 


1.3 POLICY AND PLANNING CONTEXT 
 
Several policy and planning documents at the national and regional level bear influence on the 
HRH situation of the country. As a result, development and revision of the HRH Strategic plan 
was based on a number of policy and planning documents including Ethiopian Health Policy 
(1993), Health Sector Development Plan IV (2010/11 – 2014/15) and Visioning Ethiopia’s Path 
Towards Universal Health Coverage Through Primary Health Care ( March 2014) Visioning 
2035, among others. 
   


                                                 
1 HSDP-IV Woreda-Based Health Sector Annual Core Plan EFY 2007 (2014/2015), page 1, FMOH, 2014. Addis Ababa 
2 Ethiopia mini-DHS, 2014 
 



http://www.unicef.org/infobycountry/ethiopia_statistics.html#0
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1.3.1 Health Policy of Ethiopia,  1993 
The Health Policy of the transitional government of Ethiopia, 1993 makes a number of 
recommendations regarding HRH. These recommendations include: Training of community 
based frontline and middle level health workers up to the appropriate professional standards and 
recruitment and training of these categories at regional and local levels. It also stipulates the 
training of trainers (ToT) for managerial and supportive categories of workers to support the 
health service objectives, development of appropriate continuing education for all categories of 
workers in the health sector, and development of career structure and incentive mechanisms for 
all categories of HRH 
 
1.3.2 Primary Health Care expansion Project  
 
 
1.3.3 Health Sector Development Program (HSDP) IV, 2010/11 – 2014/15 


To realize the objectives of the health policy, the government established the Health Sector 
Development Program (HSDP), a 20-year health development strategy implemented through a 
series of four consecutive 5-year investment program.  HR Development and management has 
been a major component in all successive HSDPs. HSDP IV covers the period 2010/11 to 
2014/15, and HRH is organized under a major Strategic Result 3 within HSDP-IV. The table 1.3, 
below summarizes the key HRH issues contained in HSDP IV.  
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TABLE 1.3. SUMMARY OF HRH COMPONENTS OF HSDP IV 
Strategic 
Result 3 


Outcomes Directions Initiatives Indicators 


Ensuring 
communities 
have access to 
health facilities 
that are well 
equipped, 
supplied, 
maintained and 
ICT  
networked as 
per the 
standards and 
are well staffed 
with qualified 
and motivated 
employees 


• ensuring demand 
driven production of 
human resources 


•  maximum use of the 
available  resources 
in producing key 
categories of scarce 
health professions 


•  improving 
intersectoral 
collaboration in HRD 


•  enhancing private 
sector involvement 


•  enhancing quality 
assurance in the 
training  


• utilization of 
appropriate ICT to 
enhance the quality 
and efficiency of 
medical education 


•  improve geographic 
distribution of HRH 


• strengthen regulatory 
system 


• enhance cost 
effectiveness in the 
retention and 
motivation schemes 


• Reinforcing and 
institutionalization of 
HRH legal frameworks 
in the context of the 
overall health policy  


• Achieve the balance 
towards production of 
the right number and 
skill mix of health 
workers 


• Improving the 
availability of key 
HRH categories at all 
levels through scaling-
up the training of 
scarce professionals  


• Develop and 
institutionalize human 
resource management 
systems  


• Improving the 
motivation and 
retention of health 
workers  through 
implementation of 
evidence based 
financial and non-
financial incentives 


• Ensuring that in-service 
training are nee-based  


• Scale up Training and 
development in line with 
staffing requirement  


•  Effective and targeted 
staff retention 
mechanisms developed 
and implemented 


• Development, scale up 
and implementation 
follow up of web based 
HRIS 


• Establish an HRH 
leadership and 
management 
development center and 
relevant training 
programs and operational 
research 


• Regular review of HRH 
plan  


• Establish Continuous 
Professional 
Development Program 
(CPD) 


• Regular update of 
curricula for 
competence-based 
programs in pre-service 
education 


•  Implement the agreed 
TA guideline 


• Leadership development 
index  


• Distribution of HRH by 
geographical location by 
category 


• Percentage of critical  gap 
filled by TA (Technical 
Assistance) 


• Number of trained & 
deployed health 
professionals by category 


• Proportion of institutions 
staffed as per standard 


• Health Workforce Density: 
from 0.7 per 1,000 to 1.7 
per 1,000 


• Physician to Population 
Ratio: from 1:37,996 to 
1:5,500  


• Proportion of PHCU that 
use Workload based 
staffing standard 


• Implementation of e-HRIS 
at regional level  


• Competency level for 
essential knowledge and 
skill (disaggregated by 
category) 
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Below is a list of other policy and planning documents that also have a bearing on HRH: 
 


1.3.3  National In-Service Training (IST) Directive for the Health Sector, 2014 


This directive aims at facilitating the delivery of standardized IST courses by local training 
institutions. The directive also defines the roles and responsibilities of various stakeholders 
including FMoH, FMHACA, Regional Health Bureaus, Zonal Health Departments, Local In-
Service Training Institutions and Health Professional associations.  


1.3.4  National In-Service Training Implementation Guide for the Health Sector 


The purpose of the National In-service training Implementation Guide is to promote and guide 
standardization and institutionalization of in-service training in the health sector in Ethiopia. The 
guide aims at ensuring that in-service trainings are need based, standardized, institutionalized 
and updated in-service training database is available at all levels 
 
1.3.5. HRH Commitment  for Universal Health Coverage 


 
The Federal Democratic Republic of Ethiopia constitution has given emphasis for equitable 
access of public services. The country has renewed its commitment to ensure Universal Health 
Coverage for its population at third Global HRH Forum held in Recife, Brazil (November 2013)-
two broad commitments were: 
 
• Scale-up quality pre-service education of HRH focusing on those cadres in critical 


shortage by expanding education for health workers to meet 100 % of the staffing standard 
considering the skill mix in all primary health care facilities, improving  quality of health 
professionals education by implementing program level accreditation in both public and 
private training institutions and improving quality of health professionals education by 
instituting competency-based pre-licensure system for all health workers by 2017 
 


• Improve human resources for health planning and management capacity by 
strengthening pre-service and in-service training of human resources for health managers  


 


1.4. RATIONALE FOR THE DEVELOPMENT OF HRH STRATEGIC PLAN 


Ethiopia has witnessed considerable expansion in the Primary Health Care Units (PHCUs) 
through rehabilitation and upgrading of existing facilities as well as construction of new 
facilities. Overall, in terms of increasing access to health services, the progress registered in the 
10 years preceding 2009 was encouraging. However, with many health indicators remaining sub-
optimal, it was clear that both coverage and quality of service need to be improved.  The last 5 
years has witnessed a marked improvement in the HRH. Despite all the progress from where we 
have started, there is a need to focus in further improvement of quantity, skills imbalance, 
geographic mal-distribution, low retention and low productivity.  


Recognizing the magnitude of the need for improving the public sector services and the 
importance of making optimal use of scarce resources to meet those needs, the Federal Civil 
Service Ministry has introduced a series of reforms: structural changes, improving the 
performance of the civil servants and monitoring tools. This has led to fundamental changes and 
radical redesign in the organizational structure and management of health services.  To help this 
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process, the FMoH has used Business Process Reengineering (BPR) management tool as a 
methodology for streamlining work processes and systems and has started to use the Balanced 
Score Card (BSC) for monitoring. The HRH Strategic plan has been developed to respond to the 
changing health landscape in Ethiopia so as to address the challenges identified in HRH, respond 
to the reform agenda and help improve health outcomes in line with national and global 
priorities.  


1.5 RATIONALE FOR THE REVISION OF THE STRATEGIC PLAN 


Below are the main reasons for the 2013/14 revision of the HRH strategic Plan: 


• Reflect HSDP IV Priorities and Targets 
 


The initial plan was completed before the finalization of the HSDP IV. It was therefore felt that 
the plan needed to be revised to take into consideration the strategic focus and priorities 
articulated in HSDP IV and other policy documents that impact intervention of HRH initiatives.  
 


• Review and  Document Achievements Between 2009-2014 
 


A significant proportion of the initiatives and human resources development targets proposed in 
HRH Strategic plan (2009-2020) were started and achieved over the last 5 years but the plan has 
not been formally reviewed and documented. Thus it was important to look back, review and 
document achievements, and consolidate efforts to address the remaining initiatives to achieve 
the targets.  
 


• Align with Visioning Ethiopia’s Path Towards Universal Health Coverage Through 
Primary Health Care 


 
The effort is underway to envision Ethiopia’s Path towards Universal Health Coverage through 
Primary Health Care. The document produced in March 2014, visioning document identifies six 
strategic areas that highlight priority areas for continued investment to improve primary care. 
These strategies were informed by an in-depth situation analysis conducted in 2012, which 
documented successes and continued challenges faced by the health extension program.  Each 
strategic area is supported by sub-strategies that offer more specific recommendations.  The six 
priority strategic areas that have been developed include: 


• Empower the community to play a significant role in the health sector 
• Strengthen primary health care units (PHCU) within the larger health sector 
• Ensure a robust Human Resources Development system that is commensurate with socio 


economic  development of the country as Lower Middle Income Country by 2025 and a 
Middle Income country by 2035 


• Engage the private sector in support of the MOH’s vision  
• Develop sustainable financing mechanisms  
• Develop institutional capacity to be responsive to changing economic, social, 


environmental, technical, and epidemiologic context 
 


All of the above strategies are relevant to this HRH strategic plan 
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• Motivation and Retention 
 


It was recognized that the initial plan has addressed standardization of duty allowance for all 
health professionals and has tried to add risk allowance for limited cadres and house allowance 
and top up for physician. But implementation of the federally approved incentives in the regional 
level is not uniform and the package also neither adequate nor inclusive/exhaustive.    


 


1.6 PROCESS OF DEVELOPING AND REVISING THE HRH STRATEGIC PLAN 


Process of developing the Initial Plan 
 
The FMOH recognizes that the successful implementations of the various health reforms are 
dependent on the availability of adequate number and skill mix of clinical, public health and 
administrative personnel.  Thus it has selected HRH as one of the priority areas for reform 
(Business Process Reengineering).   HRH planning, Training and Development, HRH 
Management, Certification and Licensing were areas of focus for reengineering.   
 
Desk reviews and benchmarking were undertaken and series of consultations were made with 
RHBs, relevant departments at FMoH and other stakeholders. Feedback from the consultations 
showed the need to develop a comprehensive HRH Strategic Plan that guides HRH planning, 
management, training, motivation and retention.  Hence, the FMoH in consultation with regional 
health bureaus and other stakeholders.  . Various international and local consultants were 
involved both in the process of consultation as well as in the development of the HRH strategic 
document. Draft HRH Strategic plan 2009-2020 guided HRH planning and management efforts 
over the last four years.   
 
In 2013, Revision of draft HRH Strategic Plan was initiated by FMoH. The MOH revitalized 
HRH Technical Working Group (TWG). Terms of reference were developed and tasks were 
shared among TWG members to revise and update various components of the plan.  This 
document is the result of the TWG work in 2013 and 2014. 
 
 Below is the list of HRH TWG members who have actively contributed to the revision of the 
document: 


• Dr. Wendemagegn Enbiale (Director, DHRDA/FMoH) 
• Dr. Shelemo Shawula (MSH, HRH Project) 
• Dr. Birna Abdosh (Tulane University-Ethiopia) 
• Dr. Samuel H/Mariam  (USAID) 
• Dr. Tegbar Yigzaw (Jhpiego, HRH Project) 
• Dr. Damtew W/Mariam (Jhpiego, HRH Project) 
• Dr. Sintayehu Tsegaye  (FMoH) 
• Mr. Mohammed Hussein (DHRDA, FMoH) 


 
The revision of the strategic plan went through the following steps: 
 


• TWG meetings to agree on the approach and outline key steps for revision and 
dissemination of existing draft strategic plan (Version 4) 


• Review of Version 4 of the HRH Strategic Plan by the HRH TWG and consultants 
• Development of a new situational analysis with input from the HRH TWG 
• Development of Draft 5 HRH Strategic Plan 
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• Review of Draft 5 by the HRH TWG 
• HRH TWG workshop to review Draft 5 and complete areas with gaps 
• Development of the HRH Strategic plan Version 6 
• Review of HRH Strategic Plan Version 6 
• Development, Approval  and Dissemination of the final version of the HRH Strategic 


Plan 


1.7 . ORGANIZATION OF THE STRATEGIC PLAN 
 
The strategic Plan is organized into 9 main chapters as outlined in the table below. 
 
TABLE 1.2: ORGANIZATION OF THE STRATEGIC PLAN 
Chapter Content 
Chapter 1: Introduction 
and background 


The chapter gives the broad background to the strategic plan 
including: 
• Ethiopia’s Demographic and Socio-Economic Profile and 


health Status 
• Policy and Planning context 
• Rational and process of developing and revising the HRH 


Strategic Plan 


Chapter 2: Situational 
Analysis 


This chapter gives a comprehensive situational analysis of the 
Ethiopia HRH picture as of April 2014.  The chapter also provides 
details on the key achievements made in the implementation of the 
strategic plan between 2009 and 2014 


Chapter 3: Strategic 
Direction 


The chapter summarizes the strategic direction of the HRH 
strategic plan including vision, objectives, guiding principles and 
strategic plan outcomes and strategic objectives. The chapter also 
contains a schematic of the HRH strategic plan in summary. 


Chapter 4: Outcomes, 
Strategic Objectives and 
Actions 


This chapter is the heart of the strategic plan. It is organized into 
four outcome areas. Under each outcome, there are strategic 
objectives and at the lower level are the strategic actions 


Chapter 5: Implementing 
the strategic Plan 


This chapter articulates approaches of implementing and 
coordinating the strategic plan across implementation levels and 
sectors 


Chapter 6: Implementation 
matrix 


This chapter gives the implementation timelines for the different 
strategic actions between 2014 and 2025 


Chapter 7: Monitoring and 
evaluating the Strategic 
Plan 


This chapter gives an overview of the approach to monitoring the 
HRH strategic plan 


Chapter 8: M&E Matrix This chapter gives key indicators, baselines and targets for each 
outcome area 


Chapter 9: Strategic Plan 
Costing 


This chapter gives the costs of implementing the strategic plan and 
also identifies financing gaps 
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CHAPTER 2: SITUATIONAL ANALYSIS OF ETHIOPIA HRH  
This chapter was revised in April 2014 and gives an overview of the prevailing status of human 
resources for health in Ethiopia.  Several publications and recent reports of the FMoH were also 
reviewed to obtain the current picture of the Ethiopian HRH landscape.  


2.1. HRH Leadership and Governance 
2.1.1. Leadership and Governance Structure at National and Regional Levels 
Balancing the supply and demand of health workers is the focus of the strategic plan. Designing 
a comprehensive approach to various aspects of HRH such as policy and planning, financing, 
education, recruitment, HRH management systems and partnerships among private and public 
entities is mandatory to strengthen the HRH governance, leadership and management capacity. 
For continuity of policy direction and implementation oversight there is a need to increase 
motivation and retention of policy-makers and high-level professionals in country. Strengthening 
the overall governance capacity of HRH is also essential to improving the availability and 
performance of health workers including their recruitment, deployment, performance monitoring 
and evaluation.  


Responding to the leadership, management and regulatory challenges of the HRH in the country, 
and to effectively address the human resource challenges in decentralized governance context at 
federal and regional level, there are different units: Directorate for Human Resources 
Development and Administration (DHRDA); Federal and regional regulatory agencies; and 
regional human resource development and administrative support process owners. DHRDA is 
under the service provider arm of the FMOH and is responsible for various HRH management 
functions including HRH planning, overseeing pre and in-service training of priority cadres, 
personnel management, and deployment of professionals as well as undertaking various studies 
that guide the HRH planning process.  The directorate also serves as a liaison with FMOE. The 
federal and regional regulatory agencies regulate health professionals’ registration and licensing 
through its Directorate for Health Facility and Professional Licensing.  


 


Human Resources Development and Administration Support Process owners are responsible for 
HRH planning, recruitment, deployment and personnel administration functions at Regional 
Health Bureaus. However, this structure is embedded into Civil Service Pool at Zonal and 
District Health Offices in many Regions. Health centers and Hospitals have HR staff within 
Administration and finance functions. The above mentioned HRH leadership and management 
structure does not extend below the RHB in many regions. 


2.1.2. Leadership and Governance Capacity 
 
Following the BPR there were reforms at federal and regional level for a betterment of the HRH 
leadership and management. But to address the growing demand and effectively address the 
HRH issues in the country there is a need to revise the existing structure and staffing the HR 
leadership and management with experienced personnel.  Besides, current budget allocation for 
human resource needs to be increased to address specific problems such as workforce retention, 
capacity building, improvement of operational environment and infrastructural development. To 
this effect the MOH having responsibilities for HRH development and management in the 
country, it will work in partnership with other service providers and line ministries. 
 
 
  







 


 17 


2.2. Health Workforce Density and Distribution 
 
2.2.1. Health Workforce Density 
 
The study done in 2010 by African Health Workforce Observatory (AHWO) revealed that the 
health worker density for all categories has been on the upward trend rising from 0.64 in 2003-
2004 to 0.84 in 2008-2009. The total stock of health care workers at the beginning of the current 
strategic plan in 2009 was 66,316 and now stands at 107,928 giving a health worker density of 
1.25 for 1,000 populations. Notwithstanding the rapid increase in production, recruitment and 
deployment of health workers, health worker density remains quite low. The situation is very 
severe in big regions as well as in underserved regions. The shortage of key health workers has 
persisted due to low training output and out-migration. Table 2.1, below shows the change in 
staffing of key health cadres during the first five years of the current strategic plan. 
 
TABLE 2.1:  HRH STOCK AND DENSITY 


Health Workforce Stock (2008-2014)  Health Workforce  Density (2009-2014) 
Professional 
category 


2008 
(Draft HRH/WHO 
profile) 


2014 
(HRIS 
Data) 


 Indicators 2009 2014 International 
Bench Mark 


Medical 
doctors 


2,152 4,305  Total Health 
professional 
density  


0.35 per 
1000  


0.71 per 
1000  


2.3 per 1000 
(WHO)  


Health officers 1,606 7,721  A physician to 
population 
ratio 


1 per 42,706  1 per 
20,720  


1 per 10000  
Nurse 20,109 41,832  


Midwife 1,379 9,244  A Nurse to 
population 
ratio 


1 per 5, 000  1 per 2,132  1 per 5000  
HEW 30, 950 37,000  


Others  12, 826  A midwife to 
population 
ratio 


1 per 57000  1 per 9650  
Total 66,316 111, 628  


Source: MOH HRIS data, 2014 
 
2.2.2. Health Workforce Distribution 


Distribution of available health professionals has been highly variable and unequal between 
urban and rural settings, among regions and within the regions.  Some of the main reasons are 
that accessibility of basic services (road, electricity, telephone, water, education). Rural and 
hard-to-reach areas of Ethiopia were particularly underserved.  For the last 5 years there were 
some initiatives to decrease the inequality specially inter and intra-regions, from the local pre 
service expansion to provision of incentives for those who will be working in hard to reach areas.  


2.3 Health Workforce Education and Training 
 
A country’s capacity to provide sufficient human resources depends on HRH education and 
training capacity to produce and maintain skilled health workforce. Findings from key 
stakeholders’ interviews and desk review of achievements of HRH strategic plan targets during 
HSDP-IV showed that Ethiopia made progress in both pre and in-service health education.  
  
Pre-service Education  
 
The government has expanded universities from 5 in 2003 to 33 in 2014. Out of 33 public 
Universities available to date, 27 have been providing four or more health science courses. 
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Annual enrollment in medical schools has increased 12,009 in 2014 from its baseline level 1462 
in 2008/2009. Private training institutions have also expanded and their output of mid-level 
health care workers has grown steadily. The Government of Ethiopia has directed that the ratio 
of intake between natural science and social science be 70:30. This decision favors the enrolment 
of more health science students. Overall, the expansion of universities and colleges has 
contributed to a significant increase in the availability of most categories of health care workers 
with the exception of medical doctors, anesthesia professionals and some allied health care 
workers.   
 
Concerns, however, remain regarding the quality of training as rapid expansion has overly 
stretched students to faculty ratio and diminished proportion of resources to students.  As a way 
of addressing the problem most higher education institutions have established a quality assurance 
office, but the attention given to quality has to be improved. Quality assurance structures need to 
be cascaded to the lowest academic units including health science programs. Higher education 
institutions do need a well-developed policies, procedures, guidelines and tools for internal 
quality assurance. In conclusion, higher education institutions do need to have robust and reliable 
internal quality assurance system that nurtures a culture of continuous quality improvement. 
 
In-Service Training and Continued Professional Development 
 
In-service training is an important function in the rapid scaling up of knowledge and 
competencies of health professionals. If efficiently linked to pre-service training, it can help to 
support career progression for health professionals and also strengthen institutional capacity. In 
January 2014, FMOH issued a directive and guidelines to support standardization and 
institutionalization of in-service training. Implementation of standardized in-service training at 
selected in-service training centers starts from January 2015. On the other hand, directives and 
implementation guidelines for continued professional development (CPD) was developed and 
approved. Accreditation of CPD courses and CPD providers will start soon.  
 
Quality Assurance and Regulation of Health Education 
 


• Accreditation 


Accreditation is a mandatory requirement for higher education institutions in Ethiopia and is 
managed by –the “Higher Education Relevance and Quality Agency” (HERQA), an autonomous 
agency accountable to the Ministry of Education (MOE). Higher education institutions’ 
programs are subject to accreditation every three years (article 76).  Since 2013 MOH has started 
to work with HERQA and developed a document “The higher education quality assurance 
revitalization strategic document” for health professional education and also seven program level 
quality assurance standards. HERQA in collaboration with Universities, MOH and partners has 
developed two levels of quality assurance standards (accreditation & quality improvement) for 
medicine, health officers, nursing, midwifery, medical laboratory, pharmacy and anesthesia. 
Besides, the collaboration has also developed national internal quality assurance Implementation 
guideline.  


To strengthen the momentum and regulatory system a structural reform is needed both from the 
regulatory agency to the university. Formal involvement of MOH from standard development to 
program level evaluation need to be created. Accreditation of health science training institutions 
needs also to cover practicum sites.   
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• Quality Audit 
 
HERQA carries out institutional quality audit of all Health Education Institutions (HEIs) to 
ensure the appropriateness and effectiveness of an HEI’s approach to quality, its systems of 
accountability and its internal review mechanisms.  HERQA has audited and produced reports 
for almost half of the HEIs in the country. Besides, all HEIs expected to submit their self-
evaluation documents as a precondition for institutional and program level quality audit along 
with their own quality enhancement plans on the basis of recommendations given in the audit 
reports produced by HERQA.  One third of those who had undergone the audit process prepared 
self-evaluation documents and plans for improvement plans to HERQA for further follow-up.  
 
Once they have been through the institutional or program level quality audit, HEIs are required 
to implement the recommendations set out in the quality audit reports but there are no provisions 
in the Proclamation, or in HERQA’s guidelines, that outline the consequences of noncompliance. 
This is due to the absence of a ‘carrot and stick’ system that would encourage HEIs actively 
discharge their responsibilities and sanctions those HEIs which are noncompliant. There are also 
capacity constraints in conducting quality audits and weak follow up from HERQA to assess 
implementation of recommendations made in the quality audit reports.   
 


• Certification and Licensing  
 


Anyone who completed the training program based on training standard and curriculum will be 
certified with certificate of completion that has to be provided by the training institution. The 
second certificate is a Certificate of Competence (COC) or Qualification. The Ministry of Health 
in collaboration with Ministry of Education developed the training standard and assessment tool 
(qualification exam) for lower and midlevel training courses that has been in use since 2011. 
Accordingly, graduates from technical and vocational education and training programs including 
low and mid-level health workers have been required to sit for occupational competence 
assessment/ Certificate of competence (CoC) as a prerequisite for licensing and entry to 
workforce. Certificate of Competence (COC) or Qualification that is provided by independent 
institutions mandated to do that. CoC is valid for employment and licensing.   
 
However, this assessment needs to be enforced consistently. In the other side there was no 
standard qualification or licensing exam for higher level or university graduates. The need for 
standard licensing exam has become stronger with mushrooming of education programs with 
varying curricula.  The MOH and its regulatory agency are developing a national licensing 
examination to license all newly qualified graduates and also re-licenses serving health workers 
based on requirements stated in the national licensing legislation for each cadre.  
 


2.4. Human Resources Management 
 
 2.4.1. Workforce planning 
The Ministry of Health has been trying to guide HRH planning based on the targets set out in 
HSDP-IV and draft HRH Strategic Plan. Health facility staffing standards has been developed by 
FMoH/the regulatory agency. But because of weak HRIS it has been more or less difficult to 
forecast the HRH need based on staffing standards. 
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Health management structures have number of civil-service- approved, job grades and positions 
that was developed during health sector business process reengineering (BPR).  Following BPR, 
more flexible staffing standards that were developed by the FMoH and/or Regional Health 
Bureaus are used to deploy health workers to various health facilities. The number of active 
positions for health care workers is guided by perceived workload at local levels such as health 
centers or hospitals. Challenges with this approach includes; variations in workload among same 
category of health facilities, the fact that minimum staffing standards are made based on the 
reality of health workers shortages and not actual requirements and finally in most regions at 
Woreda level there is limitation of budget to secure the position. 


 2.4.2.  HRIS and Monitoring and Evaluation 


Accurate and timely HRH information is essential to support planning and management of health 
workforce. eHRIS was introduced in Ethiopia since 2009. But the system has not been fully 
functional at various levels to produce a comprehensive national HR data. As a result to get 
timely and accurate information on staff dynamics and attrition, one focus issue of the strategic 
plan will be roll out of HRIS to the regions and lower administrative units.  
 
2.4.3. Performance Management and Reward System for HRH 


The Ethiopian civil service has implemented several health sector reform initiatives over the past 
few years. Decentralize (devolved) decision making to districts level, business process 
reengineering (BPR) and the Balanced Score Card were among the key reform agenda.  The 
focus of all reform efforts is to enhance responsiveness of health care system to the client needs, 
improve access to health services, empower communities and create a culture of measuring and 
rewarding performance.  


Performance management in the health sector is a collaborative effort between Ministry of Civil 
Service (MoCS) and MoH. The former develops performance management systems, 
implementation guidelines and standard operating procedures while MoH puts these into 
practice. Some of the systems that have been introduced to plan, monitor and improve 
performance and productivity of the health workforce are too complex for the prevailing 
management capacity at various levels of health system. As a result, inconsistent in 
implementation of performance management of the health workforce persist, and in most cases, 
promotion decisions are still based on years of experience and not performance.  
 
2.4.4. Recruitment, Motivation and Retention of Health Workers 


Under the current decentralized system, regions and Woredas have the mandate to identify and 
fill existing staff vacancies. This has given the lower administrative unite a sense of ownership 
and in ideal condition it increases efficiency and cultivates accountability.  To get the maximum 
out of the existing decentralized system, and  have an inefficient planning,  recruitment and 
management process the strategy need to focus in enhancing the human resource management 
capacity. Budget ceilings on personnel emoluments limit recruitment of required number of staff 
for health facilities and/or management structures.  Most Woreda health offices HR functions are 
managed in a pool system where a singular structure coordinates HR issues of the health sector 
along with other sectors. To exploit the advantage of the pool system and advocate for higher HR 
budgets especially for health workforce recruitment, placement and development need to be 
supported by building the Woreda health office managers management capacities.   
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The FMOH in consultation with RHBs has been studying the merits and barriers to 
implementing different packages of incentives to enhance the deployment and retention of key 
health professionals to rural and disadvantaged areas of the country. The packages being 
explored take into consideration various financial and non-financial incentives that some 
Regional States in Ethiopia have been able to put in place as a positive move for attracting and 
retaining selected health professionals. Some of the existing motivation and retention schemes 
include: 


• Pre-deployment orientations are being provided to health professionals to improve their 
understanding of commitment to health sector vision, goal and objectives. 


• Health workers are placed two steps higher on the civil service salary scale compared to 
other civil servants of equivalent rank.  


• Health workers who have been deployed by the Ministry of health are exempted from 
paying cost sharing of their university (pre service) education.  


• The mandatory service expected from Physician who is willing to work in emerging 
regions and hard to reach areas is half shorter than those who will serve in the main 
towns.   


• Private wing practices (private practices in public facilities) in specialized and regional 
hospitals have created a fertile ground to generate additional income.   


• Education and training opportunities (with government sponsorship) are available for 
health workers at all levels  


• The existing career structure for health professionals has been reviewed; only final 
approval is pending.  


• Financial incentives for health workers that were standardized in all regions have been 
initiated since 2013. These include duty, housing/house allowance, top up, risk/hazards, 
acting and position allowances.  


• Other non-financial incentives such as housing, loans, transport facilities, anniversary 
schemes etc. have been proposed but are yet to be implemented as they require further 
review and approval by the relevant authorities.  


2.5. HRH Policy and Legislation 
 
2.5.1. Legislation on Planning of HRH 
Ethiopia’s legislative requirements for HR planning fall under Article 12 of the Civil Service 
Proclamation No.515/2007. According to this proclamation FMoH is responsible for preparing 
and implementing short, medium and long term HR plans for the health sector.  


2.5.2. Legislation on Professional Practice and Responsibility 


Legislation on professional practice is critical for the regulation of health professionals as it 
defines the minimum requirements for registration and licensing, delineating scopes of practice, 
setting standards of education and ethical and competent practices. Regulation No. 76/2002 and 
some profession specific codes of ethics are in place to guide professional practice. With 
leadership from the regulatory body of the MOH, ethical code of conduct has recently been 
developed but has not been printed and disseminated.   
 
2.5.3. Legislation on Education and Training 


The Ministry of Education is mandated to assist in the development and implementation of 
higher education law.  The existing legislation on the education of health professionals is 
governed by the Higher Education Proclamation No.650/2009, which is applicable to all public 
and private institutions. This proclamation requires all public higher education institutions to be 
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established by Regulation of the Council of Ministers or regional regulations. In addition, 
provisions governing accreditation of private institutions are found under the same law in 
Articles 74 and 75, which gives this power to the HERQA. 


 
 
2.5.4. Legislation on HRH Management 


Health professionals are civil servants governed by laws and regulations that govern civil service 
schemes in the country.  The policy and legislative framework concerning HR management is 
currently addressed in the Civil Service Proclamation No. 515/2007, Federal Civil Servants 
Disciplinary and Grievance Procedure No. 77/2002 and other directives and operational 
guidelines. There are currently draft HRM directives and policies on job evaluation and grading, 
performance appraisal and time management, recruitment, promotion and transfer, remuneration 
and conditions of service, HR planning, HR development and HR Information System. While all 
these aspects of the HRM are in general addressed by the Civil Service Proclamation, except for 
the directive on recruitment, promotion and transfer the other aforementioned directives are in 
draft stage and have not been implemented.  


Operational policies were formulated to design and implement task shifting at various levels of 
health systems. This enabled the country to address gaps in service delivery. Successful task 
shifting examples include introduction of Integrated Emergency Surgical Officers (IESO) from 
cadre of health Officers to perform life-saving surgeries where surgeons and Obstetricians are in 
short supply; building capacity of Health Extension Workers to attend normal deliveries and 
identify and refer high risks cases and a number of HIV/AIDS services provided by mid-level 
cadres. While acknowledging positive outcomes FMoH needs to continuously review, properly 
define and systematize according to the priority health needs that require tasking shifting. This 
will help to address both service demands and career paths of the practitioners.  
 
2.5.5. Legislation on Research and Development of HRH 


The existing legislation in Ethiopia concerning health related research is the Health and Nutrition 
Research Institute Establishment Regulation 4/1996. This Research Institute is established to 
conduct research on the causes and spread of diseases, nutrition, traditional medicines and 
medical practices and thereby support the activities for the improvement of health in the country 
to contribute to the development of health science and technology. In addition, the Higher 
Education Proclamation (No. 650/2009) states that one of the objectives of higher education 
institutions is to promote conduct and enhance research consistent with the country’s priority 
needs.   


However, the responsibility and legislative ground pertaining to research and development of 
HRH is not addressed in this regulation or any other relevant legislative documents. 


2.6. Financing for Health Workforce 
 
Ethiopian health sector is financed from various sources including the government, bilateral and 
multilateral donors and individuals out of pocket4. Ethiopian government finances the largest 
portion of activities in health services and management with only less than 20% contributions 
coming from private sector. A portion of this resource allocated towards health workforce 
planning, development and management.  The public sector employs and remunerates all public 
                                                 
4 5th National Health Account  2010/2011 
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sector employees; develop health infrastructure and provide for equipment and supplies to keep 
the health workforce performing, motivated and retained in the system.  
 
Education and training is another major category of government’s health sector spending. With 
rapid expansion of higher education facilities and increased intakes of medical and health 
sciences students, the annual budget for health workers education increased from 7.63 Billion 
Birr in 2006/07 ( $1=8.5 Birrs) to 79 Billion Birr in 2010/2011 ($1=16.5Birr).  Costs related to 
in-service training and professional development are not captured in the above figures and are 
mostly covered by donor funds. However, these costs will increasingly be met by the public 
sector or individuals out-of-pocket with standardization and institutionalization of in-service 
training and continued professional development (CPD). 


2.7. Partnerships for HRH 


Government of Ethiopia recognizes the contribution of the development partners and the private 
sector to the country’s socio-economic development including achieving health goal for its 
population. The Private Sector, for profit and non-for profit, is an important player in the Health 
and Social Welfare functions. Private sector in Ethiopia is involved in a broad range of functions 
which include training, service delivery and research. As a result, Public Private Partnership 
(PPP) is taking root. However, the existing relationship is not institutionalized in a 
comprehensive manner. Important emerging trends worth noting are questionable quality of the 
health professional production in the private schools and a growing migration of skilled 
workforce from the Public to the Private Sector. Anecdotal evidence shows that health 
professionals join the private sector with some differences in their salaries and benefits compared 
to the government remuneration packages. This creates labor market opportunity for the health 
professionals while worsening health workforce shortage in public service and affecting service 
delivery and management for the poor and needy.  


Private sector is contributing to HRH development through pre-service education of mid-level 
professionals (nurses, health officers, laboratory technicians and pharmacy professionals). 
Besides, about five private medical colleges have been established since 2009.  They seek 
opportunities in public facilities as practicum sites. Unless managed well, this may compromise 
the quality of health care delivery by putting extra burden on health facilities as they also receive 
students from the public health science colleges and universities. Having graduated from the 
private training institutions, these professionals also seek employment opportunities in the 
government health facilities. Thus, close working relationship between FMoH/RHB and health 
facilities and the private sector training institutions is critical for successful training programs.  
Involving private sector in health sector human resources planning is a critical first step to 
develop a strong framework and foundation for collaboration. 


 
Fostering partnership, improving dialogue among stakeholders such as education, finance and 
public service, regulatory bodies, professional associations, as well as the private sector and 
development partners for their involvement in HRH development at all levels partnerships is 
critical to improve HRH status of the country on medium and long-term. Advocacy at national, 
regional and global levels should continue in order to secure substantial financial investment in 
HRH development. 
 


2.8. Achievements in the Implementation of the Strategic Plan (2009 – 2014) 
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The human resource for health (HRH) strategic plan of Ethiopia has been derived from one of 
the main strategies of the Health Sector Development Program (HSDP) IV.  HRH projection for 
the years 2009-2020 shows that the total requirements for all health workforce is estimated to be 
nearly 188,000 by 2020 which is more than threefold increase compared to the 2008 figure. 
Following the strategic plan an operational plan has been developed to improve an overall HRH 
development with particular emphasis for development of human resources for health critical for 
maternal and child health. Below is a list of key HRH achievements between 2009 and 2014.  
 
2.8.1 Expansion of Human Resource Development Capacity and Output 
 
 Health science training institutions have been significantly expanded and five priority initiatives 
(medical education, midwifery, emergency surgical officers training, anesthesia and HEWs) 
introduced to address the HRH crisis in the country. With the coordinated human resource 
development programs, overall targets have been met for the community level and most of the 
midlevel health professionals. The targets were not met for medical doctors, midwives and 
anesthesia professionals.  
 
Specifically the number of medical schools has risen from 7 in 2008 to 34 (of which 7 are 
private) and public midwifery schools have reached 49. As of 2012/2013 over sixty thousand 
health science students were enrolled in public higher education institutions; and an additional 
15,834 in private higher education institutions. Annual enrollment of health science students in 
public higher education institutions reached close to 23,000 by 2014. In the same vein, annual 
intake of medical students rose by more than 20-fold from 152 in 2000 and to 3,537 in 2014. 
Graduation output from health training higher education institutions also increased by close to 
16-fold from 1041 in 1999/2000 to 16,017 by 2012/2013.Table 2.2 shows expansion of the 
public medical school and their enrolments.  
 
TABLE 2.2. NUMBER OF MEDICAL TRAINING SCHOOL ANNUAL 
ENROLLMENT BETWEEN 2008- 2014 
 
University/Med. College 2008/9 2010/11 2012 2013 2014 Total  


Adama University 93 105 164 125 171 658 
Addis Ababa University 290 235 320 245 367 1457 
ArbaMinch University  62 62 107 125 200 556 
Bahir Dar University  96   140 150  
Defense University  0 16 0 23 0 39 
University of Gondar 212 200 100 245 403 1140 


Haromaya University  108 188 225 225 340 1086 


Hawassa University  258 125 258 252 394 1287 


Jimma University  213       222 310 395 410 1550 
Mekele University  184 175 323 252 298 1232 
St. Paul Medical college  42 127 125 170 130 594 
Adigrat University      115 155 
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Wochamo University     78 78 
Debretabor University      53 53 
Axum University    45 66 28 139 
Wollo University    56 76 43 175 
DebreMarkose University    50 72 41 163 
DebreBirhan University    65 62 43 170 
Ambo University    80 73 38 191 
Welega University    60 60 25 145 
Wolayta Sodo University    66 68 38 172 
MedaWolabu University    52 64 17 133 
Dilla University    68 48 18 136 
Dire Dawa University    62 58 31 151 
Yekatit 12 Hospital    85 72 57 214 
Adama Hospital    56 76 47 179 
YergAlem Medical college    59 65 32 156 
Total 1462 1455 2736 2917 3417 12,009 
 
Midwifery teaching institutions have increased from 23 in 2009 to 47 in 2014. In 2009 the 
number of physicians in the service was 1,540 and in 2014 it had increased to 4305. During the 
same period, the number of midwives increased from 1270 to 9240.   
 
Figure 2.1. Increase in Number of Public Sector Physicians and Midwives between 2009 and 2014 


 
 
 
Training of emergency surgical officers was started in 2009 in 3 universities and 10 affiliated 
sites with an intake of 43 students. By 2013 the training had been scaled up to 11 universities and 
35 affiliated hospitals with an annual intake of 240 students. By March 2014, a total of 153 
IESOs had graduated and been deployed all over the country in 97 health facilities while 513 
were still undergoing training. 
 
In order to increase access to anesthesia services, the MoH took initiative, trained and deployed 
96 Level 5 nurse anesthetists and 50 degree graduates.  According to the report there were a total 
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of 115 nurse anesthetists (2012/2013 intakes) being trained in seven health science colleges (in 
five regions) while 471 trainees are attending Bachelor of Science Degree programs in six 
Universities (Addis Ababa, Jimma, Dilla, Gondar, Wolaita Sodo and Mekelle).  The health 
extension program has deployed about 37,000 level 3 health extension workers all over the 
country (2 health extension workers for each health post). In the last two years, the Level 4 
upgrading program has trained 3638 HEWs.  
 
Regarding emergency medical training, 346 pre-hospital care providers have been trained in the 
last one year. The postgraduate program in emergency nursing has graduated its first batch in 
2013.  The first 5 physicians with specialization in Emergency Medicine have also graduated. 
Postgraduate training in Family Medicine has also been launched in Addis Ababa University in 
2013 with 8 students.  Health care management training in Hospital administration/health service 
management was started in 2009 while Masters Degrees in Human Resource for Health 
Management and Health Economics are due for launch in 2014. 
 
2.8.2  Improvement in Health Worker Density  
 
As shown in the table below health worker density has increased steadily since 2009.  
 
TABLE 2.3. HEALTH WORKERS’ DENSITY INCREMENT BETWEEN 2008 AND2014 
HRH Indicators  2008 


Baseline  
2014 status  Benchmark/target  


Health professional density  0.34:1000 0.71:1000 2.3:1000 WHO recommendation  
All Physicians  1: 36,558 1:20,720 1:10,000 WHO recommendation 
Nurses  1:3,870 1:2,132 1:5,000 WHO recommendation 
Midwife  1:57,000 1:9,650 1:6,759 HSDP IV target 


1:5000 WHO recommendation 
HEW 1:2544 1:2270 1:2,500 HSDP IV target  
Source: FMOH Health sector development program IV, October 2010 
 
2.8.3. Improvements in Service Delivery and Health Outcomes 
 
A significant increase in the number and distribution of priority health care cadres has 
significantly contributed to improvements especially in maternal and child health services and 
outcomes in the last four years as shown in the table below. 
 
TABLE 2.4: PERFORMANCE AND HEALTH OUTCOMES IN 2009 AND 2014  


Health indicators Baseline 


(2009) 


Current Status 


(2014) 


Latrine coverage   60 % 86% 


Contraceptive acceptance rate  56% 63% 


Antenatal care Coverage 68% 98.1% 


Skill birth attendance  18 % 40.9 % 


Fully immunized Children 66 % 82.9 % 
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Under 5 mortality  88 68 
 Source: FMOH 2013/14 HSDP IV Annual performance report  
 
 
 
2.8.4 Policy Development 
 
 A key principle underpinning the health sector Business Process Re-engineering (BPR) was the 
improvement of the quality of health services through institutionalizing accountability and 
transparency. In the last 4 years, the BPR system has been operational with some encouraging 
results in decentralization and improvement of HRM.  As part of this process, below are specific 
achievements in the provision of policy guidelines to support HRH development: 


• A strategic document that focuses on health professional education was developed to 
revitalize the quality assurance system of higher education in Ethiopia in 
collaboration with HERQA. 


•  IST guidelines and directive was developed, endorsed and disseminated to 
standardize and institutionalize in service training for health care providers in the 
country.  


• CPD implementation guideline was developed and endorsed to maintain and update 
health professional knowledge, skill and attitude.  


• A national licensing exam policy document was developed to assess competence of 
new graduates from university programs before entry into the health service delivery 
system. 


 
2.9. Strategic Issues for the Revised HRH Strategic Plan 
 
The following strategic issues were identified to address: 
 


1. Strengthening leadership and governance of HRH: Health work is defined to include not 
only technical skills and expertise directly responsible for creating and sustaining health 
but also the skills needed in support systems and the linkages that facilitate the 
application of technical skills. Human Resources Management is an integrated use of 
systems, policies, and management and leadership practices to plan, recruit, maintain and 
develop employees to create access to quality health care to all people. The health sector 
has a critical gap in effective human resources managers  who have capacity and 
motivation to assess HRH needs, develop relevant policies, strategies and operational 
guidelines to ensure health workforce planning, development, recruitment and equitable 
distribution, career development, motivation, retention and performance. Strengthening 
the overall governance capacity of HRH is essential to improving the availability and 
performance of health workers including their recruitment, deployment, monitoring and 
evaluation. 


 
2. Strengthen education and training capacity:  The increase in investment and resources in 


expansion of health professional teaching institutions is already showing result in 
exponential increase in health professional graduation. But with the expansion of those 
teaching institution there is a critical need to build the necessary human and institutional 
capacity for quality improvement. Aligning the work of ministries of health, education 
and training institutions inevitably leads to synchronizing effort and maximizing impact 
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in addressing the weak production capacity, ability to increase the health workforce 
training capacity in order to fill the gaps in quality and quantity. 
 


3. Enhance utilization, retention and performance of the available health workforce: The 
different civil service reforms has shown some positive result in utilization, retention and 
performance of the available health workforce in improving coverage, equity in access, 
quality and efficiency of health services. Moreover, expansion of lower and medium level 
health professional training center in every region plus deployment of health professional 
with mandatory service has led to  more or less equal geographical distribution of the 
available health workers, resulting in minimizing the inequity between rural areas and 
urban areas. Despite this retaining skilled health workers especially in remote areas with 
the appropriate skill mix for health care remains a major challenge because of low 
salaries, unattractive remuneration, non-conducive working conditions and living 
environment.  
 


4. Build information and evidence base HRH planning and management: There is great 
demand to enhance the capacity to collect, generate analysis, disseminate and use 
available HRH information. Furthermore, increase use of different data sources for 
evidence-based decision-making and policy development. Building the research capacity 
including documentation of best practices to inform and support policy direction is 
another area of focus. In general there is need to improve the overall capacity of the HRH 
information systems including research capacity and documentation of best practices to 
support decision-making. 
 


5. Increasing financial resources: There is a need to increase the fiscal space for full 
funding of the national HRH plans at national, regional, local and health facility levels. 
Securing flexible non-salary HR budget and increasing salary budgets for the position 
needed at Woreda and health facility levels is crucial to attract and retain health workers 
in the health sector. Finding how best to increase and sustain HRH financing is absolutely 
necessary to improve health service delivery. 
 


6. Harnessing coordinated partnerships and dialogue: In the recent years efforts have been 
made to increase involvements of government and non-government actors in HRH policy 
and planning efforts. However, much more needed to be done to involve all actors in a 
well-coordinated and planned manner. Competing interests within and between the 
stakeholders and partners coupled with insufficient harmonization and alignment of 
efforts increases the fragmentation and duplication of effort- in health workforce 
education, training and distribution. Recognition of the multisectoral nature of HRH 
helps to have a full picture of this problem but also the range of solutions available for 
the different aspects of HRH such as production, management, utilization and retention. 
The main challenge need to be addressed is, how to build synergy at country and regional 
levels by sustaining and formalizing mechanisms for intersectoral partnerships that 
include all stakeholders and partners. 
 


7. Enhance HRH regulatory capacity: Comprehensive health workforce regulation system 
that includes licensure, accreditation, and certification, development of standards and 
scope of practice is mandatory to ensure public protection and efficient use of the health 
workforce. Accreditations of universities and programs, establishing licensing 
examinations, linking continuous professional development to re licensing will be the 
focus of this strategic document. There is need to reinforce the regulation and practice of 
health care workers to ensure health care delivery in the context of health reforms. 
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Scopes of practice is nowadays well defined for each cadre of health professional 
however it has to be linked to health workforce regulation, development, and 
management and planning. Currently issues related with malpractices are being managed 
at the Federal level but it needs for a system of reviewing professionals’ ethics and 
competence in a holistic view to ensure their fitness to practice at Federal, regional and 
institutional level. 
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Chapter 3:   Strategic Direction 
 
The strategic direction of this plan has been guided by the HRH Vision, Goal, Objectives and 
Guiding Principles outlined below.  


3.1 VISION, GOAL AND OBJECTIVES  
Vision  
 
The vision of HRH Strategic Plan is to see adequate number of well qualified and committed 
health workers contributing to the health sector vision of Ethiopians  
 
Goal  


The goal of HRH Strategic Plan is to ensure that skilled and motivated health workers are 
available to provide universal access to health care in Ethiopia. 
 
Broad Objective  


 
To scale up the availability and strengthen the performance of the health workforce for improved 
health service delivery in the Ethiopia by strengthening  planning, development and retention of 
health workers that will meet the diverse health care needs of the Ethiopian people.  


Specific Objectives  
 
The specific objectives of the Human Resources for Health (HRH) Strategic plan are:  


• To strengthen HRH policy, planning and partnership in Ethiopia ; 
• To ensure  the number of health workforce improved to meet the minimum density 


threshold as recommended by World health organization   
• To maintain an appropriate skill mix of health workers with competences relevant to the 


needs of the population by 2025;  
• To ensure equitable redeployment and distribution of the health workforce 
•  To attract and retain health professionals including measures for improving their 


remuneration and their working and living conditions 


3.2 GUIDING PRINCIPLES 
 


This strategic plan is guided by the following principles: 
Principle Explanation 


Countries’ 
commitment 


To support actions that contribute to a sustainable health workforce 


System linkage National HRH strategies should be harmonized with the relevant 
components of the health system and primary health care principles 


Donor alignment Donor support should be coordinated and aligned with country HRH 
plans; 


Equity, accessibility 
and accountability 


To ensure that all people, in all places, have access to skilled health 
workers who are equipped, motivated and supported 
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Results-oriented HRH strategies and actions aimed at achieving 
measurable outcomes; and 


Multispectral 
engagement 


Of all sectors and stakeholders including the communities to build the 
health workforce. 


3.3 STRATEGIC PLAN OUTCOME AREAS  
 
The strategic direction has been organized around the four outcomes shown below.  
 


• Outcome 1:  HRH Policy, planning and partnership strengthened at all levels 


• Outcome 2: Health workforce education, training and regulation is strengthened  


• Outcome 3: HRH leadership, governance and management capacity and practices are 
strengthened 


• Outcome 4: Utilization, retention and performance of the available health workforce 
optimized 


 


For each outcome area, the strategic objectives needed to achieve the outcome are specified. Key 
strategic actions are defined under each strategic objective. It is expected that the detailed 
implementation activities falling under each strategic action will be developed as part of the 
operational planning process. 
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3.4 Strategic Plan in Summary  
 
 
 
 
 
 
 
 
 


 
 
 
 
 


Vision: To see adequate number of well qualified and committed 
health workers contributing to the health sector vision of Ethiopians 


Goal: The goal of the road map is to ensure that skilled and motivated 
health workers are available to provide universal access to health care in 
Ethiopia. 
 
 


Broad Objective: Support the planning, development and retention of 
adequate, high performing and skilled health workers of different categories 
that fit the diverse health care needs of the Ethiopian people.  
 


Outcome 1 
 
HRH Policy, Planning and 
Partnership Strengthened 
at all Levels 
 
Strategic Objectives 
1.1: Develop and Implement an 
Appropriate HRH Policy and 
Legislative Framework 
 
1.2: Strengthen HRH Planning 
at all Levels 
 
1.3 Create a Gender 
Responsive and Healthy 
workforce 
 
1.4: Engage diverse partners in 
National HRH Dialogue 
 
 
 


Outcome 2 
 
Health Workforce 
education and training 
capacity and Regulation 
improved  
 
Strategic Objectives 
2.1: Strengthen Pre-Service 
education for health 
workforce  
 
 2.2:  Strengthen in-Service 
Training and Continuing 
Professional Development 
for health workforce  
 
2.3: Strengthen capacity for 
Accreditation, Licensing 
and relicensing   of health 
professionals and training 
institutions 
 
 


Outcome 3 
 
Leadership, 
governance and 
management capacity 
and practices are 
strengthened 
 
Strategic Objectives 
 
3.1: Strengthen leadership, 
management and 
governance capacity and 
Practices at all levels 
 
3.2: Establish a 
Comprehensive, Sector-
Wide Human Resources 
Information System 
(HRIS) and Strengthen 
Data use for decision-
making 
 
 
 


Outcome 4 
 
Utilization, retention 
and performance of 
the available health 
workforce optimized.  
 
Strategic Objectives 
 
4.1:  Improve Health 
Worker Recruitment and 
Deployment at all levels 
 
4.2: Reduce Inequity in 
Geographic Distribution 
and skill mix of health care 
Workers 
 
4.3:  Enhance Staff 
Motivation and Retention 
  
4.4: Enhance performance 
and productivity  
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CHAPTER 4:  STRATEGIC PLAN OUTCOMES, OBJECTIVES AND 
ACTIONS 
 
OUTCOME 1: HRH POLICY, PLANNING AND PARTNERSHIP STRENGTHENED AT 
ALL LEVELS 
 
This outcome addresses interventions aimed at strengthening HRH policy and planning at the 
federal and regional level so as to improve the HRH profile in respect to staffing, skills, 
distribution, retention and performance.  These interventions fall under the following four 
Strategic Objectives: 
 


• SO 1.1: Develop and implement an Appropriate  HRH Policy and Legislative Framework 
• SO 1.2: Strengthen HRH Planning at all Levels 
• SO 1.3: Create a Gender Responsive and Healthy workforce 
• SO1.4: Engage diverse partners in National HRH Dialogue 


 
SO 1.1: Develop and Implement Appropriate HRH Policy and Legislative Framework 
 
The following strategic Actions will be undertaken to support Strategic Objective 1.1 
 
Strategic actions 


1.1.1. Develop and implement across-the-board and profession-specific laws/code of ethics 
for the health professions, including   medical practice, nursing, midwifery, 
Anesthesia, Laboratory, pharmacy and supplementary health professions. 


1.1.2 Develop legislation to regulate pre and in-service training of health professionals with 
a clear role of FMoH  


1.1.3 Develop legislation and guidelines to support confidentiality and appropriate use of 
personal information in HRH databases 


1.1.4 Develop MOU’s/policy guidelines on ethical recruitment and employment of health 
professionals with major recipient /destination countries.  


 
SO1.2: Strengthen HRH Planning at all Levels 
 
The HRH planning capacity at the federal, regional and facility level has been very limited.   
This plan proposes the following strategic actions to improve HRH planning. 
 
Strategic Actions 
1.2.1 Strengthen the planning capacity of the FMOH HRD&A Directorate  and Regional 


Health Bureaus (Human Resource Core Process) through knowledge and skill 
development  


1.2.2 Develop   annual/biannual HRH operational Plans for the National HRH Strategic Plan 
1.2.3 Support the development of comprehensive HRH plans for all regions, city 


administrations and large health facilities and programs aligned with the national HRH 
plans 


1.2.4. Institute an integrated and sector-wide HRH planning, implementation and       evaluation 
system that involves all relevant stakeholders. 


1.2.5.  Review and regularly update the Federal HRH strategic plan  
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1.2.6 Forge partnerships with government agencies, development partners and other 
stakeholders to mobilize the necessary support and resources to support the development, 
implementation and review of HRH plans 


1.2.7 Train facility managers and heads on methods of determining staffing needs such as 
WISN  


1.2.8 Update the national HRH requirement every five years using sound HRH projection 
methods  
 


SO 1.3: Create a Gender Responsive and Healthy workforce 
 
It is imperative that Ethiopia invests in creating a gender responsive and healthy workforce to 
attract and retain high performing health workers.  This strategic objective will be supported by 
the following strategic actions:  
 
Strategic Actions 
1.3.1 Build the capacity of health mangers and policy makers on gender analysis and 


integration as an essential component of program design, implementation and review 
 
1.3.2 Recruit gender officers/focal persons at regional, health facility levels and training 


institutions 
 
1.3.3 Provide support on gender responsiveness to the public and private sector health training 


institutions 
1.3.4  Set gender equity indicators and targets especially for higher level positions and 


enrollment to medical training institutions  
1.3.5 Introduce mechanisms that support gender equity including affirmative action 
1.3.6 Introduce comprehensive Occupational Safety and Health (OSH) programs including 


structures and staffing 
1.3.7 Ensure all health workers have access to HIV and wellness workplace programs.   


 
SO 1.4: Engage diverse partners in National HRH Dialogue 
 
The development and implementation of the HRH Strategic plan is a collaborative endeavor that 
involves different stakeholders. Actors other than the public sector also play important roles in 
shaping the HRH agenda of the country. In Ethiopia, there are a number of private institutions 
for the training of health workers and also provision of health services. The following strategic 
actions will support the effective engagement of the private sector in the planning and 
management of the health workforce. 
 
Strategic Actions 
 
1.4.1 Include diverse partners (health professional associations, NGOs, private, donors) in the 


HRH Working Groups at the Federal and regional levels 
1.4.2 Develop a common code of conduct governing the mobility of health workers between 


public and private sector institutions. 
1.4.3 Introduce approaches for resource sharing between public and private institutions as 


relates to HRH (Service delivery and training) 
1.4.4 Encourage the private sector to invest in the health sector and institute an incentive 


mechanism to attract private health providers to disadvantaged areas or population 
groups. 
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OUTCOME 2: HEALTH WORKFORCE EDUCATION AND TRAINING CAPACITY AND 
REGULATION IMPROVED  
 
This outcome addresses the issue of production of adequate number and skill mix, creating a 
system for ensuring competency and continuous quality improvement of health workforce that 
Ethiopia requires and approaches to ensuring that after deployment health workers have access to 
quality and relevant in-service training and continuous professional development.  Outcome 2 
will be achieved through the following strategic objectives: 
 
• SO 2.1: Strengthen Pre-Service education for health workforce  
• SO 2.2:  Strengthen In-Service Training and Continuing Professional Development for health 


workforce  
• SO 2.3: Strengthen accreditation and regulation of training institutions and health 


professionals  
 


SO 2.1:  Strengthen Pre-Service Education for Health Workforce 
The aim of this strategic objective is to increase the output, quality and relevance of priority 
cadres and hence support improved staffing levels and increase the health worker to population 
density towards WHO recommendations of 2.3 per 1000. The specific strategic actions are:  


Strategic Actions 
 
2.1.1 Establish a system for alignment of health professionals curricula to address the country’s 


evolving priority health needs  
2.1.2 Increase the annual pre-service enrolment and output for priority health cadres  in line 


with FMoH projections 
2.1.3 Develop and implement strategies to increase annual health professionals enrolment and 


output for rural and hard-to-reach  geographic areas  
2.1.4 Expand enrolment and produce adequate number of family health team5  from 1 centre to 


4 centres 
2.1.5 Upgrade level IV  HEWs into family health nurses (Bachelor’s level)   
2.1.6 Upgrade level IV  HEWs into family health midwives (Bachelor’s level)  
2.1.7 Produce  appropriate professionals for Emergency Medical Services6 (Physician, Nurse, 


Surgical Officer and Medical Technicians) 
2.1.8 Strengthen the capacity of existing postgraduate training in Master of Public Health 


(MPH), hospital management and health systems management for health sector leaders 
and managers, and introduce new postgraduate training HRH Management, Health 
Economics /Financing  


2.1.9 Expand clinical specialty programs by extending programs from the current level of 6 to 
15 


2.1.10 Double enrolment of postgraduate (clinical specialty) from the current level of 250 
annual intake 


                                                 
5 Current thinking on the composition of Family Health Team: family physicians, family health nurses, family health 
midwives, health extension workers and nutrition professionals based on PHC model 
6 Emergency Medical Services Team include: physician, Nurse, Surgical Officer and Medical Technician 
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2.1.11 Expand clinical subspecialty training centres from 1 to 5 centres and double the existing 
programs  


2.1.12 Increase annual intake (of subspecialty)  by three fold from the current level  
2.1.13 Introduce forensic medicine in two centres  
2.1.14 Introduce postgraduate program in trauma surgery 
2.1.15 Introduce hospital-based specialty programs at 5 centres  
2.1.16 Expand anaesthesiology and recovery specialty programs from current level of 1 to 3 
2.1.17 Introduce neonatal nursing program 
2.1.18 Establish centres of excellence for pre-service training for various professional areas 
2.1.19 Build the capacity of problem-based innovative medical education programs to continue 


training physicians from a pool of BSC holders  
2.1.20 Support shift to evidence-based curriculum and education models including but not 


limited to outcomes-based, integrated, community-oriented, active  
2.1.21 Strengthen the capacity of exiting dental training institution for DDM, dental 


professionals and dental technicians 
2.1.22 Increase the quantity and quality of mental health service professionals including 


psychiatrists, clinical psychiatry at Masters levels for BSc levels 
2.1.23 Strengthen training of anaesthesia professionals at Universities and health science 


colleges 
2.1.24 Strengthen midwives training at BSc and Masters Levels 
2.1.25 Strengthen mid-level   eye care workers and standardize the eye care professional 


category and training based on service need and standards 
2.1.26 Review curricula of pharmacist, pharmacy technician and introduce supply chain 


management professionals training based on the desired roles and responsibilities of these 
professionals  


2.1.27 Select potential regional training colleges and provide support to provide training of X-
ray, biomedical and health informatics professionals, 


2.1.28 Engage the private health sector in the training of health workers for which there is a 
critical shortage. 


2.1.29  Establish a system to support public and private health workforce training institutions 
comply with minimum requirements and adhere to the quality standards  


2.1.30 Strengthen health professionals training institutions networking, technical exchanges and 
peer support through associations, forums etc. 


2.1.31 Establish networking of practicum sites (public, private and affiliates) for quality health 
professional training  


2.1.32 Enhance capacity of higher education leadership to provide sustained support for health 
professional training  


2.1.33 Increase number of faculties to meet quality standards set by HERQA (e.g. improve 
faculty to student ratio)  


2.1.34  Improve teaching skills of faculty members and preceptors through systematic and 
planned faculty development programs  


2.1.35  Provide management and support for health educators (e.g. workloads, sabbaticals, 
research, career advancement, mentoring, technical support, etc.)  
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2.1.36 Strengthen the infrastructure for effective teaching by establishing skills learning and 
simulation labs, ICT centres, etc. 


2.1.37 Increase awareness and skills of health care professional graduates in gender 
mainstreaming in health sector 


2.1.38 Establish Alumni offices to support teaching-learning programs 
2.1.39 Improve networking and south-to-south collaboration among the pre-service education 


institutions   
2.1.40  Establish platforms for  collaborations among universities and regional health science 


colleges  
2.1.41 Recruit on short-term basis, expatriate faculty for training of physicians and other priority 


cadres and also provide services until local capacity is built 
2.1.42 Create strong partnership between universities and health science colleges with industries 


and practical sites for service delivery, consultancy and teaching  
2.1.43 Establish Health Science Education Development Centre in all public and private higher 


education institutions with health programs to lead and coordinate internal quality 
assurance  


2.1.44 Strengthen clinical education of health workers through development of manuals, 
guidelines, tools and standards  


2.1.45 Develop guidelines for evidence-based selection of students into health training programs 
 


SO 2.2:  Strengthen In-Service Training and Continuing Professional Development for 
Health Workforce 
 
To support Strategic Objective 2.2, the following strategic actions are proposed: 
 
Strategic actions 
 
2.2.1 Review and approve existing in-service training (IST) materials as per the national IST 


Implementation Guide and Directive  
2.2.2 Ensure standardization and institutionalization of in-service training  
2.2.3 Establish in-service training centres  with appropriate geographical coverage 
2.2.4 Establish ICT platforms to support delivery and management of in-service training 


through eLearning and pilot-test for the priority health trainings 
2.2.5 Strengthen management and coordination of in-service training at various levels 
2.2.6 Strengthen local capacity for the provision of ISTs using the three major modalities 


namely face to face, blended and electronic IST as per the need and relevance. 
2.2.7 Develop and provide in-service trainings based on national priorities and findings of 


regular needs assessments (e.g. Immunization, maternal health, management, leadership, 
and other areas of need). 


2.2.8   Work with health regulatory authorities to implement  Continuing Professional 
Development (CPD) programs and link to career development and relicensing 


2.2.9    Involve private sector and professional associations in in-service trainings and CPD 
rollout 


2.2.10 Build capacity of IST and CPD providers 
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2.2.11 Create a system for regular communications between pre-service and in-service training 
programs 


2.2.12 Develop and implement a system to link in-service training and CPD to impact on health 
service delivery  and performance improvement 


2.2.13 Mobilize local and international resources for the delivery of need based ISTs.  
2.2.14 Strengthen the capacity of the Human Resource Processes of regional health bureaus to 


coordinate the IST standardization and institutionalization in the respective regions. 
2.2.15 Establish and maintain a functional IST database/interface with HRIS/ at all levels for 


efficient implementation of the program. 
2.2.16 Develop need based annual IST plan at national, regional, woreda, health facility and 


health training institutions. 
 


SO 2.3: Strengthen accreditation and regulation of education and training institutions and 
health professionals  
 
Health workers are expected to provide quality health care to their clients and community at 
large. Their competency and compliance will be ensured through strengthened accreditation and 
licensing systems and practices. Accreditation will be applied to public and private pre-service 
training institutions, in-service training centers, practicum sites, training programs and in-service 
training materials. Graduates from the accredited institutions and training programs will be 
licensed and relicensed by meeting required professional standards. The strategic actions are:  
 
 Strategic Actions 
 
2.3.1 Conduct quality audits of existing  pre-service training programs in midwifery and other 


priority health cadres to develop and implement evidence-based quality improvement  
interventions   


2.3.2 Define scope of practice for different health workers and monitor compliance 
2.3.3 Establish a system for management of fitness to practice (health worker competence and 


ethical conduct) and link it to renewal of licensure 
2.3.4 Ensure accreditation of health training institutions, programs and practicum sites offered 


by public and private education institutions in collaboration with HERQA and 
professional associations  


2.3.5 Conduct regular audit of health professionals education programs and link audit results 
with positive and negative consequences including but not limited to ranking, reward and 
reaccreditation  


2.3.6 Expand the capacity of the HRDA Directorate and FMHACA in professional licensing, 
relicensing and regulation 


2.3.7 Develop/review implementation manual which details the requirements, scope, processes 
and other relevant matters for accreditation and licensing.  


2.3.8 Establish a licensing/qualifying/exit exam to verify competence of new graduates for safe 
and effective practice prior to entry to the health workforce 


2.3.9 Establish a system for strategic information on accreditation for CPD providers, health 
institutions, qualification examinations etc.  


2.3.10 Create feedback loop system from accreditation and licensing systems to pre-service and 
in-service trainings institutions 
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OUTCOME 3: HRH LEADERSHIP AND MANAGEMENT CAPACITY AND PRACTICES 
ARE STRENGTHENED  
 
Outcome 3, on strengthening Human Resources Management Capacity and Practices 
Strengthened will be achieved through the implementation of the following strategic objectives: 
• SO 3.1: Strengthen the HRM Function and Practices at FMOH and Other levels 
• SO 3.2: Establish a Comprehensive, Sector-Wide Human Resources Information System 


(HRIS) and Strengthen Data use for decision-making 
• SO 3.1: Strengthen the HRM Function and Practices at FMOH and Other levels 
 
This strategic objective aims at creating a health workplace in which staff are supported to 
function optimally. This objective will be achieved through the following strategic actions:  
 
Strategic Actions 
3.1.1 Upgrade and professionalize the human resources development and administration 


function at all levels of the health system to reflect its new and transformed role by 
increasing the number of qualified HRM staff and HRM budgets. 


3.1.2 Adequately resource, furnish and equip HRM offices 
3.1.3 Provide continuous HRM training to HR staff and line managers at national, regional, 


zonal, district and facility levels 
3.1.4 Conduct periodic job analysis in order to regularly update HRH categories 
3.1.5 Regularly review and update job descriptions for all staff  
3.1.6 Review and Improve the implementation of a performance based evaluation system to 


support rewards, sanctions and other management decisions.   
3.1.7 Undertake regular review of career structures for all cadres to provide clear career growth 


pathways 
3.1.8 Integrate career planning into other HR systems such as performance appraisal, training 


and succession planning 
 
SO 3.2: Establish a Comprehensive Sector-Wide Human Resources Information system 
(HRIS) and Strengthen Data use for decision-making 
 
Almost all HRH decisions require that health managers and administrators have accurate and 
current staffing information. Given the diversity and geographic dispersion of the health 
workforce, there is need to have a system to collect, organize and disseminate HR data and 
information to support appropriate decision making. The data should be available to managers in 
different geographic locations in real time. The following strategic actions will support the 
establishment of a comprehensive HRIS: 
 
Strategic Actions 
3.2.1 Conduct an assessment of existing HRIS for its comprehensiveness and usability and 
develop plan of action based on the assessment  
3.2.4 Scale up a comprehensive (planning, management,  training, licensing) sector-wide HRIS 


(including private sector and training institutions) roll out that provides up-to-date HRH 
information to assist timely decision making at all levels of the health system. 


3.2.5 Assign staff to manage HRIS at various levels of health system administration 
3.2.6 Train system managers and users on the system 
3.2.7 Integrate the HRIS into FMOH’s data-warehouse structure including the eHealth 


platform 
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3.2.8 Encourage use of HRIS for decision making by availing customized reports to 
stakeholders  


 
OUTCOME 4: UTILIZATION, RETENTION AND PERFORMANCE OF THE AVAILABLE 
HEALTH WORKFORCE OPTIMIZED  
 
This outcome will be achieved through the following strategic objectives: 
• SO 4.1:  Improve health worker recruitment and  deployment  at all levels  
• SO 4.2: Reduce inequity in geographic distribution and skill mix of health care Workers 
• SO 4.3:  Enhance staff motivation and retention  
• SO 4.4: Enhance performance and productivity  


 
SO 4.1:  Improve Health Worker Recruitment and Deployment for Higher Staffing Levels 
 
It is expected that staffing requirements will be reviewed at appropriate intervals to reflect any 
major changes in service standard, disease burden, workload, public expectation or other factors 
that have significant impact on the health care delivery system. This HRH strategic plan aims at 
increasing the health worker density from the existing level of 1.3 to 2.3 per 1,000 populations 
by 2025.  This will be achieved through the implementation of the following strategic actions.  
 
Strategic Actions 
4.1.1 Develop/review and update recruitment, transfer and promotion guidelines to create 


modern and transparent human resource management system   
4.1.2 Train HR and health managers on modern approaches to staff recruitment, selection and 


deployment  
4.1.3 Implement orientation and induction programs for newly recruited staff at all levels   
4.1.4 Develop tools to support effective selection and recruitment including e-recruitment  
4.1.5 Establish system to recruit scarce health cadres from the Diaspora, volunteers and those 


who are retired but not tired of offering services. 
 
SO 4.2: Reduce inequity in geographic distribution and skills mix of health Workers 
 
Health workforce geographic inequity and skills mix will be addressed through the following 
strategic actions. 
 
Strategic Actions 
4.2.1 Identify factors that underlie the inequity of health workforce geographic distribution and 


skill mix in all regions 
4.2.2. Build capacity of regional health bureaus and woredas to attract and deploy health 


professionals in hard-to-reach geographic areas 
4.2.3. Conduct policy advocacy for special remuneration and incentive package in hard-to-reach 


areas (link with motivation and retention) 
4.2.4. Sensitize health workforce to provide services for communities with the highest needs 
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4.2.5 Continue enforcing minimum public (the mandatory) service for selected priority health 
professionals 


4.2.6 Revise task shifting to address skills mix and staffing at hard-to-reach geographic areas 
and critical human resources shortage 


 
SO 4.3:  Enhance staff motivation and retention    
 
Health workforce motivation and retention will be enhanced by implementing the following 
strategic actions: 
   
Strategic Actions: 
4.3.1 FINANCIAL INCENTIVES: Design, cost and implement a set of monetary motivational 


and retention incentives at federal and regional levels.   
i. Review the implementation challenges of nationally standardize duty, 


professional and risk allowances at all levels of health system.  
• Revise and implement position allowance to cover for additional duties 


e.g. for CEOs, Medical Directors, Matrons etc.    
• revise and implement professional risk (hazard) allowance 
• revise and implement transport, housing  and telephone allowances 


ii. Revise and implement Salary top-ups especially for hard-reach areas/hard-to-
retain cadresIntroduce an Anniversary Public Service Bonus (APSB) for health 
professionals who have continuously served in the public sector 


iii. Standardize classification of hardship areas across regions as basis for 
standardization and implementation of hardship allowances 


 
4.3.2 NON-FINANCIAL INCENTIVES: Design, cost and implement standardized a set of 


non-monetary incentive packages to enhance the public health sector’s capacity to 
significantly attract and retain health workforce in the public sector and rural settings of 
Ethiopia. These incentives include: 


i. Expand, establish and revise existing guidelines for private wings in public 
hospitals  


ii. Provide houses or facilitate access to land and concessional bank loans for 
building housing and for the purchase of other essential personal effects for hard-
to-retain cadres. 


iii. Allow scarce professionals with more than 15 years of continuous service to own 
houses provided by the government  


iv. Provide scholarships and training opportunities for staff who serve for specified 
periods in the public sector and especially in designated hard-to-reach areas  


v. Permit leave without pay for high level health and management professionals.  
vi. Pay for holiday for high level and management professionals   


vii. Develop a mechanism for competitive research grant awards to researchers 
actively employed in the public health care system. 


viii. Develop and update a database of health and management staff from which all 
health partners are persuaded to select experts on rotation to engage in short-term 
consultation. 
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ix. Institutionalize the temporary secondment or joint appointment employment 
opportunities in the UN agencies, bilateral, multilateral and NGO sectors as a 
reward to health and management staff for public sector contribution.  


x. Provide sponsorship to scientific conferences, training and meetings for 
exceptional public service contributions 


Provide free health care services to health workforce and their dependents at public facilities 
4.3.3. Work Climate Improvement 


I. Improve availability and distribution of HRM staff to professionalize HRM 
functions at all level of health system.  


II. Building operational capacity of existing HR managers and staff in modern 
human resources management practices. In this effort, emphasis should be given 
to HR managers and staff at lower health management structure and health 
facilities. 


III. Improve physical settings of health facilities including cleanliness, adequate work 
space, furniture and  office supplies; power and water  supplies, and internet 
connectivity 


IV. Improve working conditions in the public health facilities in terms of availing 
equipment and supplies/drugs required for executing the jobs of the health 
professionals safely and efficiently  


V. Improve work place safety measures to prevent health workers from occupational 
risks and hazards. Health workers are assets in this effort. Involve them in 
identifying local safety challenges and occupational risks as well as selection and 
implementation of locally appropriate (practical) risk reduction and safety 
measures.  


VI. Strengthen performance planning, appraisal and reward system including 
acknowledging the health workers publicly for their contributions in the health 
facilities.  


VII. Strengthen regular supervision and support system for all categories of health 
professionals- at all levels of health system. 


 
4.3.4. Increase opportunities for professional development and promotion  


i. Increase availability and distribution of need-based training health professionals and 
career development opportunities [such as in-service training and merit-based access to 
further education for all health professionals. This may include developing and 
disseminating policy and procedures manual that guides how all health workers are 
selected for professional development and promotion opportunities. ] 


ii. Involve health workers to increase transparency, accountability and fairness  at all levels 
of health system in  making  decisions like the selection of health professionals for 
education, training, professional development and promotions 


iii. Implement HR leadership and management development strategies including short- and 
long-term management and leadership training opportunities for health managers at all 
levels- but targeting especially facility and Woreda level HR managers.  


4.3.4. Develop a comprehensive strategy to raise awareness and change attitudes of health 
workforce to serve communities with their professions 


4.3.5. Conduct regular motivation and retention studies to assess the extent of the retention 
problem and design motivation and retention mechanisms  
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SO 4.4: Enhance performance and productivity of health workforce 
 
Performance of tasks, quality and productivity of health workforce is very important to improve 
health outcome of Ethiopian population. Health workers need to be trained and supported to plan 
their job and meet performance expectations. System for participatory performance assessment, 
planning and improvement is a critical component of this strategic Objective. The following 
strategic actions will be implemented to enhance health workforce performance and productivity.  
 
Strategic Actions: 
4.4.1. Introduce regular performance planning, monitoring and improvement programs for health 


care workers at all levels (based on Balanced Score Card) 
4.4.2. Establish a comprehensive work climate assessment and improvement programs at all 


levels of health system 
 4.4.3. Establish and implement a system for performance appraisal, reward and recognition  
4.4.4. Introduce performance-based financing schemes for health care workers and facilities  
4.4.5. Conduct regular supportive supervision, mentorship and regular feedback at all levels  
4.4.6. Introduce effective time management systems for health care providers 
4.4.7. Create link between performance and professional development 
4.4.8. Conduct productivity surveys in selected health facilities 
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CHAPTER 5: IMPLEMENTING THE HRH STRATEGIC PLAN 
 


5.1 COORDINATION MECHANISMS 
 
The implementation of this HRH strategic plan will require the support of multiple stakeholders 
at the federal and other levels. It is therefore critical to establish HRH working groups at the 
federal and other levels. Overall leadership of the implementation of this plan will fall under the 
Director of Human Resources Development and Administration at FMoH.  To fully implement 
this strategic plan, it is anticipated that all regions and lager health facilities and programs will 
develop their own HRH strategic plans. Key implementation stakeholders include: 


• Federal Ministry of Health 
o Directorate of Human Resource Management 
o Directorate of Health Facilities and Professionals Licensing (DHFPL) 
o Other FMoH Directorates 
o Health Professionals  Council 


• Ministry of Education 
o Higher Education Relevance and Quality Agency (HERQA)  
o Higher Education Directorate 
o Technical Vocational Education and Training Agency 
o  Other relevant FMoE Directorates 


• Health Training Institutions 
• Regional Health Bureaus 
• Woreda Health Offices 
• Health Facilities 
• Professional Medical Associations 
• Private Sector 
• Partners 


 
The implementation of this strategic plan will be supported by the following activities and 
approaches: 
 
• Routine Work by FMoH, FMoE and RHB Staff 
 
It is expected that a number of staff from FMoH, FMoE and RHBs will spend a significant 
amount of their time supporting the implementation of this strategic plan. It also expected that 
their roles in supporting this plan will be spelt out in their job descriptions and that this will form 
part of the basis for their annual performance evaluation 
 
• HRH TWG Meetings 
 
The implementation of this strategic plan will constitute a key agenda item of the HRH TWG 
meetings at FMOH and RHB levels  
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• Support From Stakeholders Partners 
 
Key stakeholders including Ministries of Education, Civil Service, Finance and Economic 
Development; bilateral and multilateral donors, non-government and civil society organizations 
and private sector health providers and training institutions will be mobilized to support the 
implementation of this plan 
 
• Work plan Development and Review Meetings 
 
Detailed annual work plans and budgets will be developed to support the implementation of this 
plan. Regular review meetings will also be held to evaluate implementation and make 
recommendations on changes in implementation approaches. 
 


5.2 IMPLEMENTATION FRAMEWORK 
Implementing Sector/Organization Roles and Responsibilities 
FMoH Directorate of Human 


Resource Management 
• Provide overall leadership in the implementation of 


the strategic Plan 
• Support regions in the development of own HRH 


plans 
• Oversee monitoring and evaluation of the plan 


Directorate of Health 
Facilities and Professionals 
Licensing (DHFPL) 


Licensing of health facilities and professionals 


Other FMoH Directorates • Provide support in HRH Operational planning 
• Participate in performance management  


FMoE Higher Education Relevance 
and Quality Agency 
(HERQA)  


Accreditation and quality audit of Health Training 
Institutions 


Health Training Institutions Provision of Pre and In-Service training 
Regional Health Bureaus and Woreda 
Health Offices 


• Recruitment and management of staff 
• Licensing of lower level health workers 


Health Facilities Management of Staff 
Health Professional associations Provision and accreditation of Continuing Professional 


Development courses; development of accreditation 
and quality improvement standards and accreditation 
and audit visits; development of licensing exam  


Private Sector • Recruitment and management of health workers 
• Training of health workers 
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CHAPTER 6: IMPLEMENTATION MATRIX AND TIMELINES 
 
The table below provides the implementation Matrix of the HRH Strategic Plan. 


OUTCOME 1:  HRH POLICY, PLANNING AND PARTNERSHIP STRENGTHENED AT ALL LEVELS 
Strategic 
Objective 


Strategic Actions Implementation Timeline 
 2014/15 2016/17 2018/19 2020/21 2022/23 2024/25 


SO 1.1: 
Develop and 
Implement an 
Appropriate  
HRH Policy 
and 
Legislative 
Framework 
 


1.1.1 Develop and implement across-the-board and profession 
specific laws/codes of ethics for the health professions, including   
medical practice, nursing, midwifery, Anesthesia, pharmacy and 
supplementary health professions. 


      


1.1.2  Develop legislation to regulate training of health 
professionals with a clear role of FMoH 


      


1.1.3  Develop legislation and guidelines to support 
confidentiality and appropriate use of personal information HRH 
databases 


      


1.1.4  Develop MOU’s/policy guidelines  on ethical recruitment 
and employment of health professionals with major recipient 
/destination countries 


      


SO 1.2: 
Strengthen 
HRH 
Planning at all 
Levels 
 


1.2.1 Strengthen the planning capacity of the FMOH HRD&A 
directorate through knowledge and skill development  


      


1.2.2 Develop   annual HRH operational Plans       
1.2.3 Support the development of comprehensive HRH plans 


for all regions, city administrations and large health 
facilities and programs 


      


1.2.4   Institute an integrated and sector-wide HRH planning, 
implementation and       evaluation system that involves all 
relevant stakeholders 


      


1.2.4 Review and regularly update the Federal HRH strategic 
plan  


      


1.2.5 Forge partnerships with government agencies, development 
partners and other stakeholders to mobilize the necessary 
support and resources to support the development, 
implementation and review of HRH plans 
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Strategic 
Objective 


Strategic Actions Implementation Timeline 
 2014/15 2016/17 2018/19 2020/21 2022/23 2024/25 


1.2.6  Train facility managers and heads on methods of 
determining staffing needs such as WISN  


      


1.2.7 Update the national HRH requirement every five years 
using sound HRH projection methods  


      


SO 1.3: 
Create a 
Gender 
Responsive 
and Healthy 
workforce 
 


1.3.1  Build the capacity of health mangers and policy makers on    
gender analysis and integration as an essential part of program 
design, implementation and review 


      


1.3.2  Recruit gender officers and focal persons at regional and 
health facility levels 


      


1.3.3 Provide Support on gender responsiveness to the public 
and private sector health training institutions 


      


1.3.4   Set gender equity indicators and targets especially for 
high level positions. 


      


 1.3.5    Introduce mechanisms that support gender equity 
including affirmative action 


      


1.3.6   Introduce comprehensive occupational safety (OSH) 
programs and ensure staff have access to Protective Personal 
Equipment (PPEs) 


      


1.3.7   Ensure all health workers have access to HIV workplace 
programs 


      


SO 1.4: 
Engage 
diverse 
partners in 
National HRH 
Dialogue  
 


1.4.1   Include diverse partners (NGOs, private, donors) in the 
HRH Working Groups at the Federal and regional levels 


      


1.4.2 Develop a common code of conduct governing the mobility 
of health workers between public and private sector institutions. 


      


1.4.3   Introduce approaches for resource sharing between public 
and private institutions as relates to HRH (Service 
delivery and training) 


      


1.4.4   Encourage the private sector to invest in the health sector 
and institute an incentive mechanism to attract private health 
providers to disadvantaged areas or population groups. 
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OUTCOME 2: HEALTH WORKFORCE EDUCATION AND TRAINING CAPACITY AND REGULATION IMPROVED 
Strategic 
Objective 


Strategic actions Implementation Timeline 
2014/15 2016/17 2018/19 2020/21 2022/23 2024/25 


SO 2.1: Strengthen 
Pre-Service 
training of the 
health workforce  
 


2.1.1 Establish a system for continuous alignment of health 
professionals curricula to address to the country’s priority health 
needs 


      


2.1.2 Increase the annual pre-service enrolment and output for 
priority health cadres  in line with FMoH projections 


      


2.1.3 Develop and implement strategies to increase annual 
health professionals enrolment and output for rural and hard-to-
reach  geographic areas  


      


2.1.4 Expand enrolment and produce adequate number of 
family health team (including family:  physician, family health 
nurses, family health midwives, health extension, and nutrition 
professionals worker based on PHC model)  (from 1 centre to 4 
centres) 


      


2.1.5 Upgrade level IV  HEWs into family health nurse (BSC) 
program 


      


2.1.6 Upgrade level IV  HEWs into family health midwives 
(BSC) program 


      


2.1.7 Produce  appropriate professionals for Emergency 
Medical Services (Physician, Nurse, Surgical Officer and 
Medical Technicians)  


      


2.1.8 Strengthen the capacity of existing postgraduate training 
in hospital management, Master of Public Health (MPH) and 
health systems management for health sector leaders and 
managers, and introduce new postgraduate training HRH 
Management, Health Economics /Financing 


      


2.1.9 Expand clinical specialty programs by extending 
programs from the current level of 6 to 15 


      


2.1.10 Double enrolment of postgraduate (clinical specialty 
from the current level of 250 annual intakes). 


      


2.1.11 Expand clinical subspecialty training centres from 1 to 5 
centres and double the existing programs  
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Strategic 
Objective 


Strategic actions Implementation Timeline 
2014/15 2016/17 2018/19 2020/21 2022/23 2024/25 


2.1.12 Increase annual intake (of subspecialty)  by three fold 
from the current level  


      


2.1.13 Introduce forensic medicine in two centres       
2.1.14 Introduce postgraduate program in trauma surgery       
2.1.15 Introduce hospital-based specialty programs at 5 centres       
2.1.16 Expand anaesthesiology and recovery specialty programs 
from current level of 1 to 3 


      


2.1.17 Introduce neonatal nursing program       
2.1.18 Establish centres of excellence for pre-service training 
for various professional areas in all 31 universities 


      


2.1.19 Provide support for quality audits of all existing  pre-
service training programs  ( internal audit every year  and 
external audit every three years) to develop and implement 
evidence-based quality improvement  interventions   


      


2.1.20 Build the capacity of problem-based innovative medical 
education programs to continue training physicians from a pool 
of BSC holders  


      


2.1.21 Support shift to evidence-based curriculum and education 
models including but not limited to outcomes-based, integrated, 
community-oriented, active learning 


      


2.1.22 Strengthen the capacity of exiting dental training 
institution for DDM, dental professionals and dental technicians 


      


2.1.23 Increase the quantity and quality of mental health service 
professionals including psychiatrists, clinical psychiatry at 
Masters levels for BSc levels 


      


2.1.24 Upgrade nurses to anesthesia professionals in 5 centers        


2.1.25 Strengthen midwives training at BSc and Masters Levels       


2.1.26 Strengthen mid-level   eye care workers and standardize 
the eye care professional category and training based on service 
need and standards 


      


2.1.27 Review curricula of pharmacist, pharmacy technician and 
supply chain management professionals training based on the 
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Strategic 
Objective 


Strategic actions Implementation Timeline 
2014/15 2016/17 2018/19 2020/21 2022/23 2024/25 


desired roles and responsibilities of these professionals  


2.1.28 Select potential regional training colleges and provide 
support to provide training of biomedical and health informatics 
professionals 


      


2.1.29 Engage private health sector in the training of health 
workers for which there is a critical shortage. 


      


2.1.30 Establish a system to support public and private health 
workforce training institutions to comply with minimum 
requirements and adhere to the quality standards 


      


2.1.31 Strengthen health professional training institutions 
networking, technical exchanges and peer support through 
associations, forums etc. 


      


2.1.32 Establish networking of practicum sites (public, private 
and affiliates) for quality health professional training  


      


2.1.33 Enhance capacity of higher education leadership to 
provide sustained support for health professional training  


      


2.1.34 Increase number of faculties to meet minimum criteria set 
by HERQA (e.g. improve faculty to student ratio)  


      


2.1.35 Improve teaching skills of preceptors and faculties 
through effective and clinical teaching skills trainings  


      


2.1.36 Provide management and support for health educators 
(e.g. workloads, sabbaticals, research, career advancement, 
mentoring, technical support, etc.)  


      


2.1.37 Strengthen the infrastructure for effective teaching by 
establishing skills labs, simulators, ICT etc. 


      


2.1.38 Increase awareness and skills of health care professional 
graduates in gender mainstreaming in health sector 


      


2.1.39 Establish Alumni offices to support teaching-learning 
programs 


      


2.1.40 Improve networking and south-to-south collaboration 
among the pre-service education institutions    


      


2.1.41 Establish platforms for  collaborations among universities       
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Strategic 
Objective 


Strategic actions Implementation Timeline 
2014/15 2016/17 2018/19 2020/21 2022/23 2024/25 


and regional health science colleges  
 2.1.42 Recruit on short-term basis, expatriate faculty for training 


of physicians and also provide services until local capacity is 
built 


      


2.1.43 Create strong partnership between universities and health 
science colleges with industries and practical sites for service 
delivery, consultancy and teaching  


      


SO 2.2:  
Strengthen in-
service training 
and continued 
professional 
development 
for health 
workforce  
 


2.2.1 Review and approve existing in-service training (IST) 
materials as per the national IST Implementation Guide and 
Directive  


      


2.2.2  Ensure standardization and institutionalization of in-
service training  


      


2.2.3 Establish in-service training centres  with appropriate 
geographical coverage 


      


2.2.4 Establish ICT platforms to support delivery and 
management of in-service training through eLearning and pilot-
test for the priority health trainings 


      


2.2.5 Strengthen management and coordination of in-service 
training at various levels 


      


2.2.6 Strengthen local capacity for the provision of ISTs using 
the three major modalities namely face to face, blended and 
electronic IST as per the need and relevance. 


      


2.2.7 Develop and provide in-service trainings based on national 
priorities and findings of regular needs assessments (e.g. 
Immunization, maternal health, management, leadership). 


      


2.2.8 Work with health regulatory authorities to implement a 
Continuing Professional Development (CPD) programs and link 
to career development and relicensing  


      


2.2.9 Involve private sector and professional associations in in-
service trainings and CPD rollout 


      


2.2.10 Build capacity of IST and CPD providers       
2.2.11 Create a system for regular communications between       
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Strategic 
Objective 


Strategic actions Implementation Timeline 
2014/15 2016/17 2018/19 2020/21 2022/23 2024/25 


pre-service and in-service training programs 
2.2.12 Develop and implement a system to link in-service training 
and CPD to impact on health service delivery  and performance 
improvement (service quality assessment) 


      


2.2.13 Mobilize local and international resources for the 
delivery of need based ISTs.  


      


2.2.14 Strengthen the capacity of the Human Resource 
Processes of regional health bureaus to coordinate the IST 
standardization and institutionalization in the respective regions. 


      


2.2.15 Establish and maintain a functional IST 
database/interface with HRIS/ at all levels for efficient 
implementation of the program. 


      


2.2.16 Develop need based annual IST plan at national, regional, 
woreda and health training institutions. 


      


SO 2.3: Expand 
the Capacity of 
Health Training 
Facilities 
 


2.3.1 Conduct quality audits of existing  pre-service training 
programs in midwifery and other priority health cadres to 
develop and implement evidence-based quality 
improvement  interventions   


      


2.3.2 Define scope of practice for different health workers and 
monitor compliance 


      


2.3.3 Establish a system for management of fitness to practice 
(health worker competence and ethical conduct) and link 
it to renewal of licensure 


      


2.3.4 Ensure accreditation of health training institutions, 
programs and practicum sites offered by public and 
private education institutions in collaboration with 
HERQA and professional associations 


      


2.3.5 Conduct regular audit of health professionals education 
programs and link audit results with positive and negative 
consequences including but not limited to ranking, 
reward and reaccreditation 


      


2.3.6 Expand the capacity of the HRDA Directorate and       
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Strategic 
Objective 


Strategic actions Implementation Timeline 
2014/15 2016/17 2018/19 2020/21 2022/23 2024/25 


FMHACA in professional licensing, relicensing and regulation 
2.3.7 Develop/review implementation manual which details the 
requirements, scope, processes and other relevant matters for 
accreditation and licensing.  


      


2.3.8 Establish a licensing/qualifying/exit exam to verify 
competence of new graduates for safe and effective practice 
prior to entry to the health workforce 


      


2.3.9 Establish a system for strategic information on 
accreditation for CPD providers, health institutions, qualification 
examinations etc.  


      


2.3.10 Create feedback system from accreditation and licensing 
systems to pre-service and in-service trainings institutions 


      


 
 
OUTCOME 3: HRH LEADERSHIP, GOVERNANCE AND MANAGEMENT CAPACITY AND PRACTICES ARE STRENGTHENED 
Strategic 
Objective 


Strategic actions Implementation Timeline 
2014/ 
15 


2016/ 
17 


2018/ 
19 


2020/ 
21 


2022/ 
23 


2024/ 
25 


SO 3.1: 
Strengthen the 
HRM Function 
at FMOH and 
Other levels 
 


3.1.1 Upgrade and professionalize the human resources 
development and administration function at all levels of the 
health system to reflect its new and transformed roles by 
increasing the number of qualified HRM staff and HRM 
budgets. 


      


3.1.2  Adequately resource, furnish and equip HRM offices       
3.1.3 Provide continuous HRM training to HR staff at national 
and other levels 


      


3.1.4 Conduct periodic job analysis in order to regularly update 
HRH categories 


      


3.1.5 Regularly develop and update job descriptions for all 
staff. 


      


3.1.6 Review and Improve the implementation of a performance 
based evaluation system to support rewards, sanctions and other 
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Strategic 
Objective 


Strategic actions Implementation Timeline 
2014/ 
15 


2016/ 
17 


2018/ 
19 


2020/ 
21 


2022/ 
23 


2024/ 
25 


management decisions.   
3.1.7  Undertake regular review of career structures for all 
cadres to provide clear career growth pathways 


      


SO 3.2: 
Establish a 
Comprehensive
, sector-wide  
Human 
Resources 
Information 
system (HRIS) 
 


3.2.1  Conduct an assessment of existing HR information 
systems for its comprehensiveness and usability and develop 
plan of action 


      


3.2.2 Scale up a sector-wide HRIS (including private sector 
and training institutions) roll out that provides up-to-date HRH 
information to assist timely decision making at all levels of the 
health system. 


      


3.2.3  Assign staff to manage HRIS at various levels of health 
system administration 


      


3.2.4  Train system managers and users on HRIS       
3.2.5 Integrate the HRIS into FMOH’s data-warehouse 
structure 


      


3.2.6 Encourage use of HRIS for decision making by availing 
customized reports to stakeholders 


      


 
 
OUTCOME 4: UTILIZATION, RETENTION AND PERFORMANCE OF THE AVAILABLE HEALTH WORKFORCE OPTIMIZED. 
Strategic 
Objective 


Strategic actions Implementation Timeline 
2014/15 2016/17 2018/19 2020/21 2022/23 2024/25 


SO 4.1:  Improve 
Health Worker 
Recruitment and  
Deployment for 
Higher Staffing 
Levels 
 


4.1.1. Develop/review and update recruitment, 
transfer and promotion guidelines to create modern 
and transparent human resource management 
system   


      


4.1.2 Train HR and health managers on modern 
approaches to staff recruitment, selection and 
deployment  


      


4.1.3 Implement orientation and induction       
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Strategic 
Objective 


Strategic actions Implementation Timeline 
2014/15 2016/17 2018/19 2020/21 2022/23 2024/25 


programs to newly recruited staff at all levels   
4.1.4 Develop tools to support selection, 
recruitment and  deployment including e-
recruitment and deployment tools  


      


4.1.5 Establish system to recruit scarce health 
cadres from the Diaspora, volunteers and retired but 
not tired of offering services. 


      


SO 4.2: Reduce 
Inequity in 
Geographic 
Distribution and 
skills mix of 
health Workers 
 


4.2.1 Identify factors that underlie the inequity of 
health workforce geographic distribution and skill 
mix in all regions 


      


4.2.2. Build capacity of regional health bureaus 
and woredas to attract and deploy health 
professionals in hard-to-reach geographic areas 


      


4.2.3. Conduct policy advocacy for special 
remuneration and incentive package in hard-to-
reach areas (link with Motivation and retention) 


      


4.2.4. Sensitize health workforce to provide 
services for communities at highest needs 


      


4.2.5 Continue enforcing minimum public (the 
mandatory) service for selected priority health 
professionals 


      


4.2.6 Revise task shifting to address skills mix and 
staffing at hard-to-reach geographic areas and 
critical human resources shortage 


      


SO 4.3:  
ENHANCE STAFF 
MOTIVATION AND 
RETENTION    
 


4.3.1. FINANCIAL INCENTIVES: Design, cost 
and implement a set of monetary motivational and 
retention incentives at federal and regional levels.   


      


i. Review the implementation challenges for 
nationally standardize duty, professional and 
risk allowances at all levels of health system.  


      


ii. Introduce an Anniversary Public Service 
Bonus (APSB) for health professionals who 
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Strategic 
Objective 


Strategic actions Implementation Timeline 
2014/15 2016/17 2018/19 2020/21 2022/23 2024/25 


have continuously served in the public sector 
iii. Standardize classification of hardship areas 


across regions as basis for standardization 
and implementation of hardship allowances 


      


4.3.2. NON-FINANCIAL INCENTIVES: Design, 
cost and implement standardized a set of non-
monetary incentive packages to enhance the public 
health sector’s capacity to significantly attract and 
retain health workforce in the public sector and rural 
settings of Ethiopia. These incentives include: 


      


i. Expand, establish and revise existing 
guidelines for private wings in public 
hospitals  


      


ii. Provide houses or facilitate access to land 
and concessional bank loans for building 
housing and for the purchase of other 
essential personal effects for hard-to-retain 
cadres. 


      


iii. Allow scarce professionals with more than 
15 years of continuous service to own 
houses provided by the government  


      


iv. Provide scholarships and training 
opportunities for staff who serve for 
specified periods in the public sector and 
especially in designated hard-to-reach areas  


      


v. Permit leave without pay for high level 
health and management professionals.  


      


vi. Pay for holiday for high level and 
management professionals   


      


vii. Develop a mechanism for competitive 
research grant awards to researchers actively 
employed in the public health care system. 


      


viii. Develop and update a database of health and       
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Strategic 
Objective 


Strategic actions Implementation Timeline 
2014/15 2016/17 2018/19 2020/21 2022/23 2024/25 


management staff from which all health 
partners are persuaded to select experts on 
rotation to engage in short-term consultation. 


ix. Institutionalize the temporary secondment or 
joint appointment employment opportunities 
in the UN agencies, bilateral, multilateral 
and NGO sectors as a reward to health and 
management staff for public sector 
contribution.  


      


x. Provide sponsorship to scientific 
conferences, training and meetings for 
exceptional public service contributions 


      


xi. Provide free health care services to health 
workforce and their dependents at public 
facilities  


      


4.3.3. Work Climate Improvement       
i. Improve availability and distribution of 


HRM staff to professionalize HRM 
functions at all level of health system.  


      


ii. Building operational capacity of existing HR 
managers and staff in modern human 
resources management practices. In this 
effort, emphasis should be given to HR 
managers and staff at lower health 
management structure and health facilities. 


      


iii. Improve physical settings of health facilities 
including cleanliness, adequate work space, 
furniture and  office supplies; power and 
water  supplies, and internet connectivity 


      


iv. Improve working conditions in the public 
health facilities in terms of availing 
equipment and supplies/drugs required for 
executing the jobs of the health professionals 
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Strategic 
Objective 


Strategic actions Implementation Timeline 
2014/15 2016/17 2018/19 2020/21 2022/23 2024/25 


safely and efficiently  
v. Improve work place safety measures to 


prevent health workers from occupational 
risks and hazards. Health workers are assets 
in this effort. Involve them in identifying 
local safety challenges and occupational 
risks as well as selection and implementation 
of locally appropriate (practical) risk 
reduction and safety measures.  


      


vi. Strengthen performance planning, appraisal 
and reward system including acknowledging 
the health workers publicly for their 
contributions in the health facilities.  


      


 vii. Strengthen regular supervision and support 
system for all categories of health 
professionals- at all levels of health system. 


      


4.3.5. Develop a comprehensive strategy to raise 
awareness and change attitudes of health 
workforce to serve communities with their 
professions 


      


4.3.6. Conduct regular motivation and retention 
studies to assess the extent of the retention 
problem and design motivation and retention 
mechanisms 


      


SO 4.4:  Enhance 
performance and 
productivity of 
Health 
Workforce 


4.4.1  Introduce regular performance planning, 
monitoring and improvement programs for health 
care workers at all levels (based on Balanced Score 
Card)  


      


4.4.2 Establish a comprehensive work climate 
assessment and improvement programs at all levels 
of health system 
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Strategic 
Objective 


Strategic actions Implementation Timeline 
2014/15 2016/17 2018/19 2020/21 2022/23 2024/25 


4.4.3 Establish and implement a system for 
performance appraisal, reward and recognition for 
performance (harmonize with outcome three) 


      


4.4.4 Introduce performance-based financing 
schemes for health professionals and health 
facilities for priority health issues  


      


4.4.5 Conduct regular supportive supervision, 
mentorship and regular feedback at all levels  


      


4.4.6 Introduce effective time management systems 
for health care providers 


      


4.4.7 Create link between performance and 
professional development  


      


4.4.8 Conduct productivity surveys in selected 
health facilities 
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CHAPTER 7:  STRATEGIC PLAN MONITORING AND 
EVALUATION  
 


7.1 M&E APPROACH 
 


• The Director of Human Resources Management, FMoH will appoint an officer with 
responsibility for monitoring and evaluation of the strategic plan. The HRH TWGs at 
federal and regional levels will hold an annual meeting to evaluate the 
implementation of the strategic plan 


• A formal interim evaluation of the plan will be conducted in 2020 
• In 2025 an end of term evaluation of the plan will be carried out 
• M&E findings together with recommendations will be distributed widely to 


stakeholders 
• Special studies such as the retention study will be carried out to track outcome and 


impact level HRH indicators 
• FMoH in conjunction partners will provide requisite training in HRH M&E 


 


7.2 HRH INDICATORS 
 
M&E activities will be guided by the indicators and targets given for each outcome area – in 
Chapter 8.  In additional to the indicators given under each outcome area, It is proposed that 
higher level indicators (outcome and above) be developed and tracked. These indicators could 
include: 


• HRH financing – disaggregated by category and region 
• Pre-service training completion rates 
• Out-migration rates –  disaggregated by cadres and recipient country 
• Health worker productivity  - disaggregated by category and region 
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CHAPTER 8:  MONITORING AND EVALUATION MATRIX 
 
The tables below give the indicators, baselines and performance targets for the HRH strategic plan. The 2025 targets will be set later 
based on evaluation findings and any changes in the focus of the plan in later years.   


OUTCOME 1 INDICATORS: HRH POLICY, PLANNING AND PARTNERSHIP STRENGTHENED AT ALL LEVELS 
Strategic Objective Indicators Baseline, 


Year and 
Source 


Performance Targets 
(Cumulative) 
2017 2025 


SO 1.1: Develop and 
Implement an 
Appropriate  HRH Policy 
and Legislative 
Framework 


Number of comprehensive and profession specific 
health regulatory laws /codes of ethics developed 
(medical, nursing, pharmacy, midwifery, anesthesia 
and supplementary) 


None 3 6 


Legislation to regulate training of health professionals 
with a clear role of FMoH  in place 


None In-service 
training 
regulation 


Both in-service 
and pre-service 
training regulation  


MOU’s on ethical recruitment and employment of 
health professionals with major recipient /destination 
countries 


Not 
applicable 


To be 
determined 
based on 
number of 
target 
countries 


To be determined 
based on number 
of target countries 


SO 1.2: Strengthening 
HRH Planning at all 
Levels 


Number of HR/Health managers trained on HRH 
planning 


To be 
added 


To be 
determined 


To be determined 


Annual National HRH Operational Plan in Place Not 
Applicable 


Developed 
annually 


Developed 
annually 


Number of Regions/City Administrations with 
comprehensive HRH Plans 


None 8 11 


Number of Regions/City Administrations using 
WISN(or equivalent) to determine staffing levels 


None 5 11 


SO 1.3 Create a Gender 
Responsive and Healthy 


Number of regions with gender officers and focal 
persons assigned 


At national 
level only? 


5 11 
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workforce Number of regions that have introduced a 
comprehensive Occupational safety and Health  
(OSH) program 


Not 
applicable 


8 11 


SO 1.4: Engage diverse 
partners in National HRH 
Management 


Number or percent of  members in HRH Working 
groups from outside the public sector 


Not 
applicable 


To be 
determined 


To be determined 


 
OUTCOME 2 INDICATORS:  HEALTH WORKFORCE EDUCATION AND TRAINING CAPACITY AND REGULATION IMPROVED 
Strategic Objective Indicators Baseline, 


Year and 
S  


Performance Targets 
2017 2025 


Strategic Objective 2.1: 
Strengthen Pre-Service 
Training of health 
workforce 


No.  of  health professionals curricula reviewed Not Available To be 
determined 


To be determined 


No.  of students enrolled for pre-service training for 
specified priority cadres annually (disaggregated by 
cadre, gender and region) 


Not Available To be 
determined 


To be determined 


No.  of students graduating from  pre-service 
training for specified priority cadres annually 
(disaggregated by cadre, gender and region) 


Not Available To be 
determined 


To be determined 


Proportion of courses on priority diseases 
(disaggregated by cadres) 


Not 
applicable 


To be 
determined 


To be determined 


Student to faculty ratio, per cadre and health 
education institution 


Not 
applicable 


To be 
determined 


To be determined 


Annual no. of graduates, per cadre and health 
education institution 


Not 
applicable 


To be 
determined 


To be determined 


Workforce generation ratio Not 
applicable 


To be 
determined 


To be determined 


SO 2.2:  Strengthen In-
Service Training and 
Continuing Professional 
Development for health 
workforce  
 


Proportion/ No.  of standardized and approved 
training curricula 


Not 
applicable 


100% 100% 


Number of local training institutions delivering 
standardized ISTs  (disaggregated by region) 


Not 
applicable 


35 45 


Proportion of local in-service training institutions 
who are accredited by health regulatory authorities 
as CPD providers (disaggregated by region) 


Not 
applicable 


85% 100% 


 Proportion of regions with need based annual IST Not 100% 100% 
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Strategic Objective Indicators Baseline, 
Year and 
S  


Performance Targets 
2017 2025 


plan applicable 
 Availability of functional IST data base at all levels  Not 


applicable 
100% 100% 


No. of health  workforce received standardized in-
service training  annually (disaggregated by cadre, 
regions)  


TBD TBD TBD 


Number of institutions who have annual IST plan in 
place (include FMoH, agencies and regional health 
bureaus) 


TBD TBD TBD 


Availability of budget for in-service/CPD  TBD TBD TBD 
Percentage of in-service training financing 
contributed by local sources (disaggregated by 
region) 


Not 
applicable 


15% 25% 


 
OUTCOME 3 INDICATORS: HRH LEADERSHIP, GOVERNANCE AND MANAGEMENT CAPACITY AND PRACTICES ARE STRENGTHENED 
Strategic Objective Indicators Baseline, Year and 


Source 
Performance Targets 
2020 2025 


Strategic Objective 3.1: 
Strengthen the HRM 
Function and practices at 
FMOH and Other levels 


HRM structure that reflects all HR functions in place  Not Available Structure in 
place 


Structure in 
place 


Percentage of established HRM positions filled  Not Available 75% 100% 
Number or %  of Health Managers trained in HRH Not Available To be 


determined 
To be 
determined 


% of health workers with current job descriptions Not Available 75% 100% 
% of health workers undergoing annual performance 
appraisal on time 


Not applicable To be 
determined 


To be 
determined 


Strategic objective 3.2: 
Establish a 
Comprehensive Sector 
wide Human Resources 
Information system 
(HRIS) 


Number of regions with a functional and 
comprehensive HRIS 


Not applicable 100% 100% 


Number of staffs trained on HRIS (disaggregate by 
staff category and region) 


Not applicable To be 
determined 


To be 
determined 


Number of  comprehensive national HRIS reports 
produced  


Not applicable One per year One per year 
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OUTCOME 4 INDICATORS: UTILIZATION, RETENTION AND PERFORMANCE OF THE AVAILABLE HEALTH WORKFORCE OPTIMIZED  
Strategic Objective Indicators Baseline, Year 


and Source 
Performance Targets 
2017 2020 2025 


Strategic Objective 4.1:  
Improve Health Worker 
Recruitment and  
Deployment  at all levels 


Stock of health workforce 
(disaggregated by cadres and 
regions) 


1.3/1000 1.5/1000 1.9/1000 2.3/1000 


Number of new health workers 
deployed annually (disaggregated by 
cadre, gender and region) 


Not Available To be 
determined 


To be 
determined 


To be 
determined 


Proportion of available positions 
filled with qualified health workers 
disaggregated by cadre and region 


Not Available 80% 100% 100% 


Number of HR and health managers 
trained in HRM including 
recruitment and selection practices 


Not Available To be 
determined 


To be 
determined 


To be 
determined 


Number of health workers recruited 
from the diaspora 


Not Available To be 
determined 


To be 
determined 


To be 
determined 


Number of retired health workers re-
contracted 


Not applicable To be 
determined 


To be 
determined 


To be 
determined 


Strategic Objective 4.2: 
Reduce Inequity in 
Geographic Distribution 
and skill mix of health 
care Workers 


Staffing levels/vacancy rates for 
hard-to-reach geographic areas 
disaggregated by cadre and region 


Not Available To be 
determined 


To be 
determined 


To be 
determined 


Number of new health workers 
recruited annually for hard-to-reach 
areas  disaggregated by cadre, 
gender and region 


Not Available To be 
determined 


To be 
determined 


To be 
determined 


Strategic Objective 4.3:  
Enhance Staff Motivation 
and Retention 


Number of Retention studies 
conducted 


Not applicable 1 1 1 


Number of regions that are 
implementing evidence-based 
incentive package  


Not applicable 6 11 11 


Annual health worker attrition rates 
disaggregated by cadre, age and 
region 


Not available To be 
determined 


To be 
determined 


To be 
determined 


Employee satisfaction levels Not applicable To be To be To be 
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Strategic Objective Indicators Baseline, Year 
and Source 


Performance Targets 
2017 2020 2025 


determined determined determined 
Number of staff that receive 
recognition awards disaggregated by 
cadre and region 


Not applicable To be 
determined 


To be 
determined 


To be 
determined 


Strategic Objective 4.4:  
Enhance performance 
and productivity 


Percentage of  health management 
structures (RHB, ZHD and Woreda 
Health offices ) who have individual 
staff performance plan and appraisal 
annually (disaggregated by levels)   


Not applicable 50% 70% 95% 


Percentage of  health facilities  who 
have individual staff performance 
plan and appraisal annually 
(disaggregated by levels)   


Not applicable 50% 70% 95% 


Proportion of health facilities and 
management structures who conduct 
work climate assessment and 
implement WCI programs  


Not applicable To be 
determined 


To be 
determined 


To be 
determined 


Annual health workforce loss rate  Not applicable To be 
determined 


To be 
determined 


To be 
determined 


Provider productivity7   Not applicable To be 
determined 


To be 
determined 


To be 
determined 


Rate of absenteeism8  Not applicable To be 
determined 


To be 
determined 


To be 
determined 


Dual employment 9 Not available To be 
determined 


To be 
determined 


To be 
determined 


                                                 
7 Means (Relative no. of specific tasks performed among health workers ) 
8 Means (Days of absenteeism among health workers)  
9 Proportion of HRH currently employed at more than one location.  
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Chapter 9: Projections of Health Workforce Needs and Costing  
 
1. Facility Scale up plan (the population norm approach has been used in the OHT)  


One of the major assumptions for health workforce projects is the pace of health facilities scale up 
(expansion). Based on the population norm approach the expected number of facilities by the year 2020 
and 2025 is shown in Table 9.1. As indicated below achieving the proposed facility scale up for primary 
hospital will be challenging if not impossible within the given time frame (increasing the number of 
primary hospitals from 163 to 1087 in just five years). The feasibility of the proposed facility scale-up 
plan need to be revisited as this will affect the HR plan and training; meaning whether the emphasis 
should still be task shifting or revert  to conventional training categories. The current projection is based 
on these numbers and this might unnecessarily inflate the HR requirement and hence distort the HR plan 
related to training and deployment of HRH categories specifically designed to address local need 
through innovative approach such as ESO and HO.   
 
Table 9.1. Population-based health facilities expansion in 2015, 2020 and 2025 
 Baseline year 2015 2020 2025 
Facilities delivering interventions   
Health Post 15,877 21,741 21,741 
Health Center 3,542 4,348 4,348 
Primary Hospital 163 1,087 1,087 
General Hospital 73 109 109 
Specialized Referral Hospital 22 36 36 


 
[Private health facilities are not included: I will ask Dr. Birna] 
 


2. Staffing  Standard for health facilities  
Based on Food, Medicine, Healthcare Administration and Control Agency (FMHACA) developed 
health facility standards, Draft HRH Strategic Plan, and opinion from professionals for those categories 
not included in these documents, the major change on the staffing plan considering the epidemiologic 
transition for some of the major HRH categories by the year 2025 is summarized as follows.  
 
Currently, the country has an improved HRH status (relatively not in a crisis), there is an emphasis on 
conventional (standard) HRH categories rather than developing country-specific new cadres and task 
shifting.  Standard health professionals  


 
Medical Doctors: Medical Doctors (GPs) will be availed in all urban and rural health centers. Family 
Physicians will be assigned at Primary Hospital levels Specialized Referral Hospitals will have at least 
1-2 sub specialists for major sub-specialty disciplines (see projection Table for the type of sub-
specialties included) 
 
Health Officers: Health officers will be largely replaced by GP and Family physician at Primary 
Hospital level (there will only be 1-2 health officers at Primary hospital and Health center levels) ESO 
deployment will be limited to primary hospital levels. 
Tool: The OHT estimates the requirement for the year 2025 and then distributes over the years 
preceding 2025 in a uniform incremental manner, doesn’t consider private sector 
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CHAPTER 9: COSTING HRH STRATEGIC PLAN 
 
Salaries and benefits of health workforce 
 
Salary and benefit is estimated based on the assumption that the facilities’ scale up proceed as per the 
plan and all the new and existing facilities will be staffed as per the minimum staffing standard. This 
approach may potentially lead to overestimation of costs of salary and benefit as the HRH requirement 
on which the cost estimation is based exceeds the HRH availability. Thus, it is not generally important 
to put 10 years’ cost related to salary, rather it suffices to show the yearly increase of the cost related to 
salaries and benefits. 
 
It is important to review the available fiscal space –not just for the HR component but the overall flow 
of resources to the health sector as HR is just one input.  
 
Resources for motivation and retention schemes 
Incentives, motivation and retention mechanisms based on organizational policy.   
 
Educational and training Costs 
This category includes the costs for pre-service education, in-service training and continued professional 
development. Pre-service education inputs from the health sector for such areas of training conducted by 
regional health science colleges and hospital based residency programs. Some of the costs under the 
education and training section may be covered by the education sector might unnecessarily inflate the 
overall cost on health sector. Major costs under this category include cost of establishing learning 
resource center (ICT + minor renovation), faculty development (IST),  establishing/strengthening QA 
units,  QA Training, enhancing skill labs, availing e-readers (Tablets) and post graduate training on 
medical education and effective teaching.  
 
Table 9.2: Major components and sub-components for HRH Strategic Plan budget estimation 
HRH Domain Sub Component  Year  
       2014-  2015                                 2016-2025  


 1. Policy, plan and legal 
frameworks 


Development of various 
manuals and guidelines $126,716.49  $633,582.47  
Dissemination Workshop $58,621.63  $293,108.15  
Printing $70,000.00  $350,000.00  


  Sub Total $255,338.12  $1,276,690.62  


 2. Education and Training 


Establishing Learning 
resource center (ICT + minor 
renovation) $1,433,250.00  $2,149,875.00  
Faculty Development (IST) $97,474.23  $146,211.34  
Establishing/Strengthening  
QA units  $320,400.00  $480,600.00  







 


 68 


QA Training $82,853.09  $124,279.64  
Enhancing Skill Lab $1,800,000.00  $2,700,000.00  
Availing e-readers (Tablets) $345,600.00  $1,728,000.00  


  Sub Total $4,079,577.32  $7,328,965.98  


3. HRH Management 


Training of HRM focal 
persons at Regional and 
Federal levels $29,242.27  $292,422.68  
HRM & HR planning tools 
training and 
institutionalization including 
WISN $389,896.91  $3,898,969.07  


Computers, printer, scanner, 
camera & other access to 
scale up HRIS up to Woreda $1,100,000.00  $3,795,000.00  
Installation & training $320,000.00  $1,104,000.00  


  Sub Total $1,839,139.18  $9,090,391.75  
  Grand Total $6,174,054.62  $9,090,391.75  
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ANNEXES: AVERAGE STAFFING STANDARDS 
ANNEX I: STAFFING PLAN/TARGET BY 2025 


No Occupational Group 
Health 
Post 


Health 
Center 


Primary 
Hospital 


General 
Hospital 


Specialized 
Referral 
Hospital 


  Service Provider           


1 
Ambulance & Emergency Service 
Providers 0 0 7 7 12 


2 Anesthetist-TVET Level 0 0 2 2 4 
3 Anesthesia Professional 0 0 1 7 11 
4 Anesthesia Professional Specialist 0 0 0 2 4 
5 Anesthesiologist 0 0 0 2 5 
6 Clinical Pharmacist 0 1 2 7 10 
7 Clinical Psychologist 0 0 0 2 3 
8 Dental Hygienist and Therapist 0 0 0 0 0 
9 Dental Surgeon 0 0 1 2 6 


10 Dental Technician  0 0 0 2 4 
11 Dental professionals 0 0 2 3 6 
12 Dermatopathologist       0 2 
13 Dermatovenerologist       2 5 
14 Dietician 0 0 1 3 3 
15 ENT Specialist 0 0 0 2 5 
16 ESO 0 0 1 0 0 


17 
Emergency and Critical Care 
Nurse Professional       4 11 


18 
Emergency and critical care 
medicine  specialist 0 0 0 2 7 


19 Family Physician 0 0 5 0 0 
20 Forensic Pathologist 0 0 0 1 4 
21 General Medical Practitioner 0 1 4 18 45 
22 General Surgeon 0 0 0 5 10 


23 
General Surgeon and 
Cardiothoracic Surgeon 0 0 0 0 2 


25 
General Surgeon and Endocrine 
Surgeon 0 0 0 0 2 


26 
General Surgeon and 
Gastrointestinal Surgeon 0 0 0 0 2 


28 
General Surgeon and 
Neurosurgeon 0 0 0 0 2 


29 
General Surgeon and Pediatric 
Cardiac Surgeon 0 0 0 0 2 
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30 
General Surgeon and Pediatric 
Surgeon 0 0 0 0 2 


32 
General Surgeon and Plastic & 
Reconstructive Surgeon 0 0 0 0 2 


33 
General Surgeon and Transplant 
Surgeon 0 0 0 0 2 


34 General Surgeon and Urologist 0 0 0 0 2 


35 
General Surgeon and Vascular 
Surgeon 0 0 0 0 2 


36 
Health Extension Workers Level 
III 1 0 0 0 0 


37 
Health Extension Workers Level 
IV 1 0 0 0 0 


38 Health Officer 0 2 1 0 0 


39 
Interenist and Geriatric medicine 
specialist       2 5 


40 Internist 0 0 0 4 10 


41 
Internist and Adult 
Endocrinologist 0 0 0 0 2 


42 
Internist and Adult Interventional 
Cardiologist 0 0 0 0 2 


43 Internist and Cardiologist 0 0 0 0 2 
44 Internist and Gastroenterologist 0 0 0 0 2 
45 Internist and Hematologist 0 0 0 0 2 


46 
Internist and Infectious Disease 
Specialist 0 0 0 0 2 


47 Internist and Intensivist 0 0 0 0 2 
48 Internist and Nephrologist 0 0 0 0 2 
49 Internist and Neurologist 0 0 0 0 2 
50 Internist and Oncologist 0 0 0 0 2 
51 Internist and Pulmonologist         2 
52 Interventional Radiation Therapist 0 0 0 0 3 
53 Maxiofacial Surgeon 0 0 0 2 5 
54 Medical Laboratory Technician 0 2 2 16 22 
55 Medical Laboratory Technologist 0 1 4 4 12 
56 Medical Physicist 0 0 0 0 4 
57 Midwife TVET level 0 2 2 5 8 
58 Midwife professionals 0 1 2 8 16 
59 Neonatal Nurse 0 0 0 3 5 
60 Neurosurgeon       2 4 
61 Nuclear Medicine Technician         4 
62 Nurse Professional 0 2 3 47 81 
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63 Nurse TVET Level 0 3 20 49 89 
64 OR Nurse 0 0 0 3 5 


65 
Obstetrics and Gynecology 
Specialist 0 0 0 5 10 


66 


Obstetrics and Gynecology 
Specialist and Gynecologic 
Oncologist 0 0 0 0 2 


67 
Obstetrics and Gynecology 
Specialist and Perinatologist 0 0 0 0 2 


69 Ophthalmic Assistant/Nurse       2 5 
70 Ophthalmologist 0 0 0 2 5 


71 
Ophthalmologist and Cornea 
Specialist 0 0 0 0 2 


72 
Ophthalmologist and Glaucoma 
Specialist 0 0 0 0 2 


75 
Ophthalmologist and Pediatric 
Ophthalmologist 0 0 0 0 2 


76 
Ophthalmologist and Retina 
Specialist 0 0 0 0 2 


77 Optometrist 0 0 0 3 5 
78 Orthopedics Surgeon 0 0 0 3 7 
79 Pathologist 0   0 2 4 
80 Pediatrician 0 0 0 4 8 
81 Pediatrician and Endocrinologist 0 0 0 0 2 
83 Pediatrician and Hematologist 0 0 0 0 2 
85 Pediatrician and Intensivist 0 0 0 0 2 
86 Pediatrician and Neonatologist 0 0 0 0 2 
87 Pediatrician and Nephrologist 0 0 0 0 2 
88 Pediatrician and Neurologist 0 0 0 0 2 
89 Pediatrician and Oncologist 0 0 0 0 2 


90 
Pediatrician and Pediatric 
Cardiologist 0 0 0 0 2 


93 Pediatrics and Child Health Nurse  0 0 0 2 5 
94 Pharmacist 0 1 2 7 10 
95 Pharmacy Technician 0 2 4 12 15 
96 Phyiotherapist       2 5 
97 Physiotherapy Technician       2 4 


98 
Plastic and Reconstructive 
Surgeon         2 


99 Prosthetics-Orthotics Professional 0 0 0 3 6 
100 Psychiatric Nurse 0 0 1 2 3 
101 Psychiatrist 0 0 0 2 4 
102 Psychiatrist and Addiction 0 0 0 0 2 
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Psychiatrist 


103 
Psychiatrist and Child and 
Adolescent Psychiatrist 0 0 0 0 2 


104 Radiograper TVET 0 0 1 3 4 
105 Radiographer-BSC 0 0 1 6 12 
106 Radiologist 0   0 2 4 
107 Radiopharmacist 0 0 0 0 4 
108 Rehabilitation Technician 0 0 1 3 5 
109 Social worker 0 0 1 2 5 


110 
Speech and Language Pathology 
Professional 0 0 0 1 4 


  Health Service Management           
  Biomedical Engineer     1 2 2 
  Biomedical Technician     1 3 4 


  
Environmental Health Science 
Professional     1 2 3 


  Epidemiologist           
  Field Epidemiologist           


  
Health Care and Service 
managers   0 1 1 1 


  Health Inforamatic Specialist       1 1 


  
Health Information Technician 
(HIT)   1 3 5 15 


  
Occupational Health and Safety 
Professional     1 2 3 


  
Public Health Specialist 
Generalist       1 1 


  Statistician         1 
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ANNEX 2:  ASSUMPTIONS FOR FACILITY SCALE UP PLAN 
Health Facility Type/Level (Public Sector) Baseline year 2015 2020 2025 
Facilities delivering interventions   
Health Post 15,877 21,741 21,741 
Health Center 3,542 4,348 4,348 
Primary Hospital 163 1,087 1,087 
General Hospital 73 109 109 
Specialized Referral Hospital 22 36 36 
 
 
Private Hospital 


  
Gen 
Hospitals 


MCH 
Hospitals 


Orthopedic 
Hospitals 


Cardiac 
Hospital 


2014 46 8 1 2 
2025 83 11 4 5 


 
Private Ambulatory Facilities 


  
Higher 
Clinic 


Specialized 
Clinic 


Whole sale 
& Drug 
Retail 
outlets 


Diagnostic 
Centers 


2014 471 101 573 11 
2025 531 114 646 16 


 
 
 
ANNEX 3: HRH REQUIREMENT PROJECTIONS 
 
HRH Category  2,020 2,025 
Health service providers     


General Medical Practitioner 7,659 12,025 
General Surgeon 556 905 
General Surgeon Sub Specialty 


360 720 


General Surgeon and Endocrine Surgeon 
General Surgeon and Gastrointestinal Surgeon 
General Surgeon and Neurosurgeon 
General Surgeon and Pediatric Cardiac Surgeon 
General Surgeon and Pediatric Surgeon 
General Surgeon and Plastic & Reconstructive Surgeon 







 


74 
 


General Surgeon and Transplant Surgeon 
General Surgeon and Urologist 
General Surgeon and Vascular Surgeon 


Neurosurgeon 181 362 
Internist 462 796 
Internal Medicine Sub-Specialty 


396 792 
  


Internist and Adult Endocrinologist 
Internist and Adult Interventional Cardiologist 
Internist and Cardiologist 
Internist and Gastroenterologist 
Internist and Hematologist 
Internist and Infectious Disease Specialist 
Internist and Intensivist 
Internist and Nephrologists 
Internist and Neurologist 
Internist and Oncologist 
Internist and Pulmonologist 
Internist and Geriatric medicine specialist 


Obstetrics and Gynecology Specialist 522 941 
Obstetrics and Gynecology Sub-Specialty 


72 144 Obstetrics and Gynecology Specialist and Gynecologic 
Oncologist 


Obstetrics and Gynecology Specialist and Perinatologist 
Pediatrician 410 724 
Pediatrics and Child Health Sub-Specialists 


288 504 


Pediatrician and Endocrinologist 
Pediatrician and Hematologist 
Pediatrician and Intensivist 
Pediatrician and Neonatologist 
Pediatrician and Nephrologists 
Pediatrician and Neurologist 
Pediatrician and Oncologist 
Pediatrician and Pediatric Cardiologist 


Ophthalmologist 232 398 
Ophthalmology Sub-Specialists 


144 216 
Ophthalmologist and Cornea Specialist 
Ophthalmologist and Glaucoma Specialist 
Ophthalmologist and Pediatric Ophthalmologist 
Ophthalmologist and Retina Specialist 


Optometrist 254 507 
Orthopedics Surgeon 300 579 
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Pathologist 194 362 
Forensic Pathologist 126 253 
Dermatovenerologist 199 398 
Dermatopathologist 36 72 
Radiologist 201 362 
Psychiatrist 196 362 
Psychiatrist and Addiction Psychiatrist 36 72 
Psychiatrist and Child and Adolescent Psychiatrist 36 72 
ENT Surgeon 210 398 
Family Physician 2,174 4,348 
Anesthesiologist 203 398 
Anesthetist-TVET Level 1,370 2,536 
Anesthesia Professional 1,232 2,246 
Anesthesia Professional Specialist 182 362 
Maxiofacial Surgeon 199 398 
Dental Surgeon 241 434 
Dental Technician 181 362 
Dental professionals 1,392 2,717 
ESO 1169 2174 
Health Officer 8,051 9,783 
Midwife TVET level 7,176 11,703 
Midwife professionals 4,464 7,970 
Nurse Professional 12,846 19,996 
Nurse TVET Level 38,952 43,329 
Neonatal Nurse 254 507 
Emergency and Critical Care Nurse Professional 416 832 
Ophthalmic Assistant/Nurse 199 398 
OR Nurse 304 507 
Ambulance & Emergency Service Providers 4,530 8,804 
Clinical Pharmacist 3,822 7,645 
Pharmacist 5,025 7,645 
Pharmacy Technician 9,963 14,892 
Radio pharmacist 72 144 
Pediatrics and Child Health Nurse  199 398 
Emergency and critical care medicine  specialist 235 470 
Interventional Radiation Therapist 54 108 
Medical Laboratory Technician 8,997 13,406 
Medical Laboratory Technologist 5,610 9,564 
Medical Physicist 72 144 
Radiographer TVET 779 1,558 
Radiographer-BSC 1,474 2,173 
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Nuclear Medicine Technician 72 144 
Physiotherapist 199 398 
Physiotherapy Technician 181 362 
Prosthetics-Orthotics Professional 272 543 
Psychiatric Nurse 796 1,413 
Rehabilitation Technician 797 1,594 
Clinical Psychologist 163 326 
Social worker 742 1,485 
Speech and Language Pathology Professional 132 253 
Dietician 761 1,522 
Health Extension Workers Level III 27,370 21,741 
Health Extension Workers Level IV 12,870 21,741 
 Subtotal 179, 262   235, 837 


Health management personnel     
Biomedical Engineer 979 1,464 
Biomedical Technician 2,029 2,530 
Environmental Health Science Professional 1,929 2,425 
Epidemiologist 93 81 
Field Epidemiologist 1,724 1,746 
Health Care and Hospital Administration Specialist 1,726 2,224 
Health Economist 83 70 
Health Information Specialist 237 229 
Health Information Technician (HIT) 7,395 9,317 
Health M&E Specialist 314 294 
Occupational Health and Safety Professional 1,929 2,425 
Subtotal 18,438 22,805 
Grand Total 197,700 258,462 


 
 
ANNEX 4: TASK SHIFTING- CONCEPT AND RECOMMENDED 
APPROACH FOR HRH SP PERIOD  
 
The demand for health care is on the rise and expected to rise more due to increased population 
and changing pattern of diseases as the result of urbanization, industrialization, globalization, 
climate change, larger population of aging people. These effects will be more pronounced as 
Ethiopia progress to middle-income country. Dealing with infectious diseases, reduction of 
maternal and child mortality will continue while the effort to address chronic and non-
communicable diseases need to be intensified. Therefore, strengthening the health system has a 
pivotal role so that it is capable of delivering a wide range of health services on scale much 
larger than the present.  
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There are compelling data to show a direct correlation between the number of people with access 
to health services and the number of health-service providers. Clearly, strong and effective health 
systems depend on having enough people, with the right skills, in the right place. Availing 
adequate and skilled health workforce takes long time and is expensive. Task shifting can be is 
an approach that bridges the gap till the health system develops enough workforce desirable skill 
mix.   However,  
  
Task shifting is a means of redistribution of tasks among team of health workforce in which 
specific tasks are performed by relatively less qualified health workers with appropriate training 
in the absence or shortage of highly qualified health workers.  This approach helps to make more 
efficient use of the available human resource for health there by improve access to particular 
services of interest for which the task shifting is done.  However, task shifting alone cannot be 
the answer to the ever increasing health workforce need. Hence, it should be planned, 
implemented and monitored alongside the overall HRH strategies to meet the demands of the 
people. It is proposed as an efficient approach with a sizable investment but should not be seen 
as a substitute for other investments in HRH.  
 
Task shifting should only be considered in case of critical shortage of health workforce to deliver 
essential health services and/or deploying the proper human resource for health for a particular 
service is exorbitantly expensive or takes a great deal of time.  
 
The following are recommendations on adopting task shifting with some modification from 
WHO’s recommendation and guideline on task shifting to provide HIV services10: 
 
A.  Adopting task shifting as a public health initiative 
 
1. Task shifting should be implemented alongside other efforts to increase the number of skilled 


health worker.  
 


2. In all aspects concerning the adoption of task shifting, relevant parties should endeavor to 
identify the appropriate stakeholders who will need to be involved and/or consulted from the 
beginning.  


3. Human resource analysis should be undertaken or updated that provide the demography of 
current HRH in both public and non-state sectors, the need for particular service of interest, the 
gaps in service provision, the extent of task shifting is already exist and the existing human 
resource quality assurance mechanisms.    
 
B. Creating an enabling regulatory environment for implementation 
 
4. The existing regulatory frameworks (laws, proclamations, regulations, directives, policies, 
guidelines…) need to be taken into account and undertake revision as necessary. This would 
enable the health workers to practice according to the extended scope of practice and associated 
health facility standards.  
 
                                                 
10 Task shifting Global Recommendation & Guideline, treat, train & retain ;WHO 2008, page 2 
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5. A fast-track mechanism of revising regulatory approach should be in place that can 
simultaneously pursue long-term reform that can support task shifting on a sustainable basis 
within comprehensive & nationally endorsed regulatory framework. 
      
C. Ensuring quality of care  
 
6. Roles and associated competency levels should be defined for existing workforce that are 
extending their scope of practice and for those workforces that are being newly created under 
task shifting approach.  
 
7. A systematic approach of harmonizing, standardizing and competency based-training should 
be adopted that foster need-based human resource development with systems of accreditation  
 
8. Training programmes and clinical educational support for health workers should be tied to 
certification, registration, licensing, re-licensing and career progression mechanisms 
 
9. Supportive supervision and clinical mentoring should be regularly provided to health 
workforces with extended scope of practice through task shifting. Professionals who are tasked 
with providing supportive supervision or clinical mentoring to task-shifted health workforce 
should themselves be competent, preferably with the standard qualification and experience, and 
have appropriate supervisory and mentoring skills.  
 
D. Ensuring sustainability 
 
10. Task shifting approaches should be appropriately planned with costing, adequately financed 
and implanted. The plan needs to indicate exit strategy of task shifting harmonized within the 
comprehensive long-term HRH strategy so that some task shifted health workforce will not be 
floated or left in silo as the number of health workforce with standard qualification increase. 
 
11. Incentives need to be considered (financial or non-financial) to retain and enhance the 
performance of health workers with new or increased responsibilities that commensurate with 
available resource in a sustainable manner. It should be recognized that health services can only 
be provided by voluntary basis on a short term or part time basis. Hence, adequate wages and/or 
other appropriate incentive mechanisms need to be in place to sustain task shifting till adequate 
health workforce is ready to takeover.  
 
E. Organization of the clinical care services  
 
12. The health care delivery system need to be organized taking into account health workforce 
demography, disease burden, and analysis of existing gap in service delivery.  
 
13. Efficient referral, consultation and mentoring network need to be in place to support health 
workforce with extended scope of practice through task shifting.  
 
14. A team based approach should be encouraged to complement knowledge and skill  
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Examples?   


Program 
area 


Service 
delivery 
area  


required 
standard HR 


Available HR 
as  
per the 
standard 


Reason for 
task shifting 


type of proxy 
HR that  
can carry out 
the task  


training 
required Regulatory issues 


benefit  
adjustment 


Sustaina
bility 


Potentia
l gaps 
by task 
shifting 


possible 
solution to 
address the 
gaps 


TB 


FNAC for 
Tuberculos
is  Pathologist inadequate  


*Inadequate 
num 
*Expensive 
to deploy 
                                                                                                                                                                                                                                                                
pathologist 


Laboratory 
technologists 


histopathol
ogy  
(modular or 
regular)  


*scope of practice  
may need to be 
revised 
*Procedure may 
need to be 
allowed at lower 
level/Pr. Hospital ? 


make it 
part of 
training 
for BSC 
lab 
personn
el or 
specialt
y lab 
professi
onal  quality 


need to 
develioop 
SoP; 
supervision & 
Qa using 
pathologists; 
regular 
referesher 
training 


                        


FP 


LAFP 
choices 
 (Implanon 
insertion) 


nurses at 
community  
level inadequate  


*Inadequate 
num 
*Expensive 
to deploy 
nurses                                                                                                                                                                                                                                                                 HEWs 


training on  
implanon 
insertion  


*scope of practice  
may need to be 
revised 
*Procedure may 
need to be 
allowed at lower 
level/Pr. Hospital ? 


upgrade 
the 
HEWs 
to level 
IV & V 


skill of 
removal 


link with 
HC/hospitalss 
for removal  


                        


Maternal  
health & 
Acute 
abdomen 


C/S; 
ectopic 
pregnancy,  
ovarian 
torsion, IO, 
Appendicit
is,  Obstetrician inadequate 


*Inadequate 
num Hos yes   ? 


postgra
duate 
masters 
training
+special
ize in 
gyn/ob quality 


need to 
develioop 
SoP; 
supervision & 
Qa using 
gynecologits; 
regular 
referesher 
training 


          GPs yes   ? 


part of 
pre-
service 
training 
&     
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speciali
zation 
to 
Gyn/ob 
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ABSTRACT  


The purpose of the evaluation of Strengthening Human Resources for Health (SHRH) Activity is to 


assess Activity progress and inform design for future Activities. The evaluation used mixed methods to 


answer five evaluation questions: (1) In what ways did the SHRH Activity contribute to improving human 


resources for health (HRH) and strengthening the regulatory environment in Ethiopia? (2) Did the 


Activity interventions facilitate local ownership, coordination and partnerships, and sustainability? (3) 


Were gender issues addressed in pre-service and in-service trainings? (4) Have Activity result/sub-result 


areas and interventions continued to be relevant to HRH gaps and challenges in Ethiopia? (5) Were 


there any facilitating and hindering factors?  


The SHRH Activity contributed to improved human resource management and quality of training in 


Oromia. Currently, Debre-Tabor University is ahead of its peers in the quality of its training. The SHRH 


Activity supported the federal regulatory agencies, however, the private sector continued to be more 


highly regulated than the public sector. Many of the Activity’s interventions were sustainable but 


research and program learning interventions had limited local ownership, and will not be sustained. The 


Activity made contributions to address gender issues in pre-service education, but not with in-service 


training. Human resource management, quality improvement, and research were found to be the most 


relevant interventions for HRH. The SHRH Activity support was a key driver of change for HRH in 


Ethiopia, and where there were high levels of ownership, commitment, and leadership among the 


different levels of management at the Ministry, Regional, University and Health Science Colleges, there 
was better performance. 
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EXECUTIVE SUMMARY 


PURPOSE AND BACKGROUND 


The purpose of the performance evaluation of the Strengthening Human Resources for Health (SHRH) 


Activity was to assess Activity progress and inform the design of future Activities, specifically its theory 


of change/results framework based on the successes, gaps, and bottlenecks identified. The SHRH 


Activity was implemented by JHPIEGO and received $550 million in funding. The evaluation findings will 


inform the United States Agency for International Development (USAID)/Ethiopia and the Government 


of Ethiopia (GoE) at the federal and regional levels as well as development and implementing partners on 


the implementation progress, the results achieved, and any policy and strategy implications for human 
resources for health (HRH) programming in the future.  


EVALUATION QUESTIONS 


This evaluation was conducted from February 2018 to April 2018. It generated evidence to answer five 


evaluation questions: (1) In what ways did the SHRH Activity contribute to improving HRH in Ethiopia 


and to strengthening the regulatory environment? (2) To what extent did the SHRH Activity 


interventions facilitate local ownership, coordination and partnerships, and sustainability? (3) To what 


extent were gender issues addressed in pre-service and in-service trainings (ISTs)? (4) To what extent 


have SHRH Activity result/sub-result areas and interventions continued to be relevant to HRH gaps and 


challenges in Ethiopia? (5) What facilitated or hindered the achievements of planned results? 


EVALUATION METHODS 


To answer the above evaluation questions, both quantitative and qualitative methods were 


used.Quantitative and qualitative methods were utilized. The evaluation design matrix was developed 


and used to guide the generation of evidence and analysis of findings from a document review, 138 key 


informant interviews (KIIs), 39 focus group discussions (FGDs), and 30 observations to answer the 


evaluation questions. Five regions representing agrarian, pastoralist, and urban contexts were selected 


for primary qualitative data collection. The first three regions (South Nations, Nationalities, and Peoples 


[SNNP]; Amhara; and Oromia) represent the agrarian context; Afar region, the pastoralist context; and 


Addis Ababa, the urban context. The team visited eight universities, seven regional health science college 


(RHSCs), and one private college.  


KEY FINDINGS 


The Activity has contributed to improving HRH in Ethiopia particularly in the areas of human resource 


management (HRM) and quality of training. Human resources fora have been formed at national and 


regional levels to facilitate stakeholder leadership and coordination. Positions for HRM have been 


created and great strides made in filling them. The Activity also contributed to increased availability of 


HRM policy documents at various levels of the health system, to support day-to-day HRM. The Oromia 


region, in particular, stands out as a region in which significant improvements in the area of HRM were 
observed.  


Ethiopia is moving in the right direction in ensuring the availability of different cadres of health 


professionals. The contribution of the Activity, however, has been overshadowed by the massive 


government investment and effort in developing human resources in the health sector, which has 


‘crowded-out’ all external support, including the support of this Activity. The Activity support to 


establish IST centers was appropriate, but has not yet reached its intended outcome of shifting training 


from hotels to these centers. Furthermore, the IST centers generally have relatively poor infrastructure 


and service provision compared to the hotels which affects the quality of training provided. Continuing 
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professional development (CPD) has not yet been implemented as a means to ensure the quality of 
professional competence during practice. 


All stakeholders agreed that Activity support contributed to improved quality of training through its 


investments in (i) Internal quality improvement systems for training institutions (TIs), (ii) the review and 


updating of curricula, (iii) the provision of training materials, including skills-lab equipment, (iv) the 


creation of education development centers (EDCs) within TIs to lead quality improvement within the 


colleges, and (v) providing staff-development training that focuses on the quality of training. Debre-


Tabor University stood out as a TI that was ahead of its peers in moving towards a competency-based 


curriculum. 


Activity research on the program learning activity (PLA) (e.g., capacity assessments) was effective in 


informing regional health bureaus (RHBs) and the Federal Ministry of Health (FMOH) on how to 


establish the most effective structures, guidelines, and strategies. Activity research related to evidence 


generation largely prioritized publications. There was little local ownership and leadership of the 


research process, which limited, the overall influence of the research on HRH policies and strategies. 


The Activity supported and made some strides in building the capacity of the two key federal regulatory 


agencies the Food, Medicine, and Health Care Administration and Control Authority (FMHACA) and 


Higher Education Relevance and Quality Agency (HERQA) to strengthen the HRH training and practice 


regulation. However, the efforts made by the Activity were found to be too limited to bring fundamental 


change to the regulation process. A double standard in regulation was observed as the private sector is 


still being regulated more stringently than the public sector, and these two regulatory agencies have 


limited capacity to enforce standards set by themselves, particularly within the public sector.  


The Activity worked through federal and regional institutions in the SHRH interventions to foster local 


ownership, coordination, partnerships and sustainability. However, there was variation in the level of 


sustainability of the Activity’s interventions, with some being sustainable (such as the HRM positions 


created), to others being unsustainable (such as the research and program learning interventions that 


had limited local ownership). 


The Activity made contributions to address gender issues in pre-service education (PSE), that focused 


mainly on supporting female students in health science colleges, both in terms of life skills and provision 


of limited financial support. However, at the IST level, little contribution was made by the Activity in 


addressing gender issues.  


Three of the Activity result areas (HRM, quality improvement, and research) were found to be relevant 


to HRH support in Ethiopia now and for the future. Increasing the availability of health workers (HWs) 


is also highly relevant as a support to HRH, but not for external partners given the focus and 
commitment of government investment.  


There were several key factors that facilitated the achievement of planned results. The central 


government commitment was a particularly key factor in increasing the production of health care 


workers through investing in expansion of health science colleges and enrolling students. At the regional 


level, the commitment of the Oromia region, for example, was instrumental in serving as a best practice 


example of HRM in the country. The high demand by stakeholders for quality improvement in TIs and 


the Activity’s responsive programming in this area facilitated strong achievement in this area. The 


involvement of high-capacity researchers facilitated the publication of research findings in the area of 


HRH in the country. On the other hand, there were also factors that hindered the achievements of 


some planned Activity results. The limited involvement of the Bureau of Finance and Economic 


Development (BOFED) and the Public/Civil Service Commission in some regions, for example, hindered 


the approval, ownership, and financing of HRM posts at regional levels. In the production of health care 


workers, low enrollments at level-five training in anesthesia and slow expansion in anesthesia courses at 


colleges contributed to low achievement in producing trained anesthetists. The double standards in 


enforcement of regulations (public sector being regulated less-stringently than the private sector), meant 
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lower quality of training especially in public colleges. The limited involvement of local researchers in the 


actual research (beyond data collection and identification of research topics), limited the greater 
potential that the research would have had to influence policy and strengthen local research capacity. 


CONCLUSIONS 


The USAID SHRH Activity is the only comprehensive HRH support provided to the GoE by 


development partners. It responded to the needs of the communities by supporting compassionate, 


respectful care through improved quality of human resources and HRM. However, the Activity’s 


influence on increasing the supply of health workers and improving retention and motivation was 


limited. Strengthening the capacity of training and regulating professionals and provider institutions 
remain major gaps in the Ethiopian HRH agenda.  


The Activity effectively brought the HRH agenda to the forefront of regional and federal governments 


through the establishment of HRM structures, and fora at the federal and regional levels, as well as 


through the development of HRH guidelines and policies. Despite the fact that the number of health 


care workers are increasing faster than the resources and capacity building supported by external 


partners, the skills composition of the health care workers produced so far, does not yet adequately 


cover the diverse needs of the Ethiopian health system.  


The Activity was the main external technical support provider and a major source of the new thinking 


behind quality improvements observed in the TIs. This is particularly true in the area of developing new 


innovative curriculum and the shift observed by a few TIs to competency-based integrated learning. 


Despite Activity support, regulation of both pre-service TIs and regulation of professional practice 


during service provision remains weak. HRM structures and increased availability of human resources 


are priorities of the GoE, and are financed mainly by the government, and hence can be well-sustained 


by the resources of the government. However, the quality of ISTs, the enforcement capacity of the two 


regulatory agencies, and research activities cannot be sustained without external support. 


The efforts towards integrating gender into the Activity design and implementation was limited to pre-


service education. The Activity was effective in establishing gender units within health science colleges 
and providing financial, tutorial, and life skills training support to mainly female students. 


Ownership, commitment, and leadership among the different levels of management (FMOH, RHBs and 


universities and health science colleges) was the major factor supporting performance among the 
different result areas, regions and TIs.  


KEY RECOMMENDATIONS FOR POLICY DIALOGUE WITH GOVERNMENT 


OF ETHIOPIA  


The major areas where USAID should engage on HRH issues with the government are:  


(i) Scaling up the Oromia region’s experience of reviewing remuneration packages for HRM 


professionals and making the HRH forum more functional; 


(ii) Removing double standards in accreditation and licensing of public and private TIs and 


service providers and ensuring standardized regulation of all public and private training and 


professional practice sites; 


(iii) Developing and tracking quality standards against inputs and enrollment numbers to ensure 


that there is a match between increasing enrollment and available infrastructure to ensure 


quality;  


(iv) Developing implementation strategies for and investing in institutionalizing IST operations 


including continuing professional development; and  


(v) Advocating for inclusion of the Human Resource Information System (HRIS) as a part of 


District Health Information System 2 (DHIS2) to foster interoperability. 
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KEY RECOMMENDATIONS FOR THE DESIGN OF ANY FUTURE SHRH 


ACTIVITIES 


In the design of any future Activity, USAID should:  


 Include a clear results framework/logframe, outlining risks and assumptions, the role of the 


government, and include a sustainability strategy. 


 Consider designing the Activity to support health science colleges to shift towards a 


competency-based curriculum.  


 Consider including strengthening leadership and management through provision of skill training 


and mentoring as part of any future SHRH Activity to enhance ownership and commitment to 


HRM, EDCs, and competency-based curriculum at all levels. 


 Focus investments for any future support on third- and fourth-generation universities that have 


proven themselves receptive to new ideas and can effect greater change. 


 Consider the inclusion of strategic experts (that know how to influence political actors, know 


program formulation and how to work in the government system) in addition to HRM technical 


experts. These strategic experts should assist with charting out the fiscal, political, and 


management implications of future HRH implementation activities and their sustainability. 


 Reduce the Activity’s role in increasing the availability of human resources as the government 


has committed to this. 


 Include tasks to address improved motivation and retention as an HRM sub-result area. 


 Include strengthening the regulation of TIs, professional practice, and providers, particularly in 
the public sector. 
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I. EVALUATION BACKGROUND 


1.1 ACTIVITY BACKGROUND  


The Government of Ethiopia (GoE)’s growth and transformation plan (2010/11 to 2014/15), envisages 


growth in all sectors including the health sector. Producing more trained and qualified health system 


human resources and distributing them equitably among regions has been a major challenge for the 


Ethiopian health system for a long time. Human resource shortages became more critical after the major 


investments made in the expansion of health facilities (2005 – 2010) and the efforts made to meet the 


Millennium Development Goals. The Strengthening Human Resources for Health (SHRH) Activity was a 


cooperative agreement (AID-663-A-12-00008), with a budget of USD 550 million, initiated in June 2012 


and is planned to end in September 2018. The Activity aims to support the government efforts to 


strengthen the availability, distribution, quality, and management of human resources in the health 


sector. It is implemented by a JHPIEGO-led consortium that includes Management Sciences for Health 


(MSH), Ethiopian Midwives’ Association (EMWA), Ethiopian Anesthetists’ Association, and the Open 
University.  


Before the initiation of the Activity, the human resources for health (HRH) system faced different 


strategic and competency-related challenges. There was a lack of human resource management (HRM) 


structures in all regions. Shortages of human resources at all levels was a norm rather than an 


exception. There was a lack of a human resource policy, strategy, plan, and budget. There was also a 


lack of in-service training (IST) opportunities, and hence, limited staff competence. These problems were 


further compounded by weak and fragmented partnership, as well as weak human resource information 
systems (HRIS).  


The Activity was designed to address shortages in critical human resource categories, especially at the 


primary health care level, and gaps in quality and management of human resources. It also aimed to 


address the challenges of poor quality pre-service education (PSE) and IST, rapid turn-over of skilled 


health care providers, weak regulatory capacity to sustain HRH quality, and weak HRM. Special focus 


was given to removing the critical human resource shortages for midwives and anesthetists (unmet need 


of 63 percent and 44 percent, respectively) and health extension workers (HEWs), where there was an 
unmet need and high levels of attrition. Overall, the Activity was designed along 


The four mainmajor result areas and the13 sub-result areas are indicated in (Figure 1).  


  







 


13 


Ethiopia Performance Monitoring and Evaluation Service (EPMES) 


Final Evaluation Report, Strengthening Human Resources for Health (SHRH) Activity 


Figure 1: Results and Sub-Result Areas of the SHRH Activity (2012 - 2017) 


 


The Activity result framework provided to the evaluation team did not have an Activity logical 


framework, or assumptions[AT1]. However, a Performance Management/Monitoring, Evaluation, and 


Learning (MEL) plan with targets was developed by the SHRH Activity in 2012. The evaluation team 


used this plan to evaluate the Activity’s performance on key indicators. Annex 1 presents performance 


on the major targets set in the MEL Plan. 


1.2 PURPOSE OF THE EVALUATION  


The SHRH Activity evaluation was designed to assess Activity progress and inform the design of future 


Activities. There was a special focus on the successes, gaps, and bottlenecks identified in the current 


SHRH Activity. The evaluation findings will also inform the United States Agency for International 


Development (USAID)/Ethiopia and the GoE at the federal and regional levels on the implementation 


progress, the results achieved, and any policy and strategy implications for strengthening HRH in the 


future. The users of the findings of this evaluation will be the USAID Ethiopian technical teams, the GoE 


at the federal and regional levels, as well as other development and implementing partners that have an 
interest in supporting strengthening HRH in Ethiopia. 


1.3 EVALUATION QUESTIONS 


The evaluation generated evidence to answer five evaluation questions which are presented in Table 1.  


Table 1: Evaluation Questions 


# Evaluation Question 


1 In what ways did the SHRH Activity contribute to improving HRH in Ethiopia? Questions should examine 


the Activity’s contribution to the four result areas. (Effectiveness) 


How effective were the approaches used to strengthen the regulatory environment related to HRH 


activities? 


2 To what extent did the SHRH Activity interventions facilitate local ownership, coordination and 


partnerships, and sustainability? (Sustainability)  


3 To what extent were gender issues addressed in pre-service and in-service trainings? (Gender) 


4 To what extent have SHRH Activity result/sub-result areas and interventions continued to be relevant to 


HRH gaps and challenges in Ethiopia? (Relevance) 


5 What facilitated or hindered the achievements of planned results? 


Result 1: Improving 
Human Resource 
Management  


Improved HRM capacity 
(Federal Ministry of 
Health, Regional Health 
Bureaus) 


Improved HRM 
motivation and 
retention schemes 


Improved HRH policies 
and practices 


Enhanced HRH fora 


Improved management 
of staff training 


Result 2: Increased 
Availability of Midwives, 
Anesthetists, HEWs, and 
Other Essential Health 
Workers  


Increased availability of 
midwives and anesthetists 


Skills of HEWs enhanced 
through blended career 
development schemes 


Trained HEWs available 
for replacement schemes  


PSE of essential non-
clinical health workers 
promoted 


Result 3: Improved 
Quality of Training of 
Health Workers 


Improved quality 
of PSE of health 
workers 


Improved quality 
of IST of health 
workers 


Result 4: Program 
Learning and 
Research Conducted 


Research and evaluation 
evidence on HRH issues 
generated 


Local capacity on HRH 
M&E and research built 
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2. METHODS, SAMPLING, ANALYSIS, AND 


LIMITATIONS 


2.1. METHODS 


This evaluation was conducted from February 2018 to April 2018. The evaluation team applied the 


evaluation criteria of effectiveness, sustainability, addressing gender dimensions, and relevance to answer 


the five evaluation questions as presented in the evaluation matrix (Annex 2). Given that the SHRH 


Activity was planned to work through government systems and was mixed with government 


investments, the team used contribution analysis as a method as it was difficult to isolate and attribute 


the direct impact of Activity support. In keeping with the Statement of Work (SOW) (Annex 3) for this 


evaluation, the evaluation team used a mixed-methods approach for data collection and analysis, aligned 


to the evaluation questions. The mixed-methods approaches included document review, key informant 


interviews (KIIs), focus group discussions (FGDs), and physical observation of training facilities. The 
overall approach is described below, in Figure 2. 


Figure 2: Four Steps of the SHRH Activity Performance Evaluation 


 


The evaluation also documented the challenges faced in implementing the Activity and identified priority 


action-oriented recommendations for informing a future design and implementation of a similar Activity. 


Consideration was given to partnerships, coordination, and improvement in the HRH regulatory 


environment. For each result area, and for each evaluation question, the evaluation generated evidence 
on the following: 


 Innovative approaches in implementing the Activity 


 drivers of success or reasons for not meeting targets 


 Role of the federal and regional governments (i.e. ownership, facilitation, guidance, partnership)  


 Role of other implementing and development partners (i.e. coordination) 


 Challenges encountered during implementation of the Activity 
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Evaluation Design Matrix 


Annex 2 presents the evaluation matrix developed and used to provide a structured framework and 


guidance for the evaluation team throughout all stages of the evaluation process. It identifies the five 


evaluation questions and specifies the methods, tools, and data sources used to answer each evaluation 


question. 


2.2. SOURCES AND ANALYSIS OF INFORMATION  


The results of the Activity progress towards achieving the intended outcome and output indicators were 


collected from secondary sources. The main source for the data was the Activity database, Federal 


Ministry of Health (FMOH) reports, and the data generated from FMOH health and health related 


indicators document, which is published annually. The team also reviewed recent surveys and studies, 


including the Service Provision Assessment (SPA) and the Service Availability and Readiness Assessment 


(SARA) to explore how well the health facilities are staffed with the necessary human resources. The 


team verified routine data sources during field visits using information collected from regions and 
training facilities. [AT2] 


Document Review 


Documents collected and reviewed included: (a) all relevant GoE, USAID/Ethiopia, and SHRH Activity 


documents, including background documents; (b) the health sector transformation plan; (c) the HRH 


strategic plan; (d) the Activity MEL Plan; (e) annual plans; (f) annual reports; (g) research papers 


produced by the Activity; and (h) other relevant HRH studies produced. Best practices documents from 


training institutions (TIs) and regional health bureaus (RHBs) as well as progress reports were also 


collected at regional levels. The secondary document review was national in scope and was triangulated 


with secondary data from the sampled regions. The team also accessed and reviewed the different HRM 
tools developed and used in the regions. A list of all the relevant documents appears in Annex 4.  


Key Informant Interviews 


The evaluation team developed and used detailed KII guides covering the specific evaluation questions 


for the federal and regional levels as well as training institutions (TIs) supported by the Activity. These 


included specific questions for the federal, regional, zonal, and woreda health workforce managers; 


university and regional health science college (RHSC) managers; and development and implementing 


partners (see Annex 5 for a list of key informants). Information from KIIs was used to complement 


quantitative findings, and to draw lessons on the successes and weaknesses of Activity implementation. 


The interviews were also used to identify the main achievements of the Activity, lessons learned and 


best practices, challenges, and recommendations for similar activities in the future. The KII guides are 
attached in Annex 6. 


Focus Group Discussions 


FGDs were conducted in the sampled TIs with trainers/instructors, trainees/students, and alumni of the 


three major professions (HEWs, midwives, and anesthetists) to identify progress, gaps, and challenges 


for both the short term and the long term as well as perceptions about the performance of the Activity 


in improving the quality and readiness of health workers (HWs) to provide responsive services. An FGD 
guide appears in Annex 7.  


Physical Observations 


The evaluation team undertook direct observations of clinical practice sites, skills labs, and IST centers 


in heath science colleges and universities. The observation guide shown in Annex 8 structured the 
process.  
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2.3 ANALYSIS METHODS 


The performance evaluation used contribution analysis to compile the evaluation findings and 


conclusions. The analysis built the evidence on the contributions made by the SHRH Activity while 


highlighting the importance of other influences on the outcomes. The team used two approaches to 


analyze data during the evaluation: (i) undertook different types of quantitative analysis (trend, 


percentages, and shares) on secondary data obtained from the Activity, FMOH database, and other 


document reviews; and (ii) used thematic analysis for qualitative data generated from KIIs, FGDs, and 


observations. The analysis and write-up of the findings, conclusions, and recommendations was 


organized around the evaluation questions and result areas. Data analysis tried to disaggregate the 


information by sex, region[AT3], and other relevant variables to increase the validity of the 


recommendations.[AT4] 


2.4. SAMPLING  


The SOW clearly specified that the team should sample at least two agrarian regions, one pastoral 


region, and one urban region. The team used a purposive sampling technique with the aim to include 


regions and institutions considered by the implementing partner as having demonstrated best practices 


and weak performance. The evaluation team used the Activity performance ranking of regions, 


universities, and RHSCs (as low or high performers) made by JHPIEGO for its sampling. The Activity 


also ranked regional TIs as high and low performing, which was used as a sampling frame.  


From this sampling frame, South Nations, Nationalities, and Peoples (SNNP), Oromia, and Amhara 


regions were selected to represent the agrarian regions, while Addis Ababa was selected to represent 


the urban context, and Afar to represent the pastoralist context. The justification for the selection of 


these regions is presented in Annex 9.  


Except in Oromia, the evaluation team selected one strong and one weak TI per region based on the 


rankings of JHPIEGO. In Oromia, only Jimma University was visited due to time constraints. The 


sampling was carried out with the goal of reducing travel time from one site to another. The sampled 
TIs visited are presented in Figure 3. 


Figure 3: Training Institutions Visited 


 


2.5. TEAM COMPOSITION AND ORGANIZATION  


The team had five consultants and one member from the staff of the Ethiopia Performance Monitoring 


and Evaluation Service (EPMES) Activity. This team was divided into two sub-teams with three 


individuals per team. Within each team, one person was tasked with undertaking the interview, another 


team member was tasked to take notes, and the third member assisted in both interviewing and note 


taking. Sub-team 1 travelled to Afar and SNNP and Sub-team 2 travelled to Amhara and Oromia and 
conducted interviews in Addis Ababa. 
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•Debre Tabor & 
Bashir HSCs 


Oromia 


• Jimma 
University 
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2.6. LIMITATIONS 


Four main limitations to the evaluation were identified as follows: 


1. The Activity program description did not have a full-fledged logical framework and its results 


framework lacked a detailed description of the risks and assumptions. However, the Activity did 


have a MEL Plan with associated targets for indicators. The team used these MEL targets for 


evaluating the Activity performance. 


2. The available time constraint required the team to purposively sample regions (rather than visit all 


the regions in the country) that would represent regions in which the Activity was implemented. 


Thus, this might have impacted e results reported here may differ in the regions that were not 


evaluatedimpact the rigorousness of the . findings. However, to mitigate this limitation, the 


evaluation team designed the selection criteria to ensure comparability of the selected regions and 


institutions with those that were not selected.  


3. A quantitative survey was not required in this evaluation, therefore, the findings reported are largely 


qualitative descriptions of the Activity results. The quantitative data used in this evaluation comes 


from secondary sources and was analyzed descriptively. [AT5][AT6] 


4. Qualitative data collection is by nature a subjective form of data collection, and therefore, the 


results are based on the opinions of the persons interviewed, which may not accurately reflect the 
views of other people involved with the Activity, but that were not part of the evaluation.  


3. FINDINGS ON THE ACTIVITY EFFECTIVENESS 


Evaluation Question 1: In what ways did the SHRH Activity contribute to improving HRH in Ethiopia? 


(Effectiveness); In what ways did the SHRH Activity contribute to strengthening the regulatory environment? 


3.1 HUMAN RESOURCE MANAGEMENT (ACTIVITY INTERMEDIATE RESULT 


[IR] 1) 


The Activity aimed to improve HRM through strengthening of the 


Directorate of HRM and RHBs by developing staff requirement plans, 


filling HRM positions (100 percent), undertaking 15 capacity 


assessments, providing training on HRM and establishing HRH forums 


(12). Table 2 presents the Activity’s performance against the targets 


as detailed in the MEL Plan. Of the five MEL indicators, three were 


achieved. Targets for development of staff requirement plan and 


filling HRM posts were not ment. According to the secondary data 


obtained, which was subsequently verified by the evaluation team, the 


Activity delivered effectively on capacity building of HWs, having 


achieved 106 percent of the target in this area. The establishment of 12 HRH fora at the regional and 


federal levels contributed to realizing the set MEL target through improved involvement and ownership 


of the HRH agenda by stakeholders and strengthening the leadership capacity of RHBs and FMOH. The 


evidence gathered during field visits shows variations in the performance of the fora across the regions 


visited, particularly in terms of commitment to meeting schedules and internal communication among 


stakeholders. Regarding HRM positions, the Activity achieved 53 percent of the target. Moreover, the 


information gathered from verified secondary documents, which were obtained from the implementing 


partners, indicated that 44 percent of HRM positions were yet to be filled nationwide. 


  


“The number of personnel -


related issues and complaints 


being brought to RHB has 


significantly diminished as they 


are mostly being addressed at 
hospitals and zonal levels.”  


RHBs, Oromia Region 
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Table 2: Achievement of HRM MEL Targets 


MEL Indicators Baseline Target Achieved % 


% organizations with staff 


requirement plans 


77% 100% NA NA 


% HRM post filled with qualified 


staff1  


0% FMOH, 100% RHBs, 


58% ZHD; 15% WorHOs 


100% 53%[AT7] 53% 


No. of HRM capacity assessments 


conducted  


0 15 15 100% 


No. of HWs that successfully 


completed IST in HRM 


0 2,560 2,717 106% 


No. of functional HRH forums 0 12 12 100% 
 


There was clear evidence from FGDs that the Activity contributed to improving awareness and 


understanding of the importance of HRM as a profession within the health sector, especially at the 


federal and regional levels. This opinion was consistent in all regions visited, although the level of 


commitment for translating understanding to action varied when examined in terms of budget allocation 


for HRM unit operations. There was also increased commitment of regional governments for creating 


decentralized HRM units and approving increased numbers of HRM positions. Analysis of information 


gathered across regions visited depicted better utilization of manpower due to decentralized HRM units; 


health professionals now have better access to personnel related services within the health facilities, 
woredas, and zones, thereby allowing more time and energy at their duty posts.  


Table 3: Ratio of HRM Positions to Health Workers by Region 


Table 3: Ratio of HRM Positions to Health Workers by Region 


Due to variations in the establishment of HRM positions and structures among regions, the ratio of 


approved HRM positions to HWs also varied (see Table 3). The HRM personnel in the Tigray region are 


                                                


1 The target and achievements provided in the MEL document to the evaluation team did not disaggregate data as 


was the case in the baseline. 


Region # of Health Workers 


(2017) 


Approved HRM 


positions 


Ratio 


Addis Ababa 16,778 700 1:24 


Afar 5,244 158 1:33 


Amhara 43,397** 1,593 1:27 


Beneshangul 


Gumuz/Gum 


3,327 215 1:15 


Dire Dawa/Dawa 1,693 20 1:85 


Gambela 2,826 158 1:18 


Harari 1,242 43 1:29 


FMOH 5,937 135 1:45 


Oromia 48,782 2,675 1:18 


SNNP 33,347 1,528 1:22 


Somali 6,414 414 1:15 


Tigray 14,372 99 1:145 


**The Amhara figure was obtained directly from RHB because FMOH data on Amhara is not consistent. 
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dealing with the highest number of HWs (ratio of HRM to HWs 1:145)., more than the national average 


of 1:24 In addition, approval for new positions in Amhara has yet to be finalized, as the document has 
been presented to the cabinet for consent.  


Despite creating new HRM positions, regions have difficulty filling them. This was consistent across all 


the regions visited and was confirmed during FGDs with FMOH Humanitarian Requirements Document 


(HRD) personnel. The major explanations reason for this was that there is limited availability of qualified 


candidates in the labor market and the remuneration package is not sufficient to attract candidates. 


Overall, about 43 percent of the positions across the regions and FMOH had not been filled at the time 


of the evaluation. For instance, only 20 percent [AT8]of the HRM positions created in Amhara had been 


filled, whereas Oromia, where the most HRM positions (2,675) were created and where better payment 


was offered, had filled 58 percent with qualified candidates, 600 of whom were degree holders (see 


Table 4).  


According to data gathered from FGDs in the regions visited, better awareness of HRM functions within 


the health system was reported, evidenced by the larger proportion of sites (Hospitals, RHBs, FMOH) 


having budgetary allocations in place for HRM operations (beyond salaries for personnel). For instance, 


data obtained from the Bureau of Finance and Economic Development (BOFED) Amhara showed that 


15 percent of the budget was allocated to the health sector and a larger portion was spent on HRM. In 


all the regions visited by the evaluation team, Ffindings of this evaluation revealed that the commitment 


of the government to staff HRM positions varied by region. The number of new HRM positions 


approved and filled since the Activity support began was 2365 and 1308 respectively in Oromia which 


was the highest among regions to the lowest of 125 and 116 in FMOH respectively (see Table 4). 


Looking at the federal and all regions visited by the evaluation team, a total of 5623 new positions were 
approved and 3675 (65 percent) positions were filled.  


Table 4: Total Number of Human Resource Management Positions in the Sample Regions Combined: Health Centers, 


Hospitals, Woredas, Zonal, RHB) 


Regions Baseline (Human 


Resources [HR] Positions) 


 


Status (HRM positions) Difference between 


baseline and current HRM 


positions 


No. 


Approved 


No. 


Occupied 


% No. 


Approved 


No. 


Occupied 


% No. Approved Occupied 


FMOH 10 9 90% 135 125 93% 125 116 


Oromia  310 239 77% 2,675 1,547 58% 2365 1308 


SNNP 631 386 61% 1528 887 58% 897 501 


Amhara  199 14 7% 1,593** 1,281 80% 1394 1267 


Addis 


Ababa 


9 5 56% 700 359 51% 691 354 


Afar 7 5 71% 158 134 84% 151 129 


The numbers in Table 4 exclude the newly created positions that are yet to be approved by the regional 


cabinets. Figure 4 below shows variation between HRM positions that have been approved against those 


“The Activity helped a lot to make HRM a focus area and bring about improvements , which 


would have been impossible without it .” 


Director, Amhara Region 
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that are currently filled (occupied) at FMOH, RHB, Zonal and Sub-city, whereas Figure 5 shows HRM 
positions in hospitals and& health centers by regions, due mainly to shortage of budget to fully employ.2  


Figure 4: HRM Positions in FMOH, RHBs, Zonal and& Sub-city (All Regions) 


 


Figure 5: HRM Positions in Hospitals and& Health Centers (All Regions) 


   


According to evidence obtained during FGDs with the FMOH HRD team, the Activity interventions 


have helped to inform the government on the importance of a strong and functional HRM system and 


have also changed government attitudes about the critical need of competent and qualified HRM 


professionals at different levels. Similarly, across the regions visited, there were clear indications of 


improved recognition for HR managers. For instance, in Oromia, HRM positions have now been 


                                                


2 The rationale for presenting information separately is because the SHRH Activity initially excluded Hospitals & 


Health Centers from its support. 
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included in the category of technical roles. As a result, benefits such as duty allowance have been 
extended to HR managers; which will motivate HRH managers to fill positions. 


Regarding performance management and staff motivation, the Activity built the capacity of 2717 HRM 


personnel on the effective administration/application of the balanced scorecard – a system which the 


Ethiopian government uses to manage the performance of its initiatives. Some of the HR managers 


interviewed perceived the training and supportive supervision provided by the Activity to have 


contributed immensely to improving their performance. Evidence gathered during FGDs with HRM 


teams in the regions showeds that capacity building component of the played a critical role in creating 


new directives and strategies for organizational HR planning, procedures, and practices including a guide 


for exit interviews when employees leave their positions, new hire orientation guides, and operations 


manuals. This intervention was being implemented in all the regions visited and has contributed to 
improved efficiency and effectiveness in overall HRM operational activities.  


The establishment of the HRH forum is perceived, by key informants, as another significant intervention 


of the Activity because it created a platform for collaboration and greater partnership in the health 


sector across HRH issues. Some evaluation participants believe the forum was a good initiative as a 


strategic approach to addressing the HRH agenda. However, the level at which the fora function varied 


across the regions visited, in terms of following up on strategic issues. Although some regions such as 


Oromia are making the most of this platform to address HRH issues and other health sector challenges, 


in other regions, the forum has no significant influence on government decisions. Most participants 


attribute the ability to influence to the composition of the forum membership. The fora have also served 


as the platform for presenting HRH issues and improving collaboration between RHBs and TIs. In some 


regions, such partnerships have yielded better working relationships between two pillars of the health 


sector (i.e. service providers [hospitals] and TIs). The fora have been helpful in improving engagement 


among other government agencies such as education bureaus and civil service commissions. Some of the 


results include HRM decentralization to zonal and woreda levels, integration of services and training, and 


collaboration to address internal migration of staff (professionals). Overall, the regulatory of fora 


meetings has been mixed with most regions visits not achieving their meeting frequency targets (Table 
5). 


Table 5: HRH Forum Meetings 


Despite its achievements, the fora 


were perceived by some key 


informants as non-inclusive of some 


key government agencies such as, the 


Civil Service Bureau, and weak in 


terms of influencing policies in some 


regions. Although its membership 


includes key relevant government 


agencies, its operations in engaging those agencies have been passive, causing dissatisfaction and loss of 


confidence in the forum. Some key informants interviewed also expressed the 


capability of the forum to influence policy issues is limited. Moreover, its focus was 


perceived to be more on technical areas rather than on policy and strategic areas, 


which could be addressed without such a platform. The FMOH HRD Directorate, 


for instance, clearly stated that there is a need to ensure the forum has key decision 


makers outside the FMOH, and TIs to ensure it drives policy and strategic agendas. 


In this regard, Oromia Region is making the best out of this forum to address HRH 
issues and other health sector challenges. 


Region Frequency of 


Meetings 


Number of Meetings 


Held in the Last Year 


Afar Bi-annually 1 


Amhara Bi-annually 2 


FMOH Quarterly 3 


Oromia Quarterly 4 


SNNP Bi-annually 1 


“We have not received 


any communication 


regarding the HRH forum 
in over three years.”  


City Civil Service 
Bureau, Addis Ababa 
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Conclusions 


The Activity’s contribution in improving retention and motivation was very minimal because the 


government, through its public service agenda, drives job grading and sets national levels of payment. 


Moreover, the Activity emphasized public sector approaches to staff performance recognition, which, 


according to 71 percent of the KII respondents, is outdated and needs to be reviewed. Although no 


innovative approaches were deployed by the Activity to address the motivation of HWs, an exception 


was found in the Oromia region, where the leadership made concerted efforts to address such issues. 


The Activity was credited for providing technical support for those efforts. The process led to the 


identification of real factors that enhance staff motivation and improve retention rates, which have been 


sent to the cabinet for approval and could soon be implemented across the region. Implementing this 


motivation and retention scheme is estimated to increase the annual budgetary commitment to 300 
million Ethiopian birr (ETB) (USD 10.8 million), and the RHB has already made provisions for it. 


3.2. INCREASED AVAILABILITY OF HUMAN RESOURCES (ACTIVITY IR 2) 


This result area of the SHRH Activity aims to increase availability of midwives, anesthetists, HEWs, and 


other essential HWs to support the GoE’s priority of increasing the availability of mid-level HWs in the 


country. The Activity was initiated in an environment in which government-led expansion of higher TIs 
was already booming, both in terms of infrastructure and enrollment, as demonstrated by  


(i) Tthe number of public institutions of higher education grew from eight to 36;  


(ii) Aa rapid expansion of private institutions of higher education; where in 2012/13 the number 


of private medical and health science colleges reached 45 from about 26 in 2000; and  


(iii) Tthe expansion of medical and health science TIs also increased, with the number of midwife 


TIs increasing from five in 2000 to 46 in 2012.  


This expansion of higher education institutions created the space that allowed for a rapid increase in 


enrollment in both undergraduate and postgraduate programs. 


Overall, the MEL targets set by the Activity under HRH production are on course to be achieved: eight 


of the 11 indicators have achieved at least 75 percent of their targets. The Activity managed to surpass 


targets on four indicators, achieved more than 80 percent on 3, and reached between 65 and 76 percent 


on another three. However, the rate of HW certification and training, especially of anesthetists, falls 


short of the population ratio targets outlined in the MEL Plan (see Table 6 and refer to subsequent 
paragraphs for details). 


Table 6: Performance of the SHRH Activity in Increasing Availability of Targeted HWs 


Indicators  Baseline Plan Achievement 


Ratio of midwives to population  0.56 1.99 1.48 (74%) 


Number of new midwives graduated  4,709 14,419 12,633 (88%) 


Ratio of anesthetists to population  0.03 0.17 0.07 (41%) 


Number of anesthetists graduated from PSE institutions  252 1,415 1070 (76%) 


Number of health care workers who successfully completed in-service 


training (IST)  


0 3,875 4,136 (107%) 


Percentage of HEWs who advanced to higher level  5% 54% 44% (81%) 


Number of new HEWs who graduated from a pre‐service TI  0 8,230 10,532 (128%) 


Number of curricula developed/updated  0 22 40 (182%) 


Number of new health care workers who graduated from a pre‐service 


TI  


0 38,891 37,159 (96%) 


Number of health care workers who completed a postgraduate program  0 90 62 (69%) 


Number of new health care workers who graduated from a pre‐service 


TI  


0 1,238 1403 (113%) 
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A major area of focus for the Activity was strengthening the availability of mid-level health workforce in 


the Ethiopian health system. By strengthening the infrastructure and capacity of 52 public higher TIs, the 


SHRH Activity contributed to the government’s ability to meet the targets set for increasing the 


availability of midwifes, HEWs, anesthetists, and other essential HWs. Furthermore, curriculum 


development surpassed the target (182 percent) because the Activity was responsive to the 


government’s emerging requests and demand for new and revised curricula. The Activity is considered 
as a center of excellence in the Ethiopian context for curriculum development. 


The major role the Activity played in contributing to the increased availability of HWs has been through: 


(i) increasing students’ interest in enrolling in a midwifery program through different forms of advocacy 


and promotional activities; (ii) provision of special support to TIs (public universities and RHSCs) as a 


part of expanding the training of anesthetists; and (iii) support to open new pre-service training 


programs of emergency medical technicians and paramedics, biomedical technology, and HRM/health 


economics postgraduate training. In this regard, the SHRH Activity supported the pre-service education 


TIs to conduct a capacity assessment, to expand anesthesia training and with the provision of materials 


to select TIs to establish anesthesia skills labs. For example, the TIs and health sciences colleges (HSCs) 


sampled stated that the Activity played a major role in establishing skills and built the capacity of faculty 


members and lab assistants through provision of a technical training and mentorship program. The 


Activity also supported faster implementation of different training programs by providing support for the 


development of curriculum reviews (see Table 7). 


Table 7: Curricula Developed/Updated with SHRH Activity Support for the Three Types of essential HWs, 2018 


The Activity also supported the training of essential HWs 


across the country. To this end, 1,403 (113 percent of 


the target) essential HWs (emergency medical 


technician (EMTs), biomedical technicians, and nursing 


specialty)3 graduated from the supported 


pre-service education institutions. Similarly, 


the Activity supported postgraduate 


training of 62 HRM/health economics 


professionals in Gondar University, Jimma 


University, Addis Ababa University and 


Addis Continental Institute of Public 


Health, which achieved 69 percent of the 
planned target  


In general, the SHRH Activity supported 52 


TIs to increase their capacity to train HWs 


                                                


3 The evaluation team was not able to collect disaggregated training data for these three professional categories.  


Curricula Developed/Updated Number 


Midwifery Curricula 


Level IV  1 


Bachelor of Science (BSc)  1 


BSc upgrading of midwives 1 


National harmonized modular BSc 1 


Master of Science (MSc) and 


doctor of philosophy (PhD) 


2 


Anesthesia Curricula 


Level V 1 


BSc (generic, post-basic) 2 


MSc 1 


HEW Curricula 


HEW III and IV 2 


Urban HEW level III & Level IV 2 


Total 14 


Box 1: Collaboration Learning and Adapting 


(CLA) opportunity to increase production of 
essential health workers 


 
Ethiopian universities typically offer little postgraduate 


distance learning but with the help of the Open 
University which worked with four universities to launch 


a postgraduate HRM and health economics training 
program, new opportunities have been created. With 


technical support and mentoring by Open University 
faculty members, Ethiopian academics and practitioners 


created the content by drawing on the Open 
University’s existing distance learning materials. 


Subsequently, having received training in how to write 
blended learning materials, the Ethiopian faculty applied 


their new skills to author drafts of modules that are part 
of both programs. Bringing subject matter experts from 


the Open University to co-teach the HRM and health 
economics courses created knowledge and skill transfer 
opportunities for Ethiopian academics on quality blended 


learning practices. 
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through skills lab development, faculty development (benefiting more than 90 TIs both private and public 


TIs), developing and distributing teaching materials, curriculum development (40 curricula developed for 


different HRH types including those shown in Table 7 – achieving 182 percent [AT9]of the target) and 


supporting clinical training by donating 20 buses for select TIs to transport students to clinical training 


sites). 


A total of 50 IST centers in different regional states were established by the GoE with the support of the 


Activity that allowed 4136 HWs to participate in different kinds of IST – achieving 107 percent of their 


target. An IST is an in-service training center established by the support of the Activity to shift hotel 


based in service training into institutionalized training health science colleges. The curriculum is 


developed mainly by the FMOH. The Activity supported IST centers by donating the basic required 


materials such as furniture, air conditioners, and other important materials. Additionally, technical 


support was provided to develop different IST curricula (e.g. basic emergency obstetric and newborn 


care training curricula). The Activity has also provided technical support to the FMOH to review and 


standardize the different IST training packages, including Nursing Care Standards, National 


Comprehensive HIV Care Training for Pharmacy Professionals, Oxygen Therapy in Children and Adults, 


and many more. It is important to note that the feedback from KIIs at all levels shows that the 


contribution of the government and other partners (i.e. Columbia University’s ICAP and I-TECH) was 


significant during the establishment process of the IST centers. These contributions were mostly related 


to capacity building through material support such as provision of additional furniture, computers, video 
conference equipment, LCD/projectors etc. 


The existence of IST centers is an important first step. However, the standardization and 


institutionalization of IST is not yet well in place. The IST centers training quality remains nascent due to 


inadequate infrastructure (quality training facility, hostels, and good food) and low motivation of trainers. 


For example, among those training centers visited by the evaluation team, only Menelik HSC and 


Hawassa University have full time staff managing the ISTs. The remaining are being managed by people 


with other responsibilities; moreover, the IST is recognized as one of several formal management 


structures only in these two TIs. In other institutions, the task of IST coordination is allocated to staff 


and combined with other primary responsibilities. Given that these IST centers have limited 


infrastructure of their own, they still depend on hotels and external venues, which limits their 


effectiveness. The exceptions are reported to be Hawassa and Oromia, however, Jimma University and 


Harar RHSC are in the process of building their own centers. Currently, the savings from ISTs are 


limited to conference hall rentals and cost of refreshments and supplies, whereas the quality of training 


is compromised due to lack of infrastructure and weak motivation and commitment by the top 
management of the different Tis. 


The total health workforce density in the country increased substantially over the past five years as 
indicated in Figure 6.  
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Figure 6: Health Workforce Density in 2012/13 and 2017 in Ethiopia4 


 


Despite the numbers reported in Figure 6, the number of health professionals reported by the Activity 


contradicts the official FMOH data, as reported in the recent national health indicator (2017) report. 


For example, the number of midwives in the FMOH report is almost half (7275) of the number reported 


by the Activity (14419), which gives a density of 


0.8/10000 population (by far lower than 1.48/10,000 


population indicated in the Activity report). As all key 


informants agreed, such discrepancies are a result of 


the lack of a functional HRIS, both at RHBs and 


FMOH, which creates challenges around getting 


reliable HRIS data. As a result, the evaluation team 


relied on the Activity report and the evaluation team 


was unable to verify the figures reported by the 


Activity with the FMOH HRIS data. Nevertheless, 


despite the progress and efforts made by the 


government, the health professionals to population 


ratio is still behind the World Health Organization (WHO) benchmark of 2.3 per 1000 population for 


Sub-Saharan countries. However, some regions in Ethiopia meet or surpass the WHO benchmark, 


namely Benishangul Gumuz, Gambela, Hariri, Addis Ababa, and Dire Dawa (Figure 7). 


                                                


4 The evaluation team used WHO indicator when showing workers per population. We used per 10,000 for 


specific cadre and per 1000 for overall HR density. In keeping with the indicator stated in the MEL Plan of the 


Activity, the team used the same denominator to examine the extent of change.  
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“As FMOH we really feel outraged regarding 


human resource data. Honestly speaking, at 


present we don’t have reliable health 


workforce data which is a disaster for 


FMOH” 


HRM and HRD Directorates, 
FMOH, Addis Ababa 
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Figure 7: Health Professionals per 1000 Population (2013-2016) 


. 


Stakeholders interviewed in all regions confirmed that there is an acute shortage of pharmacists and 


laboratory technitians/technologists nationwide. For example, in Oromia, 25 percent of health centers 


are functioning without these professionals. To address this shortage, some regions, like Oromia, 


designed a strategy to fast track the training and certification of these cadre to resolve the current 


scarcity. Within a year, the region was able to revise their curriculum, agree with the TI to cover the 


cost of the training and since April 2018, they have just enrolled close to 800 students for each of the 
two professional categories. 


In this regard, the commitment of the Oromia regional health bureau and existence of strong HRM was 


the major driver of this action to prioritize training of pharmacists and laboratory technicians. Region 


specific shortages of HWs were also observed in other areas during this evaluation. There is, for 
example, an acute shortage of environmental HWs in Afar.  


There is an acute shortage of anesthetists in all regions, where according to key informants in this 


evaluation, shortages are largely due to inadequate capacity of TIs, unsatisfactory anesthetist training 


expansion and inadequate enrollment of students. Moreover, programs designed to increase the 


availability of anesthetists, such as a Level V training, have made little contribution because of the lack of 


demand from students, resulting in inadequate enrollment levels. For example, Hossana Health Science 


College already closed its program, in less than three years, due to inadequate enrollment. As a result of 


lack of demand from students for Level V training, there was slow expansion of anesthesia programs in 


regional health science colleges and public universities. The Activity target did not adequately consider 


the annual number of anesthetists graduating from the existing TIs, the anticipated pace and expansion 


of the anesthesia training program in the country and the extent of annual population growth. These 


factors contributed to the low performance on the anesthetist to population target (achieved only 41 
percent of the target). 


The HRH Strategic Plan of the government focuses on rapid increase of health professionals being 


trained, sometimes referred to as the “flooding” strategy. However, while the government has expanded 


the number of higher TIs, their infrastructure, teaching materials and faculty have not grown equally to 


take on the increased number of enrollees. Therefore, the increase in the number of enrolled student 


into health and medical science schools created a mismatch between student ratio and available 
resources, which is critically affecting the quality of training as evidenced by different key informants. 
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Conclusions 


While increasing the availability of the health workforce was one big element (result area) of the SHRH 


Activity, it was difficult to determine its direct contributions to increasing availability of targeted health 


cadres as stipulated in MEL Plan. The difficulty was largely because the government has invested heavily 


in the expansion of these higher TIs in the country and is making decisions on the number of enrollees 


into health and medical science programs. The visible contribution of the Activity was observed in the 


interest creation among enrollees and increasing the speed of initiating new programs through 


curriculum revision/development and support.  


3.3. IMPROVING QUALITY OF EDUCATION (ACTIVITY IR3) 


The Activity’s program design and MEL Plan identified pre-service and in-service training quality as an 


essential element to supporting the GoE HRH strategic plan. Initially, the Activity’s priority was to 


‘implement innovative strategies to improve the quality of health education for all cadres, with a focus 


on midwifery training,’ however, as the Activity moved into the implementation phase, the focus was 
expanded to involve addressing the needs of other cadres including anesthetists, nurses, and doctors.  


Table 8 summarizes the performance of the Activity against targets in improving the quality of education. 


The Activity, as shown in the table, has been able to meet or exceed MEL targets in this area. There 


were three key factors that led to high (and over) achievement in this area. First, there were frequent 


demands and request from the TIs and government for support to develop and review curricula, policies 


and regulations. Second, there was a high level of acceptance and support for the Health Science 


Education Centers (HSEDC). Finally, the TIs and government commitment to shift hotel-based to 
institution-based IST enabled high numbers of cadre to be trained.  


Table 8: Performance against MEL Targets 


  Baseline Target Achieved % 


Number of policies, regulations reviewed and/or developed 0 7 30 429% 


Number of TIs with internal quality improvement 3 50 50 100% 


Ratio of academic staff/students  1:24 1:20 1:14 142% 


Number of curricula developed/reviewed 0 22 40 182% 


Number of Health workers that completed an IST in Standards-


Based Management and Recognition (SBM-R) course 


0 5,904 8,806 149% 


Number of IST centers established 0 35 50 143% 


Number of HSEDC established 3 47 47 100% 
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With Activity support, several universities began to make the shift from conventional curriculum to 


competency-based curriculum. Debre Tabor University has already implemented this new curriculum 


(see Box 2) while Jimma University is planning to make this shift during the next enrolment cycle. The 


FMOH and Ministry of Education (MOE) have also 


adopted a competency-based curriculum to be 
implemented at the TI when the TIs are ready. 


One of the interventions supported by the SHRH 


Activity is the establishment of 47 Health Science 


Education Development Centers (HSEDCs) at health 


science colleges. These HSEDCs aim at supporting 


faculty development, quality improvement in teaching 


and learning as well as revision of curricula. The 


Activity supported the TIs by focusing capacity 


building activities on to improve  improving both the 


technical 


and 


managerial 


skills of 


the 


Centers’ 


faculty. 


More than 


8800 


faculty 


members 


in these 


colleges 


were 


trained 


through Activity support, according to the data 


generated from Activity reports. KII faculty member 


respondents noted that the HSEDC training was 


particularly useful to help faculty gain more 


knowledge in the areas of effective teaching skills, 


gender-sensitive pedagogy, skills-lab teaching, and 


preceptor teaching at clinical facilities.  


Moreover, about 40 curricula were revised and 


internal quality improvement programs were 


established in 50 Tis.The Activity supported the 


revision of forty curricula (Activity target was 22) 


and met the target for establishing internal quality 


improvement programs (50). KIIs at the FMOH and TIs reported that the Activity had become the 


major center for curriculum development and revision.  


The Activity supported the national accreditation and quality improvement mechanisms of the Higher 


Education Relevance and Quality Assurance Agency (HERQA). HERQA is the federal government 


agency with a mandate to support and regulate quality and continuous improvement of education at 


higher institutions of learning. HERQA processes reinforced the internal quality assurance process of 


TIs.  


In addition to the training curricula, quarterly coaching and mentoring visits were provided by the 


Activity to strengthen the technical and managerial skills of the HSEDCs. The Activity also supported 


“The health science colleges are 


more orderly and advanced in 


moving towards better quality than 


other colleges, as a direct result, of 


the Activity support, such as support 


on education development centers 


(EDCs), Skills Lab, starting licensure, 


and faculty development.” 


FMOE and HERQA, Addis 
Ababa  


Box 2: Debre Tabor University: a center of 


excellence for pre-service education 


The evaluation team identified Debre-Tabor University as 


a center of excellence:  


 It has shifted from conventional curricula to 


competency-based/problem-solving curricula (In 


international pedagogical practice, this is considered a 


superior pedagogy compared to conventional curricula 


being used in other universities in the country). 


 It has integrated the three basic areas of healthcare 


training (biomedical, clinical, and community) from the 


first year of training to the final year of training, 


ensuring that students have access to clinical training 


and community training, from year one.  


 It has institutionalized EDCs in all colleges of the 


University, learning from the experience of the HSC. 


 It invests heavily in the hospital, where its students are 


being trained, including investments in infrastructure 


development, to ensure that facilities are available for 


quality training students. The bed to student ratio of 


clinical training is reported to be on average (one bed 


to six students). 


 The University leadership is highly committed to 


learning and teaching and demonstrates this 


commitment both financially and in strategic thinking. It 


invests heavily on equipment for its highly developed 


skills-labs, (about seven million ETB /$252,000 invested 


to purchase equipment). 


 


The major drivers of the success in the university are the 


commitment and ownership of the curriculum by both the 


university and hospital; the commitment of the university 


leadership to invest its own resources as well as the 


advocacy; and the technical support provided by the 


Activity. There is also adherence to and respect for the 


memorandum of understanding (MOU) by the University 


and the hospital.  
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the Federal Ministry of Education (FMOE) Supervision Directorate, to encourage increased supervisory 
visits to the HSEDCs with an established HSEDC supervision check-list.  


The FMOE is also planning on developing health science technical standards, to be applied across all 


categories of colleges. This plan is in its infancy and the Activity has not yet been invited by the Ministry 
to contribute substantially to the process.  


Activity resources have been utilized to improve and expand facilities for clinical training of students as 


evidenced by the observations of the evaluation team. For example, equipment in skills-labs5 that help 


prepare students for clinical practice were provided by the Activity in areas of midwifery, anesthesia and 


nursing. The Activity also supported TIs to develop MOUs with clinical facilities, which strengthened the 


commitment of these clinical facilities to provide clinical training sites for the students.  


Information technology (IT) was provided to training sites by the Activity. The computers and other 


equipment contributed to improved quality of training in HSCs. This was noted in KIIs especially with 
the FMOE and HERQA officials. 


The Activity supported the FMOH to adapt international courses to the Ethiopian context. Newly 


developed training manuals included for example, Critical Incidents and Basic Life Support, Nursing Care 


Standards and Pharmaceutical Distribution Management. The Activity supported the development of a 


licensure examination for health professionals as a tool to ensure the quality of the HWs that are being 
newly deployed.  


The evaluation team found that the Activity supported the development of national continuing 


professional development (CPD) schemes for different categories of HWs. While CPD is not yet 


mandatory, the CPD guideline is in place to prepare the health sector for future compulsory CPD 


requirements. The CPD implementation strategy, including the cost and the mechanisms of financing at 


the federal, regional, zonal, and woreda levels are yet to be defined and instituted. The Activity has also 


supported the transition of the national CPD Accreditation Committee from the Food, Medicine, and 
Healthcare Administration and Control Authority (FMHACA) to the FMOH.  


While the Activity surpassed all of the MEL targets for improving the quality of training, there were 
some challenges faced that were reported through the KIIs and FGDs. These included: 


 Rresistance from the conventionally-trained trainers (as evidenced initially even at Debre Tabor) 


to new methods of teaching. 


 Ddouble-standards in regulations (see section below on regulations). 


 Iincreased enrollments in TIs having a negative impact on the quality of training due to a 


mismatch between infrastructure constraints and other inputs versus the number of trainees. 


 Tthe Fixed Obligation Grant (FOG) system supports all TIs irrespective of their curriculum, 


providing little incentive for the TIs to move towards competency-based training.  


 Tthere were too many TIs to support to the desired level of quality and quality gains across the 


institutions were mixed. 


 Hhigh turnover of staff and the long lead-time necessary to build young faculty member 


expertise made the pace of teaching quality change slow. 


 Iinadequate availability of preceptors by many TIs.  


Conclusions 


The Activity met or exceeded the MEL targets in the area of improving quality of training across the 


board and their inputs were widely appreciated and valued among the HSEDCs and TIs. However, there 


                                                


5 Skills-labs are learning laboratories at TIs, where students learn basic practical skills, before they are sent for further hands-on 


practical training at health facilities. 
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were also major challenges associated with improving quality of pre-service training, not all of which 
were in the manageable interest of the Activity to control. 


Sub Evaluation Question: How effective were the approaches used to strengthen the regulatory environment 
related to HRH activities? 


FMHACA is a regulatory authority in Ethiopia established to ensure the safety and quality of health and 


health-related products, food, professionals, health facilities, and services. The approach that the Activity 


used to strengthen the regulatory environment related to HRH activities was to work through the two 


established regulatory agencies, namely HERQA and FMHACA. This approach was aimed at building on 


the existing regulatory agencies and strengthen their regulatory practices. The Activity supported 


HERQA in the training of 700 HERQA assessors and the development of 14 HERQA program standards 


that are used to monitor quality at HSCs across the country. Through technical support, the Activity 


also increased the capacity of HERQA to develop guidelines and undertake spot and audit checks on TIs. 


The Activity supported the development of licensure examinations in the health sector. For FMHACA, 


the Activity supported the development of case-based material to train staff to avoid serious malpractice 


actions, using real life experiences of malpractice cases as instruction tools. This training was seen as an 


important achievement because, previously, the use of these cases was restricted due to their 


‘confidential’ classification.  


The evaluation team’s interviews with training institutes, regulatory authorities, federal, and regional 


authorities found that weak regulation capacity remains a major challenge for improving the quality of 


TIs, advancing the professionalism of HWs and ensuring responsiveness of health providers. The 


regulatory authorities, HERQA, for higher education institutions and FMHACA, for professionals, do 


not uniformly enforce regulation standards across public and private institutions or professionals. The 


capacity of both regulatory institutions, in terms of information systems, staffing and structures at 
regional levels, is still too weak to effectively enforce regulations. 


In theory, public and private TIs can be managed under the same regulations. However, in practice, the 


enforcement of these regulations is more strictly adhered to in the private sector than in the public TIs. 


In fact, data shows that enforcement of standards of training and professional practice are often either 


ignored or given minimal attention for public sector TIs/ professionals. This disparity between private 


and public sector regulation results in ‘double standards.’ For example, Addis Continental Training 


College - a private institution, submits its reports to HERQA and receives annual visits from HERQA. 


On the other hand, public TIs claim that HERQA does not have enforcement authority over them and it 


is a ‘lion without teeth’. The proclamation that established HERQA has the same ‘double standards’ as it 


clearly enforces accreditation as mandatory for private institutions and not for public institutions. The 


reason being that HERQA’s proclamation was created during a time of private sector ‘boom’ in the 


country. There was public concern that the standards in private institutions could be compromised 


without firm regulation and the focus on regulation was there. There is also limited capacity, both in 


terms of human resource and quality of skilled personnel, at the federal level to scale up the 


enforcement of regulation to all public institutions. Furthermore, there are no HERQA branches or 


offices at the regional level to ensure regulation enforcement at the many regional TIs.  


According to proclamation 661/2009, health professionals need to be licensed and registered before 


starting practice at any health facility. Registration and licensing of professionals should be carried out at 


two levels; (i) at the federal level, for scarce professionals, like medical doctors and midwives; and (ii) at 


the regional level, for other professionals designated as non-scarce, such as nurses and health officers. 


Unfortunately, professionals are currently being deployed by FMOH to work at health facilities without 


the proper licenses. Although the proclamation clearly states that every professional must be re-licensed 


every five years, after undergoing CPD, this practice is not regulated and enforced. There are, therefore 


health professionals across the region who are providing services without a license. For example, a visit 


to one hospital in one region confirms the existence of 16 doctors operating without a license. 


FMHACA, which has the authority to regulate health professionals, does not have a comprehensive 







 


31 


Ethiopia Performance Monitoring and Evaluation Service (EPMES) 


Final Evaluation Report, Strengthening Human Resources for Health (SHRH) Activity 


information system that helps track health professionals working in both public and private facilities, 
along with their up-to-date regional and federal licensing status.  


The HRH strategy does not include regulatory staffing needs as part of the HRH development 


framework and plan, which limits the ability of regulatory institutions to build capacity at the regional 


and woreda levels. There is, for instance, no medicolegal TI in the country which is essential to develop 


competent regulators. Furthermore, the current regulatory arrangement at FMHACA is not only 


ineffective but also at a crossroads. FMHACA is planning to move towards a product regulator function, 


limiting its actions to regulating food and medicines, leaving provider and professional regulation services 


to FMOH.  


The division of tasks and responsibilities among federal and regional regulators is also ineffective. While, 


federal regulators have their own branches and offices, regional regulators maintain their own distinct 


lower-level structures and institutions that work independently across regions resulting in lack of 


transparency and consistency of effort. In some regions, the regional regulators are semi-independent 


and in others, they are within the RHBs. These challenges are well documented by FMHACA and 


currently there are plans for the Department for International Development (DFID) to design and 


support implementation for a strategy to strengthen regulatory procedures at FMHACA. The timing and 


scope of this support is not yet clearly defined.  


Conclusions 


Transforming the quality of pre-service and in-service training, as well as enhancing the professionalism 


of HWs and providers requires strengthening the two regulatory agencies (HERQA and FMHACA) in 


charge of implementing quality assurance. The Activity’s approach of working through these two 


agencies, had good intentions in terms of building on existing regulatory agencies. However, this 


approach was constrained by the limited capacity of these agencies to enforce quality regulations, 


particularly in the public sector. The double standards (where regulations were less stringently enforced 


in public institutions compared to private institutions) was a particular challenge of these regulatory 
institutions.  


3.4. RESEARCH, MONITORING, EVALUATION AND LEARNING (ACTIVITY 


IR4) 


The Activity planned to conduct 24 studies of which 22 have been carried out. Of these, eight were 


program learning (i.e. studies not published in scientific journals), and 14 were research activities (i.e. 


published or to be published in scientific journals). The studies addressed issues related to availability, 


quality, motivation/retention, and regulation/legislation of HRH. Activity reports (Jhpiego6 and Damtew 


20187) stress that development of study proposals, designs, data collection, analysis, and manuscript 
preparations were done with wide participation of all partners. 


Study topics addressed highly relevant, priority and topical issues in HRH in Ethiopia (Table 9) and 


reportedly informed subsequent development of scopes of practice (SOP) for midwives, anesthetists, 


IST centers, CPD guidelines, curricula, quality enhancing inputs (skill labs, improved practice sites, etc.) 


as well as for the development of documents such as the HRH strategic plan (FMOH 2015a) and the 
new health policy (FMOH 2015b). 


  


                                                


6 JHPIEGO nd. HRH evidence generation and utilization 
7 Damtew Woldemariam. “Strengthening Human Resources for Health in Ethiopia to Improve Health Services Delivery and 


Health Outcomes.” 2018, Addis Ababa. 
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Table 9: Topics Addressed by Technical Reports (TRs) and Research Publications (RPs) 


 Midwifery Anesthetists HEW Others* 


 TR RP TR RP TR RP TR RP 


Baseline/Background 1 - 1 - 1  3 - 


Competency 2 4 1 2 - - - - 


Motivation/Retention, Turnover - - - - - 2 1 4 


Task Analysis 1 1 1 1 1 1 1  


Total number** 4 5 3 3 2 3 5 4 


* Most categories HR but mostly medical doctors, health officers, nurses, medical laboratory professionals, and pharmacy 


professionals ** Higher than 22 because a number addressed multiple topic areas  


 


Overall, the Activity generated evidence on pre-service training, motivation/retention, quality of care 


and the state of the regulation of HRH in Ethiopia using acceptable standard methodologies. However, 


participation of other stakeholders including higher education institutions (HEIs), in the conduct of 


studies, was limited. There appear to be gaps in the selection of topics as most FMOH and RHB 


interviewees had not been involved in the selection of the priority agendas of the research; a problem 


partly attributable to high turnover of staff and absence of a formal handover process among 


government officials. Notably, ethical clearance was only obtained from Johns Hopkins and no ethical 
clearance was solicited from local institutions. 


While, participation in designing and carrying out the studies was limited, there is evidence that 


participation in program learning activities (PLAs) was greater. The evaluation team found that the 


majority (>70 percent) of participants in PLAs were from Ethiopian institutions (48 percent were from 


HEIs) and less than 20 percent were females. At the same time, participation in research publications 


seems to be dominated by the Activity staff, where 53 percent of the authors were from JHPIEGO 


(almost all Ethiopians), 43 percent were external (Netherlands etc.), and there were no authors from 


HEIs (Table 10). KII and FGD participants at all levels confirmed this saying that any research they have 


heard of was conducted by JHPIEGO staff with almost no involvement of other stakeholders except the 
use of some staff from TIs as data collectors in a few studies. As expressed by one KII from FMOH: 


“They do all the research by themselves with no involvement of staff from FMOH or the RHBs. There has been 
no attempt at skill transfer. The logo of the Ministry is put on their publication only as a token/lip service.” 


Table 10: Participation in PLAs and RPs 


Activity JHPIEGO 


External 


(Outside of 


Ethiopia) 


MOH/ 


Regions 
EMWA EAA 


HEI 


(Ethiopia) 


Other 


(Specify) 


Total 


(Female) 


PLA 
# 87 4 38 9 8 159 28*** 333 (58) 


% 26.1 1.2 11.4 2.7 2.4 47.8 8.4 100 (17.4) 


RP 
# 49 40 2 0 2 0 0 93 (31) 


% 52.7 43.0 2.2 0 2.2 0 0 100 (33.3) 
* Ethiopian Midwife Association **Ethiopian Association of Anesthetists *** 2 MSH, 1 FMHACA, 10 from Professional 


Associations (report writing), 14 unspecified 


 


Dissemination of the study outcomes were mostly limited to reports and publications with very few of 


the planned workshops held. Little effort seems to have been made to disseminate findings to targeted 
audiences such as policy makers (e.g., no policy briefs prepared). 


Capacity Building in Monitoring and Evaluation (M&E) and Research: All PLA and Rapid 


Assessments (RAs) were designed as capacity-building activities. The intention of these activities was to 


model monitoring of the availability, facility coverage, training and retention of HWs; show how to use 


data to strengthening the reporting process, to review the completeness and timeliness of routine HRIS; 


to use routine HRIS data for programmatic decision-making; and to measure the impact of specific 
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training interventions. However, very few of the activities were implemented as envisaged in the original 
document (Table 11). 


To date, only one study was undertaken as intended in the original Activity plan (Table 11, item 8). A 


second one (Table 11, item 1) was undertaken with a slightly modified heading. And still another one 


(Table 11, item 4) was undertaken by integrating gender into different assessments and studies. All the 


other studies were cancelled because they were either not feasible (items 2 and 6), covered by other 


donor supported projects (items 3 and 7), or not a priority for the government (items 5 and 9). Having 


said this, the document was envisaged as a ‘living’ document and subject to adaptation to evolving 


contexts – so in this sense, it was successful.  


Table 11: Proposed Study Topics and Reasons for Change/Dropping Proposed Studies 


In Project Proposal Actual/modified/dropped* 


1. Conduct a work climate assessment in sample regions, 


woredas and health facilities (IR1) 


Job satisfaction and factors affecting HW retention in 


Ethiopia’s public health sector  


2. Examine the joint appointments of health professionals in 


private & public health facilities in terms of job satisfaction, 


motivation and retention (IR1) 


Cancelled because of feasibility on tracking of study 


participants 


3. Examine the impact of leadership and management training 


on human resource management (IR1) 


Cancelled because of the direction from donor to 


drop this Activity as it is implemented by other USID 


funded organization under Leadership, Management & 


Governance (LMG) project 


4. Examine/identify gender issues impacting women 


satisfaction in the work place (IR1) 


Conducted integrated with other broader study 


indicated above. 


5. Conduct an assessment to examine the main reasons for 


students' attrition in midwifery and anesthesia (IR2) 


Cancelled because of other priorities from the federal 


ministry of health 


6. Examine whether HEWs' attrition has been effectively 


managed through use of HRIS data by RHB (IR2) 


Cancelled because of feasibility issues as HRH did not 


have a direct role in HRIS implementation 


7.  Explore the impact of the problem based accelerated 


learning approach using a cohort of medical students (IR3) 


Cancelled because of the direction from the donor as 


this is covered by another project (New Medical 


Education Initiative [NMEI]) 


8. Assess whether students have adequate exposure to core 


competencies during clinical practice in a selected cadre 


(IR3) 


Competency Assessment of Graduating midwifery and 


Anesthesia Students (pre-post study) 


9. Examine whether performance recognition influences 


retention of technical and academic staff (IR3) 


Cancelled because of other government priorities. 


Some part addressed in the broader study of job 


satisfaction  


*Source: JHPIEGO 


 


Some headway has been made in building institutional capacity to monitor and evaluate competency-


based training through the development, with the FMOH and university partners, of a national M&E 


framework for HRH. Through this framework, the Activity support the implementation of retention and 


blended learning assessments. Steps have also been taken in supporting program learning through 


systematically capturing and processing information, documenting lessons learned and contributing to 


the global body of evidence through publication. However, almost no activity was undertaken to build 


M&E capacity in the ISTs as planned in the Activity program description. This was dropped because it 


was handled through another project. There are no clear indications that HRH M&E training has been 


strengthened in the regular curricula. 


Capacity building for PLAs and RA seemed to face several challenges documented from the document 


reviews, KIIs and FGDs. These challenges were: high turnover of staff, limited research culture, and 


inadequate preparedness for (and therefore ‘fear’ of) participation in research. The evaluation team also 


found a perception that participation in/undertaking research was not part of IST or other institution 


work and that specialized agencies (the Ethiopian Public Health Institute (EPHI) and Armauer Hansen 
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Research Institute (AHRI) are mandated to do this. Some of the other challenges noted were that there 


were insufficient numbers of skilled researchers with experience; a situation shared with most African 


countries8 and that most university staff members have high workloads with teaching and other 
supplementary activities to make ends meet.9 


Conclusions 


The SHRH Activity has played a major role in drawing attention to the pressing HRH agenda and to 


strengthening HRH and HRM function in Ethiopia. While the Activity met or surpassed the intended 


number of research assessments and publications, there was little focus or intention on capacity building 


for research and assessments with government counterparts. Most of the publications were authored by 


Activity staff or external consultants. There were changes to the research agenda over the life of the 


Activity which are understandable, but the process of consultation driving these changes was not well 


documented. Finally, there were missed opportunities for capacity building with government 
counterparts that would have been complementary to the Activity interventions. 


Recommendations on Effectiveness 


 The Government of Ethiopia (federal and regional) should review remuneration packages for 


HRM professionals to create interest from qualified candidates to apply for HRM positions and 


to improve retention of exiting HRM staff. The experience of the Oromia region could be used 


as a best practice example for other regions to learn from and implement.  


 USAID should engage with the FMOH & RHB to prioritize, reconstitute, and reinvigorate the 


HRH forum, to strengthen its functioning as a platform for addressing cross-cutting HRH issues, 


especially strengthening it at the federal level to go beyond the technical to strategic policy 


discussions. 


 The Government of Ethiopia and USAID should set aside funds to promote the development of 


a clear IST implementation strategy, including infrastructure, technical capacity trainer 


motivation, generation and use of resources, etc.) 


 The Government of Ethiopia should review the effectiveness of IST expansion as a means for 


shifting hotel-based training to IST centers. 


 USAID should not include increasing the availability of health workers as a result area for any 


future HRH interventions as this has been prioritized by the Government.  


 USAID should support the FMOE’s strategy to develop health science qualifications standards 


for colleges across the country, by providing technical and financial support. 


 USAID should focus investments for any future support on third- and fourth-generation 


universities that have proven themselves receptive to new ideas and can effect greater change. 


 USAID should consider designing the activity to support health science colleges to shift towards 


a competency-based curriculum.  


 The Government of Ethiopia should develop and implement strategies to balance enrollment 


with available resources and infrastructure in TIs.  


 The Government of Ethiopia should develop and implement a continuing professional 


development strategy. USAID should provide support for this strategy when finalized. 


 USAID’s future Activity designs should explore ways of strengthening the consultation processes 


with donors, government and other partners in developing priority topics/activities for program 


learning and research.  


                                                


8 Kebede, D., Zielinski, C., Mbondji, P. E., Sanou, I., Kouvividila, W., & Lusamba-Dikassa, P.-S. (2014). Human 


resources in health research institutions in sub-Saharan African countries: results of a questionnaire-based survey. 


Journal of the Royal Society of Medicine, 107(1 Suppl), 85–95.  
9 EAS. Report on Mapping the Health Research Landscape in Ethiopia. Ethiopian Academy of Sciences (EAS), 2013, 


Addis Ababa. 







 


35 


Ethiopia Performance Monitoring and Evaluation Service (EPMES) 


Final Evaluation Report, Strengthening Human Resources for Health (SHRH) Activity 


 USAID should ensure ownership and use of PLAs and RA findings through greater participation 


in the selection of topics, design of studies, analysis of data and dissemination 


 USAID should consider using “theories of change”10 and methodologies that facilitate the uptake 


of the evidence base by policy makers.11 


 USAID should consider providing direct support for regulatory strengthening activities as a 


separate result area for any future HRH support. Some of the interventions in this area could 


include the following: 


o Ssupport building the capacity of the two regulatory agencies to ensure their increased 


ability to enforce regulations at both public and private institutions. 


o Sstrengthen the accreditation and enforcement capacity of the two regulatory agencies. 


o Ddevelop concrete strategies to produce and train more professionals in the area of 


regulation (such as medicolegal professionals) as part of HRH strategy.  


o Aadvocate for and support the development of a stronger information sharing system 


platform that provides greater linkages within and across regions for regulatory and 


accreditation information. 
o Iimprove systems for licensing TIs, professionals and providers 


4. FINDINGS OF THE EVALUATION ON THE SUSTAINABILITY OF 


SHRH INTERVENTIONS  


Evaluation Question 2: To what extent did the SHRH Activity 


interventions facilitate local ownership, coordination, and 
partnerships and sustainability? (Sustainability) 


Of the six components contributing to improved HRM 


systems, two HRM policies and HRM structure were 


found by the ET to be completely sustainable.  Two 


components, the HRM forum and the support for 


motivation and retention were found to be partially 


sustainable and two components were found to be 


unsustainable, the HRIS and capacity building 
interventions (Figure 8).  More detail is provided below. 


4.1. HUMAN RESOURCE MANAGEMENT 


(ACTIVITY IR1) 


The approach implemented by SHRH Activity to 


establish HRM units, create and fill positions, was 


completely locally owned and led in most of the RHBs 


and FMOH. According to the Activity document 


reviewed and verified by physical observation during field 


                                                


10 Paina, L. et. Al. Health Research Policy and Systems 2017-15 (Suppl 2) :109. 
11 For example USAID could consider ‘discreet choices experiments’ which is “a quantitative research method that 


can measure the strength of preference and trade-offs of the health workers towards different job characteristics 


that can influence their decision to take up rural postings” (see Lagarde, M., & Blaauw, D. (2009). A review of the 


application and contribution of discrete choice experiments to inform human resources policy interventions. 


Human Resources for Health, 7, 62.) for which there are already some experiences in Ethiopia (Hanson, K., & Jack, 


W. (2010). Incentives could induce Ethiopian doctors and nurses to work in rural settings. Health affairs, 29(8), 


1452-1460.) 


Improved 


HRM 


Figure 8: HRM Interventions Sustainability Matrix 


Light Blue Fully sustainable 


Dark Blue Partially sustainable 


Red Unsustainable 
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“But the major driver of these achievements is 


the ownership and commitment and 


leadership of the region at all levels. The 


decision to create these positions was decided 


by the regions president office, who is the 


chairman of the HRH forum in the region.” 


 


RHB, Oromia  


visits, the Activity utilized evidence-based advocacy; conducted organizational needs assessments and the 


outcomes were utilized in securing stakeholders’ buy-in to create new HRM structures and positions. 


The Activity also provided technical assistance throughout the process, as reported by KII participants. 


Some HR managers interviewed stated that it was the involvement of government agencies in evidence 


generation that facilitated local ownership.  


This was not the same in all regions. HRM structures in regions like Afar are not fully owned. During 


FGDs with the RHB team, participants stated that organizational needs assessments were only 


conducted in a few regional states, excluding Afar, and the outcomes were used as the benchmark for all 


regions. Therefore, ownership of the HRM structure (newly created HRM positions) by the regional 
government in Afar was weak.  


Regarding the HRH forum, evidence gathered through KIIs showed wide variation in the level of 


ownership by the government. While there were indications of strong interest, motivation, and 


commitment in Oromia, demonstrated by the frequency of meetings (usually quarterly) and document 


action taken on strategic issues, the experience of key informants in SNNP was that the forum has not 


been meeting regularly and attendance was usually low (see Table 5 in Section 3 above). Key informants 


at the Addis Ababa Civil Service Commission reported that inconsistent communication with key 


stakeholders was responsible for the weak ownership of the forum in that region. This clearly shows 


that there is a gap in the interest and motivation of most of the regions to effectively use the HRH 


forum to solve some of the pressing HRH agenda.  


Furthermore, with respect to capacity building initiative, the Activity documents reviewed did not show 


any mechanism for sustaining the capacity building intervention. Instead, emphasis was placed on 


achieving the number of personnel trained. In addition, evidence from FGDs revealed that the Activity 


prioritized strengthening individual capacities with limited attention to institutional capacity 


development. Respondents stressed that little or no effort has been made by the Activity to internalize 


capacity building process or create institutional memory. This opinion was further confirmed by the high 


number of re-trainings due to high personnel turnover rate, as indicated in the quantitative data 


obtained from the RHB. It was also revealed that limited attention was given to on-the-job training, 


coaching, and mentoring, which were perceived by most key informants as effective ways to improve 


performance. In a similar manner, while the Activity trained HRIS focal persons (officers), according to 


some key informants interviewed, the application is not user friendly and has limited flexibility, thereby 
limiting its functionality. 


In establishing a decentralized HRM 


structure, the evaluation team found that 


the Activity engaged with the civil service 


bureau and other relevant agencies of the 


government, such as in Amhara and Oromia 


regions. The regional and federal 


governments have been continuously 


approving additional HRM positions and 


funding is being provided for recruitment 


and other HRM operational activities. One 


instance of ownership and engagement is 


“Engagement of Public Service Commission in the planning and implementation of the Activity 


was very minimal; the bureau had no adequate information on the annual plan of the Activity, 


which made it difficult to incorporate into our annual plan.”  


HRM Office, Afar 
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the signature and stamp of the head of the civil service bureau in Oromia for the compiled HRM 


processes, procedures, and proclamation, which were distributed at all levels of the region’s health 
sector.  


Conclusions 


Although the evaluation team did not find any clear evidence of a sustainability strategy, either in the 


program description or MEL Plan there was positive achievement in this area. Based on the findings 


described above, the HRM structure, staffing, and HRM policies and procedures, were fully owned by 


the government and can be sustained without further support. However, HRH forum and Motivation 


and Retention scheme, are deemed to be partially sustainable having identified some level of 


commitment demonstrated by regional and national government, therefore would require substantial 
additional support to be owned and sustained at regional and federal levels.  


Conversely, the approach for capacity building support, cannot be sustained because the training 


conducted was not integrated into the core system. As personnel leave, there was a need to re-train 


new hires, a cost which is too high for the government to endure.  


4.2. INCREASED AVAILABILITY OF HUMAN RESOURCES (ACTIVITY IR 2) 


Increased availability of healthcare staff, including staff targeted by the Activity, has been a priority of the 


government at both federal and regional levels. Both federal and regional governments have made 


significant investments in the training of HWs. Such large investments by federal and regional 


governments have overshadowed the Activity’s contribution to increasing the availability of healthcare 


staff. Such large investments to train HWs by the federal and regional government are projected to 


continue in the short and medium terms, with the likelihood of overriding any future Activity support in 
this area.  


Conclusions 


The evaluation team concludes that the increased availability of healthcare staff is sustainable without 


external support, with the exception of new and emerging health work needs. However, the 


sustainability of some specific ISTs will be challenging without additional external support. For example, 


the capacity of implementing partners such as the Ethiopian Association of Anesthetists (EAA) and the 


Ethiopian Midwives’ Association (EMWA) to play a significant role in the provision of training is not 


sustainable without external support. Several capacity-strengthening activities were provided to EAA by 


the Activity, but they were not enough to bring the EAA to a sustainable level, as the organization is still 
highly dependent on the Activity inputs for its operations.  


4.3. IMPROVING QUALITY OF EDUCATION (ACTIVITY IR 3)  


To improve the quality of pre-service education, the Activity worked through existing local institutions 


at the federal level (FMOH, FMOE, HERQA, FMHACA, professional associations), the regional level 


(RHBs, regional bureaus of education), and the TIs in all Activity interventions. This was to facilitate local 


ownership, coordination, partnership and sustainability. However, the degree to which Activity 


interventions are sustainable varies from fully sustainable (e.g., PSE quality interventions, such as faculty 


development at TIs and a competency-based curriculum at Debre Tabor University) to unsustainable 


(e.g., IST quality interventions at the EAA). For example, Activity interventions in quality of PSE such as 


effective teaching skills, EDCs, and other faculty development and curriculum review activities are likely 


to continue with or without external support. However, they are likely to be at a reduced scale without 


support. The major constraint when it comes to the sustainability of PSE quality is the availability of 


equipment (such as skills-lab equipment) that is not easily available in the Ethiopian market and may not 


be easily procured by local TIs. Another constraint is the double standard in the regulation of TIs 


(private institutions being better regulated than public institutions). On the other hand, the sustainability 
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of interventions in In-Service Training (IST) quality as a whole is questionable, because the IST centers 


are not fully functional at operational levels. CPD is not yet fully rolled out as a requirement, and IST 
standardization in all regions has not yet been fully implemented. 


Conclusions 


In working to improve quality, the Activity facilitated local ownership, coordination, partnership and 


sustainability by working through existing local institutions at federal, regional and TIs levels. However, 
sustainability of interventions in quality of IST is questionable.  


4.4. RESEARCH, MONITORING, EVALUATION, AND LEARNING (ACTIVITY 


IR 4)  


Evidence of participation and ownership of local stakeholders in the major studies conducted by the 


Activity was limited. Feedback received showed extremely limited achievements of the Activity in 


program learning and research capacity building. Low levels of achievement were compounded by the 


high staff turnover within the evaluated institutions. To date, very few institutions have allocated their 
own resources for research on HRH.  


Conclusions 


As a result of the insights shared by the participants, the evaluation team finds that the Activity could 


not build sustainable of research initiatives, without active external support. If USAID values local 


research capacity, a major investment would need to be made to build capacity in research design and 


implementation. There are currently few allocations of funding for research by the institutions 
themselves. 


Recommendations on Sustainability 


 USAID should focus on building leadership commitment among forum members in future 


Activity support. The case of Oromia region can be used as an example. 


 USAID should have the next SHRH Activity carry out organizational capacity assessments 


designed to engage stakeholders in not only assessing their organizational capacity but involve 


them in designing the action plan for the way forward. 


 USAID should focus on institutional capacity as equally or more important than individual 


capacity to facilitate sustainability.  USAID should continue to support the capacity building of 


TIs through technical support and ensuring availability of adequate teaching materials. 


 USAID and the Activity should collaborate, learn and adapt by working with international TIs to 


implement best practices. 


 USAID should ensure that any future similar Activity should prioritize interventions that 


enhance sustainability in quality of IST by ensuring infrastructure development as a pre-requisite 


for providing future support. 


 USAID should direct the partner to work with and support FMOH, RHBs, and local research 


institutions need to build their research capacity rather than just having the implementing 
partner do the research.  
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5. FINDINGS OF THE EVALUATION ON 


GENDER 


Evaluation Question 3: To what extent were gender issues addressed in pre-service and in-service trainings? 
(Gender) 


The SHRH Activity has been supporting gender-related activities in 52 TIs, with the aim of improving the 


retention, graduation rate, and performance of female students in pre-service and in-service trainings. It 


also supported 44 institutions to establish and strengthen gender offices at the college level, with the 


objective of addressing gender disparities in these TIs. Over 7,000 female students received SHRH 


support with life-skills training and 150 faculty members were trained on gender-responsive pedagogy 


(GRP). In addition, 1,163 economically disadvantaged female students benefited from the fixed-amount 


cash award, which was widely considered instrumental in the success of gender related activities. The 


Activity made contributions to gender equity through supporting the establishment of a gender office at 


the health science school level, which brought an increased recognition and focus on gender related 
interventions in pre-service training. 


Recognition awards from the SHRH Activity were given to 519 top-performing female students. 


Additionally, 2,972 female students were supported with tutoring above and beyond their normal school 


program, with the aim to improve their performance. However, the provision of tutorial classes for 


female students varied between TIs. For example, Menelik HSC had 3 percent of teaching hours 


allocated to tutoring female students, but others did not. The SHRH Activity also supported TIs to begin 


using a sexual harassment reporting form and monitoring tool to improve reporting of sexual 


harassment, take action against those that are harassing girls and document of gender-related activities, 
but the evaluation findings indicate that these tools were rarely implemented in those TIs visited.  


The above gender interventions were implemented only for pre-service training activities. The SHRH 


Activity did not undertake gender interventions at in-service training levels and other result areas such 


as HRM. Another area that was supported by the SHRH was the prioritization and implementation of 


gender focused research. Program learning as well as research topics and reporting explicitly addressed 
gender issues. However, the participation of women in published reports was very limited.  


Funds allocated to gender offices for research by the Activity were too small (mostly ETB 2,000 / $72) 


to make a difference, even as start-up money for research.  


The evaluation team did not find that the SHRH Activity promoted gender awareness or address 


gender-related issues in ISTs. Although secondary data in training reports are gender-disaggregated, no 


assessment was conducted to prove that the increased number of women participating in training and 


other interventions in practice areas (healthcare delivery) was influenced by the Activity’s support. 


There were indications of an increased number of women in management positions at different levels 


and greater women’s participation in decision-making, but these observations could not be related to 


the interventions of the SHRH Activity, particularly because a similar trend is visible in other sectors of 


government in Ethiopia.  


During discussions with key informants, it was evident that gender-related interventions were still in a 


state of infancy in the TIs (that is, they lack a strong institutional foundation). There were no gender 


targets or interventions in ISTs, the budget was insufficient to support material assistance to most of the 


needy female students, and counseling services need more support for female students. 


Conclusions 


The results of the evaluation indicate that there was no concrete evidence that the SHRH Activity 


contributed to strengthening the necessary institutional and structural mechanisms for gender equality 
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We now have opportunity to unite 


[to] improve awareness of HRH 


issues because of [the] HRH forum” 


Regional Science College, 


Bahir Dar  


that would result in an increase in the enrollment, retention, and performance of female students. The 


Activity undertook motivational approaches, such as the recognition awards, to encourage continued 


enrollment and success of female students. Overall, the efforts were spread too thinly to have a 
significant impact on pre-service and in-service trainings. 


Recommendations on Gender 


 USAID should support future Activities to provide training and support the implementation of 


the sexual-harassment reporting system. 


 The GoE or USAID, should conduct an evaluation of the tutorial program to determine its 


effectiveness in increasing retention, grades, skills, and graduation rates of female students. 


 The Government of Ethiopia should consider providing financial assistance to needy female 
students and expand that assistance to IST.  


6. FINDINGS OF THE EVALUATION ON 


CONTINUED RELEVANCE SHRH 


INTERVENTIONS 


Evaluation Question 4: To what extent have SHRH Activity result/sub-result areas and interventions continued to 


be relevant to HRH gaps and challenges in Ethiopia? (Relevance) 


The SHRH evaluation found that the Activity interventions are highly relevant in addressing several 


challenges related to HRH and HRM. These include: availability/accessibility, quality, 


motivation/retention, legislation/regulation, and proper management, which are considered critical by 
both national and international policy documents. 


6.1. 


HUMAN 


RESOURC


E 


MANAGE


MENT 


(ACTIVIT


Y IR 


1)[AT10] 


Most of the 


SHRH Activity interventions are critical in addressing HRH 


challenges in Ethiopia. The establishment of an HRH forum 


as a strategic platform and bringing political leaders into 


the picture to address HRH gaps are highly relevant 


activities. Both steps facilitate collaboration that is 


otherwise missing among key stakeholders and relevant 


government agencies. Further, the efforts in strengthening 


HRM processes and procedures have contributed towards 


addressing personnel-related issues and increasing trust in 


the system, according to some key informants. The staff 


Box 3: Oromia Motivation 


Mechanism 


The Oromia Region has introduced 


differential duty pay and non-financial 


incentives to ensure human resources 


are motivated and retained, specifically in 


remote areas of the region. It also 


developed posting categorization by 


grouping health facilities into three 


categories according to locations. 


Facilities in urban areas of the region are 


categorized as A (good); those in less 


urbanized areas are categorized as B 


(mid-quality); and facilities in rural areas 


are categorized as C (distant & 


underserved). Strong incentives, such as 


timelines for transfer and earlier skills 


training opportunities, are provided for 


staff in underserved areas. 
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turnover/attrition rate, of leaving the government service delivery post, has remained low, and retention 
rates remain high across regions and FMOH and is less than two percent nationwide. 


Whilst motivation of HWs remains relevant, analysis of secondary data indicates that retention of 


human resources is not a major challenge in Ethiopia. According to FMOH data, the national staff 


turnover rate between 2014 and 2017, was at average of 1.2 percent. Figure 9 below demonstrates staff 


turnover rates in the regions visited over a 5-year period. The SHRH Activity has contributed to the 


development of staff satisfaction survey and staff exit interview procedures when employees leave their 


positions. However, KIIs with HR managers in most of the regions visited confirmed that these 


procedures have not been fully operationalized. To date, only the Oromia RHB has fully integrated staff 


satisfaction and exit surveys into its HRM procedures. The Oromia RHB has developed a unique 
motivation mechanism, highlighted in Box 3, that may be utilized by other regions. 


Figure 9: Staff Turnover Rates by Region in Afar, Amhara, Oromia, and SNNP from 2013 - 2017 


 


Personnel information management remains critical for decision-making on HRH issues (MoH, Health-


Related Indicators 2017). However, the current HRIS application has not addressed this need. Evidence 


obtained by a physical assessment of the system indicates that the current HRIS application provides 


users limited flexibility. Users face difficulty controlling permissions, creating new cadres, and 
customizing system functions.  


Conclusions 


The HRH forum as a strategic platform and bringing political leaders into the picture to address HRH 


gaps is a potential best practice when fully operationalized and should be strengthened. This is evidenced 
by the success in Oromia region. 


Although our findings show low attrition rates, further investigation is necessary to determine the 


profiles of the people leaving the government system. It is possible that the departing employees possess 


skills that are in short supply and continuous departure of such staff will leave a hole in the public health 
system.  


While the SHRH Activity has contributed developing staff satisfaction survey and staff exit interview 


procedures, efforts to ensure utilization of these tools is essential to generating critical data for 
improvement.  


6.2. INCREASED AVAILABILITY OF HUMAN RESOURCES (ACTIVITY IR 2) 


Human resources are one of the six building blocks of all health care systems. Health priorities of the 


post-2015 agenda for sustainable development and progressing towards universal health care require an 
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innovative attempt to supply a competent and qualified health workforce with mixed skills; seen as 


essential for the effective implementation of health program interventions. It is, therefore, important to 


note that the supply and training of health workforce is recognized in the Ethiopian Health Sector 
Transformation Plan (FMOH 2015c) as a key pillar for ensuring satisfactory performance.  


Ethiopia currently faces a triple health burden: both communicable and non-communicable disease as 


well as injury. There is a need for a responsive system to equip train a mixed-skills health workforce to 


adequately respond to changing epidemiological and lifestyles conditions; the skills mix continues to be a 


challenge. Nurses and HEWs constitute the majority of the available supply of HWs, as suggested by key 


informants at both the national and regional levels. Moreover, the health workforce density (1.6 per 


1,000 population) is low compared to the WHO benchmark for Sub-Saharan Africa, which is 2.3 per 


1,000 population. Additionally, there is a shortage of anesthetists, midwives, laboratory technologists, 


and pharmacists in Ethiopia, which indicates that the training of these HWs by the SHRH Activity was a 


relevant Activity. Additionally they trained other essential HWs as appropriate. 


The Health Sector Transformation Plan (HSTP) of Ethiopia strongly posits HRH as the foundation of 


overall health improvement in the country. HSTP I put forward four planks of the transformation agenda 


that will help to achieve the HSTP’s targets: (1) transformation towards quality and equity in health 


services; (2) woreda transformation; (3) movement towards compassionate, respectful, and caring 


(CRC) health professionals; and (4) an information revolution. Each transformation agenda requires an 


adequate and competent health workforce to be realized, which makes continued training of HWs 


relevant now and in the future. However, the CRC agenda is purely HRH-related at present, where 


significant investment is required both for training new HWs and for boosting morale of the existing 
health workforce.  


Conclusions 


The interventions undertaken by the SHRH Activity are relevant as they were designed to increase the 


training of anesthetists, midwives, HEWs, and other essential HWs. Support for the training of essential 


HWs, such as EMTs, BMTs, postgraduate HRM/Health Economics students, and those with a nursing 


specialty (neonatal nursing, emergency and critical care, operating theater, pediatrics, or surgical 
nursing), was particularly relevant in addressing current gaps and future demands in Ethiopia.  


6.3. IMPROVING QUALITY OF EDUCATION (ACTIVITY IR 3)  


Data collected from KIIs and FGDs across the sampled regions indicated that respondents unanimously 


found improving the quality of training to be relevant. As a respondent from Samara University said, they 
would be moving at ‘tortoise’ speed without the interventions of the Activity. 


Conclusions 


The evaluation team found that improving the quality of both pre-service and in-service training was 


highly relevant for addressing HRH gaps and challenges in Ethiopia. Improving the quality of both pre-


service and in-service training will remain highly relevant, since the pressure to increase the production 


of HWs poses a major challenge to maintaining high-quality training and services. 


6.4 RESEARCH, MONITORING, EVALUATION, AND LEARNING (ACTIVITY 


IR 4) 


Conclusions 


Program learning and research remain highly relevant, as HRH in Ethiopia still faces several challenges 


requiring evidence-based responses. As indicated in Section 3.4 above, capacity building in M&E was 


dropped from the SHRH Activity as it was being handled by another Activity. However, the SHRH 


Activity has succeeded in putting research in HRH—usually a neglected field—squarely on the agenda in 
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the Ethiopian context. This is in line with the GoE’s HRH strategy, which underscores that “information 


and research on HRH is also an important Activity that will become a priority area of the DHRM 


[Directorate of Human Resources]…” (MOH 2015a).12 The strategy further recommends the 


development of a mechanism of competitive research grant award to young and senior researchers 


actively employed in the public health care system. HSTP (MOH 2015c)13 also highlights “strengthening 


implementation research and quality of care across the board [with] evidence-based policy formulation 


and implementation … and participatory resource allocation.” 


Recommendations on Relevance 


 The Government of Ethiopia should approach motivation and retention efforts differently. In line 


with government priorities, staff satisfaction and motivation to improve on-the-job performance 


should be emphasized over retention.  


 The Government of Ethiopia (supported by USAID) should strengthen the human resource 


information management systems in alignment with the implementation of District Health 


Information System 2 (DHIS2). 


 USAID should support the strategic provision of technical assistance and material support to TIs 


for training essential HWs should be continued as relevant in future HRH activities. 


 USAID should consider continuing to fund activities that build the institutional capacity at all 


levels of the government to provide quality pre-service and in-service training. 


 The Activity and USAID should place an increased emphasis on developing capacity through 


collaborative studies and research with all stakeholders. This research capacity development 
approach is especially important for new TIs with young and inexperienced staff. 


7. FINDINGS ON EVALUATION ON 


FACILITATING/HINDERING FACTORS 


Evaluation Question 5: What facilitated and/or hindered the achievements of planned results? 


7.1 IMPROVED HUMAN RESOURCE MANAGEMENT (ACTIVITY IR1) 


The Activity was recognized as a driver of change in human resource management in Ethiopia through 


its active engagement of regions and the FMOH and bringing new ideas and skills to the table. The 


SHRH Activity was referred to by some respondents from the FMOH as the only development Activity 


that has made direct contributions to HRM in the health sector of the country. The FGDs held with 


some HRM personnel in Oromia RHB reported that many international development programs have 


provided support to various health system building blocks, but none except the SHRH Activity has 


shown an interest in the management of human resources. In Oromia, the regional civil service bureau 


stated that due to this support the sector has better human resource management systems and 


structures compared to other sectors. Therefore, the fact that HRM initiatives were designed to 


respond to the needs and demands in the health sector must have facilitated the achievements 


recorded, said a KII from Addis Ababa city administration.  


The inclusion of highly influential personalities in the HRH forum reportedly helped to drive 


commitment and dedication among members and as well strengthened resolutions of the forum in some 


regions. For instance, the president of the Oromia regional government was involved in the HRH forum 


                                                


12 MOH 2015a. Human Resource for Health Strategic Plan, Ethiopia 2009-2020. Addis Ababa. 
13 MOH 2015c. Health Sector Transformation Plan HSTP 2015/16 - 2019/20 (2008-2012 EFY). Addis Ababa. 


“The health sector in the region is getting maximum attention because most crosscutting issues are 
discussed and addressed at the HRH forum meetings”  


RHB, Oromia 
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which according to some KII from the RHB was responsible for easy passage of resolutions made by the 
forum.  


Conversely, inability of the Activity to achieve set targets on the number of HRM positions filled could 


be attributed to the Activity’s approach of generalizing its rapid assessment survey findings to all regions 


in the country, whereas survey was only done in a few regions. For instance, according to respondents 


from Afar RHB, the proposed figures for HRM positions were based on the assessment conducted in 


some selected regions excluding Afar, therefore the initiative had limited buy-in of the regional 


government. Also, the BOFED was not involved at any stage of the process of assessing and proposing 


an increased number of HRM positions, which affected funding allocation for HRM. According to a KII 


from the BOFED in Amhara, there was no consideration for budgeting and availability/allocation of funds 


to make provisions for salary which affected approval of new positions in the region. Another factor that 


hindered recruitment (filling) of the approved HRM positions was poor remuneration. For instance, 


during the FGD with some HRM personnel, the evaluation team was informed that HRM positions are 


the lowest paid in the RHB as it was categorized as a support role.  


This view was consistent in most of the regions visited including FMOH, aside from Oromia region 


where specific measures have been put in place to address this situation.  


7.2 INCREASED AVAILABILITY OF HUMAN RESOURCES (ACTIVITY IR 2) 


The responsiveness of the Activity to the government’s emerging needs, in particular on curriculum 


development and IST related activities for expanding HSCs and ISTs, was the major factor that 


supported success in increasing the availability of human resources. Engagement and mobilization of a 


number of stakeholders through advocacy and promotion activities at the initial implementation phase of 


the Activity was one factor which ensured buy-in from the Ministry of Health, RHBs, and TIs. The HRH 


Activity was consistent with the HRH Strategic Plan and specifically with its aim to increase the training 


of the targeted health cadres. Moreover, the Activity operated in an environment where there was a 
high level of government investment and commitment to expand TIs in the country. 


However, the target of increasing the anesthetist to population ratio under IR2 was not achieved (only 


41 percent achieved (0.07 against the target of 0.17). Low enrollment of students for Level V training 


and slow expansion of anesthesia program in RHSCs and public universities were the primary factors 


that drove this outcome. There was also a gap in setting the anesthetist to population ratio target during 


the design stage of the Activity. The MEL assumption on the annual number of anesthetists graduating 


from the existing TIs, the anticipated pace and expansion of anesthesia training program in the country, 


and extent of annual population growth were not adequately considered while setting the target of 
anesthetist to population ratio. 


7.3 IMPROVING QUALITY OF EDUCATION (ACTIVITY IR 3)  


The Activity met or exceeded MEL planned targets (shown in Table 8  in section 3.4 above) in the area 


of improving quality of education. A number of factors facilitated the achievement and, in some 


instances, over-achievement of the targets in the area of quality of education: From the KIIs and FGDs, 


all stakeholders at national, regional, and TI level, were unanimous in their perception of the relevance 


of the Activity, and the need to invest more on improving the quality of HRH. The limitations in HRH 


created an enabling environment that allowed the Activity to meet or even exceed its planned targets in 


“HRM position grades and salaries are lower than other positions, which is demotivating to HR staff. All these 


need due attention”  


Civil Service Bureau Bahir Dar 
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the area of quality. There was larger than anticipated demand from TIs for Activity support in improving 


quality of education. This increased demand led to increased support from SHRH, resulting in greater 


achievement of planned results and targets. The Activity’s response to the TIs’ demands for improving 


quality was appreciated by the TIs, thus creating a good working environment between the Activity and 


the TIs. The TIs saw the Activity as a vehicle to help them to meet the requirements set by HERQA. 


The institutions, therefore, saw the Activity as a needed solution to their quality challenges and tried to 
exploit its potential as much as they could. See section 3.4 above for more details. 


7.4 PROGRAM LEARNING AND RESEARCH (ACTIVITY IR 4) 


There are factors that contributed to high achievements in HRH related research. Concerted effort was 


made by the Activity to identify high priority and immediate impact topics done in close consultation 


with local staff at regional level in particular. Research conducted by relatively high capacity researchers, 


Activity staff and input from other institutions (out of country) produced relatively high-quality output 


which helped to put HR in the limelight in spite of limited consultation with local partners in designing 


and conducting the researches. Dissemination of study outcomes were mostly limited to reports and 


publications (14 published/to be published against 24 studies), and little effort seems to have been made 


to disseminate findings to targeted audiences such as policy makers (e.g., no policy briefs prepared. 


Thus, the researches reportedly informed some of policy and program decisions, but wider 


dissemination was limited curbing wider and potential long-term influence (e.g. no policy briefs). Major 


hindering factors to better to in research and evidence generation included: weak participation of local 


staff in the selection, high turnover and limited experience of the young HEI staff in particular; weak 


ownership and involvement of FMOH and RHB in setting research agenda and guiding its 


implementation; little or no local funds mobilized for research as almost all research expenditures were 
covered by Activity fund and no resource (even limited human) allocated by other local partners. 


Most of these (M&E related in particular) were dropped because either they were not feasible or 


handled by others or considered not priority. These indicates that there were major gaps in the design 


of the Activity implying that proper vetting and consultation on the mapping of activities by stakeholders 


and consultation with government about the priority of some of research agendas was not carried out 


during the design. Capacity building in PLAs and RA faced several challenges including high turnover of 


staff, limited research culture; inadequate preparedness for (and therefore ‘fear’ of) participation in 


research; insufficient numbers of skilled researchers with experience to serve as mentors (3.4). In 


addition, the Activity seemed highly task-oriented in terms of carrying out quality research on time 


sidelining capacity building of local partners. All these clearly hindered better achievements 


Conclusions 


Based on the findings listed above, it can be concluded that involvement of policy-makers and highly 


influential personnel has a huge impact on how successful an Activity initiative can be. The involvement 


of policy makers needs to commence right from the planning stage and throughout implementation for 


the initiative to be sustainable. In addition, much emphasis was given to proposing and getting approval 


for new HRM positions without paying due attention to the underlying factors such as 


professionalization and remuneration of HRM personnel.  


Operating in a favorable HRH policy & strategy climate and partnering with a responsive government 


were key factors that supported the increased availability of human resources. The Activity’s ability to 


pivot to meet emerging demands and engaging different stakeholders were also important factors that 


supported the outcomes under IR2.  


Recommendations 


 Ensure that a comprehensive stakeholders’ analysis is conducted prior to introduction of the 
initiative that aims to increase the number of HRM positions. 
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ANNEX 1: SHRM MEL TARGETS 


 
 Type 


Baseline 


(2012) 
Target for 2017 


Result 1: Improved Human Resources for Health Management 


1.1 Percentage of organizations that have staff requirement plans 


in place 


Outcome 77% 100% 


1.2 Percentage of human resource management posts filled with 


staff who have a qualification in health or management or 
social science with a minimum of bachelor’s degree  


Outcome 20% 100% 


1.3 Number of human resources management capacity 


assessments conducted  


Output 0 15 


1.4 Number of HWs who successfully completed an in-service 


training program in HRM 


Output 0 2,560 


1.5 Number of functional federal and regional HRH forums 


established 


Output 0 12 


Result 2: Increased Availability of Skilled Midwives, Anesthetists, HEWs and Other Essential Health Workers 


2.1 Ratio of midwives to population Outcome 0.56 per 
10,000 


1.99 per 10,000 


2.2 Ratio of anesthetists to population Outcome 0.03 per 


10,000 


0.17 per 10,000 


2.3 Percentage of health extension workers (HEWs) who 


advance to higher level  


Outcome 5% 54% 


2.4 Number of new health care workers who graduated from a 


pre‐service TI within reporting period 


Output 0 38,892 HWs* 


2.5 Number of HWs who completed postgraduate program in 


human resource management and/or health economics  


Output 0 90 


2.6 Number of health TIs (TIs) with expanded clinical sites Output 0 50 


2.7 Number of curricula developed and/or updated Output 0 22 


2.8 Number of health care workers who successfully completed 


an in-service training program in teaching skills, instruction 


design, and related topics 


Output 0 3,875 


Result 3: Improved Quality of Training of Health Workers 


3.1 Number of laws, policies, regulations reviewed and/or 


developed to improve quality of education and training 


Output 0 7 


3.2 Number of health science TIs with internal quality 


improvement programs 


Output 3 50 


3.3 Number of health care workers who successfully completed 


an in-service training program in educational 


quality/Standards-Based Management and Recognition (SBM-


R)–related topics 


Output 0 5,904 


3.4 Number of local organizations that provide in-service 


training  


Output 0 35 


Result 4: Program Learning and Research Conducted 


4.1 Number of program learning studies/research reports 


produced 


Output 0 16 


 


 


4.2 


 


Number of health care workers who successfully completed 


an in-service training program in data management and/or 


monitoring and evaluation (M&E) 


 


 


Output 


 


 


0 


 


 


981 


*38,892 total HWs = 14,419 midwives; 1,415 anesthetists; and 8,230 HEWs (L3); 13,500 HEWs (L4+); 1,238 other 


essential HWs; and 89 postgraduates (PG) in Human Resource Management (HRM) and Health Economics (HE) 
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ANNEX 2: EVALUATION MATRIX  
 


EQ/Obj. 
Result 


Area 
Issues of Interest 


Data 


Collection 


Instruments 


Data Sources 
Data Analysis 


Methods 


4 


Relevance 


Result 1: 


Human 


Resources 


Management 


To what extent do the 


capacity building 


investment and in-


service trainings fit well 


to the needs of Federal 


Ministry of Health 


(MOH), RHBs, and 


Food, Medicine and 


Healthcare 


Administration and 


Control Authority 


(FMHACA) and HR 


managers 


Document 


reviews, KII 


JHPIEGO/FMOH 


annual Plans, 


performance reports  


KIIs with (JHPIEGO, 


MSH); FMOH, 


FMHACA; RHBs, 


RHSC] 


Qualitative 


analysis 


 


Triangulation 


among different 


sources and 


levels of health 


system 


4 


Relevance 


Result 1 How relevant are the 


interventions 


implemented to 


improve motivation and 


retention? 


Document 


reviews, KII 


JHPIEGO/FMOH 


annual Plans, 


performance reports; 


KII with Implementing 


agencies (JHPIEGO, 


MSH); FMOH, 


FMHACA, RHBs, 


RHSC and Civil 


Service 


Administration 


4 


Relevance 


Result 1 How well do the HRH 


fora fit with in 


promoting partnership, 


coordination and 


alignment with 


government processes 


and procedure? 


Document 


reviews, KII 


JHPIEGO/FMOH 


annual Plans, 


performance reports; 


FMOH and FMHACA 


documents; KIIs with 


(JHPIEGO, MSH); 


FMOH, FMHACA; 


RHBs, RHSC] 


4 


Relevance 


Result 2: 


Increased 


Availability 


of Midwives, 


Anesthetists, 


HEWs 


How relevant was the 


focus of SHRH Activity 


on the identified health 


workers to workforce 


requirements in the 


country? Should the 


focus still be to 


continue the similar 


cadres for the coming 


years? 


Document 


reviews, KII 


JHPIEGO/FMOH 


annual Plans, 


performance reports 


and studies; KII with 


Implementers, FMOH 


and RHBs 


HEW, Instructors, 


Trained HEW.  


4 


Relevance 


Result 2 How relevant was the 


intervention in SHRH 


Activity to increase the 


supply of health 


workers? 


Document 


reviews, KII 


JHPIEGO/FMOH 


annual Plans, 


performance reports; 


KII with 


Implementers, FMOH 


and RHBs 


4 


Relevance 


Result 2 How relevant was the 


blended career 


Document 


reviews, KII 


JHPIEGO/FMOH 


annual Plans, 
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EQ/Obj. 
Result 


Area 
Issues of Interest 


Data 


Collection 


Instruments 


Data Sources 
Data Analysis 


Methods 


development scheme 


to enhance the skill 


gaps identified on 


HEWs?  


performance reports 


KIIs with TIs 


4 


Relevance 


Result 2 How relevant was the 


SHRH Activity 


intervention to meet 


the non-clinical health 


workers need in the 


workforce 


Document 


reviews, KII 


 JHPIEGO/FMOH 


annual Plans, 


performance reports 


KIIs with TIs 


4 


Relevance 


Result 3: 


Improved 


Quality of 


Training of 


Health 


Workers 


How much are PSE 


interventions 


appropriate to improve 


the quality of education 


of health workers? 


 KII; FGD FMOH, RHBs, TIs, 


Students and facilities  


4 


Relevance 


Result 3 How much are in-


service trainings (ISTs) 


interventions 


appropriate to improve 


the quality of education 


of health workers? 


KII; FGD FMOH, RHBs, TIs, 


Students and facilities  


4 


Relevance 


Result 4: 


Program 


Learning and 


Research 


How fit was the 


research conducted to 


identify the following: 


(1.) HRH bottlenecks 


(supply, quality and 


management) (2.) to 


inform government 


policies & strategies (3.) 


improve SHRH Activity 


planning and 


management via 


Collaborative Learning 


Approach?  


Document 


review KII 


Research products; 


government policies, 


strategies and plans; 


KIIs with imp motors, 


FMOH and FMHACA 


4 


Relevance 


Result 4 How relevant are the 


SHRH efforts in 


building monitoring and 


research capacities at 


all levels?  


 KII FMOH and RHBs 


1 


Effectiveness 


Result 1 How did regional Staff 


Needs Assessment 


informed regional 


Human Resource 


Development plan? 


Document 


review 


HRH strategic plan 


and Health Sector 


Transformational Plan 


(HSTP) 


Quantitative 


analysis (trend 


analysis, unit 


cost 


calculation, 


comparative 


analysis 


between target 


and actuals 


 


Triangulation 


of data among 


1 


Effectiveness 


Result 1 How effective is HRM 


capacity building efforts 


in establishing skills, 


tools, process and 


systems? (Skills: 


individual capacity, 


Tools: HR tools, 


Document 


review KII 


JHPIEGO/FMOH 


annual Plans, 


performance reports 


and studies; KII with 


Implementers, FMOH 


and RHBs 
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EQ/Obj. 
Result 


Area 
Issues of Interest 


Data 


Collection 


Instruments 


Data Sources 
Data Analysis 


Methods 


System) sources, 


JHPiego, 


FMOH, RHB, & 


TIs) 


 


Qualitative 


analysis of 


perceptions 


and views of 


beneficiaries 


(Govt 


structures, TI, 


and Trainees) 


1 


Effectiveness 


Result 1 How has the Activity 


been effective in 


Reducing attrition and 


improving motivation? 


Document 


review KII 


JHPIEGO/FMOH 


annual Plans, 


performance reports; 


KII with 


Implementers, FMOH 


and RHBs, civil 


service offices 


1 


Effectiveness 


Result 1 How has the Activity 


been effective in 


providing IST that 


improves performance 


of HRM staff? 


Document 


review KII 


JHPIEGO/FMOH 


annual Plans, 


performance 


reports4and studies; 


KII with 


Implementers, FMOH 


and RHBs 


1 


Effectiveness 


Result 2 Improving workforce 


density and distribution 


and skill mix within the 


facilities 


Document 


review KII 


Activity and MOH 


documents; KIIs with 


Activity 


implementers, FMOH 


and RHBs 


1 


Effectiveness 


Result 2 Replacing and upgrading 


HEWs 


KII RHBs and facilities 


1 


Effectiveness 


Result 2  # of curricula 


developed and updated 


in promoting the PSE of 


essential non-clinical 


health workers  


KII RHBs, TIs, Jhpiego, 


FMOH 


1 


Effectiveness 


Result 2 # of other essential 


health workers trained 


Document 


review 


RHBs, TIs, Jhpiego, 


FMOH 


1 


Effectiveness 


Result 2 % of HEW progressed 


to level 3 


Document 


review 


RHBs, TIs, Jhpiego, 


FMOH 


1 


Effectiveness 


Result 2 % of HEW progressed 


to level 4 


Document 


review 


RHBs, TIs, Jhpiego, 


FMOH 


1 


Effectiveness 


Result 3 Number of laws, 


policies, regulations 


reviewed and/or 


developed to improve 


quality of education and 


training, as well as 


accreditation  


Document 


review and 


KIIs 


 Activity documents, 


KIIs with FMOH, 


RHB 


1 


Effectiveness 


Result 3 Ratio of academic staff 


to students  


Document 


review 


Activity and Tis 


1 


Effectiveness 


Result 3 Number of Health 


Science TIs with 


internal quality 


improvement programs 


Document 


review 


Activities documents  


1 


Effectiveness 


Result 3 Person hours of 


training completed in 


formal science or 


science-related training 


courses supported by 


the USG (New 


Document 


review 


Activity documents  
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EQ/Obj. 
Result 


Area 
Issues of Interest 


Data 


Collection 


Instruments 


Data Sources 
Data Analysis 


Methods 


Indicator) 


1 


Effectiveness 


Result 3 Number of regions 


who link continuous 


professional 


development (CPD) to 


career development of 


health workers 


Document 


review 


Activity documents  


1 


Effectiveness 


Result 3 Number of in-service 


training centres 


established 


Document 


review & 


Observation 


Activity documents  


1 


Effectiveness 


Result 3 Number of regions 


with in-service 


training/continuing 


professional 


development plan 


Document 


review 


Activity documents  


1 


Effectiveness 


Result 3 Number & Quality of 


Practicum sites 


Observation 


& KII 


TIs 


1 


Effectiveness 


Result 3 Number of health care 


workers who 


successfully completed 


an in-service training 


program in SBM-R 


related topics 


Document 


review 


Activity documents  


1 


Effectiveness 


Result 4 # of researches 


conducted and 


published 


Document 


review 


Activity documents  


1 


Effectiveness 


Result 4 # of researches 


informing improved 


SHRH planning and 


management (CLA)? 


Document 


reviews, KII 


Activity documents; 


KII with Activity 


managers 


1 


Effectiveness 


Result 4 What is the number of 


researches that is 


informing government 


policies and strategies 


Document 


reviews, KII 


Activity documents; 


KII with FMOH  


 


1 


Effectiveness 


Result 4 How has the SHRH 


Activity research been 


building the capacity of 


FMHACA, TIs and 


FMOH staff? 


 


KII, FGD 


 


Activity Documents 


 


1 


Effectiveness 


Result 4 To what extent are the 


stakeholders aware of 


research findings of the 


Activity? 


KII RHBs, FMOH 


Efficiency Result 1 What is the cost per 


person per CPD per 


year 


Document 


review 


Activity documents  Quantitative 


analysis (trend 


analysis, unit 


cost 


calculation, 


comparative 


analysis 


between target 


Efficiency Result 1 What is the Cost per 


IST per person per year 


Document 


review 


Activity documents  


Efficiency Result 1 Investment on 


Motivation and 


retention per additional 


Document 


review 


Activity documents  
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EQ/Obj. 
Result 


Area 
Issues of Interest 


Data 


Collection 


Instruments 


Data Sources 
Data Analysis 


Methods 


worker retained per 


year 


and actuals 


 


Triangulation 


of data among 


sources, 


JHPiego, 


FMOH, RHB, & 


TIs) 


 


Qualitative 


analysis of 


perceptions 


and views of 


beneficiaries 


(Govt 


structures, TI, 


and Trainees) 


Efficiency Result 1 Unit cost per in-service 


HRM trainee per year 


Document 


review 


Activity documents  


Efficiency Result 1 Average unit cost per 


national and regional 


HRH forums per year 


Document 


review 


Activity documents  


Efficiency Result 2 Cost per additional 


workforce produced: 


Midwives, HEW & 


Anesthetists  


Document 


review 


Activity documents  


Efficiency Result 2 Unit cost per TI 


supported per year 


Document 


review 


Activity documents  


Efficiency Result 2 Unit cost per essential 


health worker trained 


per year 


Document 


review 


Activity documents  


Efficiency Result 3 Received tuition fees by 


TIs per targeted 


student population 


Document 


review 


Activity documents  


Efficiency Result 3 Annual cost of in-


service training 


supported per health 


worker 


Document 


review 


Activity documents  


Efficiency Result 3 Average cost per 


established skills lab per 


TI  


Document 


review 


Activity documents  


Efficiency Result 3 Average cost per 


curriculum revision 


Document 


review 


Activity documents  


Efficiency Result 4 Average unit cost per 


research conducted 


Document 


review 


Activity documents  


Efficiency Result 4 Research findings 


informing 


policy/strategy 


development and/or 


program learning 


Document 


review 


Activity documents  


2 


Sustainability 


Result 1 How do the structures 


and processes 


established by HRH 


activities continue 


without Activity 


support? (Structure: 


HRH fora, HRM units) 


KIIs FMOH RHBs, Tis, 


Jhpiego 
Quantitative 


analysis (trend 


analysis, unit 


cost 


calculation, 


comparative 


analysis 


between target 


and actuals 


 


Triangulation 


of data among 


sources, 


JHPiego, 


FMOH, RHB, & 


TIs) 


 


2 


Sustainability 


Result 1 How would you rate 


the ability of RHBs to 


function without TA 


support? 


Can the HRM training 


continue without 


Activity support? 


KIIs FMOHRHBs, Tis, 


Jhpiego 


2 


Sustainability 


Result 1 What do you think 


about continuity of 


HRM IST without 


KII FMOH RHBs 
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EQ/Obj. 
Result 


Area 
Issues of Interest 


Data 


Collection 


Instruments 


Data Sources 
Data Analysis 


Methods 


Activity support? Qualitative 


analysis of 


perceptions 


and views of 


beneficiaries 


(Govt 


structures, TI, 


and Trainees) 


2 


Sustainability 


Result 1 How can the HRH fora 


(national and regional) 


continue without 


Activity support? 


KII FMOH RHBs, Tis, 


Jhpiego 


2 


Sustainability 


Result 2 What is the ability of 


TIs to continue 


producing quality 


human resources 


without support? 


KII FMOH, RHBs and Tis, 


Jhpiego, MOE 


2 


Sustainability 


Result 2 Can the Blended 


training continue 


without Activity 


support? 


KII FMOH, RHBs, Tis, 


Jhpiego 


2 


Sustainability 


Result 2 What is the level of 


readiness of RHBs and 


TIs to produce 


essential health 


workers by themselves? 


KII FMOH, RHBs, Tis, 


Jhpiego 


2 


Sustainability 


Result 3 % of Health Science TIs 


with the capacity to 


continue current level 


of pre-service 


education without 


further SHRH support 


KII FMOH, RHBs, Tis 


2 


Sustainability 


Result 3 What is the number of 


regions with the 


capacity to implement 


current levels of in-


service training without 


further support from 


SHRH Activity? 


KII FMOH, FMHACA, 


RHBs, Tis 


2 


Sustainability 


Result 4 For the TI supported 


to start new program, 


How would you 


describe their ability to 


undertake researches 


on their own? 


KII FMOH, RHBs, Tis 


2 


Sustainability 


Result 4 What is the ability of 


FMOH, RHBs and 


Woredas to undertake 


routine HRH 


monitoring regularly on 


their own (without 


Activity support)? 


KII FMOH, RHBs, Tis 


3 


Gender 


Result 1 What new 


roles/positions have 


been created with the 


support of the HRH 


Activity? What is the 


proportion of women 


in the HR roles that 


Document 


review KII 


Activity documents; 


KII with 


implementers, FMOH 


and RHBs  


Quantitative 


analysis 


(disaggregation 


sex) 


 


Qualitative 


analysis (views 
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EQ/Obj. 
Result 


Area 
Issues of Interest 


Data 


Collection 


Instruments 


Data Sources 
Data Analysis 


Methods 


were created and filled & perceptions 


of different 


stakeholders 


and 


beneficiaries on 


gender 


3 


Gender 


Result 1 What interventions 


have been implemented 


with the HRH support 


to make the workplace 


responsive to the needs 


of female workers? In 


what ways have these 


interventions 


contributed to 


improving the 


workplace environment 


for women, and with 


the retention of 


women? 


Document 


review KII 


Activity documents; 


KII with 


implementers, FMOH 


and RHBs  


3 


Gender 


Result 2 What has the HRH 


Activity done to 


increase the proportion 


of female workers? 


Document 


review KII 


Activity documents; 


KIIs with 


implementers, TIs  


3 


Gender 


Result 2 What is the increase in 


the percentage of 


female students in pre-


service education? 


Document 


review KII 


Activity documents; 


KIIs with 


implementers, TIs  


3 


Gender 


Result 2 What is the increase in 


the percentage of 


female students in in-


service training 


Document 


review KII 


Activity documents; 


KIIs with 


implementers, TIs  


3 


Gender 


Result 3 # and % of female 


students financially and 


technically supported 


Document 


review FDGs 


Activity documents; 


KIIs with 


implementers, TIs and 


FDGs with 


beneficiaries 


3 


Gender 


Result 4 How has the research 


conducted, 


incorporated gender as 


priority topic? 


Document 


review FDGs 


Activity documents; 


KIIs with 


implementers, TIs and 


FDGs with 


beneficiaries 


3 


Gender 


Result 4 To what extent were 


there a concerted 


effort to building the 


capacity of women to 


undertake research? 


 


Document 


review FDGs 


Activity documents; 


KIIs with 


implementers, TIs and 


FDGs with 


beneficiaries 
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ANNEX 3: STATEMENT OF WORK END OF PROJECT 


PERFORMANCE EVALUATION 


SUPPORT TO STRENGTHENING HUMAN RESOURCES FOR HEALTH, CONTRACT NUMBER AID-
663-A-12-00008 


I. INTRODUCTION 


Ethiopia faces a high burden of morbidity and mortality largely from communicable diseases, nutritional 


disorders, and poor maternal and child health outcomes. The maternal mortality (412/100,000) and 


under-five mortality (67 per 1,000 live birth) rates are unacceptably high14, and only 26% of mothers 


deliver with the assistance of a skilled birth attendants15. The contraceptive prevalence rate is 35%, and 


62% of pregnant women receive at least one antenatal care visit2.  


The lack of access to care necessitates an increase in the production and retention of qualified and 


competent health professionals to meet the needs of a largely rural population. Several critical factors 


affect the current human resources for health (HRH) status in the country, including poor quality pre-


service education (PSE) and in-service training, rapid turn-over of skilled health care providers, 


inequitable distribution of the health workforce, underdeveloped regulatory capacity to sustain human 


resources for health quality, and ineffective management of human resources for health systems.  


Findings from the 2012 human resources for health rapid situational assessment16 suggested that there 


are critical human resource shortages for midwives and anesthetists in most regions. There is an unmet 


need of 63% (4,040) for midwives, with regional variations, and greatest unmet need observed in 


Amhara (84 %). For anesthetists, the unmet need is at 44% (146), with much higher needs in certain 


regions such as Gambella (93% unmet needs) and Somali (89% unmet needs). For each of these cadres, 


there are several regions for which data is not available. The assessment also revealed a weak human 


resource management structure with sub-optimum staffing at all levels of the health system. Lack of 


systems and institutional standards for training and Human Resource Management (HRM) capacity 


development were cited as an impediment for effective human resources management and development 


in the country. Though the Federal Ministry of Health (FMOH) has successfully trained and deployed 


over 38,000 health extension workers (HEWs), there is an approximately 5% attrition rate, and there 


are some regions that still have high unmet needs for HEWs including Somali (34%) and Tigray (19%)3. 


 Though there are significant challenges related to HRH, there have been efforts made to address these 


challenges in Ethiopia. The Health Sector Transformation Plan (HSTP) of the GoE has resulted in an 


increased number of health care facilities within the three-tiered health care system, reaching from 


specialized urban hospitals to satellite rural health posts. Efforts to date have included a rapid scale-up of 


HEWs, increased attention to the production of midwives and anesthetists, and a master’s level program 


for Integrated Emergency Surgery and Obstetrics (IESO) for health officers. 


 USAID’s evaluation policy encourages independent external evaluation to increase accountability to 


inform those who develop programs and strategies, and to refine designs and introduce improvements 


into future efforts. In keeping with that aim, this evaluation will be conducted to review and evaluate the 


performance of the USAID- Strengthening Human Resources for health program activities implemented 


                                                


14 Demographic and Health Survey (2011). Central Statistical Agency, Addis Ababa, Ethiopia and ICF International, Calverton, 


Maryland, USA 
15 Ethiopia Mini Demographic and Health Survey 2014. Central Statistical Agency Addis Ababa, Ethiopia July 2014 
16 Human Resources for Health Rapid Situational Assessment on Prioritized Geographic Areas, Jhpiego, 2012 
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by Jhpiego/Ethiopia. The evaluation will focus on assessing the program’s six years performance in 
achieving its program goal, objectives, and results. 


II. BACKGROUND 


The Strengthening Human Resources for Health (HRH) project is a six year (2012 – 2018) $55,000,000 


budget bilateral cooperative agreement with an overall goal of improving the human resources for health 


status in Ethiopia. Funded by the United States Agency for International Development (USAID) under 


the “Investing in People” category of the foreign assistance framework, the project is contributing to the 


Government of Ethiopia’s (GOEs) efforts to build or strengthen local capacity for comprehensive and 


sustainable systems for developing and for managing human resources for health. The project is being 


implemented by a Jhpiego-led partnership that includes Management Sciences for Health (MSH), the 


Ethiopian Midwives Association (EMWA), the Ethiopian Association of Anesthetists (EAA), and the 


Open University (OU), in collaboration with the Federal Ministry of Health (FMOH). 


MSH is primarily responsible for Result One of the agreement which is improving Human Resources for 


Health. EAA and EMA are required to contribute to Result Three: Improved quality of training of HCW, 


particularly focusing on their respective cadres, i.e., anesthetists and midwives respectively. Open 


University is expected to contribute to Result Four of the project: Program Learning and Research 
Conducted  


The Activity is currently implemented in all eleven regions of the country and the support is mainly 


provided at National level (FMOH) and regional level (mainly RHB and Regional Health Science 
Colleges).  


 


Activity Name Strengthening Human Resources for health 


Award # AID-663-A-12-00008 


 


Start and End Date 05/18/2012 – 09/30/2018 


LOP budget $55,000,000 


Funding Source Global Health (MCH, FP/RH, TB, Malaria, HIV) 


Implementing partner(s) Jhpiego/Ethiopia 


AOR Name Helina Worku 


 


III. PROJECT GOAL AND OBJECTIVES 


The goal of this SHRH project is to improve health outcomes for all Ethiopians (with emphasis on the 


reduction of infectious disease and gender-focused disparities in maternal and newborn mortality) 


through improved availability, distribution and management of health work force throughout the 


country. Accordingly, the project emphasizes on achieving four major results related to human 


resources for health: 


 


Result 1: Improved Human Resources for Health Management 
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To improve HRH management, the partner has been building capacity of HR managers at all levels, 


reviewing existing retention strategies and proposing ways to improve it, reviewing existing HRH 


policies and practices and advocating for improved regulatory activities related to HRM. 


Result 2: Increased Availability of Midwives, Anesthetists, HEWs and other Essential Health Workers 


The partner’s main Activity to increase availability of competent HCWs focused on building the capacity 


of local TIs, fostering the development of curricula and providing ongoing technical support during the 


implementation of training to support training of midwives, anesthetists, HEWs and other essential 
health workers. 


Result 3: Improved Quality of Training of Health Workers 


The activities implemented to improve quality of training of HCWs focused on improving the quality of 


pre-service education (PSE) and in-service training (IST) through improving clinical education sites and 
teaching facilities, introduction of CPD courses, establishment of IST centers, etc. 


Result 4: Program Learning and Research Conducted 


The project’s focus was to generate evidence on key HRH issues through research and routine 
monitoring and evaluation of activities. 


IV. PURPOSE AND USE OF THE EVALUATION 


The conclusions and recommendations of this evaluation will be used to inform and guide the design of 


future similar Activity. Particularly, the development of the results framework for a future similar 


Activity will base on the gaps and bottlenecks identified through this evaluation. Therefore, a thorough 


assessment of the remaining challenges in the Human Resources for Health, particularly in improving 
quality of education is a required output of this evaluation.  


V. SCOPE OF THE EVALUATION 


The project is implemented at national level as well as in all the eleven regions of the country where it 


supported the Federal Ministry of Health (FMOH); Federal Ministry of Education (FMOE); 11 RHBs; 


Food, Medicine and Healthcare Administration and Control Authority (FMHACA); Higher Education 


Relevance and Quality Assurance Agency (HERQA); Universities and Regional Health Science Colleges 


(RHSC).  


As it is not possible to conduct the evaluation in all regions, a convenient sampling will be done to 
identify at least two Agrarian regions, one City Administration and at least one Pastoralist region.  


VI. EVALUATION QUESTIONS 


The evaluation team will undertake the SHRH evaluation with a Collaborating, Learning, and Adapting 


(CLA) lens. The data collection tools, analysis and report must identify the contributions and/or 
potential contributions of HRH to CLA. Specific evaluation questions are listed below: 


a. In what ways did the SHRH Activity contribute to improving HRH in Ethiopia? (Questions 


should examine the Activity’s contribution to: improving HRH management, increasing supply 


and availability of midwives, anesthetists, health extension workers and other essential cadres, 


improving quality of pre-service and in-service training of health workers and ensuring 


generation and utilization of the right type of evidence on HRH)  


b. What facilitated and/or hindered achievement of planned results?  


c. How effective were the approaches used to strengthen the regulatory environment related to 


HRH activities? 
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d. To what extent did the SHRH Activity interventions facilitate local ownership, coordination and 


partnerships and sustainability? To what extent were gender issues addressed in pre-service and 


in-service trainings?  


 


VII. EVALUATION METHODS 


The evaluation team will be responsible for developing an evaluation design and methodology that 


include a mix of qualitative and quantitative data collection and analysis approaches. The methodology 


will be presented as part of the draft work plan as outlined in the deliverables below and included in the 


final report. The evaluation team will review a variety of Activity implementation documents and reports 


to inform the evaluation design, analysis and report writing. Methodology strengths and weaknesses as 


well as measures taken to address those weaknesses should be discussed in the evaluation report. All 


data collected and presented in the evaluation report must be disaggregated, as appropriate, by sex and 


geography. 


The following table provides a summary of evaluation design and methodology and supplements the 
narrative section above.
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Questions Suggested Data Sources Suggested  


Data Collection Methods 


Data Analysis 


Methods 


Indicator (if any) 


1. In what ways did the SHRH Activity 


contribute to improving HRH? 


Effectiveness??  


Project documents like MEL Plan, 


annual reports, baseline 


evaluation, national FMOH annual 


report, FMOH staff and RHB 


staff, project staff, beneficiaries, 


etc. 


Structured questionnaire, Key 


informant interview, focus group 


discussions, observation, desk 


review 


To be defined by the 


evaluation team  


To be defined by the 


evaluation team  


2. What facilitated and/or hindered 


achievement of results?  


 


 


Project documents like MEL Plan, 


annual reports), baseline 


evaluation, national FMOH annual 


report, FMHACA staff and RHB 


staff, project staff, etc. 


Structured questionnaire, Key 


informant interview, focus group 


discussions, observation, desk 


review 


 To be defined by the 


evaluation team 


To be defined by the 


evaluation team  


3. How effective were the approaches 


used to strengthen the regulatory 


environment related to HRH activities? 


 


annual reports, baseline 


evaluation, national FMOH annual 


report, FMOH & FMHACA staff 


and RHB staff, project staff, etc. 


Structured questionnaire, Key 


informant interview, focus group 


discussions, observation, desk 


review 


 To be defined by the 


evaluation team 


To be defined by the 


evaluation team  


4. To what extent did the HRH Project 


interventions facilitate local ownership 


by stakeholders, coordination and 


partnership by government 


organizations and institutions, and 


sustainability of the intervention?  


annual reports, baseline 


evaluation, national FMOH annual 


report, FMOH & FMHACA staff 


and RHB staff, project staff, etc. 


Structured questionnaire, Key 


informant interview, focus group 


discussions, observation, desk 


review 


 To be defined by the 


evaluation team 


To be defined by the 


evaluation team  


5. To what extent were gender issues 


addressed in pre-service and in-service 


trainings?  


 


annual reports, baseline 


evaluation, national FMOH annual 


report, FMOH & FMHACA staff 


and RHB staff, project staff, 


beneficiaries, etc. 


Structured questionnaire, Key 


informant interview, focus group 


discussions, observation, desk 


review 


 To be defined by the 


evaluation team 


To be defined by the 


evaluation team  
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5. EXISTING PERFORMANCE INFORMATION SOURCES 


The consultants will review the following documents: 


a) Program Descriptions and Modifications 


b) Annual Work Plan 


c) Quarterly Reports 


d) Annual Reports 


e) Activity M&E Plan 


f) Annual HRH profile data 


g) Project-generated researches and assessments 
h) National HRH Strategic Plan, 2016 – 2020 


The following entities are expected to be included in the interview: 


 Federal Institutions: FMOH, FMOE, FMHACA, HERQA 


 Regional Institutions: RHBs, RHSC 


 Academic Institutions (Universities and RHSC) 


 Partners: MSH 


 Professional Associations: Ethiopian Midwives Association, Ethiopian Economists 


Association 


 


6. TEAM COMPOSITION 


The evaluation team shall consist of a team leader who leads the team of four other local experts with 


high level experience in human resources for health. All experts must be fluent in English and have 


strong writing skills. The experts should have experience with human resources for health 


programming in Ethiopia and monitoring and evaluation.  


A statement of potential bias or conflict of interest (or lack thereof) is required of each team member. 


Team Member Qualification and Specific Responsibilities 


The evaluation team will be composed of International and Ethiopian staff who have solid knowledge and 


understanding of the Ethiopian HRH work and have expertise in Activity evaluation. 


1. Team Leader (One): The Ethiopian team leader should have at least ten years of work 


experience in human resources for health in Ethiopia or other African countries and led at 


least three similar evaluations. The evaluation team leader must have strong team management 


skills, and sufficient experience with evaluation standards and practices to ensure a credible 


product. The team leader must also be fluent in English and have strong writing skills. The 


evaluation team leader, in consultation with other team members, will be responsible for team 


coordination and performance and for ensuring the timeliness and quality of deliverables. The 


team leader is also responsible to ensure that the evaluation report meets the USAID Evaluation 
Standards (see Annex A.) 


 


2. Team Member 1: This expert should have at least seven years of work experience in human 


resources for health in East Africa, preferably in Ethiopia and has been part of at least one 


evaluation of similar nature. 
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3. Team Member 2: This expert will have at least seven years of work experience in human 


resources for health in East Africa, preferably in Ethiopia and has been part of at least one 
evaluation of similar nature. 


 


4. Team Member 3: This expert should have at least seven years of work experience in human 


resources for health in East Africa, preferably in Ethiopia and has been part of at least one 


evaluation of similar nature. 


 


5. Team Member 4: This expert should have at least seven years of work experience in human 


resources for health in East Africa, preferably in Ethiopia and has been part of at least one 


evaluation of similar nature 


The contractor may also hire other low-level personnel as required and appropriate with defined 
responsibilities.  


7. EVALUATION SCHEDULE 


The estimated time for undertaking this evaluation is 84 working days including time for review of 


documents and production of the final report. The ideal available time for the evaluation team is January 
8, 2017 – April 24, 2018, however, the date will be finalized between USAID and the EPMES Contractor. 


The evaluation team is required to work six days a week, but with no premium payment for sixth day. 


The team is required to travel to selected provinces in each region where program activities are being 


implemented. At least 25% of the consultants’ time will be spent to conduct interviews with project 


staff, government partners, and project beneficiaries. The evaluation team will prepare an exit briefing 


and presentation of the findings, which it will deliver to USAID staff and other stakeholders as 
appropriate.  


Following from this briefing, the consultants will put together the draft report. USAID and other 


stakeholders such as implementing partner will have 2 weeks to provide comments and suggestions to 


the report. Comments from USAID and stakeholders will be incorporated before the submission of the 
final draft. The draft report of the evaluation will have to be available by mid-February.  


Level of Effort (LOE) in person days: 


Activity Team 


Leader [1] 


Abebe 


Ethiopian 


Expert [1] 


Ethiopian 


Expert [1] 


Ethiopian 


Expert [1] 


Ethiopian 


Experts [1] 


Desk review of documents 


and analysis of indicator and 


other secondary data 


3 3 3 3 3 


Introductory meeting with 


USAID 
1 1 1 1 1 


Introductory meeting with 


implementing partner (s) 
1 1 1 1 1 


Inception Report preparation 


(evaluation work plan and 


survey instruments; plan 


logistics) 


14 14 14 14 14 


Presentation to USAID on 


the Evaluation Design and 


Work Plan 


1 1 1 1 1 


Submit final inception report 


to USAID 
3 3 3 3 3 


Field Work (Data collection 20 20 20 20 20 
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in Addis and other areas. 


This includes any data 


collection tool test) 


Field work experience 


debrief to USAID 
1 1 1 1 1 


Data analysis, preliminary 


report and presentation 


preparation 


8 8 8 8 8 


Final exit presentation to 


USAID (with PowerPoint 


presentation report) 


1 1 1 1 1 


Draft Evaluation Report 


Preparation 
15 15 15 15 15 


Final Evaluation Report 


(including a Two-page 


Briefer) 


15 15 5 5 5 


Total 83 83 73 73 73 


 


8. MANAGEMENT 


Social Impact, the Contractor managing the Ethiopia Monitoring and Evaluation Service (EPMES) Activity 


will identify and hire the evaluation team, pending the Contract Officer’s Representatives (COR’s) and 


Health office’s concurrence and CO approval for the rate; assists in facilitating the work plan, and 


arrange meetings with key stakeholders identified prior to the initiation of the fieldwork. The evaluation 


team will organize other meetings as identified during the course of the evaluation, in consultation with 


EPMES’s Contractor and USAID/Ethiopia. The EPMES Contractor is responsible for all logistical support 


required for the evaluation team, including arranging accommodation, security, office space, computers, 


Internet access, printing, communication, and transportation. 


The evaluation team will officially report to the Ethiopia Monitoring and Evaluation Service (EPMES) 


Contractor, Social Impact. The EPMES Contractor is responsible for all direct coordination with the 


USAID/Ethiopia Program Office through the EPMES COR. From a technical management perspective, 


the evaluation team will work closely with Helina Worku, the AOR of the Activity in the Health, AIDS, 


Population and Nutrition (HAPN) Office to maintain objectivity, all final decisions about the evaluation 
will be made by the Program Office. 


9. LOGISTICS 


EPMES will be responsible for all travel and logistics associated with conducting the evaluation. 


10. REPORTING REQUIREMENTS AND DELIVERABLES 


 


Description and Timeline of Deliverables 


1. In-briefing: Within 48 hours of the availability of the evaluation team in the EPMES’s 


Contractor Office, the evaluation team will have an in-brief meeting with USAID/Ethiopia’s 


Program Office and HAPN for introductions; presentation of the team’s understanding of the 


assignment and initial assumptions. This pre-briefing meeting helps the evaluation team develop 


evaluation work plan/evaluation design and prepare for the subsequent presentation to USAID, 


which happens after two weeks of the initial introductory meeting. 


2. Evaluation Work Plan/Inception Report: Within fifteen working days following the in-brief 


presentation, the Contractor shall submit the evaluation work plan (evaluation inception report) 


to USAID/Ethiopia’s Program Office and HAPN. This work plan/inception report will include: (a) 


the overall evaluation design, including the proposed methodology, data collection and analysis 
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plan, and data collection instruments; (b) a list of the team members and their primary contact 


details while in-country, including the e-mail address and mobile phone number for the team 


leader and (c) the team’s proposed schedule for the evaluation; and. USAID offices and relevant 


stakeholders are asked to take up to three working days to review and consolidate 


comments through the EPMES COR. Once the evaluation team receives the consolidated 


comments on the work plan/inception report, they are expected to return with a revised work 


plan/inception report within two working days. The revised work plan shall include the list of 


potential interviewees and sites to be visited. USAID Offices send their final comments/say on 


the Contractor’s re-submitted documents/work plan within two working days of receipts 


revised documents/work plan from the Contractor and the Contractor proceeds accordingly. 


3. Fieldwork Debrief: The Team or the Contractor is expected to provide the COR for EPMES 


and Social Impact with periodic briefings (written, email, or using any other appropriate 


medium) and feedback on the evaluation progress. If desired or necessary, weekly briefings by 


phone can be arranged with the Program Office and the Health Office to provide updates on 


field progress and any problems encountered. Immediately after the team’s completion of the 


fieldwork, the team shall provide a debrief to USAID to discuss on and learn about field level 


data collection experiences as well as the evaluation team members’ preliminary impression on 


evaluation findings.  


4. Final Exit Presentation (PowerPoint Presentation) to USAID and relevant partners that 


will include a summary of key findings and key conclusions as these relate to the evaluation’s 


questions and recommendations to USAID. To be scheduled as agreed upon during the in-


briefing. A copy of the PowerPoint file will be provided to the Program Office, at least three-


days before the final exit presentation day. The COR for EPMES shall compiles comments 


from participants in this presentation and submit it to the Contractor for consideration during 


the preparation of the report.  


5. Draft Evaluation Report: The content of the draft evaluation report is outlined in Annex A 


below, and all formatting shall be consistent with the USAID branding guidelines. The focus of 


the report is to answer the evaluation questions and may include factors the team considers 


having a bearing on the objectives of the evaluation. Any such factors can be included in the 


report only after consultation with USAID. The Contractor will submit the draft 


evaluation to the Program Office within 15 working days after exist presentation 


and should incorporate comments made during the exit presentation. USAID’s 


Program Office, Health Office and other partners will have 10 working days to 


review and comment on the draft report and the Program Office shall submit 


consolidated comments to the Contractor. The Contractor will then have 10 working 


days to make appropriate edits and revisions to the draft and re-submit the revised final draft 


report to USAID. The Program Office, Health Office and other partners will have 10 


working days after the submission of the second revised draft to again review and send any 


final comments. 


6. Final Evaluation Report will incorporate final comments provided by the Program Office. 


The length of the final evaluation report should not be more than 45 pages, not including 


Annexes and Executive Summary. The Contractor should submit the final report to the Program 


Office within 10 days of receipt of comments. The Final Evaluation Report submission should 


also include a Two-pager briefer on key qualitative and quantitative findings and conclusions 


relative to the evaluation questions—to be given to the appropriate government counterpart(s) 


so that they can review evaluation findings and share them with the larger community. 


7. All project data and records will be submitted in full and shall be in electronic form in easily 


readable format; organized and fully document for use by those not fully familiar with the 


project or evaluation; and owned by USAID and made available to the public, barring rare 


exceptions, on the USAID Development Experience Clearinghouse (http://dec.usaid.gov). 


 



http://dec.usaid.gov/
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ANNEX 4: LIST OF DOCUMENTS REVIEWED 


S/N Title Source 


1 Activity Monitoring, Evaluation & Learning Plans JHPIEGO 


2 Health and Health Relation Indicator 2017 FMOH 


3 HRH Strategy -July 2015 JHPIEGO 


4 Rapid Site-Level HRH Assessment Draft Report_8-23-2016 JHPIEGO 


5 Activity Annual Reports (2012 – 2017) JHPIEGO 


6 Activity Data Quality Assessment Reports JHPIEGO 


7 Activity Annual Workplans (2013 – 2016) JHPIEGO 


8 Summary of HRH FY17 High Level Accomplishment  JHPIEGO 


9 TOR for HRH Coordination Mechanism- December 2013 JHPIEGO 


10 Factors Affecting Turnover Intention among Nurses in Ethiopia JHPIEGO 


11 Education, Practice, and Competency Gaps of Anesthetists in Ethiopia JHPIEGO 


12 HRH Baseline Survey Report JHPIEGO 


13 Task analysis study Report for 5 Cadres – December 2016 JHPIEGO 


14 ETH85152 – Civil Service Proclamation JHPIEGO 


15 05 July 2012 JHPIEGO Program Description JHPIEGO 


16 Strengthening – HRH – Research- compendium JHPIEGO 


17 SHRH Activity RFA - Instructions JHPIEGO 


18 Global HRH strategy 2030 JHPIEGO 


19 Health Professional Recruitment, Transfer & Training Guidelines JHPIEGO 


20 Health Professional Career Structure Guideline  FMOH 


21 Health Sector Development Program IV 2010/11 – 2014/15 (2003-


2007EC). Final draft. Addis Ababa.  


MOH 2010a 


22 Human Resource for Health Strategic Plan, Ethiopia 2009-2020. Addis 


Ababa 


MOH 2015a. 


23 National Health Policy.2015, Addis Ababa. MOH 2015b 


24 Health Sector Transformation Plan HSTP 2015/16 - 2019/20 (2008-2012 


EFY). Addis Ababa 


MOH 2015c 
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ANNEX 5: LIST OF KEY INFORMANTS INTERVIEWED DURING 


DATA COLLECTION AT DIFFERENT LEVELS 


 Government Development 


Partners 


Implementing Partners 


Federal 


Level 


Human Resource Management 


Directorate (FMOH) 


USAID (Cognizant 


Technical Officer)  


Project Mercy 


Human Resource Development 


Directorate (FMOH) 


United Nations 


Population Fund 


(UNFPA) 


Jhpiego management team 


National licensing examination for health 


professional directorate (FMOH) 


 MSH 


Food, Medicine, and Healthcare 


Administration and Control Authority 


 Ethiopian Association of 


Anesthetists  


Federal Ministry of Education (FMOE)  Ethiopian Midwives 


Association 


Education Strategic Centre   


Higher Education Relevance and Quality 


Assurance Agency (HERQA)  


 Teleconference with Open 


University 


Professional Associations (Ethiopian 


Medical Association [EMA], Ethiopian 


Public Health Association, nursing) 


  


Regional 


Level 


RHB (head, HRH process owner)  Jhpiego branch offices 


Bureau of Finance and Economic 


Development (health sector coordinator) 


 African Medical Research 


Foundation 


 


Civil Service Office  Columbia University’s ICAP 


Training Institutes (in-service training and 


continuous professional development) 


 Centre for International 


Reproductive Health Training 


(CIRHT) 


TIs 


(Universities 


and RHSCs) 


Managers    
Trainers  


Trainees 


HRH Alumni 
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ANNEX 6: DATA COLLECTION TOOLS 


Key Informant Interview Guides 


Introduction: This introduction page will be attached as an introduction preceding all the tools below. 


Let us first introduce ourselves. Our names are: …………………………………………. We are 


consultants working for Social Impact Inc. an international consulting firm, which is evaluating USAID 


support to the Government of Ethiopia (GoE) through the Strengthening Human Resources for Health 


(SHRH) Activity. This is an end of Activity evaluation and the purpose of the evaluation is to assess any 


progress made and any challenges encountered, by the Activity and to inform future design of similar 


interventions and support. The evaluation team has had the opportunity to review Activity documents 


to have a good understanding of the design and implementation of the Activity. However, review of the 


documents alone is not enough. Therefore, we would like to speak with you, as you have been a key 


stakeholder in the Activity, to hear about your experience, in your own words, to help us to better 


understand how this Activity is working.  


Confidentiality: 


 The information that we will collect will include individuals’ names, organizations, and positions. 


The Annex of the evaluation report will include a list of respondents, but the findings or 


statements in the report will not be associated to any particular name of the key informant in 


order to protect the confidentiality of the respondents. 


 Quotes from respondents will be included in the evaluation report, but there will be no link 


between the quotes and the names of the individuals who provided the quote. In the event that 


the team desires to use any personally identifiable information in the report (such as a 


photograph of the person), the evaluators will first contact the respondent(s) to seek 


permission to do so.  


 The information that we shall collect during this evaluation will be used for the sole purposes of 


this evaluation. This information will not be used for any other purpose.  


 Your participation in this interview is voluntary – you can withdraw from participating in the 


interview if you so wish. If you do not feel comfortable answering any particular question, please 


let us know and we will simply go on to the next question.  


 Do you give us permission to conduct the interview with you? 


 


i. Key Informant Interview Guides: FMOH-HRM Directorate & RHB Offices 


Interviewee’s Name and Title: ___________________________________ 


Designation: ___________________________________________ 


Location: _______________________________________       


Date: ___________________________________ 


EQ1: In what ways did the SHRH Activity contribute to improving HRH in Ethiopia?  
1. What do you consider to be the main contributions/achievements of the SHRH Activity to the 


health sector in Ethiopia? Probe: Did the Activity make any improvements to the human 


resources for health? How? 


2. What gaps have you observed in their contribution to HRH? 


3. In your opinion, how has the SHRH Activity impacted on the following? Probe for:  
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a. Use of Staff Needs Assessments to inform HR planning and forecast 


b. HRM process and procedure 


c. Partnership and collaboration 


d. HRH fora  


e. Attrition and improving motivation? 


f. Regulatory frameworks and practices 


g. Availability of health workers; HEW, Midwives and anesthetists as well as other essential 


and clinical cadres? 


h. Quality of education (IST and PSE, & Blended learning) 


i. Research (Probe for the contribution on policy and program learning) 


 


Further probe: If perception is that it met objectives – probe for drivers to meeting objectives; if 


perception is that it did not meet objectives – probe for gaps and challenges. Also probe for any 
innovations 


EQ2: To what extent have SHRH Activity result/sub-result areas and interventions continued to be 
relevant to HRH gaps and challenges in Ethiopia? 
1. Which of the following SHRH initiatives do you consider relevant to address HRH gaps in 


Ethiopia? Probe for: why relevant and not relevant; meeting community needs and alignment 


with government priorities, policies & strategies  


a. Improving HRM (HR motivation and retention, development policies and practices, building 


management capacity through IST) 


b. Accreditation (policy & legal framework) 


c. Strengthening the accreditation processes, practices and their enforcement  


d. Improving the availability of midwives, HEWs and Anesthetists other essential non-clinical 


health workers and other clinical health workers?  


e. Improving the quality of education through PSE, IST, and other supports? 


f. Relevance of researches and program learning activities to uncover pertinent issues? 


Please describe any gaps in this regard and what could be done to improve similar activities in 
the future 


EQ3: To what extent did the SHRH Activity interventions facilitate local ownership, coordination and 
partnerships and sustainability? 


 


Local ownership and sustainability: 


 


2. What things do you know of, that the SHRH Activity did to promote local ownership of the 


Activity strategies and results? 


a. Were these approaches effective in building local ownership? How?  


b. Considering the different initiatives supported by SHRH, can you please tell us which ones 


you feel can be sustained by the FMOH/RHBs when the SHRH ends? Why? Also probe for 


why the others may not be sustainable. Initiatives: HRM; increasing number of health workers; 


improving quality; research 


 


Efficiency and coordination 


 


3. What is your perception of the cost-effectiveness of investments of the SHRH Activity in terms 


of: 


a. Capacity building of TIs, RHB and FMOH in improving HRH HRM 


b. Production and distribution of health workforce 


c. Improving quality of education 
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d. Production and use of research evidence and program learning 


 


4. What innovations introduced by the SHRH Activity do you think are cost effective and needs to 


be scaled up? Which ones are costly need to be re-examined? 


 


5. What organizations/institutions (local and international) did the SHRH Activity coordinate with 


during the Activity implementation? Probe:  


 


a. What did they do with each of these organizations/institutions?  


b. What resulted from that coordination?  


c. What challenges did they experience in their coordination efforts? 


6. In your opinion which of the SHRH Activity intervention are fully integrated and owned by the 


government? Which ones do you think can continue to be implemented through government 


financing at federal and regional levels? Why? Also probe for why the others may not be 
sustainable.  


a. Improving HRM (HR motivation and retention, development policies and practices, building 


management capacity through IST) 


b. Accreditation (policy & legal framework) 


c. Strengthening the accreditation processes, practices and their enforcement  


d. Improving the availability of midwives, HEWs and Anesthetists other essential non-clinical 


health workers and other clinical health workers?  


e. Improving the quality of education through PSE, IST, and other supports? 
f. Relevance of researches and program learning activities to uncover pertinent issues? 


EQ4: To what extent were gender issues addressed in pre-service and in-service trainings? 
7. Can you please describe the main gender issues that you have observed in the health sector? 


(probe: Equal opportunity within employment; opportunities for jobs; training/capacity 


building/education; leadership roles and responsibilities);  


 


8. To the best of your knowledge, how did SHRH Activity support gender issues? Probe: Focus on 


the following:) 


a. Increasing the role of women in the new structures and positions that were created and 


filled 


b. Making the workplace hospitable for women? 


c. Improving gender balance in increasing the number of midwives, HEWs, anesthetists and 


other essential health workers in PSE and in-service trainings 


d. Supporting female students technically and financially 


e. Extent of the researches1 and program learning activities1 that incorporated gender as 


priority topic and considered building capacity of women to undertake the research?  


Please describe the successes, and success factors as well as gaps and challenges in this regard? 


9. Are there any other approaches that the SHRH Activity could have addressed gender issues 


better? How? 
 


Recommendations 
10. What priorities would you recommend for future HRH activities? Probe for:  


a. What should be the major priorities of the support activities (Management, Workforce 


supply, Quality of education, accreditation practices and environment) 


b. Innovative mechanisms/ways of implementing the support Activity? 
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c. What type of support should other development and implementing partners provide to 


strengthen human resource for health in Ethiopia? (probe for which partners could support 


HRH) 


d. What should the government do at all levels to support management, increase the number 


and quality of HRH production, as well as working environment? 
e. Any additional recommendation? 


 


ii. Key Informant Guide; FMHACA 


Interviewee’s Name and Title: ___________________________________ 


Designation: ___________________________________________ 


Location: _______________________________________       


Date: ___________________________________ 


 


EQ1: In what ways did the SHRH Activity contribute to improving HRH in Ethiopia?  


1. What do you consider to be the main contributions/achievements of the SHRH Activity to the 


health sector in Ethiopia? Probe: Did the Activity make any improvements to the human 


resources for health? How? 


2. What gaps have you observed in their contribution to HRH? 


3. What is your perception about the progress that the SHRH Activity made towards meeting its 


objectives on the following?  


a. Capacity building  


b. Improving performance of the agency  


c. Improving regulatory frameworks and professional practices 


d. Improving quality of education  


e. Generation of timely evidence through research and their effect on policy and program 
learning: 


Further probe: If perception is that it met objectives – probe for drivers to meeting objectives and 


innovations; if perception is that it did not meet objectives – probe for gaps and challenges. Also probe 
for any innovations and suggestions 


EQ2: To what extent have SHRH Activity result/sub-result areas and interventions continued to be 
relevant to HRH gaps and challenges in Ethiopia? 


4. Which of the following SHRH initiatives do you consider relevant to addressing HRH gaps in 


Ethiopia? Probe for: why relevant and not relevant; meeting community needs and alignment 
with government priorities, policies & strategies  


 


a. Accreditation (policy & legal framework) 


b. Strengthening the accreditation processes, practices and their enforcement  


c. Capacity building—probe for what types of capacity 


d. Partnership and collaboration  


e. Enforcement regulation and licensing  
f. Relevance of researches and program learning activities to uncover pertinent issues? 
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Please describe any gaps in this regard and what could be done to improve similar activities in the future 


 


EQ3: To what extent did the SHRH Activity interventions facilitate local ownership, coordination and 
partnerships and sustainability? 


 


Local ownership and sustainability: 


 


5. What things do you know of, that the SHRH Activity did to promote local ownership of the 


Activity strategies and results? 


a. Were these approaches effective in building local ownership? How?  


b. Considering the different initiatives supported by SHRH, can you please tell us which ones 


you feel can be sustained by the FMOH/RHBs when the SHRH ends? Why? Also probe for 


why the others may not be sustainable. Initiatives: HRM; increasing number of health workers; 


improving quality; research 


 


Efficiency and coordination 


 


6. What is your perception of the cost-effectiveness of investments of the SHRH Activity in terms 


of: 


a.  Capacity building of TIs, RHB and FMOH in improving HRH HRM 


b. Production and distribution of health workforce 


c. Improving quality of education 


d. Production and use of research evidence and program learning 


 


7. What innovations introduced by the SHRH Activity do you think are cost effective and needs to 


be scaled up? Which ones are costly need to be re-examined? 


 


8. What organizations/institutions (local and international) did the SHRH Activity coordinate with 


during the Activity implementation? Probe:  


 


a. What did they do with each of these organizations/institutions?  


b. What resulted from that coordination?  
c. What challenges did they experience in their coordination efforts? 


9. In your opinion which of the SHRH Activity intervention are fully integrated and owned by the 


government? Which ones do you think can continue to be implemented through government 


financing at federal and regional levels? Why? Also probe for why the others may not be 
sustainable.  


a. Improving HRM (HR motivation and retention, development policies and practices, building 


management capacity through IST) 


b. Accreditation (policy & legal framework) 


c. Strengthening the accreditation processes, practices and their enforcement  


d. Improving the availability of midwives, HEWs and Anesthetists other essential non-clinical 


health workers and other clinical health workers?  


e. Improving the quality of education through PSE, IST, and other supports? 
f. Relevance of researches and program learning activities to uncover pertinent issues? 


EQ4: To what extent were gender issues addressed in pre-service and in-service trainings? 
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10. Can you please describe the main gender issues/problems that you have observed in the health 


sector? (probe: Equal opportunity within employment; opportunities for jobs; training/capacity 
building/education; leadership roles and responsibilities);  


 


11. To the best of your knowledge, how did SHRH Activity support/address gender issues? Probe: 


Focus on the following:) 


a. Increasing the role of women in the new structures and positions that were created and 


filled 


b. Making the workplace hospitable for women? 


c. Improving gender balance in increasing the number of midwives, HEWs, anesthetists and 


other essential health workers in PSE and in-service trainings 


d. Supporting female students technically and financially 


e. Extent of the researches1 and program learning activities1 that incorporated gender as 


priority topic and considered building capacity of women to undertake the research?  


Please describe the successes, and success factors as well as gaps and challenges in this regard? 


12. Are there any other approaches that the SHRH Activity could have addressed gender issues 
better? How? 


Recommendations 


13. What priorities would you recommend for future HRH activities? Probe for:  


a. What should be the major priorities of the support activities (Management, Workforce 


supply, Quality of education, accreditation practices and environment) 


b. Innovative mechanisms/ways of implementing the support Activity? 


c. What type of support should other development and implementing partners provide to 


strengthen human resource for health in Ethiopia? (probe for which partners could support 


HRH) 


d. What should the government do at all levels to support management, increase the number 


and quality of HRH production, as well as working environment? 


e. Any additional recommendation? 


 


iii. Key Informant Guide; Civil Service Commission 


Interviewee’s Name and Title: ___________________________________ 


Designation: ___________________________________________ 


Location: _______________________________________       


Date: ___________________________________ 


 


EQ1: In what ways did the SHRH Activity contribute to improving HRH in Ethiopia?  


1. What do you consider to be the main contributions/achievements of the SHRH Activity to the 


health sector in Ethiopia? Probe: Did the Activity make any improvements to the human 


resources for health? How?  


2. What gaps have you observed in their contribution to HRH? 


3. Can you please describe how the Staff Needs Assessment supported by SHRH Activity helped 


to inform your decision for approving structures and positions in the health sector? 


4. In your opinion, how effective were the HRM capacity building efforts of SHRH Activity to: 
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a. Build HRH skills 


b. Develop tools to support HRH work 


c. Establish systems for HRH?  


 


5. What efforts of the SHRH Activity helped with the motivation and retention of health workers?  


Further probe: If perception is that it met objectives – probe for drivers to meeting objectives and 


innovations; if perception is that it did not meet objectives – probe for gaps and challenges. Also probe 


for any innovations and suggestions 


EQ2: To what extent have SHRH Activity result/sub-result areas and interventions continued to be 


relevant to HRH gaps and challenges in Ethiopia? 


 


6. In what ways has SHRH Activity contributed to addressing attrition rates of health sector staff? 


7. Can you please provide an overview of how the following HRM initiatives have helped to meet 


the needs of the health sector? Probe: do you think the health sector perform better than other 


sector due to these supports? 


 


a. Motivation and retention of staff 


b. HRM policies and practices 


c. Continuous Professional Development 


 


8. In what ways are the following SHRH Activity initiatives relevant to the HRH issues in Ethiopia? 


Please provide justification 


 


a. Continuous Professional Development 


b. Staff needs assessment projection (HR planning) 


c. HRM policies and practices 


d. In-service training for HRM personnel 


e. Motivation & Retention scheme 


 


EQ3: To what extent did the SHRH Activity interventions facilitate local ownership, coordination and 


partnerships and sustainability? 


 


Local ownership and sustainability: 


 


9. What things do you know of, that the SHRH Activity did to promote local ownership of the 


Activity strategies and results? 


a. Were these approaches effective in building local ownership? How?  


b. Considering the different initiatives supported by SHRH, can you please tell us which ones 


you feel can be sustained by the FMOH/RHBs when the SHRH ends? Why? Also probe for 


why the others may not be sustainable. Initiatives: HRM; increasing number of health workers; 


improving quality; research 


 


Efficiency and coordination 


10. What is your perception of the cost-effectiveness of investments of the SHRH Activity in terms 


of: 


a.  Capacity building of TIs, RHB and FMOH in improving HRH HRM 


b. Production and distribution of health workforce 


c. Improving quality of education 


d. Production and use of research evidence and program learning 


 


11. What innovations introduced by the SHRH Activity do you think are cost effective and needs to 


be scaled up? Which ones are costly need to be re-examined? 
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12. What organizations/institutions (local and international) did the SHRH Activity coordinate with 


during the Activity implementation? Probe:  


 


a. What did they do with each of these organizations/institutions?  


b. What resulted from that coordination?  


c. What challenges did they experience in their coordination efforts? 


 


13. In your opinion which of the SHRH Activity intervention are fully integrated and owned by the 


government? Which ones do you think can continue to be implemented through government 


financing at federal and regional levels? Why? Also probe for why the others may not be 


sustainable.  


a. Improving HRM (HR motivation and retention, development policies and practices, building 


management capacity through IST) 


b. Accreditation (policy & legal framework) 


c. Strengthening the accreditation processes, practices and their enforcement  


d. Improving the availability of midwives, HEWs and Anesthetists other essential non-clinical 


health workers and other clinical health workers?  


e. Improving the quality of education through PSE, IST, and other supports? 


f. Relevance of researches and program learning activities to uncover pertinent issues? 


EQ4: To what extent were gender issues addressed in pre-service and in-service trainings? 
14. Can you please describe the main gender issues/problems that you have observed in the health 


sector? (probe: Equal opportunity within employment; opportunities for jobs; training/capacity 


building/education; leadership roles and responsibilities);  


15. To the best of your knowledge, how did SHRH Activity support/address gender issues? Probe: 


Focus on the following:) 


a. Increasing the role of women in the new structures and positions that were created and 


filled 


b. Making the workplace hospitable for women? 


c. Improving gender balance in increasing the number of midwives, HEWs, anesthetists and 


other essential health workers in PSE and in-service trainings 


d. Supporting female students technically and financially 


e. Extent of the researches1 and program learning activities1 that incorporated gender as 
priority topic and considered building capacity of women to undertake the research?  


Please describe the successes, and success factors as well as gaps and challenges in this regard? 


16. What is your opinion regarding the structures and positions created and the proportion of 


women in health workforce and management? Probe: improved work environment for women  


17. Are there any other approaches that the SHRH Activity could have addressed gender issues 
better? How? 


Recommendations 


18. What priorities would you recommend for future HRH activities? Probe for:  


a. What should be the major priorities of the support activities (Management, Workforce 


supply, Quality of education, accreditation practices and environment) 


b. Innovative mechanisms/ways of implementing the support Activity? 


c. What type of support should other development and implementing partners provide to 


strengthen human resource for health in Ethiopia? (probe for which partners could support 


HRH) 


d. What should the government at all levels do to support management, increase the number 


and quality of HRH production, as well as working environment? 
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e. Any additional recommendation? 
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iv. Key Informant Interview Guide: Implementing/ Development Partners/EMA & EAA 


EQ1: In what ways did the SHRH Activity contribute to improving HRH in Ethiopia?  


1. What do you consider to be the main contributions/achievements of the SHRH Activity to the 


health sector in Ethiopia? Probe: Did the Activity make any improvements to the human 


resources for health? How? 


2. What gaps have you observed in their contribution to HRH? 


3. What is your perception about the progress that the SHRH Activity made towards meeting its 


objectives on the following?  


a. Capacity building  


b. Improving performance of the agency  


c. Improving regulatory frameworks and professional practices 


d. Improving quality of education  


e. Generation of timely evidence through research and their effect on policy and program 
learning: 


Further probe: If perception is that it met objectives – probe for drivers to meeting objectives and 


innovations; if perception is that it did not meet objectives – probe for gaps and challenges. Also probe 


for any innovations and suggestions 


4. In your opinion, how has the SHRH Activity impacted on the following? Probe for: examples 


 


a. Use of Staff Needs Assessments to inform HR planning and forecast 


b. HRM process and procedure 


c. Partnership and collaboration 


d. HRH fora  


e. Attrition and improving motivation? 


f. Regulatory frameworks and practices 


g. Availability of health workers; HEW, Midwives and anesthetists as well as other essential 


and clinical cadres? 


h. Quality of education (IST and PSE, & Blended learning) 
i. Research (Probe for the contribution on policy and program learning) 


EQ2: To what extent have SHRH Activity result/sub-result areas and interventions continued to be 
relevant to HRH gaps and challenges in Ethiopia? 


5. Which of the following SHRH initiatives do you consider relevant to address HRH gaps in 


Ethiopia? Probe for: why relevant and not relevant; meeting community needs and alignment 


with government priorities, policies & strategies  


a. Improving HRM (HR motivation and retention, development policies and practices, building 


management capacity through IST) 


b. Accreditation (policy & legal framework) 


c. Strengthening the accreditation processes, practices and their enforcement  


d. Improving the availability of midwives, HEWs and Anesthetists other essential non-clinical 


health workers and other clinical health workers?  


e. Improving the quality of education through PSE, IST, and other supports? 
f. Relevance of researches and program learning activities to uncover pertinent issues? 


Please describe any gaps in this regard and what could be done to improve similar activities in the future 


EQ3: To what extent did the SHRH Activity interventions facilitate local ownership, coordination and 
partnerships and sustainability? 
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Local ownership and sustainability: 


 


6. What things do you know of, that the SHRH Activity did to promote local ownership of the 


Activity strategies and results? 


a. Were these approaches effective in building local ownership? How?  


b. Considering the different initiatives supported by SHRH, can you please tell us which ones 


you feel can be sustained by the FMOH/RHBs when the SHRH ends? Why? Also probe for 


why the others may not be sustainable. Initiatives: HRM; increasing number of health workers; 


improving quality; research 


 


Efficiency and coordination 


7. What is your perception of the cost-effectiveness of investments of the SHRH Activity in terms 


of: 


a. Capacity building of TIs, RHB and FMOH in improving HRH HRM 


b. Production and distribution of health workforce 


c. Improving quality of education 


d. Production and use of research evidence and program learning 


 


8. What innovations introduced by the SHRH Activity do you think are cost effective and needs to 


be scaled up? Which ones are costly need to be re-examined? 


 


9. What organizations/institutions (local and international) did the SHRH Activity coordinate with 


during the Activity implementation? Probe:  


 


a. What did they do with each of these organizations/institutions?  


b. What resulted from that coordination?  
c. What challenges did they experience in their coordination efforts? 


10. In your opinion which of the SHRH Activity intervention are fully integrated and owned by the 


government? Which ones do you think can continue to be implemented through government 


financing at federal and regional levels? Why? Also probe for why the others may not be 
sustainable.  


a. Improving HRM (HR motivation and retention, development policies and practices, building 


management capacity through IST) 


b. Accreditation (policy & legal framework) 


c. Strengthening the accreditation processes, practices and their enforcement  


d. Improving the availability of midwives, HEWs and Anesthetists other essential non-clinical 


health workers and other clinical health workers?  


e. Improving the quality of education through PSE, IST, and other supports? 
f. Relevance of researches and program learning activities to uncover pertinent issues? 


EQ4: To what extent were gender issues addressed in pre-service and in-service trainings? 
 


11. Can you please describe the main gender issues that you have observed in the health sector? 


(probe: Equal opportunity within employment; opportunities for jobs; training/capacity 


building/education; leadership roles and responsibilities);  


 


12. To the best of your knowledge, how did SHRH Activity support gender issues? Probe: Focus on 


the following:) 


a. Increasing the role of women in the new structures and positions that were created and 


filled 
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b. Making the workplace hospitable for women? 


c. Improving gender balance in increasing the number of midwives, HEWs, anesthetists and 


other essential health workers in PSE and in-service trainings 


d. Supporting female students technically and financially 


e. Extent of the researches1 and program learning activities1 that incorporated gender as 


priority topic and considered building capacity of women to undertake the research?  


Please describe the successes, and success factors as well as gaps and challenges in this regard? 


 


13. Are there any other approaches that the SHRH Activity could have addressed gender issues 
better? How?  


Recommendations 


14. Please provide us your suggestions and recommendations regarding the:  


a. The priority of investment in management, supply, accreditation, quality of HRH in the 


medium to long term? 


b. Government roles (federal & region) in improving the leadership and management of human 


resource? 
c. Development partners roles in supporting the Ethiopian in HRH  


 


v. Key Informant Interview Guide: Health Institutions 


Interviewee’s Name and Title: ___________________________________ 


Designation: ___________________________________________ 


Location: _______________________________________       


Date: ___________________________________ 


EQ1: In what ways did the SHRH Activity contribute to improving HRH in Ethiopia?  


1. What do you consider to be the main contributions/achievements of the SHRH Activity to this 


health institution? Probe: Did the Activity make any improvements to the human resources for 


health? How? 


2. What gaps have you observed in their contribution/achievements at your institution? 


3. What is your perception about the progress that the SHRH Activity made towards meeting its 


objectives on the following?  


a. Capacity building  


b. Improving performance of the agency  


c. Improving regulatory frameworks and professional practices 


d. Improving quality of education  


e. Generation of timely evidence through research and their effect on policy and program 


learning: 


Further probe: If perception is that it met objectives – probe for drivers to meeting objectives and 


innovations; if perception is that it did not meet objectives – probe for gaps and challenges. Also probe 
for any innovations and suggestions 


EQ2: To what extent have SHRH Activity result/sub-result areas and interventions continued to be 


relevant to HRH gaps and challenges in Ethiopia? 


4. Thinking about this institution, how appropriate have the SHRH Activity interventions to your 


priorities for improving your capacity to train health workers?  


5. What has been the effects of the SHRH Activity on the following: 
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a. Faculty development 


b. Teaching material and infrastructure development 


c. Curriculum/module development 


d. Building the capacity of instructors, clinical preceptors and other teaching staffs 


e. Strengthening skill labs and practicum sites 


EQ3: To what extent did the SHRH Activity interventions facilitate local ownership, coordination and 
partnerships and sustainability? 


Local ownership and sustainability: 


 


6. What things do you know of, that the SHRH Activity did to promote local ownership of the 


Activity strategies and results? 


a. Were these approaches effective in building local ownership? How?  


b. Considering the different initiatives supported by SHRH, can you please tell us which ones 


you feel can be sustained by the FMOH/RHBs when the SHRH ends? Why? Also probe for 


why the others may not be sustainable. Initiatives: HRM; increasing number of health workers; 


improving quality; research 


 


7. Considering the different initiatives supported by SHRH Activity in your institution, can you 


please tell us which ones you feel can be sustained beyond the lifespan of the Activity? Also 


probe for why the others may not be sustainable. 


 


Efficiency and coordination 


8. What is your perception of the cost-effectiveness of investments of the SHRH Activity in terms 


of: 


a. Capacity building of TIs, RHB and FMOH in improving HRH HRM 


b. Production and distribution of health workforce 


c. Improving quality of education 


d. Production and use of research evidence and program learning 


 


9. What innovations introduced by the SHRH Activity do you think are cost effective and needs to 


be scaled up? Which ones are costly need to be re-examined? 


 


10. What organizations/institutions (local and international) did the SHRH Activity coordinate with 


during the Activity implementation? Probe:  


 


a. What did they do with each of these organizations/institutions?  


b. What resulted from that coordination?  
c. What challenges did they experience in their coordination efforts? 


EQ4: To what extent were gender issues addressed in pre-service and in-service trainings? 
11. Can you please describe the main gender issues that you have observed in your institution? 


(probe: Equal opportunity within employment; opportunities for jobs; training/capacity 


building/education; leadership roles and responsibilities);  


12. How did SHRH Activity support gender issues? Probe: Focus on the following:) 


a. Making the workplace hospitable for women? 


b. Improving gender balance in increasing the number of midwives, HEWs, anesthetists and 


other essential health workers in PSE and in-service trainings 


c. Supporting female students technically and financially 


d. Extent of the researches1 and program learning activities1 that incorporated gender as 
priority topic and considered building capacity of women to undertake the research?  
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Drivers of success: Please describe the success factors any identified SHRH Activity success? 


Challenges: What were/are the challenges in the SHRH Activity? 


Recommendations 


If USAID considers supporting a future similar Activity, what would be your major recommendations? 


 


vi. Key Informant Interview Guide: FMOE, REB 


Interviewee’s Name and Title: ___________________________________ 


Designation: ___________________________________________ 


Location: _______________________________________       


Date: ___________________________________ 


EQ1: In what ways did the SHRH Activity contribute to improving HRH in Ethiopia?  


1. What do you consider to be the main contributions/achievements of the SHRH Activity to 


FMoE/REB? Probe: Did the Activity make any improvements to the human resources for health? 


How? 


2. What gaps have you observed in the Activity’s contribution/achievements? 


3. What is your perception about the progress that the SHRH Activity made towards meeting its 


objectives on the following?  


a. Capacity building  


b. Improving performance of the FMoE/REB  


c. Improving regulatory frameworks and professional practices 


d. Improving quality of education  


e. Generation of timely evidence through research and their effect on policy and program 
learning: 


EQ2: To what extent have SHRH Activity result/sub-result areas and interventions continued to be 


relevant to HRH gaps and challenges in Ethiopia? 


4. Which of the following SHRH initiatives do you consider relevant to address Health science 


training in Ethiopia? Probe for: why relevant and not relevant;  


a. Accreditation (policy & legal framework) 


b. Strengthening the accreditation processes, practices and their enforcement  


c. Improving the availability of midwives, HEWs and Anesthetists other essential non-clinical 


health workers and other clinical health workers?  


d. Improving the quality of education through PSE, IST, and other supports? 


e. Relevance of researches and program learning activities to uncover pertinent issues? 


 


Please describe any gaps in this regard and what could be done to improve relevance for the 


future Activity support 


5. Please also describe for us the better approaches and innovation in improving the supply and 
quality of health workforce? What new approaches need to be considered? 


EQ3: To what extent did the SHRH Activity interventions facilitate local ownership, coordination and 
partnerships and sustainability? 


Local ownership and sustainability: 
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6. What things do you know of, that the SHRH Activity did to promote local ownership of the 


Activity strategies and results at the FMoE/REB? 


a. Were these approaches effective in building local ownership? How?  


b. Considering the different initiatives supported by SHRH, can you please tell us which ones 


you feel can be sustained by the FMOE/REBs when the SHRH ends? Why? Also probe for 


why the others may not be sustainable. Initiatives: HRM; increasing number of health workers; 


improving quality; research 


 


Efficiency and coordination 


7. What is your perception of the cost-effectiveness of investments of the SHRH Activity in terms 


of: 


a. Capacity building of TIs, REB and FMOE  


b. Production of health workforce 


c. Improving quality of pre-service education 


d. Production and use of research evidence and program learning 


8. What innovations introduced by the SHRH Activity do you think are cost effective and needs to 


be scaled up? Which ones are costly need to be re-examined? 


9. What organizations/institutions (local and international) did the SHRH Activity coordinate with 


during the Activity implementation? Probe:  


 


a. What did they do with each of these organizations/institutions?  


b. What resulted from that coordination?  
c. What challenges did they experience in their coordination efforts? 


EQ4: To what extent were gender issues addressed in pre-service and in-service trainings? 
10. Can you please describe the main gender issues that you have observed in the health sector? 


(probe: Equal opportunity within employment; opportunities for jobs; training/capacity 


building/education; leadership roles and responsibilities);  


 


11. To the best of your knowledge, how did SHRH Activity support gender issues? Probe: Focus on 


the following:) 


a. Increasing the role of women in the new structures and positions that were created and 


filled 


b. Making the workplace hospitable for women? 


c. Improving gender balance in increasing the number of midwives, HEWs, anesthetists and 


other essential health workers in PSE and in-service trainings 


d. Supporting female students technically and financially 


e. Extent of the researches1 and program learning activities1 that incorporated gender as 


priority topic and considered building capacity of women to undertake the research?  


Please describe the successes, and success factors as well as gaps and challenges in this regard? 


12. Are there any other approaches that the SHRH Activity could have addressed gender issues 
better? How?  


Recommendations 


13. Please provide us your suggestions and recommendations regarding the:  


a. The priority of investment in management, supply, accreditation, quality of HRH in the 


medium to long term? 


b. Government roles (federal & region) in improving the leadership and management of human 


resource? 


c. Development partners roles in supporting the Ethiopian in HRH  


d. Key Informant Interview Guide 
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vii. Key Informant Interview guide: HERQA 


Interviewee’s Name and Title: ___________________________________ 


Designation: ___________________________________________ 


Location: _______________________________________       


Date: ___________________________________ 


EQ1: In what ways did the SHRH Activity contribute to improving HRH in Ethiopia?  


1. What do you consider to be the main contributions/achievements of the SHRH Activity to 


FMoE/REB? Probe: Did the Activity make any improvements to the human resources for health? 


How? 


2. What gaps have you observed in the Activity’s contribution/achievements? 


3. What is your perception about the progress that the SHRH Activity made towards meeting its 


objectives on the following?  


a. Capacity building  


b. Improving performance of the HERQA 


c. Improving regulatory frameworks and professional practices 


d. Improving quality of education  


4. Generation of timely evidence through research and their effect on policy and program learning 


5. In your opinion, what have been the effects of the SHRH Activity in ensuring high quality and 


relevant education in the supported TIs? Probe for: accreditation of TIs, quality standards for 


health programs, development of quality & relevance assurance policy, quality audit activities and 


SBM-R–related topics 


6. What is your perception on the progress that the SHRH Activity made towards meeting its 


targets on the following?  


a. Improving regulatory frameworks and practices 


b. Increasing availability and reducing shortage of HEWs, Midwives, anesthetists as well as 


other essential and clinical cadres? 


c. Partnership and collaboration 


d. Improving quality of education through curriculum revision, accreditation as well as 


provision of PSE; effectiveness of blended learning 


e. Generation of timely evidence through research and their effect on policy and program 
learning: 


Please also describe for us the better approaches and innovation in improving the supply and quality of 
health workforce? What new approaches need to be considered? 


EQ2: To what extent have SHRH Activity result/sub-result areas and interventions continued to be 
relevant to HRH gaps and challenges in Ethiopia? 


7. What do you see the importance of the SHRH Activity on building the capacity of HERQA? 


Probe for: on accreditation of TIs, on improving quality standards for health programs, 


development of quality & relevance assurance policy and on quality audit activities. 


8. How much are PSE interventions appropriate to improve the quality of education of health 


workers? 


EQ3: To what extent did the SHRH Activity interventions facilitate local ownership, coordination and 
partnerships and sustainability? 


Local ownership and sustainability: 
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9. What things do you know of, that the SHRH Activity did to promote local ownership of the 


Activity strategies and results at the FMoE/REB? 


a. Were these approaches effective in building local ownership? How?  


b. Considering the different initiatives supported by SHRH, can you please tell us which ones 


you feel can be sustained by the FMOE/REBs when the SHRH ends? Why? Also probe for 


why the others may not be sustainable. Initiatives: HRM; increasing number of health workers; 


improving quality; research 


10. What activities supported by the SHRH Activity do you think could the government at all levels 


(FMOE, REBs, TIs) take over and implement without SHRH Activity support? Why and how? 


Which ones cannot be sustained and need further Activity support? Please provide evidence and 


justification 


Efficiency and coordination 


11. What is your perception of the cost-effectiveness of investments of the SHRH Activity in terms 


of: 


a. Capacity building of HERQA Regional HERQA 


b. In enhancing the accreditation process, setting quality standards for health programs etc. 


c. Improving quality of education? 


d. Production and use of research evidence and program learning? 


12. What innovations introduced by the SHRH Activity do you think are cost effective and needs to 


be scaled up? Which ones are costly need to be re-examined? 


 


13. What organizations/institutions (local and international) did the SHRH Activity coordinate with 


during the Activity implementation? Probe:  


 


a. What did they do with each of these organizations/institutions?  


b. What resulted from that coordination?  
c. What challenges did they experience in their coordination efforts? 


EQ4: To what extent were gender issues addressed in pre-service and in-service trainings? 
14. To the best of your knowledge, how did SHRH Activity support gender issues? Probe: Focus on 


the following:) 


a. Increasing the role of women in the new structures and positions that were created and 


filled 


b. Making the workplace hospitable for women? 


c. Improving gender balance in increasing the number of midwives, HEWs, anesthetists and 


other essential health workers in PSE and in-service trainings 


d. Supporting female students technically and financially 


e. Extent of the researches1 and program learning activities1 that incorporated gender as 


priority topic and considered building capacity of women to undertake the research?  


Please describe the successes, and success factors as well as gaps and challenges in this regard? 


 


15. Are there any other approaches that the SHRH Activity could have addressed gender issues 


better? How?  


Recommendations 


16. Please provide us your suggestions and recommendations regarding the:  


a. The priority of investment in management, supply, accreditation, quality of HRH in the 


medium to long term? 


b. Government roles (federal & region) in improving the leadership and management of human 


resource? 


c. Development partners roles in supporting the Ethiopian in HRH  
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ANNEX 7: FOCUS GROUP DISCUSSION GUIDES 


Introduction will use the introduction for all tools: please refer to the beginning of this document 


2.1 For Tutors/Instructors 


To what extent have SHRH Activity result/sub-result areas and interventions continued to be relevant 
to HRH gaps and challenges in Ethiopia? 


1. Can you please describe all the activities that SHRH undertook at this institution?  


2. What other activities do you know of that they carryout in this area (outside of the TI) 


3. How would you assess the relevance of the support in facilitating your training activities?  


a. Increasing enrollment, infrastructure development, teaching material etc.?  


b. On quality of education in PSE 


c. Relevance of research and program learning activities to uncover pertinent HRH issues?  


Please describe any gaps in this regard and what could be done to improve relevance in future 
Activity? 


To what extent has the SHRH Activity progressed towards meeting its performance objectives? 


Effectiveness 


4. In your opinion, which of the following activities did the SHRH perform very well? Why? And which did they 


not perform well? Why? 


a. Improving regulatory frameworks and practices 


b. Increasing availability and reducing shortage of HEWs, Midwives, anesthetists as well as 


other essential and clinical cadres? 


c. Improving quality of education through curriculum revision, accreditation as well as 


provision of PSE; effectiveness of blended learning 


d. Generation of timely evidence through research and their effect on policy and program 


learning: 


If they are effective, please describe for us the major drivers of success and innovation that need to be 
scaled up? If no, describe the major gaps and challenges? 


Please also describe for us the better approaches and innovation in improving the supply and quality of 
health workforce? What new approaches need to be considered? 


Efficiency 


5. Which of the support you got do you think are less costly but valuable investments of the SHRH Activity in 


terms of Capacity building of TIs, REB and FMOE  


a. Production of health workforce 


b. Improving quality of pre-service education 
c. Production and use of research evidence and program learning 


6. What innovation/s introduced by the SHRH Activity do you think is cost-effective and needs to be scaled up? 


Which one/s is not cost-effective and needs to be re-examined? 


Sustainability:  


7. From the above activities that have been actively supported, which ones do you think could the 


government at all levels (FMOE, REBs, TIs) take over and implement without SHRH Activity 


support? Why and how? Which ones cannot be sustained and need further Activity support? Please 


provide evidence and justification.  
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To what extent were gender issues addressed in pre-service and in-service trainings? 


8. Can you please describe the main gender issues that you have observed in the health sector? (probe: 


Equal opportunity within employment; opportunities for jobs; training/capacity building/education; 


leadership roles and responsibilities);  


9. How far has the SHRH Activity responded to and supported gender issues in human resource 


development in terms of: 


a. Making the pre-service training workplace hospitable for women? 


b. Improving gender balance in increasing the number of midwives, HEWs, anesthetists and 


other essential health workers in PSE 


c. Supporting female students technically and financially 


d. Extent to which researches1 and program learning activities1 incorporated gender as a 


priority topic  


e. Building the capacity of women to undertake research? 


 If positive, which? Elaborate. If no, why not? 
Please describe the successes, and success factors as well as gaps and challenges in this regard? 


Recommendations 


10. If USAID considers supporting a future similar Activity, can you please propose the HRH priorities 


that they should consider? Probe for:  


a. What should be the major priorities of the support activities (Management, regulatory 


environment, Quality of service and licensing process) 


b. Innovative mechanisms/ways of implementing the support Activity? 


c. What should other development and implementing partners do to support the process? 


(probe for which partners could support HRH) 
d. Any additional recommendation? 


 


2.2 For Students 


To what extent have SHRH Activity result/sub-result areas and interventions continued to be relevant 


to HRH gaps and challenges in Ethiopia? 


1. Can you please describe all the activities that SHRH undertook at this institution?  
2. What other activities do you know of that they carryout in this area (outside of the TI) 


3. Which of the following SHRH initiatives do you consider relevant to meeting your training needs? 


a. Improving the availability of midwives, HEWs, Anesthetists and other essential non-clinical 


health workers and other clinical health workers?  


b. Improving the quality of education through PSE? 


c. Relevance of research and program learning activities to uncover pertinent HRH issues?  


Please describe any gaps in this regard and what could be done to improve relevance in future 
Activity? 


To what extent has the SHRH Activity progressed towards meeting its performance objectives? 


Effectiveness: 


4. What is your perception on whether SHRH Activity met its objectives on the following? (provide 


evidence): 


a. Tuition support for pre-service education 


b. Improving regulatory frameworks and practices 
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c. Increasing availability and reducing shortage of HEWs, Midwives, Anesthetists as well as other 


essential and clinical cadres? 


d. Improving quality of education through curriculum revision, accreditation as well as provision 
of PSE; effectiveness of blended learning 


If perception is that it met objectives – probe for drivers to meeting objectives; if perception is that it 


did not meet objectives – probe for gaps and challenges. Also probe for any innovations 


Efficiency 


4. How cost effective do you think the investments of the SHRH Activity are in terms of  


a. Production of health workforce 


b. Improving quality of pre-service education 


c. Production and use of research evidence and program learning 


What innovation/s introduced by the SHRH Activity do you think is cost-effective and needs to be 


scaled up? Which one/s is not cost-effective and needs to be re-examined? 


Sustainability:  


5. From the above activities that have been actively supported, which ones do you think could the 


government at all levels (FMOE, REBs, TIs) take over and implement without SHRH Activity 


support? Why and how? Which ones cannot be sustained and need further Activity support? 


Please provide evidence and justification.  


To what extent were gender issues addressed in pre-service and in-service trainings? 


6. How far has the SHRH Activity responded to and supported gender issues in human resource 


development in terms of: 


a. Making the pre-service training workplace hospitable for women? 


b. Improving gender balance in increasing the number of midwives, HEWs, anesthetists and 


other essential health workers in PSE 


c. Supporting female students technically and financially 


d. Building the capacity of women to undertake research? 


 If positive, which? Elaborate. If no, why not? 
Please describe the successes, and success factors as well as gaps and challenges in this regard? 


Recommendations 


a. If USAID considers supporting a future similar Activity, please provide your major 


recommendations in terms of: 


b. What should be the major priorities of the support activities (Management, Workforce 


supply, Quality of education) 


c. What should the government do at all levels to support management, increase the number 
and quality of HRH production? 


Any additional recommendation/s? 


2.3 For Alumni of institutions supported by SHRH Activity 


To what extent have SHRH Activity result/sub-result areas and interventions continued to be relevant 


to HRH gaps and challenges in Ethiopia? 


1. Can you please describe all the activities that SHRH undertook at this institution?  
2. What other activities do you know of that they carryout in this area (outside of the TI) 


3. Which of the following SHRH initiatives do you consider relevant to meeting your training needs? 
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a. Improving the availability of midwives, HEWs, Anesthetists and other essential non-clinical 


health workers and other clinical health workers?  


b. Improving the quality of education through PSE? 


c. Relevance of research and program learning activities to uncover pertinent HRH issues?  


Please describe any gaps in this regard and what could be done to improve relevance in future 
Activity? 


To what extent has the SHRH Activity progressed towards meeting its performance objectives? 


Effectiveness: 


4. What is your perception on whether SHRH Activity met its objectives on the following? (provide 
evidence): 


a. Tuition support for pre-service education 


b. Improving regulatory frameworks and practices 


c. Increasing availability and reducing shortage of HEWs, Midwives, Anesthetists as well as other 


essential and clinical cadres? 


d. Improving quality of education through curriculum revision, accreditation as well as provision 


of PSE; effectiveness of blended learning 


e. Supporting practical skills in PSE 


f. Supporting in-service training 


g. Retention and motivation during in-service 


 


If they are effective, please describe for us the major drivers of success and innovation that need to be 
scaled up? If no, describe the major gaps and challenges? 


Please also describe for us the better approaches and innovation in improving the supply and quality of 
health workforce? What new approaches need to be considered? 


Efficiency 


5. How cost effective do you think the investments of the SHRH Activity are in terms of  


a. Production of health workforce 


b. Improving quality of pre-service education 
c. Production and use of research evidence and program learning 


What innovation/s introduced by the SHRH Activity do you think is cost-effective and needs to be 
scaled up? Which one/s is not cost-effective and needs to be re-examined? 


Sustainability:  


14. From the above activities that have been actively supported, which ones do you think could the 


government at all levels (FMOE, REBs, TIs) take over and implement without SHRH Activity 


support? Why and how? Which ones cannot be sustained and need further Activity support? 
Please provide evidence and justification.  


 


To what extent were gender issues addressed in pre-service and in-service trainings? 


15. How far has the SHRH Activity responded to and supported gender issues in human resource 


development in terms of: 


a. Making the pre-service training workplace hospitable for women? 


b. Improving gender balance in increasing the number of midwives, HEWs, anesthetists and 


other essential health workers in PSE 
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c. Supporting female students technically and financially 


d. Building the capacity of women to undertake research? 


If positive, which? Elaborate. If no, why not? 


Please describe the successes, and success factors as well as gaps and challenges in this 


regard? 


Recommendations 


16. If USAID considers supporting a future similar Activity, please provide your major 


recommendations in terms of: 


a. What should be the major priorities of the support activities (Management, Workforce 


supply, Quality of education) 


b. What should the government at all levels do to support management, increase the number 
and quality of HRH production? 


Any additional recommendation/s?  
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ANNEX 8: OBSERVATIONS GUIDE 


Universities/health science colleges and clinical training/practicum sites 


Observation points Comments 


Library in the TI 


Staff available at time of visit: # Librarians: Male______ Female ___________ 


# Clerks: Male _______Female ___________ 


# Cleaners: Male ______Female___________ 


# Other staff (specify): 


Male ____________Female _____________ 


 


 


Students available at time of visit: # Male _____________Female ____________ 


 


Books relevant for training: 


(Consult Institution to verify key relevant books 


for that institution) 


 


 


 


Computers: # computers seen: _______________________ 


# computers in working condition: ___________ 


# students expected to use the computers: 


_____________________________ 


Furniture (Chairs, desks):  


 


 


Space for books:  


Space for quiet reading:  


 


Environment (quiet/noisy; dark/bright):  


 


Other (Specify):  


 


Teaching classrooms 


Staff seen at time of visit: # Male _____________Female ____________ 


 


Students seen at the time of visit: # Male _____________Female ____________ 


 


Furniture (Chairs, desks):  


 


Space in the classroom:  


 


Environment (quiet/noisy/dark/bright):   


 


Other (Specify):  


 


Skill laboratory 


Staff available at time of visit # Male _____________Female ____________ 


 


Students available at time of visit: # Male _____________Female ____________ 


 


Skills manuals:  
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Observation points Comments 


 


Equipment for skills training: 


(list equipment seen and number of equipment) 


 


 


 


Space for skills training:  


 


Environment (quiet/noisy/dark/bright):  


 


Any safety issues observed:  


 


Other (Specify):  


 


Science Laboratory 


Staff available at time of visit: # Male _____________Female ____________ 


 


Students available at time of visit: # Male _____________Female ____________ 


 


Equipment for training seen at time of visit: 


(list equipment seen and number of equipment) 


 


 


Space for the laboratory:  


 


Environment (quiet/noisy; dark/bright):  


 


Environment (quiet/noisy; dark/bright):  


 


Any safety issues observed:  


 


Other (Specify):  


 


General observation: To be used in institutions that are supported through the HRH activities -n such 


as infrastructure development, skills lab support, practicum/clinical training sites)  


Note to observer: Information collected should be in the presence of at least one key staff working in 


the TI and familiar with the training process. 
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ANNEX 9: SAMPLING FRAME BY THE THREE REGIONAL CONTEXTS  


Region 
Performance 


Levels RHBs 


Universities RHSC 


Total available 


institutions 


Number of 


institutions 


Total available 


institutions 


Number of 


ranked 


institutions 


Tigray High 3 3 2 2 


Amhara High 7 7 6 5 


Oromia High 8 8 5 4 


SNNP Low 7 4 3 3 


Addis Ababa High 3 0 1 0 


Harari High 1 0 0 0 


Dire Dawa High 1 0 1 0 


Somali Low 1 0 2 1 


Afar High 1 1 1 1 


 


JUSTIFICATION FOR SAMPLE SELECTION 


Context Region Justification  


Agrarian 


context 


SNNP The only region that represents low performance of RHB in HRM among 


the agrarian regions. 


Amhara The evaluation team visited Debre Tabor, the university being used as a 


benchmark for training. This was also logistically easier to manage. 


Oromia The evaluation team visited the RHB, the best performer in HRM 


compared to other regions, to learn from Jimma University’s experience. 


Urban 


context 


Addis Ababa Has adequate number of TIs to be visited and is the only region where 


the private-sector training college has been supported by the Activity. 


Pastoral 


context 


Afar Has both TIs in the same area compared to the Somali region; fewer 


security risks. 
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ANNEX 10: QUANTITATIVE DATA COLLECTION FORMATS 


Data to be collected from Activity documents, FMOH documents and RHB documents as applicable 


Table 12: HRM Positions Created and Filled (by Year) 


RHBs/ZHDs/WoHOs 2013 2014 2015 2016 2017 


Total available HR position10 regions (excluding Oromia) 
     


Oromia Available HR positions at RHBs (considered as best practice) 
     


Total available HR postions11 regions 
     


Number of Filled Positions 10 regions 
     


No of Oromia Filled positions in Oromia 
     


Filled Positions 11 
     


% filled  
     


 


Table 13: Performance of HRM, 2012 - 2017 


Identified 


Indicator 


Baseline 


Data 


Target 


(2012 - 


2017) 


Plans by Year Performance by Year Total Performance % 


2012 2013 2014 2015 2016 2017 2012 2013 2014 2015 2016 2017 
  


% RHBs, ZHDs and 


WoHos that have 


staff requirement 


plan in place  
                


% human resource 


management post 


filled with staff who 


have qualification in 


health or 


management/social 


science with 


minimum of first 


degree 


                


Workforce 


Turnover rate from 


government health 


system 
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Identified 


Indicator 


Baseline 


Data 


Target 


(2012 - 


2017) 


Plans by Year Performance by Year Total Performance % 


2012 2013 2014 2015 2016 2017 2012 2013 2014 2015 2016 2017 
  


# organizational 


capacity assessment 


conducted 
                


# Human Resource 
management capacity 


assessment 


conducted 
              


15 100% 


# functional federal 


and regional HRH 


forums established 
                


# health workers 


who successfully 


completed an in-


service training 


program in HRM 


         
     


  


 


Table 14: Number of Midwives, Anesthetists, and HEWs 


Type Baseline 2012 2013 2014 2015 2016 2017 Total 


M F M F M F M F M F M F M F M F 


Midwives                  


Anesthetists                  


HEWs level III                 


HEWs IV                 







 


92 


Ethiopia Performance Monitoring and Evaluation Service (EPMES) 


Final Evaluation Report, Strengthening Human Resources for Health (SHRH) Activity 


 


Table 15: Performance on Quality Improvement (2012 – 2017) 


Identified Indicator 


Basel


ine 


Data 


Tar


get 


(201


2-


2017


) 


Plans by Year Performance by Year 


Tot


al 


Performa


nce % 20


12 


20


13 


20


14 


20


15 


20


16 


20


17 


20


12 


20


13 


20


14 


20


15 


20


16 


20


17 


# laws, policies, etc.   


 


                            


Ratio academic staff/students                                 


# Institutions -internal QIP 


  


                            


# Institutions - receive tuition 


  


                            


Person-hours of training                                 


# regions-link CPD to career dev.                                 


# regions-in-service/CPD plan 


  


                            


# workers completed SBM-R topics 


  


                            


# In-service centers established 


  


                            


Annual cost of in-service training 


supported per health worker                                 


Average cost per established skills lab per 


TI                                  


Average cost per curriculum revision                                 


% of Health Science TIs with the capacity 


to continue current level of pre-service 


education without further SHRH support                                 


What is the number of regions with the 


capacity to implement current levels of in-


service training without further support 


from SHRH Activity?                                 


# and % of female students financially and 


technically supported by the SHRH 


Activity                                 
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Table 16: Data on Program Learning Activities Undertaken 


Program Learning Titles Year Dissemination Expenditure 


In Activity Proposal Actual Undertaken Report 


Released 


Published Planned Actual Planned Actual 


Conduct a work climate assessment in sample regions, 


woredas and health facilities (IR1) 


        


Examine the joint appointments of health professionals 


in private & public health facilities in terms of job 


satisfaction, motivation and retention (IR1) 


        


Examine the impact of leadership and management 


training on human resource management (IR1) 


        


Examine/identify gender issues impacting women 


satisfaction in the work place(IR1) 


        


Conduct an assessment to examine the main reasons 


for students' attrition in midwifery and anesthesia (IR2) 


        


Examine whether HEWs' attrition has been effectively 


managed through use of HRIS data by RHB (IR2) 


        


Explore the impact of the problem based accelerated 


learning approach using a cohort of medical students 


(IR3) 


        


Assess whether students have adequate exposure to 


core competencies during clinical practice in a selected 


cadre (IR3) 


        


Examine whether performance recognition influences 


retention of technical and academic staff (IR3) 


        


Activity 4.1.1.8. Support Professional Associations to 


conduct manuscript writing workshops to draft 


manuscripts using data from a Task Analysis Study for 5 


cadres (Medical doctors, Health Officers, Nurses, 


Pharmacists, and Medical Laboratory Scientists) 


        


Activity 4.1.1.9. Conduct a manuscript writing 


workshop to develop a draft manuscript using data 


from the Health Professional Regulation and Practice 


Study 


        


 


Table 17: Data on Research Activities Undertaken 


Research Titles Year Dissemination Expenditure 







 


94 


Ethiopia Performance Monitoring and Evaluation Service (EPMES) 


Final Evaluation Report, Strengthening Human Resources for Health (SHRH) Activity 


In Activity Proposal Actual Undertaken Report 


Released 


Published Planned Actual Planned Actual 


Pilot a retention strategy with one cadre 


(IR1) 


        


Conduct a comparative study to examine 


educational quality in the accelerated 


one-year midwifery program in 


comparison to the three-year diploma 


program (IR2) 


        


Conduct a study to examine whether 


establishing a community-based learning 


center effectively brings learning to the 


frontline to develop competent health 


workers (IR2) 


        


Conduct a study to examine the 


feasibility, implications and competency 


outcomes of implementing a blended 


learning approach for HEWs' integrated 


refresher training (IR2) 


        


Conduct a pilot study to assess the 


feasibility of shortening 3-week BEmONC 


course using a blended learning approach 


(IR3) 
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Table 18: Program Learning Activities by Number and Type of Participants 


Program Learning Titles # of participants by Institution 


JHPI


EGO 


External 


(outside of 


Ethiopia) 


MOH/ 


Regions 


EMWA EAA HEI 


(Ethiopia) 


Other 
(specify) 


Total 


(Female) 


Conduct a work climate assessment in sample regions, 


woredas and health facilities (IR1) 


        


Examine the joint appointments of health professionals in 


private & public health facilities in terms of job satisfaction, 


motivation and retention (IR1) 


        


Examine the impact of leadership and management training 


on human resource management (IR1) 


        


Examine/identify gender issues impacting women 


satisfaction in the work place(IR1) 


        


Conduct an assessment to examine the main reasons for 


students' attrition in midwifery and anesthesia (IR2) 


        


Examine whether HEWs' attrition has been effectively 


managed through use of HRIS data by RHB (IR2) 


        


Explore the impact of the problem based accelerated 


learning approach using a cohort of medical students (IR3) 


        


Assess whether students have adequate exposure to core 


competencies during clinical practice in a selected cadre 


(IR3) 


        


Examine whether performance recognition influences 


retention of technical and academic staff (IR3) 


        


Activity 4.1.1.8. Support Professional Associations to 


conduct manuscript writing workshops to draft 


manuscripts using data from a Task Analysis Study for 5 


cadres (Medical doctors, Health Officers, Nurses, 


Pharmacists, and Medical Laboratory Scientists).  


        


Activity 4.1.1.9. Conduct a manuscript writing workshop 


to develop a draft manuscript using data from the Health 


Professional Regulation and Practice Study 
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Table 19: Research Activities by Number and Type of Participants 


 


Research Titles 


# of participants by Institution 


JHPIEGO External 


(outside of 


Ethiopia) 


MOH EMWA EAA HEI 


(Ethiopia) 


Other 


(specify) 


Total 


(Female) 


Pilot a retention strategy with one cadre (IR1)         


Conduct a comparative study to examine 


educational quality in the accelerated one-year 


midwifery program in comparison to the 


three-year diploma program (IR2) 


        


Conduct a study to examine whether 


establishing a community-based learning 


center effectively brings learning to the 


frontline to develop competent health 


workers (IR2) 


        


Conduct a study to examine the feasibility, 


implications and competency outcomes of 


implementing a blended learning approach for 


HEWs' integrated refresher training (IR2) 


        


Conduct a pilot study to assess the feasibility 


of shortening 3-week BEmONC course using 


a blended learning approach (IR3) 
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Table 20: Publications by Number and Type of Participants 


Publications Titles # of participants by Institution 


JHPIEGO External 


(outside of 


Ethiopia) 


FMOH EMWA EAA HEI 


(Ethiopia) 


Other 


(specify) 


Total 


(Female) 


Ayalew F Et al. Factors Affecting Turnover Intention 


among Nurses in Ethiopia. World Health and 


Population 20__; 16(2): 62-74. 


        


Desta FA et al. Identifying gaps in the practices of 


rural health extension workers in Ethiopia: a task 


analysis study BMC Health Services Research (2017) 


17:839. DOI 10.1186/s12913-017-2804-0. 


        


Jhpiego. “NOW I CAN STAY FOCUSED ON MY 


DREAMS” Empowering Female Health Science 


Students in Ethiopia: A Case Study. 2017, Baltimore, 


Maryland. 


        


Kibwana S Et al. Education, Practice, and 


Competency Gaps of Anesthetists in Ethiopia: Task 


Analysis. Journal of PeriAnesthesia Nursing 2017; 


        


Kibwana S Et al. Generating Evidence for 


Strengthening the Health Workforce in Ethiopia. 


BULLETIN of the NETHERLANDS SOCIETY for 


TROPICAL MEDICINE and INTERNATIONAL 


HEALTH 2017; 55(3):3-9. 


        


Kibwana S Et al. Trainers' perception of the learning 


environment and student competency: A qualitative 


investigation of midwifery and anesthesia training 


programs in Ethiopia. Nurse Education Today 2017; 


55: 5-10. 


        


Kibwana S, Woldemariam D, Misganaw A, Teshome 


M, Akalu L, Kols A, et al. Preparing the health 


workforce in Ethiopia: A Cross-sectional study of 


competence of anesthesia graduating students. Educ 


Health 2016; 29:3-9. 


        


Kols A Et al. Factors Predicting Ethiopian 


Anesthetists’ Intention to Leave Their Job. World J 


Surg 2017; (doi:10.1007/s00268-017-4318-7.  
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Yigzaw T et al. Using task analysis to generate 


evidence for strengthening midwifery education, 


practice, and regulation in Ethiopia. International 


Journal of Women’s Health 2016; 8: 181-190. 


        


Yigzaw T et al. How well does pre-service education 


prepare midwives for practice: competence 


assessment of midwifery students at the point of 


graduation in Ethiopia BMC Medical Education (2015) 


15:130. DOI 10.1186/s12909-015-0410-6.  


        


Yigzaw T Et al. Quality of Midwife-provided 


Intrapartum Care in Amhara Regional State, Ethiopia. 


BMC Pregnancy and Childbirth (2017) 17:261. 
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ANNEX 11: POST EVALUATION ACTION PLAN   


This Post-evaluation Action Plan is developed to create an opportunity to openly discuss evaluation findings, conclusions and recommendations within the 


Mission, in collaboration with MEL technical working group and Evaluation Contractor, and plan for use/ adoption of findings.   


The below two tables are adapted from the USAID Post-Evaluation Plan templates for this exercise; and the following are the principles (The P6) the Mission 


needs to follow to execute the Post-evaluation Action Plan. 


PRINCIPLE ONE: After an evaluation is completed, the COR or the Program Office at large and the Evaluation Contractor (as appropriate) shall 


seek the overall impression of the relevant Office/s within the Mission about the quality of the evaluation. 


 


PRINCIPLE TWO: After the evaluation report is approved, the evaluation COR or the Program Office at large and the Evaluation Contractor (as 


appropriate) shall sit together with the relevant office/s within the Mission to identify relevant/doable and non-doable recommendations (this is a 


completion to Table 1.) 


 


PRINCIPLE THREE: The evaluation COR or the Program Office at large and the Evaluation Contractor (as appropriate) shall discuss with the 


relevant Office/s within the Mission to plan how evaluation findings/recommendations shall be used, the responsible person to follow-up on that and 


also the timeline for adoption (this is a partial completion to Table 2.) 


 


PRINCIPLE FOUR:  Actions completed under PRINCIPLES ONE, TWO and THREE shall be part of the Annexes of the Final Evaluation Report by 


the Evaluation Contractor. 


 


PRINCIPLE FIVE: Tables 1 and 2 shall be shared, for instances as google sheet, with the wider Mission community to promote transparency and 


learning. 


  


PRINCIPLE SIX: The evaluation COR or the Program Office at large and the Evaluation Contractor (as appropriate) shall keep track of the plan 


and update the status on quarterly basis by following up on the actions with the technical team (this is a completion to Table 2.) 


 


Table 21: Post evaluation Management  


Evaluation Title: SHRH 


Evaluation Completion Date: 


 


Overall Impression about the Evaluation:  
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Evaluation 


Recommend


ation  


USAID Response : 


 Accepted / Partially Accepted / Rejected 


If not accepted or  partially 


accepted, provide more 


information why it was not 


ACCEPTED or PARTIALLY 


ACCEPTED Recommendations on Effectiveness 


1. The Government of Ethiopia (federal and regional) should review remuneration packages for HRM 


professionals to create interest from qualified candidates to apply for HRM positions and to improve retention 


of exiting HRM staff. The experience of the Oromia region could be used as a best practice example for other 


regions to learn from and implement.  


 


 


2. USAID should engage with the FMOH & RHB to prioritize, reconstitute, and reinvigorate the HRH forum, to 


strengthen its functioning as a platform for addressing cross-cutting HRH issues, especially strengthening it at 


the federal level to go beyond the technical to strategic policy discussions. 


 


 


3. The Government of Ethiopia and USAID should set aside funds to promote the development of a clear IST 


implementation strategy, including infrastructure, technical capacity trainer motivation, generation and use of 


resources, etc.) 


 


 


4. The Government of Ethiopia should review the effectiveness of IST expansion as a means for shifting hotel-


based training to IST centers. 


 


 


5. USAID should not include increasing the availability of health workers as a result area for any future HRH 


interventions as this has been prioritized by the Government.  


 


 


6. USAID should support the FMOE’s strategy to develop health science qualifications standards for colleges 


across the country, by providing technical and financial support. 


 


 


7. USAID should focus investments for any future support on third- and fourth-generation universities that have 


proven themselves receptive to new ideas and can effect greater change. 


 


 


8.  USAID should consider designing the activity to support health science colleges to shift towards a competency-


based curriculum.  


 


 


9.  


 


The Government of Ethiopia should develop and implement strategies to balance enrollment with available 


resources and infrastructure in TIs.  


 


 


10.  The Government of Ethiopia should develop and implement a continuing professional development strategy. 


USAID should provide support for this strategy when finalized. 


 


 


11.  USAID’s future Activity designs should explore ways of strengthening the consultation processes with donors, 


government and other partners in developing priority topics/activities for program learning and research.  


 


 


12.  USAID should ensure ownership and use of PLAs and RA findings through greater participation in the selection 


of topics, design of studies, analysis of data and dissemination 


 


 


Recommendations on Sustainability 


13.  USAID should focus on building leadership commitment among forum members in future Activity support. The 


case of Oromia region can be used as an example. 


 


 


14.  USAID should have the next SHRH Activity carry out organizational capacity assessments designed to engage 


stakeholders in not only assessing their organizational capacity but involve them in designing the action plan for 


the way forward. 
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Evaluation 


Recommend


ation  


USAID Response : 


 Accepted / Partially Accepted / Rejected 


If not accepted or  partially 


accepted, provide more 


information why it was not 


ACCEPTED or PARTIALLY 


ACCEPTED 15.  USAID should focus on institutional capacity as equally or more important than individual capacity to facilitate 


sustainability.  USAID should continue to support the capacity building of TIs through technical support and 


ensuring availability of adequate teaching materials. 


 


 


16. USAID and the Activity should collaborate, learn and adapt by working with international TIs to implement best 


practices. 


 


 


17.  USAID should ensure that any future similar Activity should prioritize interventions that enhance sustainability 


in quality of IST by ensuring infrastructure development as a pre-requisite for providing future support. 


 


 


18.  USAID should direct the partner to work with and support FMOH, RHBs, and local research institutions need 


to build their research capacity rather than just having the implementing partner do the research.  


 


 


Recommendations on Gender 


19.  USAID should support future Activities to provide training and support the implementation of the sexual-


harassment reporting system. 


 


 


20.  The GoE or USAID, should conduct an evaluation of the tutorial program to determine its effectiveness in 


increasing retention, grades, skills, and graduation rates of female students. 


 


 


21. The Government of Ethiopia should consider providing financial assistance to needy female students and 


expand that assistance to IST.  


 


 


Recommendations on Relevance 


22. The Government of Ethiopia should approach motivation and retention efforts differently. In line with 


government priorities, staff satisfaction and motivation to improve on-the-job performance should be 


emphasized over retention.  


 


 


23. The Government of Ethiopia (supported by USAID) should strengthen the human resource information 


management systems in alignment with the implementation of District Health Information System 2 (DHIS2). 


 


 


24. USAID should support the strategic provision of technical assistance and material support to TIs for training 


essential HWs should be continued as relevant in future HRH activities. 


 


 


25.  USAID should consider continuing to fund activities that build the institutional capacity at all levels of the 


government to provide quality pre-service and in-service training. 


 


 


26.  The Activity and USAID should place an increased emphasis on developing capacity through collaborative 


studies and research with all stakeholders. This research capacity development approach is especially important 


for new TIs with young and inexperienced staff. 


 


 


Recommendations on Facilitating/Hindering Factors 


27.  Ensure that a comprehensive stakeholders’ analysis is conducted prior to introduction of the initiative that aims 


to increase the number of HRM positions. 
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Table 2221: Post-evaluation Action Plan  


Evaluation Title: SHRH 


Evaluation Completion Date: 


Recommendations 


fully or partially 


accepted  


Adoption  plan Follow-up 


USAID 


Focal 


Office 


USAID 


Focal 


Person  


and Title 


How will the Office 


use/adopt the 


recommendation? 


When is the expected time 


for use/adoption? 


Status of Actions  


(as of date) 


Any remarks 


1.       


2.       


3.       


4.       


5.       


6.       


7.       


8.       
                                                                                                                      


 







 


 


ANNEX 12: LIST OF KII PARTICIPANTS  


S/no Name Position and organization 


1 Tilahun Bezabih  Program Manager , SNNPR Jhpiego 


2 Muradu Melis Education and training Officer, SNNPR Jhpiego 


3 Helen Tiruneh Education and training Officer, SNNPR Jhpiego 


4 Getaneh Girma Education and training Officer, SNNPR Jhpiego 


5 Wondu Gideta M & E officer, SNNPR Jhpiego 


6 Assfaw Demise HRM Officer, SNNPR Jhpiego 


7 Tigist Fikadu Program Assistant, SNNPR Jhpiego 


8 Getachew worku Office Manager, EAA 


9 Desalegne Mekuria Technical Advisor, EAA 


10 Jemal Mohamed HRM Directorate Director, Afar Regional Public Service and HR Bureau 


11 Ato Tilahun Eshete- Deputy Bureau head , Amhara BoFED 


12 Genet Kifle Felege Hiwot Hospital HRM coordinator 


13 Abraham Yemanu Regional HRM Officer, Afar MSH team 


14 Daniel Haile Selassie Education and training advisor, Jhpiego Tigray team 


15 Abebe Tadele Education and training Officer, Jhpiego Tigray team 


16 Osman Ahmed Quality Assurance Coordinator, Semera University 


17 Kusse Urmale Nursing Department Head, Semera University 


18 Ato Afkea Ali Teachers and Education development Director, Afar REB 


19 Eyisha Abdella Gender Officer, Afar RHB 


20 Ali Hussen TVET Agency Director, Afar regional state 


21 Osman Ahmed Coordinator CMHS Semera University 


22 Seraj Ahmed Instructor, Semera RHSC 


23 Dawud Hussien Instructor, Semera RHSC 


24 Gebru Getachew Instructor, Semera RHSC 


25 Hussen Kaloyta Ahmed Instructor, Semera RHSC 


26 Dutse Tamiru HRM support process owner, SNNPR RHB 


27 Wossen Gizachew  HRM officer, SNNPR RHB 


28 Kirubel Bahailu Delegate Anesthesia Department Head, Araba Minch University 


29 Tayiredin Nuriye Midwifery Department Head, Welkite University 


30 Girum Yonas Anesthesia Department Head, Araba Minch HSC 


31 Yitagesu Habte EDC coordinator, Hossana HSC 


32 Andualem Girma HEW training department Head, Arba Minch HSC 


33 Fikre Bojola Nursing department Head, Arba Minch HSC 


34 Abera Feyissa Nursing Department Head, Hossana HSC 


35 Zeritu Dawana Midwifery Department Head, Arba Minch HSC  


36 Gudeta Berriso Midwifery Instructor, Welkite University 


37 Mebiratu Demisse Midwifery Instructor, Welkite University 


38 Seboka Abebe Midwifery Instructor, Welkite University 


39 Shegaw Beze Midwifery Instructor, Welkite University 


40 Mintewab Gelagay Education & Training Adviser, Jhpiego AA regional team 


41 Ferew Tafese HRH Advisor, Jhpiego AA regional team 


41 Abrehet FMHACA 


42 Leulayehu Executive director of EAA 


43 Dr Gabriel Instructor, Debere Tabor University 


44 Dr Selam Instructor, Debere Tabor University 


45 Dr Lealem Instructor, Debere Tabor University 


46 Dr Getachew Tolera FMOH-HRD-HRM 


47 Dr Tsedeke Asaminew EDC coordinator, Jimma University 


48 Tesfamichael Adaro Faculty development coordinator, Jimma University 


49 Waju Beyene Academic quality assurance director, Jimma University 


50 Ben Tegegne Delegate HRM Head, AA RHB 


51 Chale Hailu HR administration coordinator, AA RHB 


52 Berhanu Fekadu HRIS office, AA RHB 


53 Yewubdar Tilahun HRD coordinator, AA RHB 


54 Muluken Asefa Dean, Bahir dar HSC 


55 Tigabe Asmare EDC coordinator, Bahir dar HSC 


56 Azezu Asires Gender office coordinator, ?? 


57 Dr. Worku Belay Chief Executive Director (Delegate), ?? 


58 Salamawit Leake Midwifery Department Representative, ?? 


59 Gabriel Hiwot Head of Anesthetist department, ?? 







 


 


S/no Name Position and organization 


60 Mengistu Desalega Quality Assurance Coordinator, ?? 


61 Ashebir Kidane Regional coordinator, Jhpiego Amhara regional team 


62 Fantu Abebe Educational adviser, Jhpiego Amhara regional team 


63 Yehilsew Asaya Educational & Training Adviser, Jhpiego Amhara regional team 


64 Le’alem Menbere Educational & Training Adviser, Jhpiego Amhara regional team 


65 Molla Belay HRH Officer, Jhpiego Amhara regional team 


66 Desalegn Ademe M&E Officer, Jhpiego Amhara regional team 


67 Addise Worku Programme Assistant, Jhpiego Amhara regional team 


68 Bizualem Gashaw HRH management Officer, Jhpiego Amhara regional team 


69 Tesfaye Director of Amhara COC Agency 


70 Bazeze Gelaw Amhara COC Agency 


71 Solomon Assefa HRH process owner, Amahara RHB 


72 Mengistu Alelign Good governance and reform coordinator, Amahara RHB 


73 Fantaye Awoke Chairman of health professional associations, Amahara RHB 


74 Ato Tilahun Eshete-  Deputy Bureau head, Amhara BOFED 


75 Amsalu Molla Dean of Health science college, Bahir Dar HSC 


76 Awoke Giletew EDC coordinator, Bahir Dar HSC 


77 Eyerusalem Solomom Gender coordinator, Bahir Dar HSC 


78 Alemayehu Nigussie Academic vise president, Bahir Dar HSC 


79 Dessie Tegegne IST coordinator, Bahir Dar HSC 


80 Seyoum Mekonne Delegate Dean and Nursing Department head, Semera HSC 


81 Mohamed Abdulrahman Head of HEW department, Semera HSC 


82 Mohammed Akber Head department of midwifery, Semera HSC 


83 Najima Biza Dean College of Medical and Health Sciences, Semera University 


84 Ibrahim Mohamed Head department of midwifery, Semera University 


85 Ato Belete Akenie Job structure, Valuation and Remuneration Study Directorate, Amahara 
PSHRB 


86 Tachawt Seleley Project Manager, EMA HRH Activity 


87 Almaz Mamaru,  Gender Officer, Jimma University 


88 Ms. Eleni Admasu, Former IST Coordinator, Bahir Dar University 


89 Yibeka Assefa HRM, PSHRB, SNNPR 


90 Dr Getachew Tolera Directorate Director, FMOH 


91 Zewde Asfaw Charities and Societies Projects Monitoring and Evaluation Officer, SNNPR 


BOFED 


92 Tigist Kitambo Gender Coordinator CMHS Arba Minch University 


93 Tigist Shiferaw Registrar and public health specialist, ACIPH 


94 Dr. Mengistus Hailesele Country Representative/Director, CIRHT 


95 Solomon Worku Director for Medical Education Training, CIRHT 


96 Melaku  HR Director, PSHRDB, AA city Administration 


97 Dr Henok Zewdu CMD, Debre Tabor University 


98 Belay Ambachew CEO, Debre Tabor University 


99 Yibabe Tesfaye Dean, Debere Tabor HSC 


100 Tadesse Wuletaw Academic Vice Dean, Debere Tabor HSC 


101 Bantayehu Dejen IST Coordinator, Debere Tabor HSC 


102 Saleamlak Adbaru Gender coordinator, Debere Tabor HSC 


103 Mequanint Beze EDC focal person, Debere Tabor HSC 


104 Demamu Mekonnen Admin & Development Vice Dean, Debere Tabor HSC 


105 Ato Kuma Getahun Dean, Minilik HSC 


106 Menelik Legesse EDC & Research Coordinator, Minilik HSC 


107 Fikrete W/Selaise Gender focal Person, Minilik HSC 


108 Dr Dereje Diguma Head, Oromia RHB 


109 Habtamu Demissie Director, HRD and Administration, Oromia RHB 


110 Tesfaye Dadi HRM and HRD directorate, Oromia RHB 


111 Dereje HRM and HRD directorate, Oromia RHB 


112 Geremew HRM and HRD directorate, Oromia RHB 


113 Zerihune HRM and HRD directorate, Oromia RHB 


114 Dr Alemayehu Haddis IST coordinator, Jimma University 


115 Tekalign Berhane Deputy Bureau Head, Oromia PSHRDB 


116 Akrem Abdusemed Regional HRH manager, Jhpiego team 


117 Solomon Abebe Acting Program Manager, Jhpiego Oromia team 


118 Mulugeta Debele HR Officer, Jhpiego Oromia team 


119 Ayana Chimdessa Education & Training Officer, Jhpiego Oromia team 


120 Gelmessa Bekana M&E officer, Jhpiego Oromia team 


121 Worku Habte Program Assistant, Jhpiego Oromia team 







 


 


S/no Name Position and organization 


122 Solomon Wolde Education & Training Officer, Jhpiego Oromia team 


123 Ezedin Aman Jhpiego Oromia team 


124 Dr Shelemo Shawula MSH HRH Activity 


125 Dr Tegibar Yigizaw Deputy Chief of Party, Jhpiego HRH Activity 


126 Dr Damtew Dagoye Chief of Party, Jhpiego HRH Activity 


127 Mihireteab Teshome Jhpiego HRH Activity 


128 Alem Wakenie HR Manager, Zewuditu Memorial Hospital 


129 Negat Director of directorate, St Paul MMC 


130 Rahel Surgical department, St Paul MMC 


131 Teshome EMT department, St Paul MMC 


132 Tangut Research department, St Paul MMC 


133 Teshale Operating theater department, St Paul MMC 


134 Ermias Pediatric department, St Paul MMC 


135 Dr Solomon Education Strategic center 


136 Dr Daniel Jhpiego HRH team 


137 Firew Jhpiego HRH team 


138 Ephraim Jhpiego HRH team 
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EXECUTIVE SUMMARY  


GENDER ANALYSIS BACKGROUND AND PURPOSE  


This gender analysis, conducted between October and December 2016, aimed to generate information 


that would be incorporated into USAID/Ethiopia’s second generation (2017–2021) Country Development 


Cooperation Strategy (CDCS). The results provide information for guiding and improving gender 


programming and integration into USAID/Ethiopia’s development portfolio. The report highlights the 


gender inequalities in Ethiopia along the three development objectives (DOs) and the support objective 


(SO) of USAID/Ethiopia’s current CDCS. Two consultants and two SI staff conducted the analysis. A 


mixed-methods approach, involving a review of secondary sources, key informant interviews (KIIs) and 
focus group discussions (FGDs), was used.  


A total of 40 KIIs was conducted with various stakeholders including USAID implementing partners (IPs), 


Government of Ethiopia (GoE) officials, the private sector, and other donors in Addis Ababa as well as in 


the sites of the two selected field visits, Dire Dawa and Mekelle. Additionally, eight FGDs were conducted 


with health extension workers, primary students, and out-of-school youth. A more in-depth description 


on the methodology applied for this gender analysis can be found in the methodology and limitations 


section of this report and in Annexes I and II. 


LIMITATIONS 


The gender analysis had some limitations. First, just as the team was preparing its site visits the GoE 


declared a state of emergency, which severely restricted travel outside of Addis Ababa. Thus, the KIIs and 


FGDs were only conducted in Addis Ababa, Dire Dawa, and Mekelle, which were safer for the team. The 


findings from KIIs and FGDs may not reflect the views from other regions that were not visited. The team 


tried to use secondary data to cover regions that it was not able to visit. Second, limited access to the 


Internet affected communication between the gender analysis team and the IPs as well as electronic access 


to relevant documents for the desk review. Finally, the timeframe for completion of the gender analysis 
was short for a wide scope of work. 


KEY FINDINGS 


DO 1: Increased Economic Growth with Resiliency in Rural Ethiopia 


Women have limited access to agricultural resources. Findings show that women have limited access 


to resources, such as land, agricultural extension and training, credit, irrigation, modern inputs, and 


technology suitable for their needs.1 Married women are more disadvantaged, as extension services are 


geared to the head of the household and therefore the needs of these women are often not considered 


in agriculture extension services, as there is a “perception bias” that women are not farmers.2 Because of 


the lack of support and necessary resources, female farm managers produce 23 percent less per hectare 


than their male counterparts.3 They are also less likely to be organized in farmers’ organizations or 


cooperatives. Cooperative organizations are usually controlled and managed by men because these 


organizations favor wealthier, educated male farmers running large-scale operations over economically 


                                                
1 Agricultural Growth Program – Agribusiness and Market Development (AGP-MADE) 
2 IFPRI. Mogues et al. 2009. Agriculture Extension in Ethiopia through a Gender and Governance Lens. Accessed from 
https://pdfs.semanticscholar.org/d9f6/ddf731b4a36302e56a2e4c1f85300c1722d1.pdf 
3 World Bank and ONE Campaign. 2014. Leveling the Field: Improving Opportunities for Women Farmers in Africa. 
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vulnerable farmers, particularly resource-poor women.4 Women farmers usually have limited education, 


knowledge, time, productive assets, and low confidence, making it challenging for them to join 


cooperatives and have their voices heard. However, there is some evidence that when women are 
involved in leadership positions, there is a greater likelihood of other women joining as members.5 


Land is a vital asset for most men and women in rural areas whose livelihoods are based on 


agriculture. Ethiopia’s Joint Land Certification Program requires that when land is jointly held the 


certificate be written in the name of the husband and wife.6 Findings show that this requirement has 


empowered women in regions such as Amhara and Southern Nations and Nationalities and Peoples’ 


Region (SNNPR). Regions began the certification at different times and implemented it slightly differently, 


so the outcomes vary across regions. However, due to legal plurality and the patriarchal history of the 


country, men continue to have more control over land.7 In order to address this issue, the Women’s Land 
Rights Task Force is advocating on behalf of women in the absence of strong civil society organizations.8 


Women constitute a large percentage of the manufacturing workforce. The manufacturing industry 


is a focus area for the GoE to accelerate economic growth. The government plans to increase 


manufacturing jobs from 380,000 in 2014–15 to 758,000 by 2019–20, and the primary beneficiaries of 


these jobs will be women and youth.9 The goal is to have 60 percent women employed in jobs that require 


medium-level qualifications, and youth will hold 30 percent of the jobs that require high-level 


qualifications.10 The large number of women employed in these industrial parks has great potential to 


change gender dynamics in Ethiopia.  


Access to electricity is a challenge for most Ethiopians, especially women. Poor access to electricity 


infrastructure is a challenge for all Ethiopians but affects Ethiopian women even more, as they spend a 


substantial amount of time and physical energy collecting fuel sources.11 The Power Africa Presidential 


Initiative strives to meet the energy needs of underserved women, among other priorities, while also 


creating opportunities for them throughout the energy value chain. However, Power Africa has a long 


road ahead to gender integration as this industry is often seen to be “gender-neutral” and the benefits are 


assumed for all segments of the population. 


DO 2: Increased Utilization of Health Services  


Health extension workers (HEWs) and Health Development Army (HDAs) are the chief drivers for 


many health initiatives. The government relies heavily on the network of 38,000 female HEWs and 


HDAs that it has established to deliver key messages on health. Findings show that women health workers 


feel empowered because of the training they receive and because their families and communities view 


them as knowledgeable.12 The primary reason women are targeted to be trained as HEWs and HDAs is 


because the Health Extension Program (HEP) puts emphasis on preventable diseases that primarily affect 


women and children. The urban and rural HEWs face different challenges. Urban HEWs expressed in 


FGDS a concern that not enough attention and resources are given to build their capacity. There was also 


                                                
4 IFPRI. Woldu, T., Tadesse, F., and Waller, M. 2013. Women’s Participation in Agricultural Cooperatives in Ethiopia. Accessed from 
http://essp.ifpri.info/files/2011/04/ESSP_WP57_WomenParticipationAgricCoop1.pdf 
5 IFPRI. Mogues et al. 2009. Agriculture Extension in Ethiopia through a Gender and Governance Lens. Accessed from 
https://pdfs.semanticscholar.org/d9f6/ddf731b4a36302e56a2e4c1f85300c1722d1.pdf. 
6 USAID. 2014. Land Administration to Nurture Development (LAND): Gender Analysis and Action Plan. 
7 Tetra Tech. Girma, H., and Giovarelli, R. 2014. LAND Gender Analysis and Action Plan 
8 LAND Gender Analysis and Action Plan 
9 The Federal Democratic Republic of Ethiopia. National Planning Commission. 2016. Growth and Transformation Plan II (2015/16–2019/20) 
10 Ibid. 
11 IFPRI, Time Allocation to Energy Resource Collection in Rural Ethiopia. 
12 FGD with urban HEWs and KIIs with rural HEWs 







Ethiopia Performance Monitoring and Evaluation Service | Gender Analysis Report xii 


a concern about the lack of career growth opportunities and heavy workloads. Usually, two HEWs serve 
5,000 households, but in the KIIs, it was reported that at times two HEWs serve up to 9,000 households. 


Low number of deliveries attended to by skilled professionals and at health facilities. Despite 


progress made to reduce maternal mortality over the last 16 years, the rate remains high compared to 


other countries, mainly due to delays in seeking and receiving skilled care, unmet family planning needs, 


deliveries without assistance from a skilled health provider, and not getting immediate postnatal care. Only 


28 percent of women deliver with the assistance of a skilled provider, and 26 percent deliver in health 


facilities.13 The 2016 Ethiopia Demographic and Health Survey (EDHS) and KIIs with HEWs, IPs, and GoE 


officials show that the provision of immediate postnatal care is a challenge partly because of cultural and 
religious beliefs. 


Modern contraceptive use among married women has risen, but men are insufficiently involved in 


reproductive health services. Ethiopia saw a sharp rise in modern contraceptive use among married 


women—the EDHS shows a change from 6 percent in 2000 to 36 percent in 2016.14 Contraceptive use 


among married urban women is much higher than rural women (52 percent compared with 33 percent); 


wealthier and more educated women are also more likely to use contraceptives.15 An analysis of the EDHS 


data shows that women’s empowerment is significantly associated with contraceptive use.16 In Ethiopia, 


the responsibility of contraceptive use continues to fall on women. The 2011 EDHS shows that only 17.6 
percent of married men have knowledge of male sterilization.17 


Malnutrition is a major issue in many parts of the country, particularly among women and 


children. Literature reflects that malnutrition triggers nearly 50 percent of under-five deaths.18 The 


Ethiopian government has placed women and children’s nutrition as a top priority to achieve the 


Sustainable Development Goals (SDGs). The government launched its National Nutrition Program, which 


recognizes that women’s access and control over household resources, time, knowledge, and social 


support networks are barriers to improving nutritional outcomes in Ethiopia.19 The government has tied 


the achievement of nutrition-related goals to the achievement of other development goals for the country. 


Nutritional challenges for women and girls in Ethiopia stem largely from traditional beliefs that women 


and girls should not eat certain foods and that women should give priority to men and children to eat 
first. As a result, women of reproductive age do not obtain the nutritional nutrients necessary. 


Access to water has improved, but sanitation continues to be a challenge. Households obtaining 


drinking water from an improved source increased from 54 percent (EDHS 2011) to 65 percent (EDHS 


2016). Urban dwellers have better access (97 percent) than rural ones (57 percent) to an improved 


drinking water source.20 Access to clean water has a multifaceted impact on the country’s development 


endeavors. Women and young girls spend a substantial amount of time fetching water for the household 


(in rural areas, 68 percent of women collect water versus 8 percent of men)21. In addition to the time and 


labor constraint this imposes on females, information from KIIs with HEWs and IPs revealed that women 


face gender-based violence (GBV) as they travel far from home to collect water. As with collecting water, 


                                                
13 Central Statistical Agency (CSA) [Ethiopia] and ICF. 2016. Ethiopia Demographic and Health Survey 2016: Key Indicators Report 
14 Comparison of EDHS 2000, 2005, 2011, and 2016 
15 Central Statistical Agency (CSA) [Ethiopia] and ICF. 2016. Ethiopia Demographic and Health Survey 2016: Key Indicators Report 
16 UNICEF. 2013. Women’s Empowerment as a Determinant of Contraceptive Use in Ethiopia 
17 The 2016 EDHS male sterilization data was not available at the time of this report.  
18 WHO website, Ethiopia Child Health page. Access at http://www.afro.who.int/en/ethiopia/country-programmes/topics/4475-child-health.html 
19 Federal Democratic Republic of Ethiopia. National Nutrition Program 2013-2015. Accessed from 
https://www.unicef.org/ethiopia/National_Nutrition_Programme.pdf 
20 Central Statistical Agency (CSA) [Ethiopia] and ICF. 2016. Ethiopia Demographic and Health Survey 2016: Key Indicators Report 
21 Ibid. 



http://www.unicef.org/ethiopia/National_Nutrition_Programme.pdf
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provision of sanitation and hygiene is thought to be a woman’s task.22 The 2015 Health Sector 


Transformation Plan (HSTP) indicates that only 28 percent of the population has access to basic 


sanitation.23 Lack of sanitation facilities and poor hygiene cause a host of diseases, such as diarrhea, cholera, 


typhoid, and several parasitic infections. Women often do not want to urinate or defecate in the open, 


and in the absence of sanitation facilities they try to postpone relieving themselves or wait until it is dark.24 


They at times will also drink less fluid or avoid certain foods to avoid or delay going to the toilet. This can 


lead to health problems such as urinary tract infections.25 Men are not affected to the same degree since 
they can relieve themselves outside without fearing GBV. 


DO 3: Improved Learning Outcomes 


The quality of education has decreased in all grade levels. Ethiopia has made significant progress in 


narrowing the gender equality gap in the education sector, especially at the primary level. The gross 


enrollment rate for girls in primary and secondary education has increased over the last four years.26 


However, providing access to and equity in education for many students in a short time has come at a 


cost to the quality of education. The decline in educational quality can be seen in the students’ inability to 


attain the basic literacy and numeracy skills expected at different grade levels. The national data also shows 


that, in general, boys outperform girls.27 Experts attribute the decline of the quality of education to the 


focus on increasing access to education without enough attention given to either providing quality 


education or increasing the quality of trained teachers. The inability to provide quality education at the 


primary level has a subsequent effect on the quality of teaching and learning at higher levels of the 
education system.  


Low number of women in teaching and educational leadership positions. Women are 


underrepresented in the education workforce. Despite the predominant thinking among donors and 


implementing partners that there are more female teachers at the primary level of education, the national 


data shows that there are more male teachers at all levels except kindergarten.28 The ratio of female to 


male educators is even more unequal in higher education. There are also very few women in educational 


leadership positions in primary and secondary schools, universities, and at the regional and federal levels.29 


The GoE’s current affirmative actions to encourage female teachers to take leadership positions within 


primary and secondary schools is not effective and does not seem to consider the gender-related 


challenges and constraints that women face.30 However, at the tertiary level, Mekelle University’s Gender 


Directorate seems to have an effective affirmative action plan that is accelerating the number of qualified 


female faculty joining the university. The university retains female students with GPAs of 3.5 or higher. In 


one year the university hired 138 highly qualified women, effectively changing the trend of very low female 


membership in the faculty. The university plans to continue this hiring practice until women represent 50 
percent of its faculty.31 


                                                
22 UN Water. Gender, Water, and Sanitation: Policy Brief. Accessed at http://www.unwater.org/downloads/unwpolbrief230606.pdf 
23 The Federal Democratic Republic of Ethiopia Ministry of Health. 2015. Health Sector Transformation Plan 2015/16–2019/20 (2008–2012 
EFY). Addis Ababa, Ethiopia 
24 UN Water. Gender, Water, and Sanitation: Policy Brief. Accessed at http://www.unwater.org/downloads/unwpolbrief230606.pdf 
25 Ibid. 
26 Federal Democratic Republic of Ethiopia, Ministry of Education. 2007 E.C. (2014/15). Educational Statistics 
27 Ibid. 
28 Ibid. 
29 Brana International Consultancy. 2012. Exploring Policy-Practice Gaps of Female Leadership in the Ethiopian Education System 
30 KIIs with MOE government representatives and educators 
31 KII conducted with Mekelle University Gender Directorate 







Ethiopia Performance Monitoring and Evaluation Service | Gender Analysis Report xiv 


Linkages between workforce development and job placement are missing. Ethiopia has a large youth 


population and many of them are unemployed and disgruntled after having graduated from technical and 


vocational education and training (TVET). Youth graduates of TVETs noted that the market demand and 


the training opportunities do not seem to be linked. Many male youth in the focus group discussion 


complained about the lack of employment opportunities upon graduation, and most stated they did not 


use the skills they acquired from their trainings.32 For those who planned to start a business, seed money 


was a major challenge. While employment is a challenge for young men and women alike, a large 


proportion of women are unemployed and a smaller percentage of male youth were engaged in self-


employment in the agriculture sector. The data reveals that more women participate in TVET programs; 


however, most them are enrolled in the short-term, first-level trainings, which are traditionally 
stereotyped as being for women.33 


Challenges in access to education for children in rural areas, especially girls. Ethiopia has made major 


progress in improving access and enrollment of children at all levels of education. However, access to 


education is still challenging for many rural boys and girls. In some remote areas, many students do not 


have access to high schools and TVET institutes, so they have to travel long distances. The issue of distance 


is especially challenging for rural girls (including those in pastoralist communities), who could face GBV 


along the way and therefore are discouraged from continuing their education.  


Special needs students face challenges in access, materials, and teachers. Access to education is a 


great challenge for students with special needs and disabilities in urban and rural settings, although rural 


settings are even more difficult for children with disabilities. Girls and boys with disabilities struggle to get 


to school; once they are at school, the environment poses significant physical challenges for them; and 


most of the teachers are not trained to work with these students. In 2013–14 there were 77,850 children 


with disabilities in school, and only 42 percent were girls and 58 percent were boys.34 But the exact 


number of children with disabilities in Ethiopia who are not in school is not known. Research shows that 


in low- and middle-income countries girls constitute 75 percent of the disabled population;35 therefore 


there are most likely many disabled girls who are not in school yet. Research also shows that, globally, 
girls with disabilities are four times as likely to experience violence as non-disabled girls.36 


SO: Improved Governance Environment for Sustainable Development 


The Charities and Societies Proclamation (CSP) directive is constraining many local civil society 


organizations (CSOs), especially those working on gender equality issues. The directive has inhibited 


the Ethiopian resident CSOs—those that can work on rights, governance, and democracy issues—from 


raising funds from foreign sources and has ultimately reduced their capacity and role in addressing 


women’s inequality in the country. Because of the CSP, these women’s rights organizations have been 


weakened, as they are not able to raise funds and retain highly qualified staff.37 These CSOs have also been 


limited in training women politicians on election campaigns to increase women nominees from all political 


parties.38 


GBV is prevalent in Ethiopia. Domestic violence, rape, early marriage (including abduction), and female 


genital mutilation/cutting (FGM/C) are prevalent in Ethiopia. Despite the development of strong legislation 


                                                
32 Female FGD participants did not voice the same concern, but focused more on reproductive health issues. 
33 Federal Democratic Republic of Ethiopia, Ministry of Education. 2007 E.C. (2014/15). Educational Statistics 
34 Ibid. 
35 Human Rights Watch. Accessed from https://www.hrw.org/legacy/women/disabled.html 
36 Handicap International. Accessed from http://www.handicap-international.org/wp-content/uploads/2016/09/DOC26_ENG.pdf 
37 The Impact of Charities and Societies Proclamation on CSOs in Addis Ababa: A Case Study on Selected Women and Children CSOs 
38 KII with Network of Ethiopian Women’s Association  
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and campaigns against GBV, different communities around the nation continue to practice various forms 


of GBV. There is a great need to address the deep-rooted cultural and religious beliefs associated with 


GBV. The community’s resistance to change, the poor coordination and collaboration among local 


authorities and community structures, and the lack of adequate rehabilitation support for victims of 
violence are all challenges in addressing GBV. 


Lack of adequate rehabilitation services for the survivors of GBV. Although Ethiopia has the necessary 


legal and institutional frameworks to address GBV, it does not have standard operating procedures for 


rehabilitation shelters to address the psychosocial needs of survivors of violence. A UN Women report 


states that there is a huge need for rehabilitation centers for women, men, and children who are survivors 


of GBV.39 The psychosocial, health, and economic needs of victims of violence are often unaddressed. 


According to the UN Women report, only 12 shelters provide rehabilitative services in Ethiopia; of these, 


the Government of Ethiopia supports only one. Also of note is the fact that the shelters are only in urban 


areas and rural women and girls have no access to these centers. Moreover, there are no shelters 


providing services in Tigray, Harari, Afar, and Gambela regions. Furthermore, many of the existing shelters 


do not assist people with disabilities and pregnant women, mainly because they lack suitable facilities. The 
emerging issue of men and boys who are survivors of sexual violence also remains unaddressed.40 


Conflict and peace building. There are conflict-prone areas where conflict arises between the same and 


different ethnic groups residing in adjacent regions and woredas. Most conflicts are caused by limited 


resources for livelihood and livestock feed resulting from drought as well as a lack of alternative livelihood 


schemes. Different customary institutions are available in many regions and among ethnic groups, where 


women and men play distinctive roles in conflict mitigation.41 There is also formal dialogue with the local 


authorities in conflict-prone areas. However, the participation of women in voicing their opinion on peace 


and conflict in public gatherings, and the recognition they get for their roles, are low.42 This is particularly 


a challenge in communities located in the regions of Afar and Somali. In the 2016 unrest and public 


demonstrations in Oromia and Amhara, there was a high number of men involved compared to women. 


As a result of these recent protests, the Ethiopian News Agency stated that only 347 females were 
arrested, compared to 11,260 males. 


KEY RECOMMENDATIONS  


A major hindrance to development efforts is the low status of women and girls in Ethiopia. In order to 


address this development issue, USAID will need to significantly bolster its gender equality and women’s 


empowerment efforts over the next five years. In addition to USAID’s mainstreaming approach of 


integrating gender issues into each development objective, USAID/Ethiopia should create a development 


objective in the new CDCS focused on women’s empowerment in order to advance and accelerate 


development goals. This women’s empowerment development objective should be holistic and it should 
use a multi-sectoral approach.43  


DO 1: Increased Economic Growth with Resiliency in Rural Ethiopia 


Enhance support to provide women access to agriculture extension services and cooperatives. 


Concerted effort needs to be made on the part of the GoE, USAID, and other donors to make agriculture 


extension services more gender-sensitive. The GoE Development Agents should receive gender-sensitive 


                                                
39 UN Women Ethiopia. 2016. Shelters for Women and Girls Who are Survivors of Violence in Ethiopia. 
40 Ibid. 
41 International Institute of Rural Reconstruction. 2009. Culture at Crossroads: Ethiopian Women in Peace Building. 
42 KIIs with women politicians in Mekelle 
43 For more details, please see Key Recommendations section and the document on the CDCS Recommended Gender Language. 
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training, learn the importance of investing in female farmers, and work with women’s groups to increase 


their agricultural production. In addition, the government should recruit female extension workers so that 


female farmers are more comfortable raising issues and requesting assistance. Another mechanism that 


can assist female farmers is their meaningful engagement in cooperatives. Formal cooperatives can provide 


women financial and technical support (including marketing) for their produce. One major bias to tackle 


is the negative perception about investing in female farmers. If Ethiopia can invest in these female farmers 
and provide them the necessary resources as male farmers, production for the nation will increase. 


Intensify support to the Women’s Land Rights Task Force and develop multi-sectoral land 


programs. Addressing traditional social and cultural norms that disadvantage women, such as the notion 


that land ownership is the province of men, will take a long time to change. In the absence of strong CSOs 


in Ethiopia, it is critical to intensify support to the Women’s Land Rights Task Force, which is composed 


of the government, USAID, implementing partners (including a Department for International Development 


[DFID] project) and a few CSOs.44 Since land ownership has many benefits for health, nutrition, and 


economic growth, USAID should consider developing long-term integrated programs that are multi-


sectoral in order to address land tenure and women’s empowerment (e.g., land and HIV, land and 


nutrition, or land and economic growth). In addition, rigorous research should be conducted to show the 


evidence of the success from Ethiopia’s Joint Land Certification Program and to highlight which regional 
strategies worked best so they can be adapted by other regions and countries. 


Collaborate with the GoE to ensure that the rights of women in the manufacturing industry are 


protected and that they have opportunities for career growth. Employment offers women economic 


empowerment and more autonomy, so they can make decisions for themselves. However, the GoE, 


private sector, and donors should ensure that women’s rights are protected. Anti–sexual harassment 


trainings should be provided to all those working in factories. Ensuring that these women receive equal 


and fair pay to their male counterparts and establishing a minimum wage are necessary. Significant effort 


and resources need to be dedicated to address gender equality and change cultural norms within factories. 


Ensure that women benefit from Ethiopia’s large investments in energy. It is critical for USAID to 


play a role in creating an enabling environment for the expansion of power services to rural and peri-


urban areas of the country so that the availability of such services increases the amount of time that 


women have for leisure or to engage in other productive work. These projects should engage women and 


ensure that they are integral to the development and operation of these projects. Increasing the number 


of women employed in various roles in the power sector can counteract gender stereotypes and create 


new employment opportunities for women. To accomplish this, the Ministry of Water, Irrigation, and 


Electricity needs technical support to develop a gender and energy policy and to consider how to best 
engage women in this sector. 


DO 2: Increased Utilization of Health Services 


Improve delivery and postnatal care. To reduce maternal mortality, Ethiopia needs to increase women’s 


use of health facilities for delivery. The government has effectively utilized HEWs and HDAs in addressing 


health issues; going forward, development partners and the government should strengthen the primary 


health care unit referral linkage to increase the number of women delivering in health facilities or assisted 


in delivery by a skilled health professional. In remote and rural areas, the number of health posts and 


health centers needs to be increased to facilitate easier access for mothers. Overall, improving the number 
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of skilled and/or facility delivery and immediate postnatal care services will support the country’s efforts 
to reduce maternal mortality.  


Invest in the technical capacity of HEWs. The GoE and donors should invest in developing the technical 


capacity of HEWs and providing them with career growth opportunities (particularly the urban HEWs). 


The capacity-building efforts for the HEWs should be focused on transferring their theoretical knowledge 


into practical skills, thus boosting their confidence and their ability to provide quality services to their 


clients. Rural HEWs need access to transportation, as they are covering vast areas; otherwise, additional 


HEWs should be hired to assist them. 


Address and involve men in reproductive health services. Although Ethiopia saw an increase in modern 


contraceptive use among married women, work needs to be done to ensure that men share responsibility 


in reproductive health and contraceptive use. Men need education about different contraceptive options 


and how they can be supportive to their partners so they can make informed decisions together. USAID 


can work to educate men about effective means of birth control, such as male sterilization, and provide 
services for married couples that want to limit childbirth. 


Strengthen food security and improve the nutrition of women and children. Work with HEWS and 


agriculture extension agents to promote the cultivation and intake of diverse and nutritionally rich foods. 


HEWs and agriculture extension agents should be trained to effectively utilize social and behavior change 


communication (SBCC) strategies, and help the community to understand the nutritional needs of women 


and children. Religious leaders are very influential in Ethiopia, and working with these leaders will be 


required to change traditional beliefs and create behavior change in nutrition. In Ethiopia, where gender 


imbalance is high and many cultural norms favor men, it is critical to involve men (husbands and fathers) 
and grandmothers to improve behavior change around nutrition.  


Improve access to water and sanitation facilities. USAID should support the GoE’s effort of trying to 


attain 100 percent national potable water supply coverage by the end of the Second Growth and 


Transformation Plan (GTP II). USAID should invest in educating communities about the importance of 


hygiene and sanitation and work with local governments to help build basic sanitation facilities in homes. 


The government correctly assesses that improving access to water and sanitation will improve 


development outcomes in health, productivity, and the quality of life for Ethiopians. The lives of women 


and girls will be improved, as access to water and sanitation facilities will save them time, improve their 
health outcomes, and reduce the potential for GBV. 


DO 3: Improved Learning Outcomes 


Focus on improving the quality of education and teachers. Ethiopia has provided education to many 


students in a short time, but this has come at a cost for the quality of education for boys and girls. USAID, 


in coordination with the Ministry of Education and other donors, should focus on providing teachers at 


all levels, but particularly at the primary level, enhanced training that will enable them to become good 


educators. Special attention should be given to improving the quality of instruction for science, 
mathematics, and reading. 


Increase the number of qualified females in teaching and educational leadership positions. 


Increasing the number of qualified female teachers is critical to making Ethiopia’s education sector stronger 


and more inclusive. Female teachers can serve as role models for young girls and help them strive to 


complete their education and eventually obtain gainful employment and contribute to the country’s 


economy. Furthermore, women must be promoted to leadership positions (e.g., principals and supervisors 


of primary and secondary schools, university teaching staff and faculty leadership, and regional and federal 
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education leadership positions). The government’s affirmative action plan for promoting women in primary 


and secondary schools should be modified to address the gender constraints that women who forgo 


promotions face and, in consultation with these teachers, develop an action plan that does indeed promote 


women. A good model to replicate for universities and other educational institutions and agencies is 


Mekelle University’s Gender Directorate’s affirmative action plan, which retains female students with high 


GPAs.  


Strengthen linkages between workforce development and job placement. Youth workforce 


development programs need to assess the needs of industries and enterprises. TVET trainings should be 


modified and developed to meet the market demands. The workforce development programs should 


assist TVETs in creating strong links between the training institutes and hiring enterprises/industries. For 


youth who want to start their own business, mechanisms should be developed to provide better access 


to microfinance. In addition, special initiatives should be designed to encourage female youth to enroll in 
trainings at Levels 3 to 5, which are considered more challenging and are male-dominated. 


Improve access to education for students, especially girls, in rural areas. Improving access to high 


school and TVET institutions for remote rural areas should be made a priority, particularly for female 


students who face challenges in trying to attend these schools. In the interim, until schools are built in 


these remote areas, United Nations International Children’s Fund (UNICEF’s) model of providing lodging 
for students from remote areas to attend high school is a best practice that can be replicated.  


Help more students, particularly girls, with disabilities attend school and receive appropriate 


services. Research needs to be conducted in Ethiopia to better understand the number of children with 


disabilities who may not be enrolled in school. Donors such as USAID, the GoE, and implementing 


partners should also accelerate access to education at all levels for students with special needs and 


disabilities, especially for disabled girls, who have much lower representation in school. Attention should 


be given to improving the physical environment in schools (e.g., ensuring there are separate toilets for 


girls and boys with disabilities) in order to mainstream students with special needs. Teachers at all levels 


also need training to work effectively with students with special needs. Female students with disabilities 


face double discrimination; therefore, special efforts should be made to address their needs and integrate 


them into the educational system. The GoE and development partners should prioritize creating clear 


guidelines in the education strategy to address the challenges faced by girls with disabilities. Programs 


should address the safety of girls with disabilities by creating awareness and working with schools and 
communities. 


SO: Improved Governance Environment for Sustainable Development 


USAID and other donors should find strategic ways to build the capacity of and collaborate with 


CSOs working on gender equality. USAID should investigate how the European Union (EU) created an 


agreement with the government of Ethiopia and established the CSO fund, which is considered a 


“domestic fund.” This may require USAID in collaboration with other donors to diplomatically raise the 


need to build up the capacity of CSOs working on gender equality in order to achieve the goals of the 


GoE in the GTP II and the Sustainable Development Goals. It is critical to have strong CSOs that can 
address gender inequality and gender-based violence and promote the participation of women in politics. 


Address the root causes of GBV by working with existing community structures. Develop long-term 


interventions to build and strengthen the participation of the community in the prevention of GBV through 


already established networks at the community level, such as child parliaments, child rights clubs, regional 


harmful traditional practices (HTP) task forces, and law enforcement. In addition, it is critical to increase 







Ethiopia Performance Monitoring and Evaluation Service | Gender Analysis Report xix 


the participation of religious leaders in addressing the deep-rooted cultural and religious beliefs associated 
with HTPs. 


Strengthen and expand rehabilitation services for survivors of GBV. Donors and the GoE should 


support, strengthen, and expand existing rehabilitative services for survivors of GBV. Special attention 


should also be given to the regions of Tigray, Harari, Afar, and Gambela, which currently do not have 


rehabilitation centers. Donors, CSOs, and other development partners should advocate for the 


government to provide them with land and, with the assistance of the private sector and citizens, help 


them raise funds to establish their own centers and significantly reduce their operation costs. Donors in 


collaboration with the Ministry of Women and Children’s Affairs and Ministry of Justice should assist in 
developing standard operating procedures for these shelters. 


Support alternative livelihood schemes to mitigate conflict. Donors and the government should 


support economic strengthening interventions for women and men, especially alternative livelihood 


schemes that replace dependency on natural resources in conflict-prone areas. Donors, civil society 


organizations, and the GoE should invest in projects addressing gender inequality, natural resource 


management, and peace-building interventions. Mechanisms should be created to garner the participation 
of women and men in conflict-mitigation efforts. 
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INTRODUCTION 


GENDER ANALYSIS BACKGROUND AND PURPOSE  


Per ADS 205, Missions are to conduct a gender analysis in preparation for their Country Development 


Cooperation Strategies (CDCSs). The analysis should identify the macro- or sector-level societal gender 


inequalities or obstacles to female empowerment so that gender equality and female empowerment can 


be linked to the achievement of the Mission. Thus, the purpose of this gender analysis is to update and 


expand upon the previous gender analysis conducted for USAID/Ethiopia’s CDCS and other prior analyses 


focused on gender equality and women’s empowerment in Ethiopia. The findings and recommendations 


of this gender analysis will be integrated into the new 2017–2021 CDCS, which will be USAID/Ethiopia’s 


second-generation CDCS. The gender analysis will also be used to guide and improve gender programming 
and integration in USAID/Ethiopia’s development portfolio. 


The Scope of Work (SOW) is focused around the Mission’s development objectives (DOs). As noted in 


the SOW, the primary focus should be for the DOs that have not had as much gender analysis work 


conducted. Therefore, the focus was on DO 3—improved learning outcomes—and the Support Objective 


(SO)—improved governance environment for sustainable development. The team focused key informant 


interviews on DO 3 and the SO because these two areas have received limited attention. In the past, 


there have been gender analyses conducted for DO 1—increased economic growth with resiliency in rural 


Ethiopia—and DO 2—increased utilization of quality health services. As such, the team worked to update this 


information from the previous CDCS gender analysis and other recent analyses and investigated new areas 


that previously had either no or limited gender analysis work (e.g., energy). The structure of this report 


thus follows the SOW’s focus on the DOs and SO and highlights gender equality issues in Ethiopia. This 


structure will help facilitate the ability of each USAID technical office to focus on the areas they work in, 


and it provides macro-level input for the next CDCS accordingly. As explained below, this gender analysis 


touches upon five main objectives. Objective 1 is found under the Findings by Development Objectives 


section; Objective 2 is found within the Findings and Recommendations sections and may be further 


expanded on through further discussion with the Mission; Objective 3 is found under the National Policies 


and Laws section; Objective 4 is found under the Multilateral and Bilateral Gender Investment section; 


and Objective 5 is found under the Recommendations section and within a separate deliverable (the 
Recommended Gender Language for the CDCS).  


GENDER ANALYSIS OBJECTIVES  


The gender analysis has the following five specific objectives: 


1. To identify the gender-based constraints to equitable participation and access of men and 


women to programs and services across USAID’s programs within each development objective 


of the CDCS;  


2. Identify the potential impacts of the Mission’s proposed strategic approach on the status of men 


and women across different demographic groups;  


3. Assess the existing key gender-related national policies and programs so as to identify 


opportunities for collaboration and mutual strengthening of gendered approach between the 


Government of Ethiopia (GoE) and USAID as well as the roadblocks to USAID’s support; 


4. Assess other international bilateral and multilateral donor organizations’ areas of investment 


related to gender programing to identify the potential gaps that USAID may fill;  
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5. To identify strategies and approaches that USAID/Ethiopia can incorporate throughout the 


CDCS and within specific DOs to ensure that programs contribute to the three specific 


outcomes of the Gender Equality and Female Empowerment Policy.  
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METHODOLOGY AND LIMITATIONS  


METHODOLOGY 


The gender analysis team applied a mixed-methods approach using both qualitative and quantitative 


research methods over a period of six weeks (October 3 – November 11). As noted in the SOW, the 


primary focus was on conducting a comprehensive literature review, and this information was triangulated 


and enhanced by key informant interviews (KIIs) and focus group discussions (FGDs). Quantitative data 


was obtained primarily from secondary sources highlighting the most recent demographic and statistical 


data (Table 1). 


Table 1. Summary of Three Data Collection Methods 


Data Collection Method Data Source 


Desk review 


USAID project documents, GoE documents, implementing partner 


documents, and other donor documents. (For a complete list of all 


documents reviewed, see Annex IV.) 


Key informant interviews 


Government partners, other donors, implementing partners, and 


private-sector representatives. (For a complete list of KII informants, 


see Annex I.) 


Focus group discussions 


Health extension workers, primary grade children, out-of-school 


youth, and female politicians. (For a complete list of FGD 


participants, see Annex II.) 


 


Team Composition 


The team was composed of four individuals, two consultants and two Social Impact (SI) staff members. 


The team members were Misrak Brhane, Gender Team Leader; Isadora de Latour, SI Monitoring and 


Evaluation Specialist; Belaynesh Semunegus, local gender assessment expert; and Nebiyu Getachew, SI 


Ethiopia Performance Monitoring and Evaluation Service (EPMES) Deputy Performance Monitoring 


Advisor. 


The team conducted site visits in three cities: Addis Ababa, Mekelle, and Dire Dawa. The analysis team 


split into sub-teams in order to efficiently gather data among multiple sources of information 
simultaneously.  


Site Selection and Sampling  


The team chose sites for data collection based on two main methods: 1) analysis of project documents, 


including recent gender studies and assessments to determine relevant locations where implementing 


partners and other stakeholders are active in gender-related areas and 2) through recommendations 


provided by USAID program and technical offices. Additionally, the team chose Mekelle and Dire Dawa 


as the two site visits outside of Addis Ababa, as they were among the safer locations to travel to under 


the current state of emergency, in effect since October 9, 2016, imposed due to recent anti-government 
street protests and related violence.  
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The team used a purposive sample45 technique to conduct KIIs and FGDs for this gender analysis. The 


sample for KIIs included a mix of gender points of contacts at USAID implementing partners, gender 


directorates within the GoE and universities, and gender advisors in donor agencies. The team conducted 


a total number of 40 KIIs throughout the three sites, the majority of which were conducted in Addis 


Ababa given that the team was based in the capital. FGDs were conducted with a combination of boys 


and girls from primary schools, out-of-school youth, and health extension workers in Mekelle and Dire 
Dawa. Eight FGDs were conducted.  


Data Collection 


The gender analysis team conducted a desk review of previous USAID gender analyses, assessments and 


studies, and secondary sources obtained from implementing partners and other donors to learn what had 


been done and what gaps existed. Through this desk research and through consultation with USAID 


program and technical offices, the team prepared the site selection, sampling, and data collection 


instruments. The team conducted KIIs and FGDs in all three sites between October 17 and November 


11, 2016.   


Desk Review 


The desk review served to inform the analysis with the most recent studies, assessments, and recent 


statistics. It focused on filling the gaps in areas where USAID had conducted fewer gender analyses—that 


is, on DO 3 (improved learning outcomes) and the SO (improved governance environment for sustainable 


development) and also for newer areas of DO 1 (e.g., energy). The desk review documents included 


recent gender studies and assessments, GoE documents related to gender and women’s empowerment, 


USAID documents, and gender-focused documents shared by USAID implementing partners and other 


donors. The desk review was also critical in providing a broader perspective of the gender inequality issues 


in the other regions of the country that the team was not able to visit. 


Key Informant Interviews 


Semi-structured interviews were conducted with USAID implementing partners, GoE officials, private-


sector stakeholders, universities, civil society organizations, and other donors active in addressing gender 


equality. The team used semi-structured questionnaires to guide the KIIs. Each KII was led by one of the 


two sub-team members, with the other serving as note-taker and asking questions where appropriate to 


follow up or probe further. When necessary, KIIs were interpreted using simultaneous interpreting 


techniques by the respective sub-team interpreter. For instance, the local team member in Mekelle 


simultaneously interpreted the interviews conducted in Amharic to the non-local team member. KIIs were 


used to gather in-depth information from key informants and a wide range of stakeholder groups. They 


contained both structured elements to capture data consistently across respondents and semi-structured 


elements that created opportunities for exploring key issues. Although 40 KIIs were conducted, 48 


respondents participated in the KIIs since some organizations were represented by more than one 
respondent. Details of the KIIs, including sex-disaggregated data, appear in Annex I. 


                                                
45 Purposive sampling options study information-rich cases from a given population to make analytical inferences about the population. Units are 
selected based on one or more predetermined characteristics and the sample size can be as small as one (n=1). To minimize bias, this cluster of 


options encourages transparency in case selection, triangulation, and seeking out disconfirming evidence. 
http://betterevaluation.org/en/plan/describe/sample  



http://betterevaluation.org/en/plan/describe/sample
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Focus Group Discussions 


FGDs were conducted with urban health extension workers, primary school students, and out-of-school 


youth in Mekelle and Dire Dawa. FGDs focusing specifically on democracy and governance were not 


conducted since this is considered a sensitive topic in Ethiopia, and open discussions around governance 


could pose a threat to team members or FGD participants. Instead, for this topic the team relied on 


mainly secondary literature, a few carefully crafted questions with KIIs, and inferences from youth FGD 


participants who spoke about their life challenges. As with KIIs, the majority of the FGDs were facilitated 


by one of the sub-team members who followed a semi-structured FGD protocol while also allowing the 


participants to discuss the issues most pertinent to them. The other sub-team member served as a note-


taker and reduced the risk of bias by providing a second perspective to the data interpretation and analysis. 


When necessary, the sub-team leader provided simultaneous interpretation. Focus groups were 


particularly useful in exploring gender issues and inequalities in the health and education sectors (including 


workforce development), with a cross-cutting focus on gender-based violence; identifying success stories 


and detecting differing perspectives regarding gender equality; and providing recommendations for USAID 


programming. The team facilitated a total of eight FGDs, four of which FGDs were conducted with primary 


school students, two with out-of-school youth, and two with urban health extension workers. Details of 


the FGDs, including sex-disaggregated data, appear in Annex II. 


Analysis  


The analytical approach for each of the data collection methods used is explained below.  


Desk Reviews 


The Team Leader divided the desk review and analysis among the four team members; each team member 


was responsible for a set of readings that fell more generally under two Development or Support 


Objectives. For instance, one team member was responsible for readings under DO 1 and the SO, while 


another was responsible for readings under DOs 2 and 3. Since there were four team members and there 


are four DOs/SO, each major topic such as economic growth, health, education, and democracy and 


governance was addressed by two team members for complete coverage. Additionally, readings that 


included all topics, such as previous gender analyses, were given to each of the team members for a 


thorough review and analysis. The team used an aggregation matrix divided by DO/SO where they 


summarized the readings and included pertinent quotes. Team members that coincided with the same DO 


or SO discussed their inputs in the matrix to ensure that all relevant and important literature was 


captured.  


The findings from the readings were integrated with the findings from KIIs and FGDs in order to develop 
this report.  


Key Informant Interviews and Focus Group Discussions 


Qualitative data analysis involved the identification, examination, and interpretation of patterns and themes 


in textual data to determine how these patterns and themes help answer the gender analysis questions 


(see Annex III). During data collection the gender analysis team transcribed the findings and prepared 


summary reports on key findings from each KII and FGD on a daily basis. The summary reports captured 


key findings on the gender analysis questions, noting things that stuck out during the interview/discussion, 


identifying highlights, and recording other observations. To aid this process, the team created a standard 


aggregation matrix that each team member used to record standout items, highlights, and observations.  
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Upon completion of data collection, manual analysis of transcripts was conducted using the content 


analysis approach. Findings were categorized into a matrix using the gender analysis domains, objectives, 


and questions. Once entered into the matrix, the team sorted and examined the data to look for patterns, 
which they then abstracted to prepare this report based on findings.  


LIMITATIONS  


Due to the current state of emergency, imposed in response to recent anti-government protests, the 


gender analysis team was limited in its travel site options and was able to add only two sites outside of 


Addis Ababa: Mekelle and Dire Dawa. Originally the team had intended to visit additional sites such as 
Gondar, Bahir Dar, or Hawassa to obtain a richer regional perspective.  


The state of emergency worsened Internet connectivity during the gender analysis and created several 


challenges, including government agencies and CSOs not being able to share relevant documents for desk 


review. Team members also experienced problems accessing the Internet outside of the office (and at 
times in the office); as such, collaboration and sharing of documents was an ongoing challenge.  


Another constraint was that some key informants were unable to respond in a timely fashion to requests 


for interviews or the provision of data and relevant reports. In addition, during the writing of this report 


the full 2016 EDHS report was not available; only the 2016 EDHS Key Indicators Report was available. 


The full 2016 EDHS report is expected to have critical data on gender-based violence and women’s 
empowerment.  


Finally, the short time frame in which to conduct the gender analysis for such a wide scope of work 


covering a large number of sectors was challenging, as in-depth analysis was not possible for all sectors. 


Per the scope of work, and as noted in the inception report and in this report, more emphasis was given 


to the DOs and the SO that previously did not have gender analyses. These include DO 3 (improved 
learning outcomes) and the SO (improved governance environment for sustainable development).  
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BACKGROUND 


Ethiopia is a nation of almost 100 million people,46 and of these 50.3 percent are females and 49.6 percent 


are males. This populous country is diverse, with over 80 ethnic and linguistic groups, and it is endowed 


with diverse ecosystems. Although Ethiopia is considered one of the poorest countries in the world, it 


has made significant economic strides over the last decade. According to the World Bank, the Ethiopian 


economy has been growing at an average of 10.8 percent per year from 2004 to 2011, compared to the 


regional average of 5.4 percent. However, as a result of a booming population, soaring inflation, and other 


challenges, some 37 million Ethiopians (a disproportionate number of them females47) remain poor or are 


vulnerable to falling into poverty.48  


According to the World Bank, Ethiopia is among the countries that have made the most progress toward 


the Millennium Development Goals (MDGs). Ethiopia achieved the MDGs for child mortality and water, 


and it made progress in HIV/AIDS and malaria. Although Ethiopia made significant strides in several of the 


MDGs, it remained behind on MDG 3, which is promoting gender equality and empowering women. 


Moving forward, Ethiopia has many challenges to achieving the Sustainable Development Goals (SDGs), 


particularly SDG 5: achieve gender equality and empower all women and girls. One main reason is because 


women and girls continue to be strongly disadvantaged compared to boys and men in several areas, 


including literacy, health, livelihoods, and basic human rights. They also suffer from various forms of 


gender-based violence and low status in their society and lack social support networks. The Global Gender 


Gap Report measures the differences between women and men in economic participation, political 


empowerment, education and health; the 2016 report ranks Ethiopia 109 out of 144 countries (showing 


some improvement since the 2014 report, which ranked Ethiopia 127 out of 142 countries) in terms of 
the magnitude and scope of gender disparities.49 


 


  


                                                
46 The World Bank 2015 estimate is 99.4 million. 
47 UN reports reflect that in Ethiopia, like in many other countries, women disproportionately bear the burden of poverty. 
http://www.un.org/womenwatch/confer/beijing/national/ethiopia.htm 
48 World Bank website, accessed from www.worldbank.org/en/news/press-release/.../poverty-ethiopia-down-33-percent  
49 Global Gender Gap Report, World Economic Forum http://www3.weforum.org/docs/GGGR16/WEF_Global_Gender_Gap_Report_2016.pdf 


 



http://www3.weforum.org/docs/GGGR16/WEF_Global_Gender_Gap_Report_2016.pdf

http://www3.weforum.org/docs/GGGR16/WEF_Global_Gender_Gap_Report_2016.pdf
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NATIONAL POLICIES AND LAWS  


The Government of Ethiopia (GoE) has shown its commitment to advancing female empowerment and 


achieving gender equality by developing several supportive policies and laws and establishing various 


frameworks and institutions. In 1993, a National Policy on Ethiopian Women was promulgated that 


encouraged the equal participation of women in the nation’s political, social, and economic spheres of life. 


The landmark policy was followed by the creation of mechanisms within government institutions to ensure 


that gender issues were addressed. Ethiopia’s Constitution of 1995 guarantees the rights of women and 
shows that men and women are equal in the eyes of the law (Article 35).  


The Government of Ethiopia has created a 


number of mechanisms through which the cross-


cutting gender dimensions of its policies can be 


implemented. Beginning in 1993, all federal 


government sectors established Women’s Affairs 


Departments (Table 2). Since 2010, a general 


directorate exists in each of the 23 federal 


government sectors50 (Ministries, Commissions, 


Agencies, and Authorities). Its role is to steer and 


coordinate gender mainstreaming in each sector, 


with overall facilitation, coordination, and 


monitoring by the Ministry of Women and 


Children’s Affairs (MOWCA). At the regional 


level, the semi-autonomous bureaus of MOWCA 


are directly accountable to the regional 


presidents, and that has empowered them to 


engage as equals with the other sectoral bureaus. 


Contrary to the regional level model, a serious 


constraint faced by the general directorates in the 


line ministries is that most of them are not part 


of core units in their respective ministries, with 


the exception of the Gender Directorate in the 


Ministry of Finance and Economic Development. 


Consequently, these positions and their 


occupants are regarded as “support” or mid-


managerial level. If general directorates were part 


of the core units, they would become an essential part of the core mandate of their respective ministries. 


As a result, gender issues are considered as the sole responsibility of the general directorates and are not 
mainstreamed throughout ministries and institutions.51 


Furthermore, a number of policies were revised to remove laws that discriminate against women. After 


years of lobbying by women’s rights groups, the Revised Family Code (2000) raised the age of marriage 


from 15 to 18 years for both sexes. The revised law also gives women the right to access, own, and 


control property, including land. However, the law falls short in addressing marital rape. Article 53 of the 


2000 Revised Family Code of Ethiopia stipulates “they [the wife and husband] shall have with one another 


the sexual relations normal in marriage unless these relations involve a risk of seriously prejudicing their 


                                                
50 The number of federal line ministries may increase due to the recent restructuring of the Cabinet. 
51 UN Women. 2014. Preliminary Gender Profile of Ethiopia 


Federal Democratic Republic of Ethiopia 


Constitution 


Article 35: The Rights of Women  


Sub-articles (summarized) 


 Equal enjoyment of all constitutional rights 


and protections  


 Equal rights in marriage 


 Entitlement to affirmative action/measures 


 Protection from harmful traditional 


practices  


 Right to maternity leave with full pay 


 Right to consultation in national 


development policies, plans, and projects 


affecting their interests 


 Property rights (to acquire, administer, 


control, use, and transfer)  


 Right to equality in employment 


(promotion, pay, pension entitlements) 


 Right of access to family planning 


education, information, and capacity 
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health.”52 As a result of this obligation, marital rape is not prohibited and it is not to be debated under the 


Ethiopian law.53 The 2004 Criminal Code of the Federal Democratic Republic of Ethiopia criminalizes rape, 


female genital mutilation/cutting (FGM/C), violence that causes injury against a marriage partner, and 


marriage by abduction of a minor (under 18 years of age).54 However, the punishment for FGM/C varies 


depending on the type of circumcision performed and is subjectively determined by those involved in the 


case. Article 565 states that a person that performs female circumcision can be imprisoned for three 


months or fined 500 birr. Only infibulation of the female genitalia can result in serious punishment, which 


is three to five years. If it is determined that there was “bodily injury,” the prison sentence can be as long 


as five to ten years. The Criminal Code (Article 620) defines rape as compelled “sexual intercourse outside 


wedlock,” and therefore rape within a marriage is not punishable. Also, the Criminal Code serves to 


address domestic violence grievances, and there is no separate law that properly deals with domestic 
violence. 


Table 2. Progress of Gender Equality Institutional Mechanisms 


Year 


Progress of Gender Equality and 


Women’s Empowerment Institutional Mechanisms 


1993 
The National Policy on Ethiopian Women was passed and a Women’s Affairs Office was 


established under the Prime Minister’s Office. 


2001 
The Office was upgraded to a ministry level and its structure was extended down to the 


woreda level. 


2005 The newly named ministry extended its structure down through volunteers in kebeles. 


2010 


The ministry was restructured as the Ministry of Women, Children, and Youth Affairs and 


during this transition, it strengthened its kebele-level structure by replacing the volunteers 


with paid staff. 


2015 
The ministry was restructured and renamed the Ministry of Women and Children’s Affairs. 


(The Ministry of Youth and Sports Affairs was established separately.) 


2016 
A new minister was appointed during the cabinet reshuffle (the second minister in the 


history of MOWCA). 


The GoE’s 2006 National Action Plan for Gender Equality (NAP-GE) was intended to operationalize the 


National Policy on Women by identifying priorities for intervention by both donors and the GoE. The 


NAP-GE was made an integral part of the Plan for Accelerated and Sustained Development to End Poverty, 


the government’s five-year plan (2005/6–2009/10). In 2007, the ministry introduced a key strategy, the 


Women’s Change and Development Package, for the empowerment of women. More recently, in 2013, 


the Ministry of Women, Children and Youth Affairs developed the National Strategy and Action Plan on 
Harmful Traditional Practices against Women and Children in Ethiopia. 


In 2009, the GoE passed the Charities and Societies Proclamation (CSP) No. 621/2009 to regulate the 


CSO sector in the country. The CSO law preamble states it is aimed at ensuring “the realization of citizens’ 


rights to association enshrined in the constitution… as well as …to aid and facilitate the role of civil 


                                                
52 Proclamation No. 213/2000 of 2000. The Revised Family Code [Ethiopia]. (2000). Retrieved from 
http://www.refworld.org/docid/4c0ccc052.html  
53 Ashagrie, A. and Belete, M. (2009). Law of Family: Teaching Material. Ethiopia: Justice and Legal System Research Institute. Retrieved from 
https://chilot.files.wordpress.com/2011/06/family-law-teaching-material.pdf  
54 Proclamation No. 414/2004. The Criminal Code of the Federal Democratic Republic of Ethiopia. (2004). Retrieved from 
http://www.wipo.int/edocs/lexdocs/laws/en/et/et011en.pdf  
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society in the overall development of the Ethiopian people.” Under Article 2 of the Charities and Societies 


Proclamation, CSOs are classified as ‘Ethiopian Charities or Societies,’ ‘Ethiopian Residents Charities or 


Societies,’ or ‘Foreign Charities or Societies.’ Ethiopian Residents Charities or Societies are those 


organizations that get more than 10 percent of their funds from foreign sources; they are not allowed to 


engage in areas related to human and democratic rights, conflict resolution, issues of peace, gender 


equality, the rights of children and the disabled, or justice administration. (The impact of the CSO 


Proclamation on addressing gender equality and gender-based violence prevention is discussed further 
under the Special Objective section.) 


The GoE’s Growth and Transformation Plan (GTP I) (2010/11–2014/15) and the Second GTP (GTP II) 


(2015/16–2019/20) have both included gender equity and women’s empowerment as a strategic pillar. 


GTP I stated one of the main objectives for addressing gender inequality was to “ensure women’s active 


participation in the country’s economic and social development as well as political processes, and that 


women would benefit equally from the outcomes.” GTP II builds upon GTP I and notes that some of the 


challenges women face are “poverty and unemployment, illiteracy and inequality in education, heavy 


workload, unequal division of labor, unequal power relationships and limited participation in leadership 


and decision-making.”55 In order to address these issues, GTP II includes a strategic pillar to “[p]romote 


women and youth empowerment, ensure their participation in the development process and enable them 


to equitably benefit from the outcomes of development.”56 The GTP II has mainstreamed gender equality 


and women’s empowerment issues well into each sector. For example, there will be a focus on credit and 


marketing support for female entrepreneurs; creating opportunities for women to be involved in the 


political sphere; unleashing the potential of women and girls through education; eliminating gender-based 


violence (including violence against women, early marriage, and FGM); increasing the participation of 


women in the agriculture sector, including in cooperatives; creating jobs for women in the manufacturing 


sector; and increasing employment opportunities for women in the culture and tourism sector. In addition 


to the GTP, Ethiopia has specific sectoral plans to address gender inequality, such as the Education Sector 
Development Plan and the Health Sector Transformation Plan. 


Despite the political will, policies, and the institutional mechanisms in place to address gender inequality, 


there has been limited action and funding. Many of the general directorates and MOWCA need to be 


bolstered to improve their capacity and to provide them with adequate funding to fulfill their mandates.57 


Furthermore, although the GoE has gender-sensitive laws and policies, there are difficulties in 


implementation in the various regions. One main reason for this is that many of the gender inequality 


issues are deep rooted in the country’s patriarchal culture and tradition (e.g., men are seen as superior 


and women are often economically dependent on men); therefore, even though there may be policies and 


laws in place, people do not adhere to them but rather continue practicing what they know. Therefore, 


behavioral change programs within each area that USAID works in are necessary to change gender norms. 


Another major challenge for USAID and many donors is the Charities and Societies Proclamation (CSP), 


which severely impedes civil society organizations working to address gender inequality. This issue is 
discussed in more detail under the Special Objective section.   


                                                
55 The Federal Democratic Republic of Ethiopia. National Planning Commission. 2016. Growth and Transformation Plan II (2015/16–2019/20) 
56 Ibid. 
57 Several KIIs noted the need for capacity building to strengthen the general directorates and MOWCA. The Preliminary Gender Profile of 
Ethiopia also highlights this gap. 
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MULTILATERAL AND BILATERAL GENDER 


INVESTMENTS  


Various bilateral and multilateral organizations are trying to promote gender equality and women’s 


empowerment in Ethiopia. The Donor Group on Gender Equality (DGGE) is a donor coordination group 


focused on addressing gender equality issues and is a useful source for understanding what is going on in 


Ethiopia in regards to gender equality and women’s empowerment. The DGGE was established in 2007 


and revised in 2013. The key mandate of the DGGE is to strengthen the mainstreaming of gender issues 


and concerns into the national development policies and strategies. The group was instrumental in 


ensuring the GoE’s GTP II had gender mainstreamed throughout. USAID is a member of the DGGE, and 


a few of the donor key informants remarked that they were pleased to see that the Agency is recently 
becoming active in this group. 


The European Union (EU) has a Gender Task Force, currently being chaired by the Italian Development 


Cooperation Agency, and has the following objectives: increased coordination among EU members, 


dedicated leadership on girls’ empowerment, programming and policy making, measured results for 


women and girls, and partnership and collaboration. In addition, the EU+ Gender Task Force is conducting 


a mapping exercise on gender work by EU members in Ethiopia. This mapping exercise will be critical for 


donors’ planning purposes. Per the EU+ Gender Task Force’s 2015 mapping on women’s empowerment 


and gender equality programs of nine bilateral development partners (Austria, Finland, France, Ireland, 


Italy, Norway, Netherlands, Sweden, and the UK), it is estimated that between 2010 and 2020 around 


EUR 254 million was spent in 70+ projects. As can be seen in Figure 1, adolescent girls and maternal health 


are among the top areas of investment. In terms of geographical focus, the Amhara region appears to have 
the most investment of funding resources (Figure 2).  


Figure 1. EU Investment to Address Gender Equality Issues


 


In addition, the EU+ Gender Task Force is developing a gender action plan (2016–2020). As USAID 


develops future projects, it should work closely with the EU+ Gender Task Force during the development 


of the gender action plan to obtain the most recent map to understand where other donors are focusing 


their gender equality and women’s empowerment efforts and to ensure the donors have complementary 
work on gender equality and prevent duplication of efforts.  


Currently, the EU’s joint program gender analysis exercise is focused on job creation, natural resources, 


governance, and health. The EU does not currently work on education,58 while USAID invests significant 


resources in education. Therefore, the Agency should continue to invest in education and bolster its 


efforts to address gender equality in this sector. KIIs with civil society organizations (CSOs) and the EU 


                                                
58 KII with EU 
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revealed that unlike USAID and other donors, the EU can work directly with CSOs because it has an 


agreement with the GoE and the Charities and Societies Proclamation does not restrict it. The EU’s civil 


societies fund program is considered as “domestic funds,” so it can assist local CSOs. It uses these funds 


to address issues such as GBV. The EU also addresses democracy and governance as a cross-cutting issue, 


and it is currently addressing governance issues such as civil society participation, good governance (e.g., 


anti-corruption), and women’s participation. In addition, it has a social accountability program to address 


the relationship between citizens and service delivery providers. Many of the interviewed CSOs expressed 
appreciation for the EU civil society fund and wished that USAID could support them in their work. 


Figure 2. Map of EU Gender Equality Investments


 


Note: Figures 1 and 2 are from the EU’s 2015 mapping exercise. (An updated version was being developed at the time of this report.)Per 


the EU+ mapping of 2015, DFID is one of the top donors investing in gender equality and women’s 


empowerment. Like USAID, DFID’s investment in gender equality work is in various sectors such as 


economic growth; water, sanitation, and hygiene (WASH); refugees and migration; education; and health. 


DFID recently developed a gender strategy for Ethiopia and is currently working on the action plan to 


implement this strategy. From 2016 to 2021, the UK is committed to increasing its work on women and 


girls in areas such as family planning, early education, and safe spaces for adolescent girls. DFID plans to 


invest 25 million pounds from 2017 to 2021 on a program to empower women and girls. Currently, DFID 


has a project addressing child marriage in Amhara. The KII noted that it was only recently that DFID and 


USAID realized both organizations had projects to address child marriage in Amhara. Therefore, it is 


important for donors to collaborate early, prior to initiating projects, and then during the project to 


ensure that there is collaboration among the various donor organizations. In this respect, DFID is planning 


to establish and invite USAID to the donor coordination group on child marriage (may possibly be a 
subgroup of the child protection group).  


The Italian Development Cooperation Agency became an independent agency (separate from the 


Embassy) this year. It mainstreams gender into various sectors (primarily agriculture and health). For 


agricultural work the agency has focused on the moringa value chain, which was conducted with the United 


Nations Industrial Development Organization (UNIDO) in SNNPR. The program tries to involve 50 


percent women. It is also trying to improve the nutritional status of households. In addition, this agency 


has some gender specific initiatives, such as addressing female genital mutilation, early marriage, and the 


economic empowerment of women. Its economic and social empowerment programs involve work with 


female victims of trafficking, girls who have rejected harmful traditional practices, supporting female 


students with educational materials, providing access to microfinance, and supporting female inmates. 
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Various UN agencies also play a role in addressing gender equality in Ethiopia. The Joint Programme on 


Gender Equality and Women’s Empowerment brings together the International Labor Organization (ILO), 


UNICEF, United Nations Educational, Scientific, and Cultural Organization (UNESCO), UN Women, 


United Nations Population Fund (UNFPA), and United Nations Development Program (UNDP). This 


program covers the entire country and according to a KII is focused on the economic empowerment of 


women, assisting marginalized females in universities, supporting gender mainstreaming, and enforcing the 


rights of women and children. This program has been extended a few times and is currently undergoing 
an external evaluation. 


The new UN Sustainable Development Goal Fund (SDG-F) has a $3 million program addressing the 


economic empowerment of rural women via agriculture. The SDG-F works in the regions of Oromo and 


Afar and is focused on developing gender-sensitive agricultural extension services; supporting the creation 


of cooperatives; promoting the expansion of women-owned agribusiness; and increasing rural women’s 


participation in rural producer associations, financial cooperatives, and unions. Many of these activities are 


similar to the goals of USAID’s Feed the Future work. USAID’s Feed the Future programs have a significant 


amount of resources; therefore, USAID should collaborate with this UN program to leverage lessons 


learned (e.g., regarding gender-sensitive agricultural services) and strengthen women’s empowerment in 


agriculture. 


Several bilateral KIIs noted that donors should focus on influencing national strategies and policies. They 


noted that currently this is a missed opportunity, and that many donors avoid working directly on gender 


equality and women’s empowerment issues with the various federal-level institutions (such as the Ministry 


of Women and Children’s Affairs and the gender directorates in the different line ministries) because 


these institutions often do not have the necessary technical, financial, and human capacity. As a key 


informant noted, this action makes these GoE institutions even weaker and instead donors should channel 
funds and technical assistance to these government institutions in order to strengthen them.  







Ethiopia Performance Monitoring and Evaluation Service | Gender Analysis Report 14 


FINDINGS BY DEVELOPMENT OBJECTIVE  


Per the SOW, the findings of this gender analysis report are organized by the USAID DOs and SO. This 


organization will enable USAID technical offices to focus on the areas that they work in and enable them 


to consider different gender equality issues during the development of both the new CDCS and new 


programs. However, in order to effectively address issues of gender inequality, holistic and cross-sectoral 


approaches are needed; therefore, technical offices should review the entire gender analysis to gain an 


understanding of the issues and recommendations. This gender analysis is intended to identify macro- and 


sector-level gender inequality issues. As technical offices develop new programs and projects, they are 


expected to conduct a more in-depth gender analysis related to their work. 


DO 1: INCREASED ECONOMIC GROWTH WITH RESILIENCY IN RURAL 


ETHIOPIA 


Ethiopia’s per capita income of $590 is substantially lower than the regional average.59 However, the 


economy has grown at a rapid rate, with the real gross domestic product growing at an average of 10.8 


percent per year between 2003–4 and 2014–15 (compared to the regional average of 5.4 percent). 


Economic growth brought with it positive trends in reducing poverty in both urban and rural areas. The 


proportion of Ethiopians living in extreme poverty decreased from 38.7 percent in 2004–2005 to 23.4 


percent in 2014–15.60 The GoE acknowledges that even though there are promising improvements in 


poverty reduction, there are still a large number of people living below the poverty line. Women in 


Ethiopia disproportionately bear the burden of poverty, which is mainly due to the gender-based division 


of labor and their lack of access and control over resources.61 The Second Growth and Transformation 


Plan (GTP II) aims to eradicate poverty by focusing on rapid and broad-based growth in the agriculture 
and manufacturing sectors. 


Employment 


Ethiopian women face significant challenges to gaining economic opportunities, and as a result The 


Economist’s Women’s Economic Opportunity Index ranks Ethiopia 107 out of 112 countries.62 Women’s 


contributions to the economy are often unrecognized and they are often paid less than their male 


counterparts—or not paid at all. For example, in 2010, 58 percent of Ethiopian women who worked in 


small-scale manufacturing industries were unpaid family members.63 They usually work in the informal 


economy, because they face challenges such as limited or no access to credit and resources, lack of 


experience and knowledge of how to operate in the formal economy, and the burden of familial 


obligations. In addition, women are often economically dependent on male partners and have a limited 


role in decision-making within the household, often needing to consult with their husbands to purchase 
goods or access services.  


The UN Women report indicates that the unemployment rate for women between 2005 and 2013 was 


significantly higher than that for men. During this period, male employment in 2005 was 84.7 percent and 


                                                
59 World Bank Ethiopia Overview 
60 The Federal Democratic Republic of Ethiopia. National Planning Commission. 2016. Growth and Transformation Plan II (2015/16–2019/20) 
61 http://www.un.org/womenwatch/confer/beijing/national/ethiopia.htm 
62 The Economist, Women’s Economic Opportunity Index. http://graphics.eiu.com/upload/weo_report_June_2010.pdf 
63 UN Women, Preliminary Gender Profile of Ethiopia 
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in 2013 it was 82.7 percent, whereas the employment of females remained stagnant at 69.0 percent and 
69.8 percent, respectively.64  


Migration  


There is a high rate of migration within Ethiopia and outside of the country. Most people from rural areas 


choose to come to Addis Ababa, or other large towns, because of the work opportunities. Men from 


rural areas look to get employment as daily laborers, and many women work as domestic workers. 


However, some of the rural girls migrating internally are promised opportunities as waitresses in 


restaurants and cafes in bigger towns and end up working in the sex industry. 


International migration is also high, and Ethiopians use legal and illegal channels to find opportunities 


abroad. In the five-year period from 2008–09 to 2012–13 the total number of legal migrants reached 


459,810, of whom 94.3 percent were females.65 Most of these female migrants traveled to Saudi Arabia, 


Kuwait, and Dubai. The main reasons for migration are cited as poverty, limited opportunities for 


employment, and lack of access to formal education. The migration abroad creates economic 


opportunities for many rural women, and they are able to send remittances and improve their family’s 


lives. As a result of their earnings, some of the women gain autonomy and become empowered. In some 


families this change in gender roles and responsibilities is shifting gender dynamics and the way that the 


community sees females. Unfortunately, not all women have a positive experience during migration. Many 


women end up being trafficked as they seek better employment opportunities. Even those who go through 


legal channels at times have their passports taken away and are raped, psychologically abused, or forced 


to work 24-hour shifts. An ILO study notes “women migrant workers, whether documented or 


undocumented, are much more vulnerable to discrimination, exploitation and abuse—relative not only to 


male migrants but also to native-born women.”66 In a six-year period (1999–2005), the Quarantine Office 


of Addis Ababa International Airport reportedly had 129 Ethiopian female bodies returned from Jeddah, 


Dubai, and Beirut.67 KIIs commented that high numbers of men also migrate internationally; however, they 


use illegal routes because they find it difficult to get the necessary paperwork and do not have the same 


work opportunities as women. These men migrate illegally, seeking better opportunities, and travel to 


Kenya, Yemen, Djibouti, Sudan, Egypt, Libya, and South Africa. (Some are transit countries and others are 


destination countries.) The International Organization for Migration (IOM) also documents that many men 


migrate illegally and notes that those who migrate to Arab countries typically work in the construction 


sector doing manual labor or on farms tending goats and camel; a few men end up working as drivers and 
mechanics.68 


Access to Finance 


Access to finance is a challenge for many male and female entrepreneurs. As the 2015 World Bank 


Enterprise Surveys and USAID’s Growth Diagnostic identified, access to finance is the most critical 


constraint that Ethiopian businesses face. These challenges are even more difficult for women. The 


Women’s Empowerment in Agriculture Index for Ethiopia also identified access to credit as the number 


one problem. Women entrepreneurs are often found running micro-enterprises and find it hard to get 


access to finance for small or medium-sized enterprises (SMEs).69 A USAID report titled “Financing 


                                                
64 Ibid. 
65 Ibid. 
66 Ethiopia: An Assessment of the International Labor Migration Situation – The Case of Female Labor Migrants. Retrieved from 
http://www.ilo.int/wcmsp5/groups/public/---ed_emp/documents/publication/wcms_117931.pdf 
67 Regional Mixed Migration Secretariat, The Letter of the Law: Regular and Irregular Migration in Saudi Arabia in a Context of Rapid Change 
68 IOM, Post Arrival Humanitarian Assistance to Ethiopians Returning from the Kingdom of Saudi Arabia 
69 Interview with ENAT Bank Board Chair, Meazza Ashenafi. 
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Women Owned SMEs: A Case Study on Ethiopia” highlights data from the Ethiopian Central Statistics 


Agency that shows that women own 73.5 percent of microenterprises, 13.7 percent of small enterprises 


in manufacturing industries, and 30 percent of medium and large enterprises in industrial activities.70 


Another study71 showed that women-led SMEs are particularly disadvantaged in meeting their business 


growth needs, facing difficulties that include securing loans from formal lenders such as commercial banks 


(69 percent), the inability to convert part of profit back into investment (66 percent), poor managerial 


skills (72 percent), a shortage of technical skills (74 percent), and a low level of education (55 percent).72 


These challenges reinforce the lack of interest by commercial banks to see women-owned SMEs as a 
significant, viable, and profitable market segment opportunity. 


One of the most significant factors impeding the ability of women-owned SMEs to access commercial bank 


financing is the steep collateral requirement. Regulations require that 85 percent of all loans disbursed by 


a commercial bank must be collateralized. Ethiopia’s family law reform in 2000 and community-land 


ownership initiatives in 2003 granted women the right to property ownership. However, in practice, 


women still face land ownership barriers and insufficient collateral as the culture has not adapted as quickly 


as the law.73 Women-owned SMEs do not have the investment they need to grow. Most fall into a “missing 


middle” gap, because, on the one hand, they cannot meet the high minimum loan size and excessive 


collateral requirements by commercial banks and, on the other hand, microfinance institutions cannot 


meet their needs to grow their business to the next level. Because of the hurdles in access to finance that 


women face, a group of women formed Enat (meaning “mother”) Bank. The bank serves all types of clients, 


but it is specifically focused on assisting women. Women own 64 percent of Enat Bank and hold many 


leadership positions. Over the long term the founders hope to expand the bank across Africa. 


In order to mitigate the perceived risk of lending to women entrepreneurs, USAID’s Development Credit 


Authority (DCA) provided loan guarantees, with a 50 percent risk-sharing mechanism to cover defaults, 


to encourage banks to lend to women entrepreneurs. The first such loan guarantee was with the Bank of 


Abyssinia in 2008. The Bank of Abyssinia lowered or eliminated burdensome collateral requirements. To 


help women entrepreneurs take advantage of the DCA guarantee, technical support for women-owned 


SME beneficiaries was also provided. Activities included training to improve management and strategic 


planning skills; business counseling services, including feasibility studies, market analysis, and due diligence 


support in the course of the loan approval process; and facilitation of market linkages to international 


markets. On the bank side, technical assistance activities included training for bank partners and other 


financial institutions, such as financial options and lending mechanisms based on cash flow. In addition, loan 


packaging and applicant screening to participating banks was also provided. 


The DCA guarantee to women-owned SMEs was successful. Globally, commercial banks with best-in-class 


women’s market programs report that a key factor attracting their business to the women SME segment 


is that women tend to have better repayment rates than men. Similarly, Bank of Abyssinia found, on 


average, the loan default rate for women is one third that of men. In order to facilitate more lending to 


women-owned SMEs, USAID and the Swedish International Development Cooperation Agency signed a 
similar loan portfolio guarantee agreement in 2016 with Enat Bank.  


                                                
70 Kipnis, H. March 2013. Financing Women-Owned SMEs: A Case Study in Ethiopia. USAID. 
http://www.usaid.gov/sites/default/files/documents/1860/Financing%20Women-Owned%20SMEs.pdf 
71 Bekele, E. and Worku, Z. (2008). Women Entrepreneurship in Micro, Small and Medium Enterprises: The Case of Ethiopia. Note: The study 


comprised a random sample of 500 MSMEs across five regions in Ethiopia and identified factors that influence the long-term survival and viability 
of MSMEs in Ethiopia. 
72 Ibid. 
73 Key informant interviews with Meazza Ashenafi, ENAT Bank Board Member. 
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The Performance Evaluation of the DCA in Ethiopia (2016) indicates that although micro-, small, and 


medium enterprises (MSMEs) are important for socioeconomic development and economic diversification 


in Ethiopia, small and medium enterprises face significant challenges compared to large firms when 


accessing finance from formal financial institutions.74 The share of SME lending to overall lending in Ethiopia 


is only 7 percent, among the smallest in sub-Saharan Africa. The report states that banks in Ethiopia prefer 


to lend to large enterprises that are known borrowers. Women entrepreneurs therefore find it very 


difficult to get access to financing, as formal banking systems continue to lend to known borrowers, 


typically male-owned firms. Furthermore, an area of disadvantage for women working with formal banks 


is networking and social interactions between lenders and clients. In Ethiopia, business runs on social 


events such as meeting up for coffee, drinks, or food. Men heavily dominate the banking industry and it 


would not be socially acceptable for a woman to socialize with banking officials. Even to give a bribe, one 


needs to be in a social setting, so it would make it difficult for women to think of offering a bribe and 


getting benefits.75 


Trade and Manufacturing 


A small portion of the population is engaged in trade. Women are predominately found as workers in the 


trade industry, and a small minority are owners or managers of enterprises engaged in trade. Only about 


16 percent of the trade enterprises registered with the Ministry of Trade are owned by women. The 


Gender Directorate at the Ministry of Trade is trying to strengthen women-owned enterprises by 


connecting them with training opportunities, providing them with assistance for license and registration, 
and assisting them in accessing external markets (e.g., exhibitions).76 


In order to accelerate economic growth, the GoE is focusing on and investing in the manufacturing 


industry. The GTP II states that manufacturing jobs are planned to increase from 380,000 in 2014–15 to 


758,000 by 2019–20. Per the GTP II, the primary beneficiaries of manufacturing jobs will be women and 


youth. The goal is to have women hold 60 percent of the jobs that require medium-level qualifications and 


youth hold 30 percent of the jobs that require high-level qualifications. For example, the Hawassa Industrial 


Park is projected to have 60,000 jobs, and women are expected to constitute 85 percent of the 


workforce.77 The large number of women employed in these industrial parks has great potential to change 


gender dynamics in Ethiopia. The country can draw good lessons from Bangladesh’s experience of having 
a large number of women engaged in the garment industry.  


A recent study on the manufacturing industry and the lives of Bangladeshi women reveals that proximity 


to garment factories led to a rise in girls’ enrollment in school and postponement of marriage and 


childbirth age.78 The study shows that as economic opportunities arise in the factories, households invest 


in the education of daughters, due to the perceived increase in returns from schooling in the labor market. 


However, women’s empowerment in these textile factories often stops when it comes to the equality of 


opportunities. The study showed that 4 out of every 5 production line workers are female, while just over 


1 in 20 supervisors is a woman. Another research experiment in Bangladesh draws attention to the bias 


against women taking on the role of supervisors.79 Although the experiment showed that female 


supervisor trainees are as much or even more effective than male supervisors, promotion rates for the 
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75 Ibid. 
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female trainees (55 percent) in this study proved to be significantly lower than for male trainees (85 


percent). Traditional gender roles therefore perpetuate employment structures within factories and limit 


the career prospects of women entering the field as supervisors. 


Agricultural Productivity  


Agriculture is the backbone of the Ethiopian economy, and it accounts for about 40 percent of the national 


GDP, 90 percent of exports, and 85 percent of employment.80 Ethiopian crops are mostly rain-fed and are 


largely of low external input (e.g., low fertilizer, improved seeds, and irrigation inputs). Both women and 


men are actors in agricultural value chains in Ethiopia. It is estimated that 46 percent of paid working 


women and 74 percent of men (ages 15–49) are engaged in agricultural occupations.81 Their roles, 


responsibilities, and constraints are often determined by gender norms, often to the disadvantage of 


women.82 Women are affected by numerous gender-based constraints, particularly related to access to 


and control over productive resources, such as land, inputs, labor, technologies, information and technical 


assistance, cooperative systems, extension systems, credit, and water. Women are also greatly 


disadvantaged in comparison to men in accessing the services provided through agricultural cooperatives.83 


Recent data from the Federal Cooperative Agency shows that men represent 74 percent of cooperatives 


and women 26 percent. However, a large percentage of these women are predominantly in saving and 


credit cooperatives and not in productive agricultural cooperatives—for example, two regions with the 


highest female membership are Somali (66 percent female vs. 34 percent male) and Addis Ababa (54 


percent female vs. 46 percent male). The majority of women in these two regions are in saving and credit 


cooperatives or consumer cooperatives. In agricultural cooperatives, women are disadvantaged because 


men restrict their mobility and because of socio-cultural expectations that they are responsible for 


domestic work. On average, women in rural Ethiopia work 16.7 hours more per week than men.84 


Furthermore, women have difficulty in meeting conditions of formal group membership and leadership 


due to their restricted access to, control over, and ownership of land, credit, and information. Cooperative 


organizations are typically controlled and managed by men, and men are five times more likely than women 


to hold a leadership position within a cooperative.85 These cooperatives favor wealthier, educated, male 


farmers running large-scale operations over more economically vulnerable farmers, particularly resource-


poor women.86 Women usually have limited education, knowledge, time, and productive assets to engage 


and have their voices heard. Their low confidence is also a major hurdle to having their voices heard and 


therefore they are not able to influence the groups and get access to services they need.87 Female-headed 


households have an advantage over married women, as they are able to participate more in cooperatives 


because they have more freedom in mobility and the ability to make decisions within their households. In 


Ethiopia, there is some evidence showing that when women are involved in leadership positions, there is 


a greater likelihood of other women joining as members.88 As an International Food Policy Research 


Institute (IFPRI) study notes, a good entry point to involving women is the “Federal Cooperative Agency’s 


new cooperative certification program [which] includes good gender practice standards as a criterion of 


certification—a cooperative has to have as a by-law 30 percent representation of women among 


members.”89 Research shows that interventions that encouraged cooperatives to adopt gender-sensitive 
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policies favorable to women’s membership—such as land ownership or literacy not being the defining 


criteria of membership—saw women’s representation and participation increase.90 Agriculture programs 


working with cooperatives need to integrate educational components to ensure the women in the 


cooperatives are informed and provide leadership training to build their confidence and enable them to 
voice their opinions within the cooperatives. 


In regards to leadership, Feed the Future’s Women’s Empowerment in Agriculture Index reveals that 


access to and decision on credit, leadership (particularly public speaking), and lack of leisure time are 


important factors contributing to the disempowerment among women. Interestingly, disempowerment 
among men was similar; men were constrained by leadership skills and lack of leisure time.91 


Statistics and ethnographic evidence reveal that while farmer preferences in general receive limited 


attention, female farmers receive even less attention.92 A study from IFPRI suggests that there is 


widespread “perception bias” about the role of women in agriculture, which contributes to the low 


priority of providing better services to them.93 Despite women being integral to farming in Ethiopia and 


the ample research showing their role in agriculture, the “perception bias” prevents people from thinking 


of women as farmers in Ethiopia. Married women are simply seen as the helpers and not the farmers. 


Agriculture extension services are targeted to household heads, which are typically male. In some cases 


where the male member has left or passed away, then female-headed households receive services. But 


the vast majority of Ethiopian women live in male-headed households and do not receive services. Data 


collection and extension services are focused on the needs of the head of the household and therefore 


women’s agricultural needs are ignored. A study by the World Bank and the ONE Campaign reveals that 


Ethiopian female farm managers produce 23 percent less per hectare than their male counterparts.94 The 


main reasons for this gender gap are female farm managers have 1) less access to household farm labor, 


2) competing household responsibilities (e.g., taking care of children), 3) less access to quality land and the 


ability to rent land, 4) smaller returns from the use of farm inputs, and 5) lower knowledge of improved 


farming practices.  


The gender strategy for USAID’s Graduation with Resilience to Achieve Sustainable Development 


(GRAD) program also highlights that women are limited in access to training, credit, modern inputs, and 


extension services. Studies show that agriculture extension services are male-biased, and only 12 percent 


of agriculture extension agents are female.95 The male-dominated agriculture extension agents largely 


ignore women’s contributions in agriculture and their farming needs and market interests. The GoE’s GTP 


II also correctly states that “access and quality of agricultural extension service provided to women needs 


to be further improved to transform the lives of rural women. Limited supply of farming and agricultural 


processing technologies that minimize women’s work load, infringement of land use rights of some female-


headed households in some areas, and inadequate supply of credit service, especially for poor women, are 


also challenges observed during GTP I and hence require due attention going forward.” In order to address 


the needs of female farmers, there are suggestions that extension policies need to shift from the top-down 


model to a more integrated, collaborative, and participatory model. This new model would require 
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extension workers to provide equal services to both male and female farmers and develop programs that 
target women farmers as beneficiaries.96  


Food Security and Nutrition 


Food insecurity has been a long challenge in parts of Ethiopia. The main reasons are land degradation, 


population growth, drought and other disasters, limited alternative assets, low levels of farm technology, 


and lack of employment opportunities in rural communities. In order to address food insecurity, the GoE 


launched the Productive Safety Net Program (PSNP) in 2005, with USAID and other donors, to resolve 


Ethiopia’s dependence on food aid and other humanitarian assistance. PSNP provides transfers to food-


insecure populations in order to prevent asset depletion at the household level, create assets at the 


community level, and stimulate markets. The objective of PSNP is as follows: “Food security for those 


who are able, and food sufficiency for those unable to achieve food security, for male and female members 


of chronically food-insecure woredas achieved.” The GoE is committed to addressing gender inequality 


issues in food security and prioritizes the needs of women in the program. PSNP addresses the challenges 


that women and girls face as well as gender relations with regards to food security. The gender analyses 


for the Development Food Aid Program (DFAP) by Save the Children97 and Catholic Relief Services 


(CRS)98 indicate that women and girls tend to experience food insecurity differently than men and boys. 


In these rural communities the women and girls are often illiterate, uninformed, lack access to productive 


assets, and have low confidence. Furthermore, they are overwhelmed and overburdened with productive, 


reproductive, and community work. As a result, women are often first to suffer from malnutrition, which 


in turn negatively impacts their productivity and quality of life as well as the nutritional status of their 


children. The Save the Children gender analysis notes that in times of food stress, buffering is directed at 


the boy child, discriminating against the girl child and making her more malnourished. In addition, the 


gender analysis documents the power imbalance between men and women in regards to access to and 


control of resources. In the Borena and Liben livelihood zones, findings indicate that men own larger 


livestock such as cattle, camels, and goats. Women tend to own poultry. In these communities, men make 


decisions regarding the sale of livestock, while women tend to make decisions on the use of livestock 


products such as milk. Similarly, in Arsi and East Hararghe Zones and Dire Dawa (areas in which CRS 


worked), FGD participants noted that both men and women contribute to the agricultural and livestock 


production but men have the final say as the head of the household and main income earners. The majority 


of respondents noted that men make all decisions on household expenditures including, food, clothing, 


health, and education. Interestingly, the poorest households tended to engage in joint decision-making. In 


both gender analyses, women and men across livelihood zones stated that women’s mobility is limited and 
they must obtain the permission of their husbands. 


In order to address these deep cultural and social barriers, food security programs need to be long-term 


and address attitudes and behaviors of individuals and communities. Gender sensitization is needed for 


men to understand the enormous challenges and burdens of women and girls. Furthermore, women and 
men need to understand that joint decision-making is valuable and will improve their household’s welfare. 


Land Rights and Tenure  


Land is a vital asset for the majority of Ethiopians who live in rural areas and whose livelihoods are based 


on agriculture. However, land is becoming a scarce resource due to the booming population, limited fertile 


areas, and large-scale agricultural investors. Ethiopia’s diverse population, with over 80 ethnic groups and 
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various religions, means that legal pluralism exists. The country’s statutory law, customary or traditional 


law, and religious law co-exist and often conflict with one another. This legal plurality favors men over 


women in access to and control of land.99 Due to the predominately patriarchal social structure of Ethiopia 


there is a strong gender bias that supports men and disadvantages women.100 For example, men often 


benefit in property ownership, inheritance, and division of assets during divorce. Marriage is the most 


common way for women to gain and keep access to land; single women, those who never married, or 


those who are divorced are more likely to be landless. Upon the death of the husband, a widow may face 


controversy over whether she is indeed the rightful wife, and there may be no effective channel to settle 
disputes.101 


In order to address gender inequality and empower women, Ethiopia established the Joint Land 


Certification Program in 2003, which requires that the land ownership certificate be written in the names 


of both the husband and wife. In some regions, the program is thought to have empowered women, 


improved their livelihood, and increased their perceived level of tenure security. A study on Ethiopia’s 


joint titling and women’s empowerment shows that certified women were aware of their land rights and 


were more willing to protect those rights. The study also showed these women were more autonomous 


and enjoyed both freedom in physical mobility and the ability to participate in community activities.102 The 


different regions began the land certification program on different dates and implemented it slightly 


differently. Therefore, the certification program has had different outcomes in the various regions. The 


Tigray region did not mandate joint titling and most certificates were issued in the husband’s name, while 


the Amhara, SNNP, and Oromia regions required joint certification. In addition, the Amhara and SNNP 


regions required photographs of both spouses on the certificate but the Oromia region only required the 


photograph of the husband. The Land Administration to Nurture Development (LAND) gender 


assessment points out that higher numbers of wives and husbands had joint titling in Amhara and SNNP 


due to the requirement to have both spouses’ photographs during certification.103 The LAND Gender 


Assessment indicates that, due to the CSP, civil society is not active, and this makes it difficult to advocate 


for women’s land rights. Gender and cultural norms around land tenure will take a long time to change, 


and strong CSOs are critical to pushing policymakers and helping society transform. In order to address 


the lack of active, strong, and organized CSOs, the assessment suggested establishing a Women’s Land 


Rights Task Force.104 USAID assisted in the establishment of such task forces in Rwanda and Liberia. In 


2015, the Task Force on Ethiopian Women’s Land Rights was established, consisting of the Ministries of 


Agriculture, Justice, Women and Children’s Affairs; Federal Supreme Court; Oromia Pastoral 


Development Commission; USAID/Ethiopia; UN Women; UK-funded Land Investment for 


Transformation (LIFT); USAID’s Pastoralists' Areas Resilience Improvement through Market Expansion 


(PRIME) projects; and civil society groups such as the Ethiopian Women Lawyers Association. The task 


force will identify customary, legal, and regulatory constraints affecting women’s rights to access and use 


land and make recommendations to policy makers and legislators.105 In addition, the task force established 


a “Women Land Desk” within the Ministry of Agriculture, Women’s Affairs Directorate. The Women 
Land Desk serves as a technical resource for both the ministry and the task force. 
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Energy  


In Ethiopia, 83 percent of the population does not have access to electricity, and about 87 percent of the 


population uses wood, charcoal, or dung for cooking.106 These findings reflect the rural populations of the 


Amhara and Oromia regions, where 25.2 and 38.7 percent of the total population live, respectively. A 


reduction in the availability of natural energy resources is likely to increase the amount of time households, 


primarily women, spend on fuel resource collection. Access to electricity infrastructure and the type of 


cooking technology also affect the amount of time and physical energy dedicated to collection.107 An IFPRI 


study revealed that in the observed communities in Ethiopia, households spend on average 121 minutes 


per week to obtain fuel resources (ranging from 89 minutes per week in Tigray to about 162 minutes per 


week in Benishangul-Gumuz).108 Spending time looking for scarce biomass resources places a heavy burden 


on women (see Figure 3) and poses health and safety risks. They face risks of violence when traveling far 


to look for fuel sources. In addition, while they are cooking with these resources, the women and children 


are exposed to a lot of smoke in their poorly ventilated homes and are likely to experience respiratory 
illnesses. 


The GoE is trying to address the issue of access to energy to support accelerated rapid and sustainable 


growth. Under the GTP, the GoE planned to increase the power-generating capacity from 2,000 


megawatts (MW) in 2009–10 to 8,000 MW by the end of the plan period. However, by 2014–15, total 
electricity-generating capacity had reached only 4,180 MW. 


Figure 3. Regional Differences in Gender of Households’ Main Energy Collector 


 


Source: IFPRI, Time Allocation to Energy Resource Collection in Rural Ethiopia 
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Power Africa correctly states that “the discourse around gender and energy often focuses on women as 


underserved end-users. This includes a strong focus on women’s domestic energy needs and the burdens 


they face associated with energy poverty.” This presidential initiative strives to look beyond this vision 


and sees women as vital actors within the energy sector. Power Africa strives to meet the energy needs 


of underserved women while also creating opportunities for them throughout the energy value chain. 


However, in many countries, including Ethiopia, Power Africa has a long road ahead to gender integration, 


as this industry is often seen to be “gender-neutral” and the benefits are assumed for all segments of the 


population. In Ethiopia there is a great deal of work to be done to integrate gender into the energy sector. 


A good start would be developing a gender and energy policy. The Ministry of Water, Irrigation and 


Electricity,109 the lead ministry, would need a lot of capacity building and technical assistance in order to 


develop a strong gender and energy policy and to ensure that gender equality issues are integrated 
throughout the Ministry’s other policies and programs. 


A USAID report titled “Engendering Utilities: Improving Gender Diversity in Power Sector Utilities” notes, 


“Women have traditionally been under-represented in the energy sector; they are often excluded from 


many power sector employment opportunities.” The report further notes that gender inequality is more 


pronounced in the energy sector around the world. Women typically are underrepresented in the power 


sector (i.e., generation, transmission, and distribution companies). Under the GTP, Ethiopia focused on 


developing a number of power projects, such as the Grand Ethiopian Renaissance Dam (GERD), which 


will have an output of 6,000 MW; the Gilgel Gibe III (1,870 MW) hydroelectric power plant; and wind 


power projects, among many others. Despite the GoE’s focus on power projects, Ethiopia continues to 


have major power problems. The GTP II notes that there are problems of service delivery, delay in 


rehabilitation of old lines, lengthy institutional reforms, and plans to address these issues in the second 


phase of the plan. As Ethiopia is increasing its investment in various energy-related projects, the power 


sector and distribution utilities offer significant employment opportunities and sources of revenue. 


Therefore, increasing the number of women employed in the power sector can counteract gender 


stereotypes and create new employment opportunities for women. KIIs noted that there were few 


women with technical skills working in the utilities sector, and the reason given for this was twofold: 1) 


the women who had the necessary skills often remained in low positions, because in order to get 


promotions they were required to work in rural areas, and the technically skilled women did not want to 


be sent to rural areas, and 2) a large majority of the women working in utilities in an administrative capacity 


did not have the necessary educational background to hold professional-level jobs. 


DO 2: INCREASED UTILIZATION OF HEALTH SERVICES 


Role of Health Extension Workers and Human Development Army 


In order to reach the vast majority of the population that lives in rural areas and does not have access to 


health care, the GoE developed an innovative system called the Health Extension Program (HEP). The 


HEP was designed and implemented with the acknowledgement that the main factor underlying poor 


health services is the lack of empowerment of households and communities to prevent diseases and 


promote health.110 Across the country, the GoE deployed 38,000 health extension workers (HEWs), and 


almost all of them are women (except in pastoral areas). These HEWs have completed tenth grade and 


receive one year of training. In addition, the government formed community volunteers called the Health 


Development Army (who are also females) to assist the HEWs to have a greater reach. The primary 


reason that women are used is that the HEP package deals with preventable diseases that primarily affect 


women and children. Therefore, the idea is that it is easier for females to reach out to other females. 


During FGDs with HEWs, they noted that they primarily work with females in the home, but if a husband 
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is present they also try and include him in discussions. The GoE’s approach to utilizing HEWs and HDAs 


has been shown to empower women as they receive training and are seen as knowledgeable by their 


families and communities.111 In addition, the HEW program gives thousands of women the opportunity to 
work as civil servants of the government.  


The importance of involving HEWs and HDAs in promoting maternal and child health service provision is 


evident in the reduction of maternal deaths and increase in vaccination among children.112 However, it 


would be interesting to research what hindrances there are to achieving better health outcomes. Given 


many Ethiopian women’s limited decision-making within the household, perhaps targeting men more (in 


addition to women) during health education programs could help the country achieve better health 
outcomes. 


Literature and discussions with HEWs revealed that they encounter some challenges. The main challenge 


for rural HEWs was that they were overburdened with work. Most of them serve a community of 5,000, 


but during the KIIs outside of Mekelle the team met two HEWs serving a community of 9,000 people. 


Rural HEWs have to travel long distances and are often physically exhausted. During FGDs with urban 


HEWs, they expressed that they would like better career growth opportunities. They cited that they 
needed more capacity building and practical training.  


Another challenging area for the GoE in regards to 


HEWs is with pastoralist communities. In these 


communities the government has not been able to 


recruit, train, and retain women. In some pastoral 


regions, women with secondary education are 


rare. Furthermore, health facilities in these 


communities are understaffed and health services 


are poorly delivered. Health workers in pastoralist 


communities face major challenges because of the nomadic lifestyle, including seasonal mobility; dispersed 


communities; food insecurity and malnutrition; poor water and sanitation; and high prevalence of harmful 


traditional practices, which discourage the use of health services even when they are available. Due to the 


difficult lifestyle in pastoralist areas, the GoE has had to employ male HEWs. Evaluations show that the 
pastoralist HEP needs modification and significant capacity building.113 


Accessing Health Services 


Different studies, literature, and the KIIs reported that Ethiopia has shown tremendous progress in the 


provision of maternal and child health services over the last 15 years. Though a lot has been achieved, the 


levels of facility delivery remain low. The Demographic Health Survey shows that the percentage of live 


births delivered by a skilled provider remained almost unchanged for the five years after 2000, and then it 


increased significantly after 2005. In the 2000 and 2005 EDHS it was 6 percent, and it increased to 10 
percent in the 2011 EDHS; in the 2016 EDHS, it reached 28 percent.114 (See Figure 4.) 
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If HDAs find a pregnant mother then they link them 


to the health facility and if an infant missed 


vaccination then they inform HEWs. They 


understand what needs to be done. 


—Dire Dawa Urban HEW 
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Figure 4. Trends in Maternal Health Care, 2000–2016*


 


Source: EDHS 2016, Key Findings  


*Skilled provider for EDHS 2000, 2005, and 2011 includes doctor, nurse, and midwife. Skilled provider for EDHS 2016 includes 


doctor, nurse, midwife, health officer, and health extension worker.  


During focus group discussions, the HEWs noted that there is still a huge gap in providing immediate 


postnatal care checkups for the mothers (two days after birth) due to the cultural and religious belief that 


a new mother needs to stay at home for at least 10 to 12 days before going outside of her compound. 


Per the HEWs, some mothers do not want to go outside before getting a blessing from priests on the 


tenth day after delivery. Therefore, working with religious leaders on this aspect could improve maternal 
and newborn care. 


Maternal Mortality 


Ethiopia has shown commitment to reducing maternal mortality, and tremendous achievements can be 


observed from 2000 to 2016. The EDHS data over these years shows a steady decline in maternal 


mortality: from 871 deaths (per 100,000 live births) in the 2000 EDHS to 673 deaths in the 2005 EDHS, 


676 deaths in the 2011 EDHS, and 412 deaths in the 2016 EDHS. Much of the decline can be attributed 


to the network of HEWs and HDAs ensuring that women in rural areas receive some level of antenatal 


care. However, despite this impressive progress, Ethiopia’s maternal mortality rate remains high compared 


to other countries. Therefore, the GoE has prioritized reducing maternal mortality in its health 


transformation plan, along with reducing newborn and child morbidity. Some of the reasons the country 


continues to have high maternal mortality are delays in seeking and receiving skilled emergency obstetric 


care, unmet family planning needs among girls and women of child-bearing age, not delivering with the 
assistance of a skilled health professional, and not getting immediate postnatal care. 
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Fistula 


Ethiopia plans to eliminate fistula by the end of 2020.115 In order to accomplish this, the government 


developed a fistula eradication action plan and a training manual on fistula screening and pre-diagnosis.116 


The 2016 EDHS showed 39 percent of women had heard about obstetric fistula and less than 1 percent 


of them had experienced it. According to the 2016 EDHS, urban, educated, and wealthy women had more 


knowledge of fistula. The factors that increased the risk of developing fistula in Ethiopia were low met 


need for emergency obstetric, high unmet need for family planning, high early marriage, and teenage 


pregnancy. The HSTP cited the highest unmet need for family planning is among the late adolescent age 


group (15–19 years) and therefore recommended strengthening reproductive health programs for 


adolescents.117 


Discussion with a representative from Healing Hands of Joy, an NGO focused on addressing fistula, 


revealed that there were higher fistula cases in Tigray compared to other regions. The representative 


noted the higher cases of fistula could possibly be due to young girls’ bodies not properly developing due 


to malnutrition. This observation is supported by a study that states, “Improving food security in women, 


especially young girls and adolescents, would hinder stunting and therefore prevent the obstructed labor 


that causes the formation of fistula.”118 However, this needs to be further investigated. The EDHS 2016 


findings correspond with the KII’s comment that women in Tigray are slightly more likely (1.1 percent) to 


have experienced obstetric fistula. The three regions following Tigray with higher cases of fistula are: 
Amhara (0.7 percent), Benishangul-Gumuz (0.5 percent) and Afar (0.5 percent).119 


Sexual Reproductive Health and Family Planning 


Ethiopia is one of three countries (along with Malawi and Rwanda) in Africa to have a rapid increase in 


contraceptive prevalence rate in the last 10 years. The 2016 EDHS shows that modern contraceptive use 


has risen sharply among married women from 6 percent in 2000 to 36 percent in 2016. Urban women 


are more likely than rural females to use contraceptives (52 percent versus 33 percent). Wealthier and 


more educated women are also more likely to use contraceptives. The data shows that the responsibility 


of contraceptive use continues to fall on women. Married men in Ethiopia are insufficiently involved in 


reproductive health services. The 2011 EDHS shows that knowledge of male sterilization was only 17.6 


percent (while 37.7 percent of unmarried men had knowledge).  


A UNICEF study that analyzed the 2011 EDHS findings shows that women’s empowerment is significantly 


associated with contraceptive use.120 The study found that dimensions of women’s empowerment such as 


attitudes towards domestic violence, household decision-making, and women’s knowledge and awareness 


had a positive association with contraceptive use. It recommends integrating women’s empowerment into 


family planning programs in Ethiopia. 


The trends in total fertility rate (TFR) show a decline over the last 16 years. In the 2000 EDHS the TFR 


was 5.5 children per woman; it declined to 5.4 children per woman in 2005, then to 4.8 children per 


woman in 2011, and finally to 4.6 children per woman in 2016. The TFR among rural women continues 


to be much higher than among urban women (5.2 versus 2.3 children per woman). 
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Sexual reproductive health choices impact young women and men’s opportunities, but women are more 


significantly impacted. Teenage women have a higher chance of experiencing adverse pregnancy outcomes. 


In addition, when a young woman becomes pregnant her educational and economic opportunities are 


limited or cut short. The 2016 EDHS states that Ethiopian rural teenagers are more likely to become 


pregnant than urban teenagers (15 percent versus 5 percent). The EDHS also reveals that teenage 


childbearing decreases with education and wealth.  


Water Sanitation and Hygiene 


The GoE considers water, sanitation, and hygiene (WASH) as one of the core indicators in measuring 


universal health coverage. Over the last 15 years, Ethiopia has focused on improving household access to 


safe drinking water. As a result, households obtaining drinking water from an improved source (e.g., piped 


source within the dwelling, yard, or plot; a public tap or standpipe; tubewell/borehole; a protected well 


or spring; or rain water or bottled water) increased from 54 percent (EDHS 2011) to 65 percent (EDHS 


2016). Urban dwellers have better access (97 percent) than rural ones (57 percent) to an improved 


drinking water source.121 Interviews with the rural HEWs and the EDHS confirmed that the burden of 


collecting drinking water for the household primarily falls on women (in rural areas, women collect water 


in 68 percent of households versus 8 percent for men). The same is true for female children under the 


age of 15 (10 percent versus 4 percent).122 


As with water collection, provision of sanitation and hygiene is thought to be a women’s task. Lack of 


sanitation facilities and poor hygiene cause water-borne diseases, such as diarrhea, cholera, typhoid, and 


several parasitic infections. It is often women and children who become ill when toilets and other 


sanitation facilities are lacking. Women and girls often do not want to urinate or defecate in the open, and 


in the absence of sanitation facilities they try to postpone relieving themselves or wait until it is dark.123 


They at times will also drink less or avoid certain foods (fibrous food and leafy vegetables) so they do not 


have to use the toilet. Not using the toilet when necessary and an unhealthy diet lead to health problems, 


such as developing urinary tract infections. Men as are not impacted since they can relieve themselves 


outside without fearing GBV. The HEP, utilizing the HEWs and HDAs, is the government’s primary vehicle 


to drive the improvement of WASH at the kebele level.124 From the 16 packages that HEWs are trained 


to provide, seven are focused on hygiene and environmental sanitation.125 Awareness creation, resource 


mobilization, facilitation of public latrine construction, and digging hand pump wells are the main WASH 


tasks of the HEWs. The HEWs utilized the HDAs (1:5 and 1:30) network to achieve WASH activity 


implementation. KIIs with rural HEWs and FGDs with urban HEWs indicated that women in general tend 


to have a better attitude toward and practice with WASH than men. The HEWs noted that they work 


closely with women in the community to address WASH issues and use this platform to educate the 
household.  


The HEWs reported that men help in the physical and economic aspects of latrine construction. KIIs with 


the Tigray HEWs reported, not having a latrine at home or having it far from the house significantly affects 


pregnant women and mothers who recently delivered. The HSTP reflects that 28 percent of the 
population had basic sanitation (in 2014), which increased from the 1990 baseline of 3 percent.126 
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Health and Nutrition127 


Major challenges to addressing nutrition in Ethiopia are women’s access and control over household 


resources, time, knowledge, food insecurity, and traditional beliefs about and practice with food. Since 


women in Ethiopia are the primary preparers of household food, it is important to address their challenges. 


However, it is also critical to engage men to understand the household’s nutritional needs because men 


continue to be the decision-makers and control the resources in most married households. The Ministry 


of Health has placed the nutrition of women and children as a top priority in order to achieve the SDGs. 


The government developed strategies such as the scale-up of a community-based nutrition program, the 


First 1000 Days initiative, implementing the Seqota declaration of ending child undernutrition, and the 


Baby-Friendly Hospitals initiative. One indicator for progress in nutrition is reflected in the increase of the 


percentage of infants under 6 months who are exclusively breastfed from 52 percent (EDHS 2011) to 58 
percent (EDHS 2016).128 


Various sources cite that malnutrition triggers nearly 50 percent of under-five deaths in Ethiopia.129 In 


order to address this dilemma the government integrated nutrition into the HEP to improve the nutritional 


status of mothers and children. The urban HEWs from Mekelle believed maternal and child mortality 


decreased in recent years due to better nutrition and access to health services. The rural HEWs from the 


KIIs stated that HDAs have contributed greatly to improving the feeding practice of infants and women. 


The HEWs reported that previously there were cultural beliefs about food, such as the belief that eating 


eggs would make a girl mature early; as a result, women and girls were not allowed to eat eggs. They 


remarked that now both boys and girls are being fed equally and infants are given priority. However, this 


needs further investigation as behavior change for cultural norms such as feeding practices take a long 
time to alter.  


Other recent reports, such as the CARE Rapid Gender Analysis, indicate that during droughts all members 


of the community are affected by malnutrition. However, women are the most affected by malnutrition 


and other health problems because they give priority to their husbands and children, allowing them to eat 


first. In the areas studied (East and West Hararghe, South Gondar, and Afar) men and children under the 


age of three eat first in the family, followed by boys and girls, and the women eat last. As a result of eating 


last and getting inadequate food and nutrients, pregnant and lactating women (and their infants) are 
severely affected by malnutrition. 


Most research and programs by development agencies and the government focus their nutrition efforts in 


order to address the needs of women and children under five. But two studies show that boys may be 


highly affected by malnutrition. A study of adolescent boys (13–15 years) in northern Ethiopia found that 


this age group of boys was 2.53 times more likely to be stunted and thin than girls the same age.130 The 


study also found that boys whose father were farmers had twice the odds of being stunted than boys 


whose fathers were employed. Another study that focused on the Amhara Region (but also gave examples 


from various developing countries) found that boys could be more stunted than girls.131 This could be 


because they are missing the right nutrients at critical growth points of their lives. However, studies on 
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the malnutrition issues of boys and girls at different stages in their lives are limited, and further research 
is needed to understand the issues and how to address them. 


HIV, TB, and Malaria  


Ethiopia has made impressive achievements in reducing HIV/AIDS over the last decade. Between 2000 and 


2011, annual new infections declined by 90 percent and AIDS-related deaths decreased by 53 percent.132,133 


The Federal HIV/AIDS Prevention and Control Office shows that adult HIV prevalence fell from 2.1 


percent in 2011 to 1.3 percent in 2013.134 The estimated number of people living with HIV in 2014 was 


769,000; of these, there were 15,700 new infections and 356,000 AIDS-related deaths.135 Since 2005, the 


GoE has taken significant measures to provide universal access to treatment of HIV/AIDS by providing 


free antiretroviral drugs in public hospitals based on a patient’s clinical eligibility. Despite the national 


decline in HIV/AIDS, rates vary by gender, age, marital status, and region. Ethiopia’s 2011 Demographic 


and Health Survey shows that prevalence was almost twice as high among women compared to men (1.9 


percent for women and 1.0 percent for men). Prevalence in women also peaks at a younger age (30–34 


years) compared to 35–39 years in men. There is also a significant difference in prevalence between urban 


and rural areas, with urban areas showing a prevalence seven times higher than rural areas (4.2 percent 


versus 0.6 percent). The EDHS 2011 revealed that HIV prevalence is four times greater among populations 


that live within five kilometers from a main asphalt road. HIV prevalence also varies by marital status, and 


it is particularly high among those who are widowed, divorced, or separated. The EDHS 2011 reports 


that HIV prevalence is highest among employed women and men, and those living in the wealthiest 


households. Following previous trends, the 2016 EDHS also shows that men have better knowledge about 


HIV than women. More men (77 percent) know that consistent use of condoms is a means of preventing 


the spread of HIV than women (58 percent). Similarly, more men (81 percent) than women (69 percent) 


knew limiting sexual intercourse to one faithful and uninfected partner can reduce the chances of 


contracting HIV.136 As a result of women being more disadvantaged, the GoE has focused efforts to 


provide free antiretroviral treatment (ART) to pregnant women. This has led to a shift where there is 


now a disproportionate gender gap on ART treatment with an estimated female-to-male ratio of 60 


percent to 40 percent. Prior to the government’s provision of free ART, there were more men accessing 
ART services.137 


Tuberculosis  


The GoE has focused on reducing tuberculosis (TB) infections for decades, and it remains a core priority 


under the HSTP. To date, Ethiopia has achieved all three targets (mortality, incidence, and prevalence) set 


for tuberculosis prevention and control.138 The HSTP reports that TB detection in 2013–14 was 53.7 


percent, which is below the detection rate of 58.9 percent, while TB treatment and success and cure rates 


reached 92.1 percent and 69.1 percent, respectively.139 The 2011 EDHS revealed that knowledge about 


TB is high, with slightly more men having knowledge of the disease (90 percent of women and 95 percent 


of men have heard about TB). From those who have heard about TB, 56 percent of women and 65 percent 


of men know that it is spread through the air by coughing, and 80 percent of women and 89 percent of 


                                                
132 UNAIDS World Day Report 2012. http://www.unaids.org/sites/default/files/media_asset/JC2434_WorldAIDSday_results_en_1.pdf    
133 http://www.afro.who.int/en/ethiopia/country-programmes/topics/4480-hivaids.html  
134 http://www.hapco.gov.et/index.php/media-room/news/item/12-hiv-prevalence-level-shows-a-drastic-fall-in-ethiopia  
135 www.afro.who.int/en/ethiopia/country-programmes/topics/4480-hivaids.html  
136 Ethiopia Demographic and Health Survey 2016, Key Indicator Findings 
137 Brhane, M. and Kidane-Mariam, H. 2016. PEPFAR Ethiopia Gender Analysis. Addis Ababa, Ethiopia 
138 WHO’s 2014 Global TB report 
139 HSTP 







Ethiopia Performance Monitoring and Evaluation Service | Gender Analysis Report 30 


men know that TB can be cured.140 Rural HEWs interviewed in Mekelle believed women were more 


affected by TB and other respiratory diseases due to the time they spend in unventilated spaces while 


cooking at home.  


Malaria 


According to the HSTP, “Ethiopia has shown remarkable progress in achieving malaria-related MDG 


targets, evidenced by reduced prevalence and death rates associated with malaria as well as an increase in 


the proportion of population in malaria-prone areas using effective malaria prevention and treatment 


measures.” The HSTP aspires to see Ethiopia free from malaria by 2030.141 The UN Women report titled 


“Preliminary Gender Profile of Ethiopia” states that malaria is a prevalent cause of death for women (i.e., 


11.3 percent of all deaths among women and 6.3 percent of among men were caused by malaria142). A 


2014 Ministry of Health study reported that nationally malaria stood as the fourth (8.6 percent) cause of 
death.  


The GoE is utilizing the Health Extension Program to address malaria in the aspects of prevention, service 


promotion, and behavior change communication. The HEWs have contributed greatly to prevention and 


basic malaria curative care.143 The KIIs with HEWs supported the findings in the HSTP, as the HEWs 


testified that they are involved in various malaria prevention and curative activities (e.g., awareness 


creation of malaria in their community, conducting rapid diagnostic tests, provision of malaria drugs, and 
distribution of bed nets).  


DO 3: IMPROVED LEARNING OUTCOMES 


Ethiopia has made significant progress in narrowing the gender equality gap in the education sector, 


particularly at the primary level. The GoE’s commitment to gender equality in education can be seen in 


the Education Sector Development Program V and the Girls’ Education and Gender Equality Strategy for 


the Education and Training Sector 2014. Using these strategies, the GoE is striving to achieve gender parity 


in the education sector. The gross enrollment rate (GER) for girls in primary and secondary education has 


increased over the past four years.144 Despite this progress, the GER of females is consistently lower than 


boys across all levels of education except in TVET, where the percentage of female trainees in TVET 


increased to 52 percent (2014–15) from 46 percent (2009–10).145 Literature review and KIIs highlighted 


that the gender gap becomes wider in higher-level education. Therefore, there is still much work to be 
done to close the gender equality gap at all levels of education. 


Though there was huge progress made in closing the gender parity over the last ten years, the Gender 


Parity Index (GPI) for primary education has begun to decline since 2009–10 (Table 3). The GPI for the 


first cycle of primary has fallen to 0.90 (in 2014–15) from 0.91 (in 2013–14) and 0.93 (in 2009–10). 


Similarly, the GPI in the second cycle of primary education has also dropped to 0.95 (in 2014–15) from 


0.97 (in 2013–14).146 This data indicates that there are continued issues in the enrollment of girls. But why 


there is a slight decline in recent years in the number of girls attending primary school merits further 


investigation. In analyzing data for secondary education, it is encouraging to see the GPI for the first cycle 


                                                
140 Ethiopia Demographic and Health Survey 2011 
141 Federal Democratic Republic of Ethiopia Ministry of Health. 2016. Health Sector Transformation Plan I Annual Plan Performance Report EFY 
2008 
142 UN Women. 2014. Preliminary Gender Profile of Ethiopia. 
143 HSTP 
144 Federal Democratic Republic of Ethiopia, Ministry of Education. 2007 E.C. (2014/15). Educational Statistics 
145 Ibid. 
146 The Federal Democratic Republic of Ethiopia Ministry of Education. Education Sector Development Program IV, 2011–2015 







Ethiopia Performance Monitoring and Evaluation Service | Gender Analysis Report 31 


of secondary education (grades 9–10) improved from 0.80 (in 2009–10) to 0.93 (in 2014–15); and the GPI 


for the second cycle of secondary education (grades 11–12) improved from 0.46 to 0.87 over the same 


period.147 The latter is a sign that females are making progress within education. 


Table 3. Gender Parity Index (GPI) 


 Number of Females Enrolled as a Proportion  


of the Number of Males Enrolled 


Year Grades 1–4 Grades 5–8 Grades 1–8 


2009–10 0.93 0.96 0.93 


2011–12 0.92 0.99 0.95 


2012–13 0.92 0.98 0.94 


2013–14 0.91 0.97 0.93 


2014–15 0.90 0.95 0.93 


 


Enrolment in tertiary education has also shown dramatic improvement. The massive expansion of 


universities across the country allowed more students to be enrolled in tertiary education. As a result, 


enrollment for all undergraduates increased by 92 percent from 2003 to 2015. Enrollment of females 


increased by 95 percent over the last 10 years. During this same time, men’s enrollment nearly double 


compared to women’s. Although there is great progress in enrollment, the percentage of female students 


enrolled is significantly lower than the percentage of male students enrolled. In 2014–15, the 


undergraduate enrollment was 33 percent for females and 67 percent for males; at the postgraduate level, 
enrollment for females was 24 percent and 76 percent for males.148  


Primary Completion Rate Trends by Sex 


The completion rate at grade eight increased 


between 2013–14 and 2014–15 but decreased at 


grade five, which indicates that more children leave 


school before reaching the second cycle of primary 


education.149 The completion gap between males and 


females has decreased over the last six years (Table 


4). 


According to education statistics, the dropout rate 


is highest in the first grade and repetition is the highest in the eighth grade. The dropout rate is slightly 


higher among girls in grades 1 and 5. At the national level, 19 percent of students (19 percent of males 
and 20 percent of females) enrolled in grade 1 in 2013–14 left school before reaching grade 2.150  
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More females tend to drop out because of lack of 


high schools and TVET institutes in rural areas, 


which discourages parents to send their girls to 


learn in high school being away from home. Boys 


also drop out because of far distance to school 


and the inability to cover for lodging and transport. 


 —Dire Dawa Gender Directorate 
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Gender roles, responsibilities, and time use of boys and girls are important indicators in the gender parity 


in education. FGD participants and key informants noted that factors for dropout and poor performance 


of girls are workload at home, poverty, paid work, early marriage (in rural areas), and childbirth, while 


factors that influence boys’ dropout rate or poor performance were poverty and paid work (agricultural 


and daily labor) to support oneself and the family. The fact that there are not secondary schools nearby 


in rural areas is another reason cited for high dropout rates from secondary schools. In these rural areas, 


students are often required to travel to another woreda or kebele to get access to high school and TVET 


institutes. Traveling daily by foot can be a challenge for both boys and girls, but it poses a greater challenge 


for girls who can face gender-based violence (GBV) along the way. For this reason, many parents fear 


sending their daughters a long distance from home. Another option is for the students to stay in the area 


of the school; however, this is a challenge for most of them, who come from poor families, because they 
would need money for lodging, transport, and food.  


Table 4. Primary Completion Rate Trends by Sex 


Year 


Grade 5 Grade 8 


Male % Female % Total % Male % Female % Total % 


2009–10 77.5 73.7 75.6 51.4 44.5 47.8 


2010–11 72.0 66.1 69.1 52.5 46.2 49.4 


2011–12 74.1 73.4 73.8 52.4 51.9 52.1 


2012–13 77.1 75.1 76.1 53.3 52.2 52.8 


2013–14 70.7 68.2 69.5 46.7 46.7 46.7 


2014–15 62 60 61 51.8 50.9 51.3 


2007 (Ethiopian Calendar), Annual Abstract, Ministry of Education 


[The] dropout rate is high for boys because of their involvement in other side businesses to support their 


family. …. Boys are more vulnerable to drug addictions and spending their time in game places/houses, and 


migration to Djibouti. 


—Dire Dawa FGD with primary school students 


Girls often get to school late because of household chores holding them back; boys sometimes get pulled to 


work on the farms and handle cattle and do not come back to school as the task takes long hours in the 


field, especially during harvest season. 


—Mekelle FGD with primary school students 


More girls tend to drop out after grades 7 and 8, especially in rural and Muslim communities because of child 


marriage, poverty, and lack of access to high school; boys also drop out because of poverty and heavy work 


load like daily labor, mobility, and a few are also affected by early marriage. Sometimes Muslim boys in rural 


areas get married at the age of 16 or 17, whenever there is a good harvest. 


—Dire Dawa Education Gender Directorate 
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Though the overall dropout rate is higher among girls than boys, according to the field interviews and the 


available literature, the trend changes in urban settings. It was noted by the FGD and key informant 


participants that dropping out is more prevalent among urban boys and rural girls. These comments were 


supported by the 2007 (Ethiopian Calendar) Annual Abstract, which showed more girls are attending 


primary school in Addis Ababa. Likewise, in secondary school, more girls attend in Dire Dawa and Addis 


Ababa, causing the GPI to exceed 1. This is because more boys tend to leave their education for work in 


the city. Likewise, the Young Lives Matter longitudinal study on the lives of boys and girls in Ethiopia 


indicates that more boys in urban areas tend to combine paid work and education than girls; boys tend to 
drop out of education eventually, while girls are more successful in combining paid work and education. 


Basic Achievements 


In regards to learning outcomes, there seems to be a difference between the field data and literature. The 


national data shows that boys perform better than girls overall. Out of the total number of students who 


sat for the General Secondary Education Certificate Examination in Grade 10, the proportion of female 


students who scored 2.00 or above is lower than that of males (60 percent compared to 73 percent, 


respectively). Likewise, the proportion of female students who were promoted to high school is slightly 
lower (87.52 percent) than that of male students (88.53 percent).151 


However, some experts believe that when female students are supported, they likely tend to perform 


better than male students. For instance, FGD participants and KIIs for this analysis believed that girls are 


performing better than boys at the primary education. An explanation given by the Dire Dawa Education 


Bureau Gender Directorate is that girls perform better in schools where there are girls’ libraries, clubs, 


and tutorial services. Similarly, the primary grade FGD participants in Mekelle and Dire Dawa reported 


that girls perform better than boys when they are supported to overcome the workload at home and 
gender stereotypes. 


Based on the situational analysis conducted for Educational Sector Development Plan V, the Ethiopian 


National Learning Assessment report indicated that boys generally outperform girls in natural sciences 


and mathematics. Despite boys’ better performance, the repetition rate among boys is slightly higher than 


among girls. The repetition rate for grade 1 is 9 percent for boys and 8.5 percent for girls, and for grade 


8 it is 9 percent for boys and 8.6 for girls.152 The data also shows that the performance of students has 


declined in all fields of studies except for English. The longitudinal survey conducted by Young Lives Matter 


also indicated that the students’ 2013 performance in mathematics and reading had declined from 2006 


levels. The study notes this could be attributed to the focus on increasing access to education without 


focusing on providing quality education or increasing the quality of trained teachers. In addition, key 


informants reported that one reason for the low performance of students is attributed to the fact that 


the least qualified teachers teach at the primary level. They noted that many people do not consider early 


grade teaching as a professional job, when in fact it is very challenging and requires qualified staff working 


with young students during their formative years of basic education. A paper from the Ethiopian Academy 


of Sciences notes, “Failure in ensuring quality education at the foundation (primary schools) has [a] rolling 
effect on the quality of teaching and learning at subsequent higher levels of the education systems.”153  
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Addressing Gender Stereotypes in the Reading Curriculum 


Developing a gender-sensitive curriculum was part of the Educational Sector Development Plan IV. USAID, 


the Ministry of Education, and NGOs, along with other stakeholders, worked to make the mother-tongue 


languages curriculum gender-sensitive. As a result, the gender-sensitive curriculum was designed in seven 


mother-tongue languages and these materials are currently being used. The revision of the English-language 


curriculum and Amharic as a second language are underway. Different key informants from implementing 


partners and government organizations noted that stakeholders took part with the Ministry of Education 


in adapting and contextualizing the languages of the curriculum and the new books are going to be 


distributed for use. Checklists and guidelines were also developed and distributed to make teaching 


gender-sensitive.  


The results from the 2016 Early Grade Reading Assessment conducted in seven languages154 and five 


regions of Ethiopia show that girls perform better in some domains of reading fluency. The mean fluency 


scores in reading are better for boys than for girls in Somali, Hadiyissa, and Tigrigna languages, while scores 


are higher for girls in Oromifa, Amharic, Sidamo, and Wolaytta. Girls perform better in reading 


comprehension in Amharic, Sidamo, and Wolaytta while boys perform better in Somali and Hadiyissa. On 


the other hand, boys are better in listening comprehension. In all languages except Wolaytta, a large 


proportion of students read with limited fluency. 


Special Needs Education 


In Ethiopia, it is thought that there are strong links between poverty and disability.155 Disabling factors are 


present at the prenatal, perinatal, and postnatal health stages. If the prospective mother is poor and does 


not have the right nutrition, her baby will be affected. Disabling factors include poor delivery conditions, 


malnutrition of mother and child, childhood infectious diseases, harmful traditional practices, poor 


maternal or early childhood hygiene and sanitation, and lack of awareness and preventive services.156 The 


exact number of children with a disability in Ethiopia is not known. Literature and key informants use the 


World Health Organization estimates that 15 percent of people in any population have a disability. 


Ethiopia’s school-age population from age 4 to 18 is over 33.5 million, which implies that an estimated 5 


million children have special education needs. However, in 2013–14 only 77,850 children (42 percent girls 


and 58 percent boys) with identified special educational needs enrolled in Grades 1 to 12, and in 2014–15 


the number slightly increased to 78,329.157 These low figures could mean that only 1.7 percent of the 


estimated children with special needs are enrolled, and this data reflects a much lower number of disabled 


girls than boys in school. According to Human 


Rights Watch, females constitute 75 percent of the 


disabled population in low- and middle-income 


countries.158 Therefore, there could be much 


higher numbers of disabled girls who are yet not in 


school. More research is needed to find out the 


number of disabled boys and girls in Ethiopia who 


are not in school.  


Key informants and FGD participants indicated that enrollment of students with disability is very low and 


dropout rates are very high due to an unsuitable school environment. They cited distance to school 
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Teachers are not aware of how to teach students 


with disabilities. Students are physically included, but 


not integrated because they face challenges such as 
lack of Braille, roads, and ramps. 


—Key informant from RTI 
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(especially in rural areas) as a major challenge for 


students with disabilities. They also highlighted the 


other components that students with disabilities lack: 


ramps, classes and desks conducive to learning, latrines 


and water, Braille reading materials, trained teachers, 


and support from peers. Children with disabilities, 


particularly girls, face many challenges getting to school 


and while in school; parents are therefore reluctant to 


send them. A major obstacle that girls with disabilities 


face is GBV. Research shows that women with 


disabilities are twice as likely, and girls with disabilities 


are four times as likely, to experience violence 


(including domestic abuse, sexual violence, maltreatment, and neglect) as non-disabled females.159  


The participation of students with special needs in TVET and higher education is extremely low, and it has 


risen from 398 in 2009–10 to over 1,000 in each sub-sector in 2013–14. The total number of students 


with special needs who were attending higher education programs in 2014–15 is 1,482 and, of these, only 


27 percent were female students. The largest proportion (94 percent) of students with special educational 


needs in higher education is found in the undergraduate program; the rest attend postgraduate master’s 
programs. (There are none in postgraduate PhD programs.) 


Ethiopia has a long way to go in achieving equality in access to education for both boys and girls with 


special needs. Female students with disabilities face double discrimination, and special efforts should be 


made to address their needs and integrate them into the educational system. The GoE and development 


partners need to create clear guidelines in the education strategy to address the challenges faced by girls 
with disabilities. 


Education for Pastoralist Communities 


Pastoral communities in Ethiopia comprise about 12 to 15 million people and inhabit 61 percent of the 


country's landmass.160 Access to equitable and quality education in pastoral and semi- pastoral regions 


such as Somali, Afar, Gambela, and Benishangul-Gumuz is a challenge because of the mobile nature of 


these communities. In addition, recurrent drought and lack of social services in the area make education 


service a challenge.161 Pastoralist communities frequently move with their herds in search of fresh pasture 


and water, and often schools are not available in these areas. The conventional school schedule is 


structured around the life of highlanders and agrarian society, and the schedule does not fit with the 


pastoralists’ herding and mobility patterns. Girls in these communities are required to spend a great deal 


of their time fetching water and doing other household chores, and boys are required to herd livestock. 
As a result, it is very difficult for pastoralist children to regularly attend school. 


In 2002, USAID began a pilot program to help the GoE fill a void and reach children who were in remote 


areas and pastoralist communities. The Ministry of Education adopted the model and curriculum and 


officially called it Alternative Basic Education (ABE). Under the Education Sector Development Programs 


III and IV, the Ministry of Education (MOE) created mobile schools, boarding schools, and hostels and 


instituted a flexible school day and calendar to increase the enrollment of children in pastoralist 
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The belief that disability is a sin and curse, the 


double discrimination for women with 


disabilities, difficulty in accessibility for the 


disabled—like lack of ramps and lack of 


willingness from many organizations to employ 


the disabled—are some of the challenges faced 


in implementing a special needs and inclusion 
program. 


—Key informant from ECDD 
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communities.162 According to the MOE’s annual statistical abstract, the GER (grades 1–8), which was 23.3 


percent and 20.9 percent in Somali and Afar, respectively, in the year 2004–05 increased in 2014–15 to 


91.7 percent (97.7 percent males and 84.7 percent females) and 70.3 percent (75.3 percent males and 64.4 


percent females). Despite these innovative outreach initiatives, providing quality education for pastoral 


communities continues to be a challenge. Problems of low quality of education and the transition from 


ABE to formal school persist. Many children drop out as a result of conflict or the need to contribute to 


their families’ work. Obtaining secondary education is a challenge for pastoralist children, especially girls, 
who face early marriage, have limited mobility, and fear GBV as they travel to school. 


Youth and Workforce Development 


Women and youth constitute a large proportion of the population in Ethiopia, and for this reason the 


GoE has put a strong emphasis on youth development programs. TVET is in part aimed to foster the 


development of marketable entrepreneurial skills among youth. The human resource development 


program is aimed to provide training on market-oriented programs based on the demands of industry for 


various target groups, such as graduates of grade 10, school leavers, school dropouts, and marginalized 
groups in the labor market.  


The TVET program provides various short-term and long-term (2–3 years) diploma training programs. In 


2014–15, out of all students assessed by the Center of Competence (COC), 77.4 percent were found 


competent. (For this result no gender disaggregated data is available.) According to the annual abstract of 


2014–15, the enrollment rate of female students in TVET has increased in the last five years to 52 percent. 


However, a large proportion of female students are in short-term (Levels 1 and 2) programs compared 


to long-term ones (Levels 3 to 5). The short-term programs focus on traditionally labeled fields for 


females. Data from the field indicated that men are more involved in woodwork, metalwork, and 


construction, while women are more involved in hair dressing, tailoring, and secretarial/computer 


trainings. This tendency for female students to participate in soft skills training rather than hard skills 


trainings (male-dominated) is also reflected in the recent Youth Potential Baseline Performance Monitoring 


Evaluation conducted by Social Impact. FGDs with females from the Youth Potential project reported that 


trainers do not encourage female students to join trainings considered more challenging, with the 


assumption that they will not perform well and pass the COC, and instead encourage girls to focus on 


trainings stereotypically labeled for females, such as tailoring, hospitality, hairdressing, and food 
preparation.  


According to the FGD and key informants, access to training is available for both boys and girls in urban 


areas, but it is a challenge in rural areas. In some rural woredas there are no technical training institutes, 


hence youth need to travel long distances or move to other woredas. The TVET Gender Directorate in 


Mekelle and Dire Dawa Education Bureau Gender 


Directorate also noted that female students are 


constrained by having to travel long distances to access 


training institutes. The Dire Dawa Education Gender 


Directorate recommended that UNICEF’s initiative of 


providing hostel facilities for female high school 
students be replicated for TVETs.  


The rate of youth unemployment in urban areas was 23.7 percent in March 2011. Female and male 


unemployment rates were 30.3 percent and 16.5 percent, respectively (Central Statistical Agency 2012), 


indicating higher rates of female unemployment. Job placement and employment opportunities were the 
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I don’t want to waste time on trainings which 
are not going to bring anything to my life.  


—Young man from Dire Dawa FGD 
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main challenge raised by all FGD participants, especially male youth. In the baseline survey conducted by 


Youth Potential, three quarters of the youth respondents report being unemployed while under one 


quarter reported being self-employed. Most of the self-employed are engaged in agricultural work. Less 


than 3 percent report being employed. Females are more likely to be unemployed because they are less 
likely than males to be self-employed in agricultural work.163 


Key informants and youth FGD participants in the gender analysis noted that the lack of job placement 


interventions and access to finance is a challenge for both boys and girls, as they need to show initial 


savings of 25 percent as collateral for loans from microfinance institutions. The male youth in Dire Dawa 


commented that as a result of this obstacle they are not using the skills from their training; furthermore, 
they say, the trainings are not based on market research or their needs. 


Ratio of Male Teachers to Female Teachers 


KIIs with NGOs and the government reported that there are more female teachers at the primary level. 


However, the MOE’s annual abstract says otherwise. Teaching staff at almost all levels is predominantly 


male—63 percent of general education teaching staff is male. At the primary level, 61 percent of the 


teachers are men and 39 percent are women; at the secondary level the percentage of men is significantly 


higher (83 percent men, 17 percent women). It is only at the kindergarten level that men are outnumbered 


by women (7 percent men, 93 percent women). At the TVETs and university level, the number of female 


academic staff is extremely low (77.5 percent of TVET trainers are males; and only 11.1 percent of 


university faculty are women). 


According to a survey conducted in 2012, female educators represent 11.2 percent of the upper leadership 


(heads of bureaus, vice bureaus, departments, etc.) and 9.5 percent of the lower leadership (supervisors 


and principals).164 Key informants and the literature point to different reasons for the low representation 


of women in leadership positions in the education sector. Some of the reasons cited were heavy workloads 


of females in the home, difficulty of female teachers to travel to attend trainings, the inability to take a 


promotion if it is far away from home, reluctance of supervisors to select female teachers for trainings 


and promotions, lower educational background of females, and the need to be politically involved (which 
requires dedication of time) to be appointed to leadership positions.  


There are affirmative action interventions being employed by universities and schools to increase the 


number of women in leadership. At the primary education level, it was reported that the GoE gives priority 


for female teachers and 30 percent of leadership positions are allotted for women. However, this 


affirmative action plan does not seem to be working, because female teachers decline promotions as they 


are often requested to move, and many do not want to go to rural or remote places and leave their family 


behind. This indicates that the intervention did not take into account the gender challenges and constraints 


that women face. 


A good model for university-level affirmative action is Mekelle University’s plan, which seems to be 


effective in increasing the representation of women faculty members. Mekelle University’s affirmative 


action plan entails offering employment to female students who obtain a 3.5 GPA or higher upon 


graduation. The university hires the best, as the MOE’s minimum grade requirement to be an instructor 


is 2.75. Using this strategy, in one year the university hired 138 highly qualified female faculty (previously 


there were 1,400 male faculty and 153 female faculty). Female faculty employment had remained very low 


for the 25-year history of the university, but in one year the trend began to change. In the two years since 
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the beginning of the affirmative action plan, the university has hired 400 female faculty, and a woman was 


appointed as Academic Vice President. The university intends to continue this affirmative action plan until 


women represent 50 percent of the faculty.165 Unlike the other 31 universities in the country, Mekelle 


University’s Gender Directorate is a core member of the management committee and this has enabled it 


to have the ear and blessing of Ethiopia’s president. This is evidenced by the fact that Mekelle University’s 


Gender Directorate budget is significantly higher than that of other university gender directorates. 


(Mekelle University’s Gender Directorate has a budget of 9 million birr, in contrast to Welamo 
University’s Gender Directorate budget of 400,000 birr.) 


SO: IMPROVED GOVERNANCE ENVIRONMENT FOR SUSTAINABLE 


DEVELOPMENT 


Gender-Based Violence 


The United States Strategy to Prevent and Respond to Gender-Based Violence defines GBV as “violence 


directed at an individual based on his or her biological sex, gender identity, or perceived adherence to 


socially defined norms of masculinity and femininity.” In Ethiopia, power inequity grounded in social norms 


puts women and girls at risk of GBV. The forms of GBV commonly found in Ethiopia are domestic violence, 


child sexual abuse, sexual coercion and abuse, rape, and harmful traditional practices such as early and 


forced marriage (including abduction), and FGM/C. This report will highlight findings predominantly on 
early marriage and FGM/C, which were gleaned from interviews and from secondary sources.  


Early Marriage  


The 2011 EDHS shows that the median age at first marriage for females in Ethiopia is 16.5, whereas the 


median age for men was 23.1. This survey also shows that the percentage of females married by the exact 


age of 15 years declined from 39 percent for women currently ages 45–49 to 8 percent among young 


women ages 15–19. The data on early marriage for the 2016 EDHS was not available at the time of this 


report, but once it is released it will be interesting to see the trend in early marriage in Ethiopia. According 


to the 2013 National Strategy Against Harmful Traditional Practices, child marriage prevalence varies by 


region, but it is highest in Amhara (44.8 percent), followed by Tigray (34.1 percent), Benishangul-Gumuz 


(31.9 percent), and Addis Ababa (32.3 percent). KIIs from the Tigray Women’s Association and Relief 


Society of Tigray (REST) shared that early marriage remains a prevalent issue in Tigray, especially in 


southwest Tigray and some parts of eastern Tigray. The key informant from REST commented that in 


some cases girls were married at the age of 10 and gave birth by the age of 15. This practice puts these 


young women at a higher risk of developing fistula and other birth complications and illnesses, as well as 
a higher risk of death.  


Organizations like the Tigray Women’s Association work with other stakeholders and international actors 


such as Pathfinder and UNICEF to address GBV issues such as early marriage. This cross-collaboration is 


useful since the association is considered a mass organization and not an NGO, and as such it does not 


have the limitations of the CSP law. Similarly, political organizations like the Women Affairs Standing 


Committee in Tigray are working on programs to bring awareness to harmful practices such as early 


marriage and FGM/C. They are then able to bring the issues to law enforcement bodies. Key informants 


stated that they need to work closely with NGOs and donors in order to address these deep-rooted 
problems. 
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KIIs with health extension workers, women politicians, other government representatives, and NGOs 


indicated that early marriage is still a problem in Ethiopia. There are still cases of girls dropping out of 


school and getting married by the age of 14 or 15. Some girls, especially out-of-school girls, do it for 


economic reasons. It was repeatedly raised that collaboration from local authorities in enforcing the law 


is minimal. Parents also give a false age for their daughters when caught arranging weddings, thereby 


making it difficult to press charges. The female politicians in Mekelle said that the current initiative on birth 


registration should be prioritized, as this would resolve the lack of birth certificates and would help officials 
and the community to know the exact age of the girls. 


In addition, key informants in Dire Dawa (a female politician and the education gender director, both 


Muslims) reported that early marriage is high among the Muslim communities in rural areas but also in 


Dire Dawa. Interestingly, some boys are married at the age of 16 or 17 if the harvest is good, though this 


is rare. During times of drought, in regions such as South Gondar, there were reported cases of girls 
marrying early without weddings.166  


Female Genital Mutilation/Cutting  


In Ethiopia there are three forms of FGM/C: cliterodectomy, excision, and infibulation. Infibulation, the 


most severe and debilitating form, is commonly practiced in the east among the Somali and Afar and is 


almost non-existent elsewhere. Cliterodectomy and excision are mostly practiced in the Amhara region 


and cliterodectomy is common in Oromia, whereas excision is rare. There are lower rates of FGM/C in 


Tigray and in SNNPR, and Gambela is the only region with no female circumcision of any kind.167 


According to the draft EDHS released on October 2016,168 FGM/C is prevalent in Ethiopia, with wide 


regional variations in the type and age at which it is performed. The 2016 EDHS gathered information 


from women ages 15–49 on their knowledge, prevalence, type of circumcision, and attitudes towards the 


practice of FGM/C. Sixty-five percent of the women interviewed are circumcised; of these, 3 percent of 


women had cutting with no flesh removed, 79 percent had cutting with flesh removed, and 7 had their 


genital area sewn closed after cutting. FGM/C is highest among Muslim women (82 percent) followed by 


Orthodox women (54  percent). Female circumcision is most prevalent among Afar and Somali (98 


percent and 99 percent, respectively), followed by Welaita and Hadiya women (92  percent for both). It 


is also higher in rural areas (68 percent) than in urban areas (54 percent). FGM/C is less prevalent among 
women with higher education and economic status. 


Cultural beliefs and norms surrounding female circumcision and early marriage of girls are rooted in the 


notion that these practices will constrain errant sexual behavior in young women, thereby safeguarding 


their marriageability (via FGM/C) and social standing (via early marriage). A study by Boyden et al. has 


shown that children and adults linked female circumcision to purity—with uncircumcised girls being 


described as “unclean” and consequently isolated from their community. There is a perception that girls 


who have been circumcised are cleaner, “calmer,” and less likely to want to have sex with boys. In their 


view, circumcision is “an important aspect in the life of the child and prevents ‘bad behavior,’” such as 


“being emotional, out of control, restless, developing sexual need at an early age.” There is no religious 


endorsement for female circumcision in Ethiopia, although some do consider the practice to be 
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preordained by their faith. Thus, even though some Muslim communities perform female circumcision in 
the belief that it is demanded by the Islamic faith, the practice is not a requirement and predates Islam.  


Literature review from Young Lives Matter, and KIIs from KMG (Kembatti Mentti Gezzima-Tope) Ethiopia 


and the Ethiopian Women Lawyers Association, have noted that FGM/C is still being practiced in secret 


despite the knowledge that it is punishable by law. There are reports of girls being taken to other kebeles 


so that no one could identify them, and others conducting FGM/C rituals at night. Boyden et al. found that 


government intervention (both the law banning the practice and the campaign against it) had resulted in 


resistance to change; it may even have “provoked a reaction in defense of the practice and a counter 


campaign against those girls wishing to avoid the practice.” It has been reported that, as a result, girls in 
some areas organized their own cutting to overcome the stigma that comes with being uncircumcised.  


These reports show that this traditional practice that has occurred for generations cannot be eradicated 


simply via the enforcement of the Criminal Code. In order to address it, the government and development 


partners will need to work with communities using long-term sustainable approaches to help people 


understand the physical and psychological harm that the practice can cause. Lessons can be learned from 


KMG Ethiopia, which began this work almost 20 years ago. KMG developed a holistic and integrated 


approach to addressing FGM/C (and other issues) and helps empower communities so they can find 


solutions to their challenges. As noted in a KII with Setaweet PLC, this long history of working with the 


community makes a difference in outcomes, compared to other development projects that are short-term 


(3–5 years). KMG’s investment in the community has allowed it to build trust and a relationship with the 
community.  


Domestic Violence 


Domestic violence is one of the most prevalent forms of violence against women in Ethiopia. Various 


researchers and key informants point out that even though domestic violence is a common occurrence in 


many parts of the country, it is often underreported, as perpetrators are husbands, brothers, and family 
relatives. Domestic violence is almost unnoticed and considered a common and acceptable practice.  


The 2016 EDHS Key Indicators Report reveals that more than one third of ever-married women (35 


percent) report that they have experienced physical, emotional, or sexual violence from their husband or 


partner at some point in time. Twenty-five percent of women report that they have experienced physical 


violence, 24 percent have experienced emotional violence, and 11 percent have experienced sexual 


violence. Physical, emotional, or sexual violence from a husband or partner is higher among older women 


40–49 years old (38 percent); formerly married women (45 percent); those living in rural areas (36 


percent); and women in Oromia (39 percent), Harari (38 percent), and Amhara (37 percent). The 2016 


EDHS data shows that experience of spousal violence decreases with increasing educational level and 


household wealth. 


The full 2016 EDHS is expected to be released in a couple of months; however, the draft 2016 EDHS 


report reflects the possible relationship between early marriage and domestic violence as a result of the 


age gap between a husband and wife, the power differential making the women more vulnerable to 


violence. As it was reported in the 2011 EDHS, with increasing age, the median age for marriage decreases, 


which shows that early marriage was prevalent among the older women ages 40–49. This is also the age 
group where domestic violence is higher. 
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Charities and Societies Proclamation Slowing GBV Prevention and Gender Equality 


Programs to reduce GBV have been challenging to implement throughout the country because of the CSP. 


The CSP has severely hindered traditional avenues of support for democratic reform by making donor 


support for democracy and governance (DG) and advocacy programs illegal for Ethiopian Resident 


CSOs.169 This major legal restriction has had a direct impact on the ability of local organizations to 


implement gender equality programs. For instance, local organizations such as the Network of Ethiopian 


Women’s Associations (NEWA) remarked that there has been a decrease in GBV awareness and that 


generally gender equality seemed to be going backwards. The notion that GBV was getting worse was 


supported by the KII with KMG. During this interview, the key informant noted that GBV crimes were 


becoming more horrific (e.g., the gang rape of a teenage girl in Addis Ababa). According to NEWA, CSP 


has also directly affected the funding that goes into training women politicians on election campaigns to 


increase women nominees from all political parties. If there are not strong, well-trained women in politics, 


there could presumably be fewer strategies and less awareness to combat GBV. Other literature suggests 


that organizations such as NEWA and the Ethiopian Women Lawyers Association have lost their capacity 


along with funding. Due to the CSP restrictions, these organizations are constrained by administrative 


costs and are not able to hire and retain highly qualified staff. They have replaced some paid positions with 
part-time volunteers.170 


GBV Shelters 


Ethiopia has adequate policy and legal frameworks in place to address GBV. However, the UN Women 


report “Shelters for Women and Girls Who Are Survivors of Violence in Ethiopia” indicates that there 


are gaps in access to comprehensive services for survivors of violence. The report identifies the existence 


of 12 shelters across the country, but these are all in urban areas; rural women have no access to these 


centers unless they travel long distances. There are no rehabilitation centers in the regions of Tigray, 


Harari, Afar, or Gambela. In addition, many of the existing shelters do not provide services to people with 


disabilities and pregnant women for several reasons, including the lack of suitable facilities. The report also 


identifies that an emerging issue is the need for shelter for men and boys who have experienced sexual 


violence. 


Ethiopia does not have national standards for establishing shelters with the provision of comprehensive 


services.171 Furthermore, the number of professionals in Ethiopia who are able to provide psychosocial 


counseling, which is critical for healing after experiencing GBV, is inadequate. Given that there are only 


12 centers in the country, the supply of services available does not match the high demand for shelters. 


Many of the shelters are overcrowded, which jeopardizes the quality of services provided. Another major 


challenge that the shelters face is high operating costs due to the rent that they pay in order to 
accommodate survivors.  


Reducing GBV through Women’s Economic Empowerment  


Several key informants highlighted the positive relationship between an increase in income generation and 


education for women and a decrease in GBV. For instance, the five-year USAID Graduation with Resilience 


to Achieve Sustainable Development (GRAD) program—implemented by CARE, Catholic Relief Services, 


and local NGOs, including Relief Society of Tigray (REST)—seems to have had a positive effect on 


decreasing GBV through Village Economic and Social Association (VESA) programs, which enable GRAD 
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members to save regularly and receive training on value chains and other income-generating activities.172 


To date GRAD has established 2,845 VESAs in the target implementation regions (Tigray, Amhara, 


Oromia, and SNNPR), in which over 4,000 women have undertaken leadership positions.173 The program 


also created awareness about gender inequality among men and women. As a result, the GRAD program 


reported that men have started to share more household responsibilities, such as taking care of the 


children and making coffee and injera. The GRAD program states that women felt more empowered 
thanks to educational and income-generating activities and a decrease in GBV practices and norms.174  


Women’s Political Leadership 


Since 1995, Ethiopian women have made significant progress in their representation in the Federal 


Democratic Republic of Ethiopia’s House of People’s Representatives (Table 5). Females were only 2.83 


percent of the representatives in 1995, and in 2010 their membership stood at 27.9 percent. This 


impressive number of women in parliament put Ethiopia ahead of many Western countries for this 


indicator, according to the 2016 Global Gender Gap Index. The Index ranks Ethiopia 17 out of 144 


countries for women in parliament, while industrialized countries such as the United States and the United 


Kingdom were ranked 82 and 43, respectively, out of 144 countries.175 At the lower levels (woreda and 


kebele levels), women are represented in even greater numbers. For instance, in Tigray, 47–50 percent of 


woreda sectoral office deputy heads are women. While a recent Cabinet reshuffle in November of 2016 


saw a slight decline in female representation, 10 percent of Cabinet positions (3 out of 30) are held by 


women. (Previously it had been 4 positions.) 


Table 5. Women's Representation in Parliament  


Women’s Representation in the FDRE House  


of People’s Representatives 


1995 2.83% 


2000 7.7% 


2005 21.4% 


2010 27.9% 


Data from UN Women Preliminary Gender Profile of Ethiopia 


Roles of Women and Men in Conflict and Peace Building  


Women have traditionally played a major role in conflict and peace building and are directly impacted by 


the effects of conflict in their communities and at large. As with women in many other societies in the 


world, women in Ethiopia are usually those who must respond to the inevitable outcomes and 


consequences of conflict. During times of conflict, women lead the wounded to safety and care for them; 


bury the dead; and face sexual violence, HIV/AIDS, unwanted pregnancies, and other human rights abuses. 
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They often become widows and as new heads of the household are left to raise their families on their 
own; at times they must care for orphans from the conflict.176  


Women from Tigray are internationally recognized for their participation in the armed struggle that lasted 


17 years. They actively fought and supported the movement to overthrow the Mengistu regime. For this 


reason, they are highly represented in regional politics (women in Tigray represent 50 percent of 


parliament). A female politician noted that despite these achievements, women in Tigray tend to promote 


peace at home but do not often seem to voice their opinions on peace and conflict in the larger 


community. As such, they have less of a voice and do not get public recognition for trying to promote 


peace. The key informant pointed out that fewer women are taking part in the recent public 


demonstrations against the government. This statement is supported by figures from the Ethiopian News 


Agency, which revealed that those arrested during demonstrations related to the state of emergency were 
overwhelmingly men (11,260 men were arrested compared to 347 women). 


Various studies indicate that there are different customary institutions in Ethiopia that are important in 


peace building. These institutions offer opportunities to garner the contribution of men and women in 


peace building and conflict mitigation in their community. The Oromo, Afar, Gamo, Tigray, Amhara, 


Majang, and Anguak have institutions that are respected by the community, and both women and men 


have various roles. In Oromia, rights, access, and resource use are governed by a combination of 


traditional institutions: gadaa (customary administrative) system, aadaa (custom or tradition), seera (the 


set of Borana laws), safuu (the Oromo concept of ethics), and heera (justice). The same institutions are 


also used to regulate conflicts, thus providing a holistic approach to interrelated issues of community 


welfare, environment, and conflict management.177 Additionally, the Oromo people believe that women 


have the right and power to bring about reconciliation between the people and their God, Waqa. For 


example, when a severe drought strikes the Oromo region, the people often ask the women to pray to 


Waqa and thus bring about peace and reconciliation with him.178 The Afar people also use a traditional 


administration system, which is known as Madaa. It acts as the constitution of the Afars. This system 


makes use of a number of commonly recognized peace mechanisms, such as reconciliation by elders, 


arbitration by ethnic leaders (including the use of the local sultan), and arbitration by religious leaders. 


Among the Afars, conflict prevention and peace building are considered to be the responsibility of 


everyone, men and women included.179 However, numerous desk reviews reveal that Afar women have a 


low social status and are often economically dependent on men, and their role in conflict resolution 
therefore remains largely insignificant.180 


In addition to the traditional systems, there are also formal community peace-building forums conducted 


by the government in areas that are prone to conflict. According to Pact’s Community Level Gender 


Analysis for the Godere Forest Initiative (GOFORI) Project in 2016, formal ways of conflict settlement 


also exist. SNNPR’s Mejang woreda is prone to conflict usually caused by livelihoods obtained from 


resources of the Godere forest. The gender analysis revealed that both men and women in the Mejang 


woreda are dependent on the forest. However, women are allowed only to participate in forest-based 


livelihoods, whereas the men have control and ownership rights over the forest through the Jung and Kobo 


traditional systems. FGD participants in Pact’s analysis stated that, in the past, conflict used to occur 


between different ethnic groups residing in the bordering woredas, but now major conflicts occur within 


the same ethnic group residing in the same woreda. Much of the conflict is due to some male community 


                                                
176 International Institute of Rural Reconstruction. 2009. Culture at Crossroads: Ethiopian Women in Peace Building. 
177 Nine Indigenous Systems of Conflict Resolution in Oromiya, Ethiopia, Desalegn Chemeda et al., 2007 
178 Culture at Crossroads: Ethiopian Women in Peace Building.   
179 Culture at Crossroads: Ethiopian Women in Peace Building. 
180 Berhe, T. and Adaye, Y. Afar: The Impact of Local Conflict on Regional Stability. Accessed from 
https://www.files.ethz.ch/isn/123909/2007_05_01_Afar.pdf  







Ethiopia Performance Monitoring and Evaluation Service | Gender Analysis Report 44 


members selling part of the forest to private investors 


who give false promises. Therefore, as a result of high 


rates of disputes in this area, community dialogues on 


conflict resolution are regularly held between 


government officials (from zonal, woreda, and kebele 


levels) and community elders. Youth and women’s 


associations also participate in discussions of how to 
mitigate conflicts.  


Key informants in Dire Dawa shared that the woreda council supports conflict resolution and that there 


are consultations with the Afar region twice a year to work on conflict mitigation, especially in the adjacent 


kebeles and woredas of the region. Similarly, a female politician in Tigray also noted that in the conflict-


prone areas around the Afar-Tigray border, women from eight woredas participate in peace building and 


conflict mitigation. These include in the border areas like Raya, Alamata, and Enderta. There are biannual 


consultations with the woreda and adjacent regional local authorities on conflict mitigation and peace 


building. She also mentioned that the formal community dialogue involves the customary institutions 


including the elders from both regions. Efforts are being made to increase the involvement of women in 


the elders group in Afar. 


The CARE Rapid Gender Analysis indicates that during droughts the potential for conflict among 


neighboring woredas is higher. The analysis revealed that in the most recent drought men and boys were 


forced to migrate to neighboring kebeles or woredas in order to save their livestock. This type of movement 


leads to an encroachment of a different community’s land, and the competition for limited resources can 


lead to conflict. In addition, men, boys and girls (who are not married) migrate to towns in search of jobs, 
and the women remain behind to take care of the household.  


Accountable Governance and the Role of Men and Women  


Poor governance has affected women in much of Ethiopia and has also had an impact on sustaining peace 


among communities. Government ministries have had some challenges in implementing sound governance 


practices that benefit both men and women. For instance, most of the KIIs with implementing partners 


and with other donors revealed that MOWCA and general directorates in line ministries lacked capacity 


and funding and were unable to coordinate activities with donor agencies and NGOs. Local organizations 


reported that the issues of corruption and poor governance have affected the reporting of GBV incidences 


as well as the punishment against such incidences. As such, there is a direct link between poor governance 
and addressing GBV throughout the country.  


Various actors such as the Tigray Women’s 


Association and female politicians in Dire Dawa stated 


that women are more vocal and engaged at the local 


community levels than they are in larger community 


gatherings or at the political level. Traditional beliefs 


and gender stereotypes have presumably made women 


more shy and afraid to express their opinions—


perhaps because they are afraid of the reactions of 


their husbands or men in their communities. In 


addition, in more closed regions of Ethiopia, such as Somali, the cultural, religious, and educational barriers 


hinder women’s participation in leadership and political positions even more. In these regions, women are 


barely represented at the woreda level and instead are represented at the kebele level. 


Good governance is a challenge and, as a result, 


peace is in danger. There is no opportunity 


conducive for change unless citizens take part. 


Women are highly affected by the issues of 


good governance. 


—KII, CSO 


Women are being affected by landownership, 


as it is requiring them to use their social 


network for negotiation—existing corruption 
and malpractice is affecting them. 


—KII, CSO 
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Access to Justice 


Throughout the gender analysis interviews it was evident that access to justice is poor. Women are often 


prevented from accessing information on regulations in the country, and men take advantage of this and 


use it to their advantage in legal matters, such as divorce. Women feel that they cannot demand justice 


because men are the breadwinners of their families. Key informants repeatedly mentioned that women’s 


awareness about their legal rights and the laws in Ethiopia is very low, which results in women’s poor 


access to justice. Some KIIs also raised the issue of the verdict taking a long time, which forces many 


women to drop their cases. The informants also noted that during divorce there was often corruption 


surrounding property rights. As women are less familiar with how to handle corruption, they often lose 


their entitlement.  


There is some traction towards improving access to justice for women. As gleaned from one of the female 


politicians from the Women’s Affairs Standing Committee in Mekelle, they are helping women obtain their 


property after divorce. The KII with the Ethiopian Women Lawyers Association also noted that there are 


pro bono lawyers available at the woreda level in various regions for poor women to get guidance and 


advice. These lawyers raise awareness on women’s property rights, and they assist in assigning at least 


one female judge in social courts to hear the cases of women. The KIIs noted that an ongoing challenge is 


that the implementation of the law to prevent violence against women remains weak.  


Challenges in access to justice are more apparent when observing the impact of the CSP on CSOs working 


on justice issues. These organizations are being forced to discontinue their services of promoting access 


to justice. The effects are serious in that it decreases the ability of citizens, especially the poor, women, 
children, and other marginalized sectors of society, to access justice and the administrative process.181 
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RECOMMENDATIONS  


The low status of women and girls in Ethiopia continues to be a major hindrance to development efforts. 


In order to address this development issue, USAID will need to significantly bolster its gender equality 


and women’s empowerment efforts over the next five years. USAID/Ethiopia currently uses a 


mainstreaming approach to address gender inequality and women’s empowerment. Per the USAID 


Gender Equality Policy guidance, the Mission has tried to integrate women’s empowerment issues into 


each of the development objectives and the support objective. The Mission should continue to integrate 


gender equality and female empowerment throughout the Program Cycle—in addition to the CDCS, in 


other strategy development; in project design and implementation; and in monitoring, evaluation, and 


learning. However, in addition to the gender integration approach, USAID/Ethiopia should create a 


development objective in the new CDCS focused on women’s empowerment in order to advance and 


accelerate development goals. This women’s empowerment development objective should be holistic and 


it should use a multi-sectoral approach. The Mission can draw lessons from USAID/Tanzania and 


USAID/Jordan, which each highlight the need to advance female empowerment. USAID/Tanzania made a 


bold decision to focus its CDCS (2014 to 2019) on empowering women and youth in order to help 


Tanzania in its socioeconomic transformation toward becoming a middle-income country by 2025. 


USAID/Tanzania has three development objectives, one of which is “Tanzanian Women and Youth 


Empowered.” USAID/Jordan created a special development objective titled “Gender Equality and Female 


Empowerment Enhanced” in its 2013 to 2017 CDCS. 


A proposed strategy to address gender inequality and advance women’s empowerment in Ethiopia is 


shown in Figure 5. The language in the chart can be modified, but something similar should be integrated 
into the framework of the new CDCS.182  


Figure 5. Proposed Strategy to Address Gender Inequality 


 


                                                
182 Note: for more details, please see separate document with recommended language to address gender equality in the new CDCS. 
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DO 1: INCREASED ECONOMIC GROWTH WITH RESILIENCY IN RURAL 


ETHIOPIA 


1. Enhance support to provide women access to agriculture extension services and 


cooperatives. Women in Ethiopia are often not involved in extension and cooperatives’ activities. 


Therefore, more concerted effort needs to be made on the part of the GoE and donors to make 


agriculture extension services more gender-sensitive. The GoE Development Agents should receive 


gender-sensitive training and specifically target women’s groups, and the government should intensify 


its recruitment of female extension workers, so that female farmers are more comfortable raising 


issues and requesting assistance. Another mechanism that can assist female farmers is their 


meaningful engagement in cooperatives. Formal cooperatives can provide women financial and 


technical support (including marketing) for their produce. Ethiopia’s Federal Cooperative Agency 


aims to have 30 percent representation of women in cooperatives. These targets will only be 


reached if during implementation gender biases are addressed at all levels—in households, 


communities, and government institutions. One major bias to address is the perceived lack of value 


in investing in female farmers. If Ethiopia can invest in these female farmers and provide them the 


same resources as male farmers, production for the nation will increase. All of these efforts will 


require intensive human and financial resources. 


2. Intensify support to the Women’s Land Rights Task Force and develop multi-sectoral land 


programs. Addressing traditional social and cultural norms that disadvantage women, such as the 


notion that land ownership is the province of men, will take a long time to change. In the absence of 


strong CSOs in Ethiopia, it is critical to intensify support to the Women’s Land Rights Task Force, 


which is composed of the government, USAID, implementing partners (including a DFID project), 


and a few CSOs. This task force was established in 2015 and with USAID’s LAND project coming to 


an end soon, it is important to ensure that support for this task force continues. Since land 


ownership has many benefits for health, nutrition, and economic growth, USAID should consider 


developing long-term integrated programs that are multi-sectoral in order to address land tenure 


and women’s empowerment (e.g., land and HIV, land and nutrition, or land and economic growth). 


In addition, rigorous research should be conducted to show the evidence of the success from 


Ethiopia’s Joint Land Certification Program and to highlight which regional strategies worked best so 


they can be adapted by other regions and countries.  


3. Collaborate with the GoE to ensure that the rights of women in the manufacturing industry 


are protected and that they have opportunities for career growth. The GoE’s efforts to ensure 


that women have access to the large number of manufacturing jobs are commendable and should be 


supported. Employment offers these women economic empowerment and more autonomy so they 


are able to make decisions for themselves. However, the GoE, the private sector, and donors should 


ensure that these women’s rights are protected. Women in these factories could potentially face 


sexual harassment and health and safety problems. Anti–sexual harassment trainings should be 


provided to all those working in these factories. Donors should also work to ensure that these women 


receive equal and fair pay to their male counterparts; establishing a minimum wage is a good starting 


point. Lessons from Bangladesh show that gender inequality persists within factories, as women 


continue to be the majority of the workforce, and men are usually the supervisors. Therefore, 


development partners in Ethiopia should ensure that women in factories continue to be trained and 


have opportunities to move up the ladder and get promoted to supervisors and other managerial 


positions. Significant effort and resources need to be dedicated to address gender equality and change 


cultural norms within factories. 


4. Develop anti-trafficking programs to help women and men find opportunities in Ethiopia. 


Collaborate with the GoE to create public awareness programs about the health and psychological 


risks of migration. Many women tended to go abroad because their low level of education did not give 
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them many prospects in Ethiopia. Link women from these rural communities to adult educational 


programs that can enable them to gain additional skills and help them to find employment in industries 


such as manufacturing. For men who may have some education and skills, create a job linkage program 


that can help identify the workforce needs of industries. 


5. Ensure women benefit from Ethiopia’s large investments in energy. As noted in the findings, rural 


women spend a substantial amount of time and energy in gathering fuel for the household. It is critical 


for USAID to play a role in creating an enabling environment for the expansion of power services to 


rural and peri-urban areas of the country, so that the availability of such services increases the amount 


of time that women have for leisure or other productive work. Ethiopia has developed large power 


projects, such as the Grand Ethiopian Renaissance Dam; the Gilgel Gibe I, II, and III projects; and wind 


power projects. Therefore, it is critical to engage women in these projects and ensure that they are 


integral parts in the development and operation of these projects. Increasing the number of women 


employed in the power sector can counteract gender stereotypes and create new employment 


opportunities for women. In order to accomplish this, the Ministry of Water, Irrigation, and Electricity 


needs technical support to develop a gender and energy policy and to consider how to best engage 


women in this sector. 


DO 2: INCREASED UTILIZATION OF HEALTH SERVICES 


1. Improve delivery and postnatal care. In order to reduce maternal mortality, Ethiopia needs to 


address the challenge of getting more women to deliver in a health facility and at the same time make 


access to skilled health professionals and health centers easier for pregnant women. The government 


has effectively utilized HEWs and HDAs in addressing health issues; going forward, development 


partners and the government should strengthen the primary health care unit referral linkage to 


increase the number of women delivering in health facilities or assisted in delivery by a skilled health 


professional. In densely populated areas, the number of health posts and health centers needs to be 


increased to facilitate easier access for mothers. Overall, improving the number of skilled and/or 


facility delivery and immediate postnatal care services will support the country’s efforts to reduce 


maternal mortality.  


2. Invest in the technical capacity of HEWs. The GoE and donors should invest in developing the 


technical capacity of HEWs and providing them with career growth opportunities (particularly the 


urban HEWs). The capacity-building efforts for the HEWs should be focused on transferring their 


theoretical knowledge into practical skills, thus boosting their confidence and their ability to provide 


quality services to their clients. For rural HEWs, create strategies to alleviate their work burden, such 


as providing them with transportation or hiring additional HEWs to assist them. 


3. Address and involve men in reproductive health services. Although Ethiopia showed an increase 


in modern contraceptive use among married women, work needs to be done to ensure that men 


share responsibility in reproductive health and contraceptive use. Men need education about different 


contraceptive options and how they can be supportive to their partners so they can make informed 


decisions together. USAID can work to educate men about effective means of birth control, such as 


male sterilization, and provide services for married couples that want to limit childbirth. 


4. Strengthen food security and improve the nutrition of women and children. Work with HEWS 


and agriculture extension agents to promote the cultivation and intake of diverse and nutritionally rich 


foods. HEWs and agriculture extension agents should be trained to effectively utilize social and 


behavior change communication strategies and help the community to understand the nutritional 


needs of women and children. Religious leaders are very influential in Ethiopia, and working with these 


leaders will be required to change traditional beliefs and create behavior change in nutrition. In 
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Ethiopia, where gender imbalance is high and many cultural norms favor men, it is critical to involve 


men (husbands and fathers) and grandmothers to improve behavior change around nutrition.  


5. Improve access to water and sanitation facilities. USAID should support the GoE’s effort of trying 


to attain 100 percent national potable water supply coverage by the end of GTP II. USAID should 


invest in educating communities about the importance of hygiene and sanitation and work with local 


governments to help build basic sanitation facilities in homes. The government correctly assesses that 


improving access to water and sanitation will improve development outcomes in health, productivity, 


and the quality of life for Ethiopians. The lives of women and girls in particular will be improved, saving 


them time, which they can use for other productive activities or leisure. 


DO 3: IMPROVED LEARNING OUTCOMES 


1. Focus on improving the quality of education and teachers. Ethiopia has been able to provide 


education to a large number of students in a short time but this has come at a cost for the quality of 


education. USAID, in coordination with the Ministry of Education and other donors, should focus on 


providing teachers at all levels, but particularly at the primary level, enhanced training that will enable 


them to become good educators. Special attention should be given to improving the quality of 


instruction for science, mathematics, and reading. 


2. Increase the number of qualified women in teaching and educational leadership positions. 


Increasing the number of qualified female teachers is critical to making Ethiopia’s education sector 


stronger and more inclusive. Female teachers can serve as role models for young girls and help them 


strive to complete their education and eventually obtain gainful employment and contribute to the 


country’s economy. Furthermore, it is important to ensure that women are promoted to leadership 


positions (e.g., principals and supervisors of primary and secondary schools, university faculty 


leadership, and regional and federal education leadership positions). The government’s affirmative 


action plan for promoting women in primary and secondary schools should be modified to address 


the gender constraints that women that forgo promotions face and, in consultation with these 


teachers, develop an action plan that does indeed promote women. A good model to replicate for 


universities and other educational institutions and agencies is Mekelle University’s Gender 


Directorate’s affirmative action plan, which retains female students with high GPAs and has greatly 


increased the number of female faculty in a couple of years.  


3. Strengthen linkages between workforce development and job placement. Youth workforce 


development programs need to assess the needs of industries and enterprises. TVET trainings should 


be modified and developed to meet the market demands. The workforce development programs 


should assist TVETs in creating strong links between the training institutes and hiring 


enterprises/industries. For youth who want to start their own business, mechanisms should be 


developed to provide better access to microfinance. In addition, special initiatives should be designed 


to encourage female youth to enroll in trainings at Levels 3 to 5, which are considered more 


challenging and are male-dominated. 


4. Improve access to education for students, especially girls, in rural areas. Improving access to 


high school and TVET institutions for remote rural areas should be made a priority, particularly for 


female students, who face greater constraints in trying to attend these schools. In the interim, until 


schools are built in these remote areas, UNICEF’s model of providing lodging for students from 


remote areas to attend high school is a best practice that can be replicated.  


5. Help more students, particularly girls, with disabilities attend school and receive appropriate 


services. Ethiopia has a long way to go in achieving equality in access to education for both boys and 


girls with special needs. Therefore, donors such as USAID, the government, and implementing 


partners should accelerate access to education at all levels for students with special needs and 
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disabilities, especially for disabled girls who have much lower representation in school. Research needs 


to be conducted to better understand the number of children with disabilities who may not be 


enrolled in school. Attention should be given to improving the physical environment in schools (e.g., 


ensuring there are separate toilets for girls and boys with disabilities) to mainstream students with 


special needs. Teachers at all levels also need training to work effectively with students with special 


needs. Female students with disabilities face double discrimination, and therefore special efforts should 


be made to address their needs and integrate them into the educational system. The GoE and 


development partners should prioritize creating clear guidelines in the education strategy to address 


the challenges faced by girls with disabilities. Programs should address the safety of girls with disabilities 


by creating awareness and working with schools, parents, and communities. 


SO: IMPROVED GOVERNANCE ENVIRONMENT FOR SUSTAINABLE 


DEVELOPMENT 


1. USAID and other donors should find strategic ways to build the capacity and collaborate 


with CSOs working on gender equality. USAID should investigate how the European Union (EU) 


was able to have an agreement with the government of Ethiopia and establish the CSO fund, which 


is considered as a “domestic fund.” This may require USAID in collaboration with other donors to 


diplomatically raise the need to build the capacity of CSOs working on gender equality, in order to 


achieve the goals of the GoE in the GTP II and the Sustainable Development Goals. It is critical to 


have strong CSOs that are able to address gender inequality and gender-based violence and 


promote the participation of women in politics. 


2. Address the root causes of GBV by working with existing community structures. In order to 


effectively reduce GBV, all sectors must collaborate to address it. It is critical to increase the 


participation of religious leaders in addressing the deep-rooted cultural and religious beliefs associated 


with HTPs. USAID should develop long-term interventions to build and strengthen the participation 


of the community in the prevention of GBV through the already established networks at the 


community level, such as religious leaders, iquabs, idirs, child parliaments, child rights clubs, regional 


HTP task forces, and law enforcement.  


3. Strengthen and expand rehabilitation services for survivors of GBV. Donors and the GoE 


should support, strengthen, and expand existing rehabilitative services for the survivors of GBV. 


Special attention should also be given to the regions of Tigray, Harari, Afar, and Gambela, which 


currently do not have rehabilitation centers. Donors, CSOs, and other development partners should 


advocate for the government to provide them with land (as it has done for Makedonia183), and, with 


the assistance of the private sector and citizens, help them raise funds to establish their own centers 


and significantly reduce their operation costs. Donors, in collaboration with the Ministry of Women 


and Children and Ministry of Justice, should assist in developing standard operating procedures for 


these shelters. 


4. Support alternative livelihoods schemes to mitigate conflict. Donors and the government 


should support economic strengthening interventions for women and men, especially alternative 


livelihood schemes that replace dependency on natural resources, in conflict-prone areas. Donors, 


civil society organizations, and the GoE should invest in projects addressing gender inequality, 


natural resource management, and peace-building interventions. Mechanisms should be created to 


garner the participation of women and men in conflict-mitigation efforts. 


  


                                                
183 Home for the elderly and disabled 
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CONCLUSIONS  


Over the last decade, Ethiopia has made remarkable progress in a number of development goals. During 


this period, the nation had impressive economic growth, significantly reduced the rate of new HIV 


infections, narrowed the gender gap in primary education and appointed an impressive number of women 


in parliament. However, Ethiopia faces a number of challenges, especially given its fast-growing population 


and recent political uprisings. The gender analysis finds that one of the most significant challenges that 


Ethiopia continues to face is the lower socioeconomic status of women and girls. In order for the country 


to make headway to attain SDG 5 (achieve gender equality and empower all women and girls), it must 


invest substantial attention as well as financial and human capacity resources to address this issue. The 


country must press forward to ensure the lives of women and girls are improved by giving special attention 


to reducing maternal mortality, GBV, and the lack of educational and employment opportunities for 


women and girls. USAID, as one of the largest donors, can invest resources and create a holistic and multi-


sectoral development objective to address the many challenges that women and girls face. Fortunately, 


for the most part, Ethiopia has the right policies, laws, and institutional mechanisms in place in order to 


address gender inequality and female empowerment. In order to strengthen the enabling environment, 


the GoE and development partners such as USAID should focus on implementation and enforcement of 


gender equality policies, strategies, and laws. Women’s empowerment advocates should focus their efforts 


on providing women and girls the opportunity to have better health outcomes, learning opportunities 


from primary school to university, the chance to become economically active, and the chance to lead and 


voice their opinions. The GoE has stated its commitment to addressing gender inequality in the GTP II. 


USAID, along with the numerous bilateral and multilateral agencies and other development partners, 


should collaborate and support the GoE to enable it to achieve its goals towards empowering women and 
girls. 
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ANNEXES 


ANNEX I: KEY INFORMANT INTERVIEWS 


List of key informant interviews conducted in Addis Ababa, Mekelle, and Dire Dawa 


Category Name of Organization Name of Interviewee Position of Interviewee 


Addis Ababa 


Donor European Union Stephanie Carette 
Attaché, Program Manager for 


Civil Society and Gender 


CDC CDC Clare Dykewicz PMTCT Advisor 


IP READ M&E (AIR) Dr. Jordene Hale  Chief of Party 


IP Potential (SCI) Sinidu Fedadu Gender Integration Specialist 


IP READ TA (RTI) Habtamu Mokennen  
Gender and Inclusive Education 


Specialist 


IP Care GRAD Sossina  Gender Advisor (former) 


IP 


Integrated Family Health 


program 
Dr. Kidest Lulu  Deputy Country Representative 


 


 
Heran Abebe Gender Advisor 


IP 
Agency for Development 


Cooperation (AICS)  


Simona Leali & 3 other 


staff 
Gender Program Officer 


Donor  DFID/British Council  Makda Abebe  Social Development Advisor 


Donor  UNDP Afework Fekadu  Governance Program Officer 


Donor  Swedish Embassy  Annette Dahlstrom  
Counselor, Human Rights and 


Democracy 


Government  ATA Seblewongel Deneke Gender Advisor 


CSO 


Network of Ethiopian 


Women’s Associations 


(NEWA) 


Saba Gebremedhin  Executive Director 


CSO WISE Tsige Haile  Director 


IP CARE Esther Watts Country Director 


CSO 
Ethiopian Women Lawyers 


Association (EWLA) 
Meron Aragaw Program Coordinator 


Private sector ENAT Bank  Meaza Ashenafi  Board Chairman 


CSO KMG Dr. Bogealech Gebre  


IP 
Power Africa Transaction & 


Reform Program 
Yemisrach Mekonnen  Transaction Advisor 


Private sector 
East Africa Trade and 


Investment Hub  
Fassil Yilma  Country Director 


IP TetraTech/LAND Selam Gebretsion  Gender Advisor 
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IP Power Africa  


Yemisrach Mekonnen, 


Tsedeniaya Gebre, and 


Nardos Mekuria  


Transaction Advisor  


Power Africa representatives  


Private sector Setaweet PLC Sehin Tefera  Founder  


Mekelle 


University  


Mekelle University  Mebrat Yohannis Gender Office Head 


 


 
Abebe Endria Gender Expert 


IP ECDD/ISTEP  Ermias Gezahegn 
Inclusive Training & Employment 


Officer 


IP REST  Birenesh Woldekidan  Gender Advisor 


IP REST – GRAD Yikunoamlak T/Birhan  Regional Coordinator 


IP REST – DFAP  Yirgalem Hailemariam  Gender & Youth Advisor 


Government  TVET Coordination Office Aregash Mekonnen  Gender Advisor 


Government Tigray Bureau of Education Almaz Desta Gender Expert 


Government  Health posts  
4 HEWs from Degua 


Tenben Woreda 
HEWs 


Government Tigray Women’s Association Zenebech Fiseha 


General Manager of the Tigray 


Women’s Association and 


Mekelle City Administration 


Council Member 


Government 


Tigray Regional 


Administration 
Genet Desta Gebre  


Member of Regional Parliament 


and Head of Women’s 


Committee 


 


 
Shumshir 


Deputy Head of Women’s 


Committee 


NGO Healing Hands of Joy Fisseha Hagos  Program Manager 


Dire Dawa 


Government 
Gende Rige Kebele Health 


Post 
Zeray Mulugeta  Health Extension Worker 


IP PRIME Abdillahi Farah  Financial Service Advisor 


IP Handicap International  Desalegn Mebratu  Project Manager 


Government Female politician Fetum Mustafa Habib 
Center of Competence (CoC) 


Office Head 


Government 
Dire Dawa University 


Gender Directorate 
Firehiwot Tesfaye  


Gender Directorate Head 


(acting) 


Government Dire Dawa Education Office Kerima Ali  


Gender Advisor for Public 


Service, Justice and Education 


Offices 
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ANNEX II: FOCUS GROUP DISCUSSIONS 


List of FGDs in Mekelle and Dire Dawa  


Category  Place  


Number of 


Participants  


Primary grade students – male  Mekelle 8 


Primary grade students – female Mekelle 8 


Primary grade students – male Dire Dawa 8 


Primary grade students – male Dire Dawa 8 


Urban health extension workers  Mekelle 6 


Urban health extension workers  Dire Dawa 7 


Out-of-school youth – male  Dire Dawa 10 


Out-of-school youth – female  Dire Dawa 5 
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ANNEX III: GENDER ANALYSIS QUESTIONS 


DO 1: Increased Economic Growth with Resiliency in Rural Ethiopia 


Gender Analysis Questions 


1. Do men and women in Ethiopia have equal access to energy?  


2. What is women’s role in the power/energy sector? 


3. Are women actively engaged in the private sector? What type of barriers do they face in 
access to finance? 


4. What trade sectors are men and women involved in? Do men and women face similar trade 


barriers or does one group have more limitations than the other?  


5. What are the gaps between men and women in access to and control over economic and 
social resources at the household level? Has this gap been reduced over the last 10 years? 


6. Has women’s access to land tenure improved in the last 10 years? Are laws and policies to 
protect their rights enforced? 


7. How does women’s agricultural productivity compare to men’s? What are the necessary 


resources that women need to increase their productivity? 


DO 2: Increased Utilization of Quality Health Services 


Gender Analysis Questions  


1. How are men and women impacted by the lack of water, sanitation, and hygiene (WASH) 


facilities? Have there been improvements in WASH services and how has this changed the 
lives of men and women? 


2. What are the nutritional issues faced by boys, girls, women, and men? Have these issues 


improved over time or by region? 


3. Do men and women access health services in their time of need? If not, why? 


4. What is the impact of the government-sponsored health development army (HDA)? How 
has the creation of the HDA impacted the health of women and men?  


5. Have rates of maternal, neonatal, infant, and child mortality decreased over the last 10 
years? 


6. Are men and women impacted differently by illnesses such as TB and malaria? 


DO 3: Improved Learning Outcomes 


Gender Analysis Questions 


1. What are the current basic education achievements, including literacy, numeracy, and critical 


thinking skills of boys and girls? What is the primary completion rate? How do these 
achievements compare over the last 10 years? 


2. What are the early grade reading skills of children (boys and girls) in the primary grades? 


How does this compare over time (e.g., past 10 years, past 20 years, etc.)? What are the 


reasons that account for these changes? 
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3. Does the reading curriculum for primary grades consciously try to address gender 
stereotypes faced by girls and boys? 


4. Are physically challenged/differently abled boys and girls able to attend and successfully 


complete primary, secondary, and tertiary education? Is this in mainstream schools or 
schools especially for the disabled? 


5. What type of training do teachers receive? What is the ratio of male teachers to female 
teachers (primary, secondary, and tertiary)? 


6. Have libraries, reading rooms/corners, and reading/writing clubs been established? If so, in 


what regions? What is the percentage of boys and girls involved in these clubs? Who is 


managing these clubs (males vs. females)? 


7. Are certain communities more supportive of such reading clubs? If so, where is there more 
support and do they encourage both boys and girls to join? 


8. What is the enrollment, performance, and completion rate of women and men in higher 
education (tertiary education and vocational training programs)? 


9. Are there strong tertiary workforce development programs that produce a workforce with 


the relevant skills? Are men and women equally involved in these programs? If not, what is 
the reason for the gap and what can be done to bridge this gap? 


10. Are there programs focused on improving the literacy and livelihood of youth? If so, is this 


addressing the needs of young men and women? Have the livelihoods of youth attending 


these programs improved? Are males or females more likely to have improved livelihoods as 


a result of attending such a program? 


SO: Improved Governance Environment for Sustainable Development 


Gender Analysis Questions 


1. Has the incidence of early marriage and female genital mutilation (FGM) decreased over 


time? How does this compare across regions? What are the reasons for regional 
differences? 


2. Has the incidence of other types of gender-based violence decreased? (e.g., Is domestic 


violence seen as less acceptable compared to 5 or 10 years ago, based on data such as 
EDHS data?) 


3. Are laws and policies to prevent gender-based violence enforced? 


4. What are the peace-building activities that men and women participate in? What is the role 


of women in promoting peace building in the community? Has the involvement of women 
increased? 


5. Have communities built resiliency to conflict? Are both men and women involved in these 


activities? What different coping mechanisms have men and women developed?  


6. Do community members, both men and women, feel that there is a system of accountable 


governance? If not, do men and women feel that they can voice their opinions to improve 
governance? 


7. Do men and women have access to justice? What are typical cases that men and women 


face imprisonment for? How does the justice system handle such cases (including 


representation, prison sentences, etc.)? 
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8. Has there been a reduction in the gap between men and women’s access to and control 


over political resources? Are women represented in politics at the local, regional, and 


federal level? 


9. What are the profiles of new and emerging female reformist political actors? Do they have a 


voice and agency?  
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ANNEX V: ETHIOPIA GENDER ANALYSIS STATEMENT OF WORK  


 


 
 


Ethiopia Gender Analysis 


Statement of Work 


USAID/Ethiopia Program Office  
 


1. Performance Period  


The period of performance is September – October 2016.  


2. Purpose  


USAID/Ethiopia’s Program Office (PRM) is seeking service from the Ethiopia Performance Monitoring and 


Evaluation Service (EPMES) Contractor to conduct a gender analysis that will be incorporated into the 


Mission’s new CDCS and that will guide and improve gender programming and integration in 
USAID/Ethiopia’s development portfolio.  


The purpose of this task to conduct a country-level, Mission-wide gender analysis to update and expand 


upon the previous gender analysis conducted for the USAID/Ethiopia Country Development Cooperation 


Strategy (CDCS) (2012–2016), as well as other prior assessments dealing with gender and women’s 


empowerment in Ethiopia. The findings of the gender analysis will be incorporated in drafting 


USAID/Ethiopia’s second generation CDCS (2017–2021). Gender analysis is mandatory for USAID CDCS 


and new project designs as explained in USAID’s Automated Directives System (ADS) Chapters 201, 202, 


and 205. 


The gender analysis will address the following objectives: 


 To identify the gender-based constraints to equitable participation and access of men and 


women to programs and services across USAID/Ethiopia programs and within specific gender 


dimensions of the CDCS’s development objectives (DOs); 


 To analyze the potential impacts of the Mission’s proposed strategic approaches on the status of 


men and women in Ethiopia, taking into consideration ethnicity; class; age; disability; lesbian, gay, 


bisexual and transgender (LGBT); and/or other socially relevant categories;  


 To assess key Government of Ethiopia (GoE) gender-related policies and programs and identify 


opportunities for collaboration and mutual strengthening of gendered approaches between 


USAID and GoE as well as roadblocks for USAID support;  


 To assess areas of focus and investment of other international bilateral and multilateral donor 


organizations’ gender programming and identify gaps in this programming that USAID may have 


a comparative advantage to fill without duplicating efforts; 
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 To identify strategies and approaches that USAID/Ethiopia can incorporate throughout the 


CDCS and within specific DOs to ensure that programs contribute to the three outcomes 


specified in the Gender Equality and Female Empowerment Policy: 


1) Reductions in gaps between males and females in access to/control over economic, 


political, and social resources; 


2) Reductions in the prevalence of gender-based violence; and 


3) Reductions in constraints that prevent women and girls from leading, participating fully 


in, and influencing decisions in their societies. 


 


3. Background  


USAID/Ethiopia is preparing to develop a new CDCS for 2017–2021 and is committed to strengthening 


gender integration across all components of the CDCS. The integration of gender into USAID’s CDCS 


and corresponding programs, activities, and monitoring and evaluation is a requirement as indicated in the 
Automated Directives System (ADS) 200, 300, and 205 chapters.  


Current Gender Situation in Ethiopia 


Since the current government came to power in 1991, steps have been taken to encourage a greater 


degree of gender equity and equality throughout the country. In 1993, a National Policy on Ethiopian 


Women was promulgated and in 1994 the Ethiopian Constitution took steps to address gender equality. 


In early 2001, the GoE enacted a new Family Code integrating the principles of gender equality, and in 


2005 it established the Ministry of Women’s Affairs to support women’s rights in the context of national 


development. However, the effects of progressive legislation have been limited because the Constitution 


also gives full sovereignty to most regional states. Ethiopia has also ratified the Convention on the Political 


Rights of Women (CPRW), the Convention on Elimination of All Forms of Discrimination Against Women 
(CEDAW) and has endorsed the Millennium Development Goals and Sustainable Development Goals. 


Despite the existence of robust policy and legal frameworks supporting gender equality and women’s 


rights, Ethiopian women still do not enjoy equal status in their society. This is true across the development 


sectors in which USAID works. Research indicates that the status of women and girls in Ethiopia is indeed 


low relative to the status of men and boys. Indicators of Ethiopian women’s socioeconomic marginalization 


include their lack of access to productive resources and social services, low decision-making power, high 


workload, prevalence of gender-based violence (GBV), and experience with harmful traditional practices 


(HTP). Such gender gaps between men and women have a negative impact on the overall development of 


Ethiopia, and they hinder progress of development activities.  


Economic growth and agriculture: Women in Ethiopia play a major role as farmers and producers, 


comprising a significant portion of the agricultural labor force (40–50 percent); however, women’s access 


to resources and economic opportunities is limited due to sociocultural, legal, and structural factors. 


Women increasingly supply national and international markets with traditional and high-value produce, 


but compared to men, women farmers and entrepreneurs face a number of disadvantages, including lower 


mobility and less access to training, market information, and productive resources. They also have less 


access to productive assets such as land, irrigation schemes, and services such as finance and agricultural 


extension. These factors make it difficult for women to move from subsistence agriculture to work in 
higher value chains as compared to men. 
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Education: In Ethiopia, women’s access to quality education is not equal to that of men. Many women 


never get a chance to develop basic literacy skills at a young age, making it extremely difficult to engage in 


productive economic activities as adults. Of the women lucky enough to be accepted into university and 


able to afford the costs of higher education, many come unprepared with the life and academic skills 


needed to stay enrolled and complete their degrees. Women would also benefit from expanded access to 


and enrollment in technical and vocational education and training programs, especially in higher-paying 
fields that are traditionally male-dominated. 


Health and nutrition: Maternal mortality persists in Ethiopia, and many of its causes are preventable. 


Although strides have been made in increasing antenatal care, skilled birth attendance, and contraceptive 


prevalence rates in the areas where USAID works, much more needs to be done to end maternal 


mortality. Malnutrition in Ethiopia contributes to more than half of all infant and child mortality as well as 


poor maternal health. An assessment conducted in 2013 estimated that there were 30,000 active obstetric 


fistula cases in the country, many resulting from the early marriage and pregnancies of young women and 


girls. 


Democracy, governance, rights, and conflict: GBV occurs under the pretext of tradition and 


culture and is generally condoned by society. GBV is often accepted as a normal aspect of daily life, and 


the existing Ethiopian laws and policies have made little impact because they have not been consistently 


enforced. GBV combined with HTPs such as early marriage, marriage by abduction, FGM, and widow 


inheritance serve to increase the vulnerability of Ethiopian women and girls. 


Violent conflict, fear of renewed violence, and lack of safety constrain development, undermining efforts 


to reduce poverty. The participation of women is critical to the success of any sustainable peace-building 


process, yet current peace-building processes in Ethiopia often remain largely male-dominated. Women 


are all too often victims of conflict or play the dual role of encouraging and sustaining conflict in their 
respective communities through motivating male family members to fight, especially for revenge. 


Gender and the USAID/Ethiopia CDCS 


The USAID/Ethiopia Mission conducted a gender analysis as part of the development of the first CDCS in 


2011; however, this analysis must now be updated for the 2017–2021 period. As part of this process, 


USAID would like to determine recommendations on how to improve implementation of USAID’s Gender 


Equality and Female Empowerment Policy to better address country-specific and gender-related barriers 


to human development and to better integrate gender across the portfolio.  


The 2011 gender analysis examined the following gender dimensions:  


 Education;  


 Health;  


 Early marriage;  


 Female genital mutilation (FGM);  


 Gender-based violence (GBV);  


 Land tenure; 


 Issues related to pastoralist systems, and;  


 Women’s role in elected politics in Ethiopia.  
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In order to update the CDCS going forward, it is the Mission’s intent to update its available information 


regarding the above-listed thematic areas and to gain insight in the following areas that were not previously 


examined, or that were not examined in depth, in the 2011 country-level gender analysis: 


 Enrollment, performance, and completion of higher education and technical and vocational 


education and training programs; 


 Women’s role in the power/energy sector; 


 Women’s role in the private sector and barriers to access to finance; 


 Women’s vulnerabilities and coping mechanisms with respect to climate change; 


 Profiles of new and emerging female reformist political actors; 


 Barriers and institutional constraints to women’s access to justice; 


 Women’s role in conflict mitigation and prevention; 


 Agricultural productivity;  


 Irrigation; 


 Trade;  


 Nutrition; and 


 WASH. 


In accordance with ADS Chapter 205.3.1, the gender analysis should be framed within the following five 
domains of analysis: 


 Laws, policies, regulations, and institutional practices; 


 Cultural norms and beliefs 


 Gender roles, responsibilities, and time used; 


 Access to and control over assets and resources; and 


 Patterns of power and decision-making. 


More information on the five domains of analysis and on USAID’s gender analysis process in general can 


be found in ADS 205.3.1. 


The current CDCS has three development objectives (DOs) and one Support Objective (SO), which are 
not anticipated to change significantly during the upcoming 2017–2021 period. 


DO 1: Increased Economic Growth with Resiliency in Rural Ethiopia 


In April 2015, the Mission hired an external consultant to conduct a desk review and to provide 


recommendations on how to strengthen the Mission’s gender integration in its activities, with a focus on 


DO 1 (increased economic growth with resiliency in rural Ethiopia). The Gender Analysis Team should 


review this report and identify any areas where gaps in information exist or where information should be 


updated to reflect changes in country context. The team should also be aware of the Feed the Future 


(FTF) strategy and Power Africa Country Implementation Plan for Ethiopia. The Gender Analysis Team 


should remain cognizant that the Mission requires sufficient information and actionable recommendations 
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on means of integrating gender and addressing gender-related barriers and constraints to development 
among the following objectives of economic growth, agriculture, and resilience programming: 


 Reduce poverty and food insecurity;  


 Improve nutritional outcomes; 


 Enhance agricultural productivity;  


 Graduate citizens from food aid dependency; 


 Build resiliency to disasters and economic shocks affecting livelihoods; 


 Reduce vulnerability to the effects of global climate change; 


 Strengthen the private sector; 


 Increase access to electricity through expanded power generation and transmission and an 


improved enabling environment; 


 Improve land governance, administration, and tenure rights; and 


 Increase citizens’ access to improved water sources and sanitation facilities, improve hygiene 
behaviors, and eliminate open defecation. 


DO 2: Increased Utilization of Quality Health Services 


In April 2015, the Mission hired an external consultant to conduct a desk review and to provide 


recommendations on how to strengthen the Mission's gender integration in its activities, with a focus on 


DO 2 (increased utilization of quality health services). The Gender Analysis Team should review this 


report and identify any areas where gaps in information exist or where information should be updated to 


reflect changes in country context. The Gender Analysis Team should remain cognizant that the Mission 


requires sufficient information and actionable recommendations on means of integrating gender and 


addressing gender-related barriers and constraints to development among the following objectives of 
health programming: 


 End preventable maternal mortality; 


 Reduce neonatal, infant, and child mortality; 


 Reduce undernutrition and stunting among women and young children; 


 Reduce the prevalence and mortality of TB; 


 Reduce malaria-related mortality; and  


 Strengthen health systems. 


In May 2016, the PEPFAR Office completed a gender analysis of PEPFAR’s HIV/AIDS programming in 


Ethiopia. The Gender Analysis Team will complete an in-depth review of the PEPFAR Ethiopia Gender 


Analysis report so as to not re-investigate the same issues as part of this assessment. Key findings from 
the PEPFAR Ethiopia Gender Analysis report include: 


 Women are predominantly affected by HIV/AIDS; 


 PMTCT and strategies targeting sex workers have been effective; 
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 More needs to be done to engage men in HIV/AIDS prevention and response strategies; 


 Increased construction and infrastructure development may facilitate the spread of HIV as men 


and female sex workers move to sites to find employment; 


 Same-sex relationships remain taboo; and 


 GBV is pervasive and women and girls are at high risk. Forms of GBV include child sexual abuse, 


sexual coercion and abuse, rape, domestic violence, and HTPs such as early and forced marriage 


(including abduction) and FGM. All these forms of GBV are significant drivers of HIV/AIDS 
infections. 


DO 3: Improved Learning Outcomes 


Since the 2011 Gender Analysis for the first CDCS, the Mission has neither undertaken a comprehensive 


review of the results of its gender-sensitive activities under DO 3 nor examined gender integration under 


this DO. Therefore, the Gender Analysis Team will be asked to place emphasis on the review of DO 3 as 


less Mission-specific gender-related information currently exists to draw from as compared to what 


information resources exist under DO 1 and DO 2. The Gender Analysis Team should remain cognizant 


that the Mission requires sufficient information and actionable recommendations on means of integrating 


gender and addressing gender-related barriers and constraints to development among the following 


objectives of education programming: 


 Improve achievement in basic education including literacy, numeracy, and critical thinking skills; 


 Improve early-grade reading skills among children in primary grades; 


 Improve reading curriculum; 


 Improve teacher instruction skills; 


 Establish libraries, reading rooms/corners, and reading/writing clubs; 


 Increase community involvement in support of early-grade reading; 


 Improve availability of tertiary workforce development programs to produce a workforce with 


the relevant skills to support country development goals; and 


 Improve youth literacy skills, employment, and livelihood opportunities. 


SO: Improved Governance Environment for Sustainable Development 


Since the 2011 Gender Analysis for the first CDCS, the Mission has neither undertaken a comprehensive 


review of the results of its gender-sensitive activities under the SO nor examined gender integration under 


the SO. Therefore, the Gender Analysis Team will be asked to place emphasis on the review of the SO 


as less Mission-specific gender-related information currently exists to draw from as compared to what 


information resources exist under DO 1 and DO 2. The Gender Analysis Team should remain cognizant 


that the Mission requires sufficient information and actionable recommendations on means of integrating 


gender and addressing gender-related barriers and constraints to development among the following 


objectives of democracy, rights, governance, and conflict programming: 


 Reduced incidence of GBV, including early marriage and FGM; 


 Increased resilience to conflict; 
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 Strengthened accountable governance; and 


 Improved access to justice.  


4. Methodology  


The focus of this gender analysis will be on updating as needed the recent desk reviews of the PEPFAR 


report and expanding the desk review to also include the activities incorporated under DO3 (improved 


learning outcomes) and the Special Objective (SO) (improved governance environment for sustainable 


development). In addition, this analysis will incorporate primary data collection based on interviews, focus 
group discussions, and site visits, as appropriate. 


Information sources include the following: 


 Comprehensive literature review of pertinent documents (with emphasis on gaps in information 


particularly in DO 3 and the SO), including studies and assessments conducted by donors, 


nongovernmental organizations (NGOs), GoE, and the academic community; and USAID 


documents, including but not limited to, annual reports, strategic implementation plans, sector 


assessments, and evaluations;  


 Discussions and interviews with key donors, NGOs active in gender-related areas, academics 


and GoE officials. USAID will develop a list of key contacts with input from the consultant;  


 Meetings with USAID implementing partners and each DO team; the DO teams will assist with 


identifying the most important partner contacts; and  


 Site visits to project activities, when appropriate. 


The analysis team may suggest other sources of information or changes in the methodology to USAID, 
keeping in mind the available funding for this assessment. USAID will approve the final methodology. 


 5. Deliverables  


1. Initial in-brief meeting with PRM. 


2. Work plan/schedule developed in consultation with USAID. 


3. Draft and final gender analyses report. Report content to include: 


o Updated gender/country context overview section including national-level statistics 


disaggregated by sex; 


o Recommendations for specific activities across the current Mission CDCS (all three 


DOs and the SO) to strengthen gender integration; 


o Specific language to strengthen gender integration in strategies and all components of 


the new Mission CDCS. 


4. Presentation to the Mission including findings and specific recommendations to be incorporated 
into discussions regarding development of the new Mission CDCS.   


6. Timing and Schedule 







Ethiopia Performance Monitoring and Evaluation Service | Gender Analysis Report 68 


Total level of effort (LOE) is 50 working days.  


7. Specific Tasks and LOE 


The team will complete the following tasks: 


 Conduct desk review on gender assessments conducted by USAID and others—10 days  


 Conduct interviews, meetings, and site visits to collect primary data—20 days 


 Prepare draft gender analysis report on the findings and recommendations—10 days 


 Incorporate feedback from Mission (Gender Advisor, Program Office, and DO teams) and 


prepare and submit final report—5 days  


 Prepare and present findings and recommendations for how to incorporate gender integration 
into the new CDCS and for implementation across all teams—5 days 


8. Expertise Required  


The Gender Analysis team will consist of the following positions: 


Gender Expert/Team Leader: The Gender Analysis Team Leader will be required to have the 


following skills and experience: master’s degree in sociology, anthropology, political science, economics, 


or rural development. The Expert must have a minimum of five years of experience analyzing gender issues 


in East Africa. Knowledge of USAID programming and gender policy is required. Prior experience in 


Ethiopia and in leading assessment teams is highly desirable. Excellent English-language writing skills are 


required, with demonstrated ability to write high-quality analytical reports in English. The Team Leader 


must be available to be present in-country to supervise all gender analysis field work. 


Evaluation/Assessment Methodology Specialist: The Evaluation/Assessment Methodology Specialist 


will be required to have the following skills and experience: master’s degree in sociology, anthropology, 


political science, economics, or rural development. The Specialist must have at least five years of 


experience working on international evaluation and/or assessment projects in the developing country 


context. Knowledge of USAID programming and gender policy is required. Prior experience working in 


Ethiopia is desirable. Demonstrated experience on evaluation or assessment teams where it was his/her 


responsibility to produce or oversee statistical analysis of quantitative data is necessary. He/she must have 


experience using statistical analysis software. 


Local consultants (1–2 people): Local Ethiopian consultants will be required to have the following 


skills and experience: ability to speak one or more local languages, computer skills in word processing and 


spreadsheets, and knowledge of USAID programming policy and gender analysis requirements. One local 


consultant must be fluent in Amharic. Local consultants will perform duties including but not limited to 
logistical support, administrative support, translation, and enumeration. 


9. Relationship and Responsibilities 


The Contractor for the Ethiopia Performance Monitoring and Evaluation Service (EPMES) Activity will 


identify and hire the assessment team, pending the COR’s and Mission Gender Specialist Advisor’s 


concurrence, assist in facilitating the work plan, and arrange meetings with key stakeholders identified. If 


the Program Office has a suitable candidate in mind, it will recommend the person to the EPMES COR 


and Contractor.  
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The analysis team will officially report to the EPMES’s Contractor, and the Contractor is responsible for 


all direct coordination with the USAID/Ethiopia Program Office through the EPMES COR. For technical 


matters, the assessment team will work closely with Amber Bechtel and Adriana Harvey, Program 
Officers. The Program Office will facilitate contacts with other USAID/Ethiopia technical offices. 


10. Logistics 


The Contractor for EPMES will be responsible for all logistical support required for the assessment team, 


including arranging accommodation, security, office space, computers, Internet access, printing, 


communication, and transportation. USAID/Ethiopia may also provide office space and other logistical 
support as appropriate and feasible.  
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Chapter 1 Country Profile 
This chapter gives an over view of the profile of Ethiopia in terms of geography and climate, 
demographic situation, education, administrative structure, socioeconomic situation , health 
status  and health system organization. 


2.1. Geography and Climate 
Ethiopia is Africa’s oldest independent country. It is the tenth largest country in Africa, covering 
1,104,300 square kilometers (with 1 million sq km land area and 104,300 sq km water) and is the 
major constituent of the landmass known as the Horn of Africa. It is bordered on the north and 
northeast by Eritrea, on the east by Djibouti and Somalia, on the south by Kenya, and on the west 
and southwest by Sudan. Its geographical coordinates are between 8 00 N and 38 00 E.   


Ethiopia is a country with great geographical diversity and its topography shows a variety of 
contrasts ranging from high peaks of 4,550m above sea level to a low depression of 110m below 
sea level. More than half of the country lies above 1,500 meters. The predominant climate type is 
tropical monsoon, with temperate climate on the plateau and hot in the lowlands. There are 
topographic-induced climatic variations broadly categorized into three: the “Kolla”, or hot 
lowlands, below approximately 1,500 meters, the “Wayna Degas” at 1,500-2,400 meters and the 
“Dega” or cool temperate highlands above 2,400 meters. 


2.2. Demographic Situation 
Projections from the 2007 population and housing census estimate the total population for the 
year 2010 to be 79.8 million.. Ethiopia is the home of a mosaic nations, nationalities and peoples 
varying in population size from more than 18 million to less than 1005 spread across the country 
and with more than 80 different spoken languages. According to 2007 census, the country is 
among the least urbanized country in the world with 83.6% living in rural areas whilst 16.4% of 
the total population living in urban areas. The largest city in the country is Addis Ababa, the 
capital, with 2.7 million people accounting for nearly 4% of the total population. The average 
size of a household is 4.7. 


The pyramidal age structure of the population has remained predominately young with 44% 
under the age of 15 years, and over half (52%) of the population in the age group of 15 and 65 
years. The population in the age group of over 65 years accounts for only 3% of the total. While 
the sex ratio between male and female is almost equal, women in the reproductive age group 
constitute 24% of the population. The average fertility trend in recent years has shown some 
significant decline from the 1990 level of 6.4 births per women to 5.4 births (DHS 2005), an 
average of one birth drop per women in 15 yearsi.  The estimate also showed that there are 
variations in fertility trend among rural and urban areas with rural women having an average of 
three more births per woman compared to their counterparts in urban areas. Whilst the 
population is still growing faster at an annual rate of 2.6 %, the lowest population growth is 
recorded for Amhara region, which is 1.7%, significantly lower than population replacement.  


2.3. Government and Administration 
Ethiopia is a Federal Democratic Republic under the 1994 constitution. It has three branches of 
governance and administration. The executive branch includes the Prime Minister, Council of 
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Ministers and Council of State. The legislative branch have a  bicameral Parliament consisting of  
the House of Federation or upper chamber and the House of People's Representatives or lower 
chamber, the latter being elected by popular vote from single-member districts to serve five-year 
terms.  The judicial branch comprises federal and regional courts. 


The Federal Democratic Republic of Ethiopia is composed of nine Regional States:   Tigray, 
Afar, Amhara, Oromia, Somali, Southern Nation Nationalities and Peoples Region (SNNPR), 
Benishangul-Gumuz, Gambella, and Harari; and two City Administrations council of Dire Dawa 
and Addis Ababa.. The regional states and city administrations are subdivided into 817 
administrative Woredas (districts). A Woreda/District is the basic decentralized administrative 
unit and has an administrative council composed of elected members. The 817 Woredas are 
further divided into about 16,253 Kebeles, the smallest administrative unit in the governance. 
There are also two zones and seven Woredas designated as "special". These are medium sized 
towns or traditional sites of  various nations. 


2.4. Socio-economic Situation 
The Government of Ethiopia follows a market–based and agricultural led industrialization 
economic policy for the development and management of the economy. There have been a 
number of policy initiatives and measures taken in these directions which included privatization 
of state enterprises and rationalization of government regulation which the process is still 
ongoing. Ethiopia's economy depends heavily on the agricultural sector. Agriculture accounts for 
83.4% of the labour force, about 43.2% of the Gross Domestic Product (GDP) and 80% of 
exportsii. The regular droughts combined with poor cultivation practices, make Ethiopia's 
economy very vulnerable to climatic changes.  


Despite these obvious challenges, Ethiopia has shown an impressive economic growth over the 
last seven  years, although the per capita of 235 USD  remain below the Sub Saharan average. 
But, Poverty Head Count Index has declined from the 1996 level of 45.5% to 32.7% in 
2007/08.iii The reduction in poverty has been more pronounced in rural areas than in urban areas. 
The overall economic dependency ratio for the country is estimated at 93 dependents per 100 
persons in the working age group of 15-64 years. 


During the SDPRP I period (2002/03 - 2004/05), real GDP grew on average by about 5 percent 
per annum. However, during the first three years of PASDEP period the country registered an 
average of double digit economic growth of 11.8% per annum with steady and strong positive 
performance in real GDPiv. This steady growth marks a significant progress, not only compared 
to the 7% annual growth target that would be required to meet the MDGs, but also to realize 
Ethiopia’s objective to become a middle-income country in the next two decades. 


Another important feature of the economic reform in Ethiopia is equal opportunity for women in 
the participation of the economic development of the country which is enshrined in the 
constitution. The Ethiopian Constitution recognizes the principle of equality of access to 
economic opportunities, employment and property ownership for women. Following this, the 
government has formulated a national gender policy, which recognizes equality between the 
sexes and sets up mechanisms for the improvement of women’s conditions, such as the 
establishment of the Ministry of Women’s Affairs. The main strategies employed to implement 
the national policy include gender mainstreaming in sector and development programs, advocacy 
and capacity-building initiatives. 
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2.5. Educational Status 
The intimate linkage between health and education has been firmly established in a number of 
studies which could potentially reinforce each other towards a rapid socio-economic 
development of a country, especially in developing economies. Education is one of the most 
critical variables in epidemiological and health service research in Ethiopia and illiteracy is 
usually associated with high risk and low health seeking behavior.  In addition to a wide range of 
disease and child mortality associated with illiteracy or under education, unfortunately 
HIV/AIDS infection is disproportionately high in out of school youth. The general level of 
education in a country becomes a marker significantly influencing the spread of disease, shaping 
the health seeking behavior of individuals and communities including the utilization of modern 
health care service. 


Despite major progresses in Education, the literacy status of the population of Ethiopia is still 
low. The total adult literacy rate (whose age is above 15 who can read and write) is 36% (62% 
for male and 39% for female).  According to MOE 2010 Progress Report, there has been an 
increase in the gross enrollment ratio from 2.2% in 2004/05 to 4.2% in 2008/09. The gross 
enrollment ratio in primary school has risen from 32% in 1990/91 to over 91% in 2006/07, 
giving a male to female proportion of 55.9% and 44.1%, respectively. This indicates that the gap 
between school boys and girls has continued to decline although still exist regional disparities in 
the primary GER. During the period 2004/05 to 2008/09, the overall enrollments as well as the 
intake capacity of the higher education institutions have significantly increased from 138,199 to 
304,371, resulting in a higher education GER increase  from 3.6% in 2004/05 to 4.6% in 
2008/09. This figure puts Ethiopia achieving close to the African average in GER of 6% in 
2007/08.  


2.6. Health Status 
The major health problems of the country remain largely preventable communicable diseases and 
nutritional disorders. Despite major progresses have been made to improve the health status of 
the population in the last one and half decades, Ethiopia’s population still face a high rate of 
morbidity and mortality and the health status remains relatively poor. Figures  on vital health 
indicators from DHS 2005 show a life expectancy of 54 years (53.4 years for male and 55.4 for 
female), and an IMR of 77/1000. Under-five mortality rate has been reduced to 101/1000 in 
2010v and more than 90% of child deaths are due to pneumonia, diarrhea, malaria, neonatal 
problems, malnutrition and HIV/AIDS, and often a combination of these conditions.  These are 
very high levels, though there has been a gradual decline in these rates during the past 15years. 
In terms of women health, MMR has declined to 590/100,000 though it still remains to be among 
the highestvi. The major causes of maternal death are obstructed/prolonged labor (13%), ruptured 
uterus (12%), severe pre-eclampsia/ eclampsia (11%) and malaria (9%)vii. Moreover, 6% of all 
maternal deaths were attributable to complications from abortion. Shortage of skilled midwives, 
weak referral system at health centre levels,  lack of inadequate availability of BEmONC and 
CEmONC equipment, and under financing of the service were identified as  major supply side 
constraints that hindered progress. On the demand side, cultural norms and societal emotional 
support bestowed to mothers, distance to functioning health centers and financial barrier were 
found to be the major causes.  


Following changes of Government in 1991, the Government produced the health policy which 
was the first of its kind in the country and was among a number of political and socio-economic 
transformation measures that were put in place. The translation of the health policy was followed 
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by the formulation of four consecutive phases of comprehensive Health Sector Development 
Plans (HSDPs), the first phase of which was implemented starting in 1996/97. Both of the policy 
formulation as well as the development of the first HSDP have been the result of critical reviews 
and scrutiny of the nature, magnitude and root causes of the prevailing health problems of the 
country and the broader awareness of the newly emerging health problems in the country. 


The core elements of the health policy are democratization and decentralization of the health care 
system, development of the preventive, promotive and curative components of health care, 
assurance of accessibility of health care for all segments of the population and the promotion of 
private sector and NGOs participation in the health sector.  


Since the development of HSDP I which also paved the way for the subsequent HSDP II and 
HSDP III, the Federal Ministry of Health has formulated and implemented a number of policies 
and strategies that afforded an effective framework for improving health in the country including 
the recent addition of maternal and neonatal health. This include  implementations of  far 
reaching and focused strategies  such as Making Pregnancy Safer (2000), Reproductive Health 
Strategy (2006), Adolescent and Youth Reproductive Health Strategy (2006) and the Revised 
Abortion Law (2005). Others include strategies on free service for key maternal and child health 
services (Health Care Financing Strategy), the training and deployment of new health workforce 
called all female HEWs for the institutionalization of the community health care services 
including clean and safe delivery at HP level, and deployment of HOs with MSc training in skills 
of Integrated Emergency Obstetric and Surgery (IEOS). In addition, the establishment of the 
MDG Performance Package Fund and the priority given to maternal health therein is expected to 
mobilize the much required additional funding opportunities. 


2.7. Health System Organization 
The recently implemented BPR of the health sector has introduced a three-tier health care 
delivery system which is characterized by a first level of a Woreda/District health system 
comprising a primary hospital (with population coverage of 60,000-100,000 people), health 
centers (1/15,000-25,000 population) and their satellite Health Posts (1/3,000-5,000 population) 
that are connected to each other by a referral system. A Primary Hospital, Health center and 
health posts form a Primary health care unit (PHCU) with each health center having five satellite 
health posts.  The second level in the tier is a General Hospital with population coverage of 1-1.5 
million people; and the third a Specialized Hospital that covers population of 3.5-5 million. The 
Ethiopian Health care System is augmented by the rapid expansion of the private for profit and 
NGOs sector playing significant role in boosting the health service coverage and utilization thus 
enhancing the public/private/NGOs partnership in the delivery of health care services in the 
country.Offices at different levels of the health sector from the Federal Ministry of Health to 
Regional Health Bureaus and Woreda Health Offices share decision making processes, decision 
powers, duties and responsibilities. The FMOH and the RHBs focus more on policy matters and 
technical support while Woreda Health Offices have basic roles of managing and coordinating 
the operation of a district health system under their jurisdiction. 


Regions and districts have Regional Health Bureaus (RHB) and district health offices, 
respectively for the management of public health services at their levels. The devolution of 
power to regional governments has resulted in the shifting of decision making for public service 
deliveries from the center to largely under the authority of the regions and down to the district 
level. 
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Chapter 2  : Overview of HSDP I, II and III 
 


The three consecutive HSDPs that have been implemented since 1997/98 are reviewed here with 
respect to achievements, implementation challenges and lesson learned and doable 
recommendations for further health sector planning. 


Records from the implementation of HSDP I and II showed encouraging improvements both in 
the health service coverage as well as in the utilization of services at all levels of the health care 
system of Ethiopia. In terms of physical health facilities, the improvements have been the 
construction of additional 3,135 New Health Posts reaching 2899 in 2003/04viii. This was from 
an insubstantial of 76 HPs in 1996/97. The number of Health Centers has also increased from the 
1996/07 level of 243 to 519 in 2003/04. Similarly the number of Hospitals has increased from 87 
in 1996/97 to 126 in 2003/04. There have been also significant increases in the availability of 
health workers of all professional categories among which the increase in the number of Nurses 
and Health officers have been most remarkable. The end phase in the implementation of HSDP II 
saw the development of new strategic initiative that brought in the inception, successful piloting, 
and the launching of HEP at the national level with the aim of universal PHC coverage and 
institutionalization of the community health services at health post level in the midst of villages.  
The program has required the training and deployment of all female HEWs, and by the 
conclusion of HSDP II, there have been 2,800 trained and deployed HEWs with 7,138 already 
enrolled for training in 2004/5ix.  


In terms of progresses in the implementation of priority health programs including prevention 
and control of infectious communicable diseases such as HIV/AIDS, Malaria and TB, the 
recorded achievement showed that there have been notable sign of improvements during these 
periods, especially family planning services such as contraceptive coverage which has shown a 
remarkable leap from the 1996/97 level of 4% to 25% in 2004/05x. 


The following sections provide detailed account of performance of HSDP III in priority 
programs and health system issues. 


2.1. Health service Delivery and quality of care 


2.1.1 Family Health Service 


2.1.1.1 Maternal Newborn, Child, and Adolescent Health 


The major targets for achievement in family health services under HSDP III were: to increase 
family planning service coverage (CPR) from 25% to 60%, institutional deliveries attended by 
skilled health workers from 12% to 32%, provision of BEmONC in 100% of HCs, CEmONC in 
87% of the hospitals and 20% of the HCs. Other targets were increasing DPT3/Penta3 coverage 
from 70% to 85%, proportion of fully immunized children from 45% to 80%, expansion of 
IMNCI implementation from 36% to 90% of Health Facilities, and CIMNCI implementation 
from 12% to 80% of the districts in the country. 


In order to achieve these targets, there have been substantial investments in the procurement of 
equipment for clean delivery and B/CEmONC services. Accelerated training of health officers 
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has been initiated and around 5,000 were enrolled, of which about 70% were graduated and 
deployed. Masters level program in Emergency Surgery and Obstetrics for health officers has 
been introduced and the first batch has already graduated and deployed.. The inadequacy of the 
pre-service training of HEWs in MCH has been recognized, and a one month in-service training 
has been designed and implemented in all regions. Key pilot initiatives such as Making 
Pregnancy Safer have been evaluated. 


Subsequently, Antenatal care coverage has reached 68%, Post natal care 34% and family 
planning acceptors coverage as measured by the contraceptive acceptance rate has reached 56.2 
% in 2008/09. xi. Clean and safe delivery by HEW has increased to 10.8%. There has been an 
increase in the percentage of deliveries assisted by skilled health personnel reaching 18.4 % from 
the baseline of 12% with a wide variation among regions. Regional disaggregation has also 
shown a performance ranging from as low as 5.6% in Benishangul Gumuz  region to 62.5% in 
Addis Ababa, while five regions (Tigray, SNNPR, Harari, Addis Ababa, and Dire Dawa) 
performed above the national averagexii.   


 


 
   Fig 2.1, Delivery by Skilled Birth Attendants in regions, 2008/09 


Furthermore; Out of the total of 111 hospitals on which EmONC assessment was conducted in 
2007, 51% provided comprehensive EmONC, 14% of the hospitals provided basic emergency 
obstetric services while 34% of the hospitals partially function on EmONCxiii. Similarly, a total 
of 684 health centers provided obstetric and neonatal services of which only one health center 
provided comprehensive EmONC, nine Basic and 674 provided partial EmONC services which 
are far behind the targets set in HSDP III. 
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Figure 2.2 Trend in Immunization Coverage, EFY 1997-2001 


One year before the termination of HSDP III, Pentavalent immunization coverage has reached 
82% and measles immunization coverage 76.6%, while the percentage of fully immunized 
children has reached 65.5%xiv. In this regard, HSDP III target has been already achieved for 
measles immunization coverage and nearly so for the percentage of fully immunized children. 
Similarly, five regions (Addis Ababa, Harari, Amhara, Tigray, and SNNP) have persistently 
showed better achievements than the national average for the last three consecutive years while,  
Gambella, Afar and Somali regions seem to be far less than the average performing half below 
the  targets. 


 
   Fig 2.3, Immunization coverage across regions, 2008/09 


The EmONC Assessment Report illustrates that almost half of the facilities did not provide 
newborn resuscitation and only 80% provided parenteral antibiotics. Lack of equipments such as 
“Ambu-bags” and masks, and shortage of skilled workers have been identified as the major 
constraint for such low performance.  According to FMOH 2008/09 administrative report, only 
930 health centers (68.2) and 81 hospitals (72.9%) were providing IMNCI while 215 Woredas in 
ten regions provided Community IMNCI interventions, all short of achieving the planned 
targets.. Further more; encouraging progress was made in terms of developing strategies, 
guidelines, and standards for Adolescent and youth reproductive health. Minimum service 
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delivery packages for youth friendly reproductive health service was prepared and health care 
providers were trained on areas of youth friendly services. 


2.1.2 Prevention and Control of Diseases 
The progress in prevention and control of malaria, HIV/AIDS, Tuberculosis and leprosy, 
Blindness and Onchocerciasis is described below.  


2.1.2.1 Malaria and Other Vector born Diseases Prevention and Control 


Malaria prevention and control is the major priority program that has enjoyed over the years 
utmost government commitment and considerable attention from the health policy makers since 
the beginning of HSDP I. The overall strategies to substantially reduce the overall burden of 
morbidity and case fatality rates remained: comprehensive approach to vector control, early 
diagnosis and prompt treatment and, surveillance, prevention and rapid management of malaria 
epidemics when and where it occurs. 


The major targets for HSDP III in malaria prevention and control were: to distribute 20 million 
ITNs to households in malarious areas, increase the proportion of under 5 children utilizing ITNs 
from 2% to 63%; and pregnant women utilizing ITNs from 2% to 49%, reduction in the malaria 
morbidity from 22% to 10% and  malaria case fatality rate in age groups of 5 years and above 
from 4.5% to 2% and in the under 5 children from 5% to 2%. 
 


The achievement so far show that distribution of ITNs has successfully reached around 22.2 
million in 2008/09  that makes Ethiopia the third highest bed net coverage achiever in Sub-
Saharan Africa after Togo and Sierra Leone. xv The major proportion of these ITNs are long 
lasting insecticide treated nets (LLITN) and have been distributed to communities including in 
hard to reach areas through health facilities, enhanced outreach strategy, and through especial 
community campaigns. The most effective anti-malarial drug, artemether-lumefantrine, has been 
introduced nationwide as the first line treatment for Plasmodium falciparum malaria. Access to 
parasitological diagnosis of malaria has been extended to the peripheral health facilities 
including HPs through the introduction of rapid diagnostic tests. Indoor residual spraying as 
vector control measures for the prevention of malaria epidemics has continued to be put into 
operation. It is important to note that much of the scaling-up in the prevention and control of 
malaria was mainly community-based, and in particular, basic diagnosis and treatment have been 
carried out by the HEWs at health post or during house to house visits. 


A recent malaria assessment in the country has shown that there has been a 54% and 55 % 
reduction in malaria admission and death, respectively as compared to baseline period of 2001-
2004.xvi  In-patient case fatality rate of malaria in age group >5 years is 3.3%, while the case 
fatality rate of malaria in age group <5 is 4.5% .xvii Households that own at least one ITN in areas 
below 2,000m were 65.6% and at least one LLIN were 65.3%xviii..  Nationally, 55.7% of the 
households own at least one ITN of any kind, 53.8% own at least one ITN and 53.1% own at 
least one LLIN. Similarly; In malarious areas, ITN use by children under five years and pregnant 
women has remarkably leapt from 2.8 and 1.6% to 41.2% and 42.5% respectivelyxix.  


2.1.2.2 HIV/AIDS Prevention and Control Program 


HIV/AIDS prevention and control was recognized as a top priority health intervention from the 
start of HSDP I. The national HIV/AIDS policy was issued in 1998, and in subsequent years it 
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was followed by the establishment of a National AIDS Council, National AIDS Secretariat, and 
other relevant bodies. Notwithstanding, Ethiopia continued facing a mixed HIV/AIDS epidemic 
amongst the sub-populations and geographic areas.   


The estimated HIV prevalence rates for male and female have been 1.8 and 2.8, respectively. 
Overall, the national point prevalence for 2009 was 2.3xx. . During the same year, adult HIV 
incidence was 0.28 resulting in total AIDS related deaths of 44,751xxi. Urban HIV prevalence 
was 7.7% in 2008 with an estimated 62% of total PLHIV in the country residing in urban areas, 
while rural HIV prevalence was 0.9%, which accounts for 38% of total PLHIV. Among urban 
settings, the epidemic varies greatly from 2.4% in Somali region to 9.9% in Tigray, 10.7% in 
Amhara and 10.8% in Afar regions.  Rural HIV epidemic also varies significantly among regions 
with rural HIV prevalence ranging from 0.4% in Somali region to 1.5% in Amhara regionxxii. 
There still exists a challenge of describing the true trend in the incidence and prevalence of HIV 
due to varying methodologies applied in series of surveys in Ethiopia. In the year 2009, HAPCO, 
2007 Single point estimate show that there were around 1,116,216 people living with HIV and of 
these 336,160 needed ART. There were also a total 855,720 AIDS orphans in the country.  


The plan under HSDP III was to achieve provision of VCT/HCT services in 100% hospitals and 
HCs, PMTCT services in 100% of hospitals and 70% of HCs and increase the number of PLHIV 
on ART from 13,000 to 263,000. These targets were set to achieve a reduction in the adult 
incidence of HIV from 0.68% to 0.65% and also maintain the prevalence of HIV at the existing 
state. 


 
 Fig 2.4, Facilities providing HCT/VCT, PMTCT, and ART Services, 2009/10 


 


Recent reports and assessments showed there have been marked increases in the number of 
health facilities and sites providing HCT, PMTCT, and ART services during the HSDP III 
period. According to FMoH 2008/09 Administrative report, the increase in health facilities have 
been from 801 to 1823 for (VCT) HCT, from 93 to 1023 for PMTCT and from 168 to 511 for 
ART. The number of clients using (VCT) HCT services has gone up to a record of 8,295,483 
persons  as compared to the  564, 321 in 1998. A total of 6,466 HIV-positive mothers received 
PMTCT prophylaxis at the end of the fourth year of HSDP III, a performance that only reached 
8.2%. The estimate showed that there are 79,184 HIV-positive pregnant mothers and 14,148 
HIV-infected births within a year. . 







  
 


10


 
                   Figure 2.5: Trend in the Actual Number of PLHIV Accessed Care, 1998-2002 (FMoH, 2008/09 Administrative Report and HAPCO, 
2010 Report) 
Recent Service delivery reports from HAPCO (Feb. 2010) indicates that the number of PLHIV 
ever enrolled in ART program has increased to 443,964, while those ever started on ART 
increased to 246,347 and the number of PLHIV on ART reached to 179,183 making ART 
coverage 53% (percentage of PLHIV currently on ART out of the total eligible) that showed 
significant progress compared to the baseline of 13,000 in 2005/06. Among regions, the highest 
proportion of PLHIV enrolled in HIV care is seen in Amhara, Oromia and Addis Ababa While, 
Harari region manages to enroll far more than the target (122%), and Somali region takes in hand 
only 13% of the eligible target. Similarly, Beneshangul Gumuz, Dire Dawa, Addis Ababa, and 
Tigray are the regions that performed well enrolling 66%, 66%, 68% and  73% of targeted 
eligibles respectively..  


 


 


Fig 2.6,  PLHIV Currently on ART across regions, 2009/10 
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2.1.2.3 TB and Leprosy Control Program (TLCP) 


Tuberculosis has remained one of the major global public health problems. Ethiopia ranks 
seventh among the world’s 22 high-burden tuberculosis (TB) countries.xxiii According to WHO 
estimates in 2009, incidence ratio of all forms of TB in Ethiopia were 379 per 100,000, while 
prevalence of TB Infections and mortality rate due to TB in the same year stood at 579/100,000, 
and 92/100,000, respectively. Prevention and control of TB has created additional challenge and 
a major strain to health care systems in many of developing countries including Ethiopia due its 
linkage with HIV/AIDS. WHO recommends a focus on the Three 'I's, isoniazid preventive 
treatment, intensified case finding for active TB, and TB infection control, to be the key public 
health strategies to decrease the impact of TB on people living with HIV.  


In terms of leprosy control, WHO figures show that the prevalence of leprosy in Ethiopia is 
estimated at 6 per 100,000 in 2005/2006 with an estimated 4,000-5,000 cases detected every 
year. 


Ethiopia runs an integrated TLCP health care intervention since the beginning of HSDP I.  The 
general objective of the TLCP is to reduce the incidence and prevalence of TB and Leprosy as 
well as the occurrence of disability and psychological suffering related to both diseases; and to 
reduce mortality resulting from TB to such an extent that both diseases are no longer public 
health problems. HSDP III mainly focused on enhancing the detection rate and completion of 
regularly provided treatment as the main strategy for the prevention and control of TB. 


The target set for the prevention and control of TB have been to achieve 85% treatment success 
rate and a detection rate of 70% of new sputum +ve TB cases. The national cure and treatment 
success rates are 67% and 84%, which is on track towards HSDP III target, while  the case 
detection rate remains at 34%, far less than  what was planned for HSDP III. Regional 
disaggregation showed highest Case Detection Rate in urban administrations (Harari 95%, Dire 
Dawa 81% and Addis Ababa 63%); whereas, Somali, Amhara and Tigray regions performed low 
at 19%, 23%, and 26% respectively. With reference to Treatment Success Rate, except Tigray 
(79%), Addis Ababa (72%), and Harari (64%) all regions are above the national average, and 
highest performances were in Afar (92%) and Gambella (89%). In the year 2009/10, 3,465 
(35.4%) health facilities out of the 14,329 health facilities (hospitals, health centers, clinics, 
nucleus health centers and health posts) were providing TB-DOTs service and 879 (7%) health 
facilities were implementing TB/HIV collaborative activitiesxxiv 


TB Case Detection, Sucess, and Cure Rates across Regions
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Fig 2.7 TB Case detection, Treatment success and Cure rates, 2008/09 


Like Tuberculosis control, leprosy control is based on enhancing the detection rate and 
completion of regularly provided treatment. There have been improvements in the detection rate 
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and treatment of leprosy although more effort is required to reduce the prevalence of grade 2 
disability from 12% to less than 10% as targeted in HSDP III. There were 3,878 new cases 
detected in 2008/2009. Reports have also shown that there has been a decline in proportion of 
grade 2 disabilities among new leprosy cases which was 9% in 2007/2008 with a further decline 
to 7% in 2008/2009. These figures are still far behind the targets of achieving 2% in HSDP III. In 
addition, treatment completion rate for Leprosy cases has also reached to 89% from baseline of 
82% in 2004/05xxv.  


 


 
Figure 2.8: Trend in TB Detection, Treatment and Cure Rate, EFY 1997-2001 (FMoH, ARM EFY 2008/09 Report) 


2.1.2.4 Blindness Prevention and Control Program 


Cataract, trachoma, glaucoma and childhood blindness are the major causes of blindness in 
Ethiopia. The prevalence of blindness in Ethiopia is 1.6%. There are 1.2 million people with 
blindness of all causes and 2.8 million people with low vision. Cataract and trachoma constitute 
more than 60% of all blindnessxxvi . The main strategy in place for trachoma control is “SAFE”, 
i.e. Surgery, Antibiotics, Facial cleanliness and Environmental Sanitation, including preventive 
measures. 


 Major strategic initiatives prior to HSDP III were, launching the Global Initiative on blindness 
prevention and control,  VISION 2020; establishment of a National Eye Bank and development 
and Standardization of cataract surgeons' training curriculum. Human resource and service 
delivery in these areas have improved over the years. For example,  the number of 
ophthalmologists increased from 63 to 76 and primary eye care units from 46 to 54; and the 
number of cataract surgeries also increased from around 20,000 in 2002 to 25,000 in 2004 and 
37,000 in 2008/09.. 


Under HSDP III, the plan was to reduce active trachoma in the targeted 80 Woredas by 80% and 
increase the Cataract Surgical Rate (CSR) from 350 to 600 per million populations per year. The 
HSDP III performance report showed that the number of woredas implementing SAFE Strategy 
for trachoma has reached 124 and about 37,000 cataract surgeries were performed in 2008/2009 
making cataract surgical rate of 460 /million/year with achievement rate of close to 60% of the 
HSDP III target. 


2.1.2.5 Onchocerciasis Control and Dracunculiasis Eradication 


Ethiopia is amongst the 12 dracunculiasis endemic countries and  that also agreed to take 
concerted actions to interrupt local transmission of the disease by 2009. Nonetheless, 23 







  
 


13


indigenous cases were reported in 2009 from Gambella Regional state making it difficult to 
make progress towards a Dracunculiasis free country. 


Concerning Onchocerciasis control program, the plan was to expand the program to all highly 
affected districts by 2005 and eliminate the disease by 2020. The evaluation of the past 
performance indicated that the program has been successfully expanded to all the affected 
districts during HSDP II period. The target under HSDP III has been to achieve a 65% 
onchocerciasis control in all CDTI areas and ensure the progress and sustainability of the 
program.  The HSDP III performance reports shows that therapeutic coverage for 2008 and 2009 
has reached 75% and 77%, respectively. However, it is very imperative for FMOH, RHBs and 
development partners to revitalize and strengthen their involvement in the control and prevention 
of Onchocerciasis and Dracunculosis which are most important but remained amongst the 
neglected emerging tropical diseases.  


2.1.3 Prevention and Control of Non communicable Diseases 
The target under HSDP III has been to improve the proportion of people seeking care in case of 
illness or injury from 41% to 55%. With regard to prevalence of injuries, Injuries from road 
traffic take the lion share and have become one of the major health burdens in Ethiopia. The 
health sector recognizes that injuries have multiple causes which, with efforts to strengthening 
the emergency medical services, necessitate multi-sectoral approach towards effective prevention 
and rapid responses when it occurs.. 


An assessment report by the FMoH in 2008 has shown that non communicable diseases such as 
cardiovascular diseases, diabetes mellitus and cancers along with injuries are amongst the major 
contributors to the high level of mortality and morbidity in Ethiopia. A study finding on the 
pattern of injuries in Addis Ababa in 2007 has indicated that injuries accounted for 27% of all 
emergency visits, 5% of all hospitalizations, and 3% of deaths. The findings from a community-
based survey in Jimma Zone in 2007 showed that prevalence rate of injury was 8.9% per year 
and out of the 304 individuals studied, 83.5% had received health care at different levels of 
health facilities and 5.2% have been admitted for inpatient care.xxvii  


2.1.4 Integrated Disease Surveillance (IDSR) and Public Health Emergency 
Management (PHEM) 


HSDP-II planned establishing and strengthening integrated disease surveillance in health 
facilities and at the community level in order to bring significant reduction in incidence of 
epidemics and outbreaks.  


A remarkable frequency and geographic coverage of acute watery diarrhea (AWD) has been 
observed in the last five years. In addition to impact on human health, the outbreaks did also put 
significant pressure on other programmes by diverting attention and resources.  


Consequently, public health emergency management preparedness and response is one of the 
core processes introduced under the BPR and implementation has been started. In order to 
establish PHEM teams at FMOH, and RHBs, 13 epidemic intelligence service officers are being 
trained at Masters Degree level in Addis Ababa University. Twenty diseases have been selected 
for surveillance and detection and a new forecasting, early warning, response and record system 
have been designed.  
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2.1.5 Hygiene and Environmental Health 
The objective of hygiene and environmental Health is to increase the coverage and services to 
both rural and urban population of the country. HSDP I and II periods saw the development of a 
National Sanitation Strategy and concerted measures for strengthening the monitoring of water 
quality by the public sector. During these periods, it also became possible to open two additional 
International Vaccination Centers at St. Paul and St. Peter TB Specialized Hospitals. There were 
also some useful achievement records which included access to toilet facilities that was increased 
from 10 % to 29 % in 2003/2004. The improvement in the access to sanitation facilities was from 
12.5% to 17% in 2002/2003. However, the services for hygiene and environmental health have 
not sufficiently reached the majority of rural population and have been limited largely to urban 
areas, particularly in some of the regions of the country. 


It was during HSDP III that a National Hygiene and Sanitation Strategy and National Protocol 
for Hygiene have been developed including the commencement in the implementation of 
Community Led Total Sanitation (CLTS). The HSDP III period also saw the start for a National 
Millennium Hygiene and Sanitation Movement including the development of mass mobilization 
and communication strategy. Four regional towns have been selected for the Healthy Cities 
Program. The work also included the development of Urban Health Service Package with five 
manuals for the delivery of urban health services. 


HSDP III had specific targets for hygiene and environmental health. Some of these are 
increasing the latrine coverage from 20% to 80% and to reach 100% in the medical and other 
waste management system in public and private health institutions. Reports so far showed that 
there has been some significant progresses in latrine coverage which has reached 60%, but fell 
short of meeting the targetxxviii. For waste management system it has reached 60%, again very far 
from the HSDP III target. The other focus for achievement was indicator was reaching 100% in 
handling and utilization status of existing latrines. The achievement in this regard is not known 
and is expected to be extracted from the WASH Inventory that was in progress since 2009. Other 
important activities include the establishment of a committee for infection prevention in public 
hospitals. The country is also prone to climatic changes resulting in recurrent drought in different 
parts with potential impact on health of the population and health services infrastructure. 


2.1.6 Health Extension Programme (HEP) 
The Health Extension program was introduce under HSDP II  in 2002/03 with a fundamental 
philosophy that if the right health knowledge and skill is transferred, households can take 
responsibility for producing and maintaining their own health. Substantial investments in human 
resources, health infrastructure, pharmaceutical supplies and operational costs have been made 
for the successful implementation of the program. 
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Figure 2.9, Trends in the Training of HEWs, EFY 1997-2002 


Under HSDP III it was planned to cover all rural kebeles with the HEP with the aim of achieving 
universal PHC coverage by 2008 through vigorous and incremental implementation of the 
programme nationwide. From the very start HEP was supported with the development of 16 
different health intervention packages to be delivered by HEWs at community level. These 
packages along with implementation guidelines were made available to implementers as well as 
to technical and vocational training institutions. The packages have been subjected to 
modification commensurate to the life style of the pastoralist population. The training of all 
female HEWs have been progressing well with encouraging sign and endorsement of 
community’s acceptance and demand for HEP services. 


By the end of HSDP III, a total of 33,819 HEWs were trained and deployed surpassing  HSDP 
III target and reaching 102.4 from the required 33,033 HEWsxxix. Model households who have 
been trained and graduated have reached a cumulative total of 4,061,532 from an eligible total of 
15,850,457 households. This only represented a coverage of 26% leaving a huge gap of more 
than 11 million households to be trained and graduate thus requiring a progressive and sustained 
efforts at all regions and levels of the health care system. 


 
Figure 2.10:  Trends of Construction of Health Posts, EFY 1997-2002 


In terms of the construction of HPs as a home base for the delivery of HEP at community level, 
the achievement so far has encouragingly indicate there has been tremendous progress. The total 
number of HPs has increased from the baseline of 6,191 in 2004/05 to 14,416 in 2009/10, more 
than doubling in a space of only four years. This figure however showed an achievement rate of 
89%  compared to the planned target of 100% under HSDP IIIxxx. Equipping Health posts with 
medical kits remain a major challenge during the implementation years of HSDP III where only 
83.1% or 13,510 HPs out the planned target of 16,253 HPs were fully equipped. Other major 
activities in support of HEP include the establishment of HEP departments at regional levels and 
respective structures at zonal and woreda levels all aimed at strengthening the management 
support to HEP. 


Technical guideline for HEP Supportive supervision technical, reference books for rural HEP 
and manuals for school health program were prepared and have been adopted in the light of the 
BPR. Moreover, implementation Manual for Pastoralist and semi-pastoralist areas was finalized 
and has been distributed to respective regions. As part of the implementation training and 
deployment were completed for 2,566 HEP supervisors achieving 80.2% coverage against the 
plan of 3,200. 







  
 


16


In order to expand Urban HEP in seven regions of the country, 15 HEP packages along with 
implementation manual have been developed and distributed for implementation. Training and 
deployment of Urban HEWs has already in progress in Tigray, Amhara, Oromiya; SNNP, 
Harari, Dire Dawa; and Addis Ababa. Accordingly, these regions have trained and deployed a 
total of 2,319 Urban Health Extension workers achieving 42% of the required number. . 


2.1.7 Medical Services 
In addition to the construction and expansion of health facilities, the FMOH focused on 
strengthening the management capacity of health facilities during HSDP III period to ensure the 
delivery of effective, efficient and quality medical services. The Ethiopian Hospital Reform 
Implementation Guidelines that provide guidance for managers to improve hospital management 
in areas such as nursing care, facilities and equipment management, human resource 
management, infection prevention and quality management, among others was launched and 
similar Guidelines are also being developed for Health Centers as well. 


An assessment done in 47 selected hospitals  on their performance for the year EFY 2001 
showed 50.8% bed occupancy rate (BOR), 27.8% patients per bed per year as bed turn-over rate 
(BTR),  and 6.7 days of  average length of stay (ALOS). The same revealed that average cost per 
patient–day equivalent (PDE) of 196 ETBxxxi. 


With respect to per capita attendance rate, it is difficult to measure progress due to erratic 
implementation of the new HMIS in regions. Yet an increasing number of indigenous and 
international NGOs are currently involved in various aspects of service delivery, and there are 
currently 277 private clinics not for profit and 1,788 private clinics for profit in the country.  The 
total number of hospital beds is 13,922, which mean that there is one bed for a population of 
about 5,300. This figure is about five times lower than the sub-Saharan African average. 


2.1.8 Nutrition 
Nutritional disorders are the main causes of morbidity and mortality. The major problems are 
protein-energy malnutrition and micronutrient deficiencies such as vitamin A, iron, and Iodine. 
During HSDP I & II, In addition to the efforts by Agricultural and Rural Development Sector 
which has the role of making adequate nutrition available to the population, the Health Sector 
initiated enhancing good nutritional practice through health education and treatment of severely 
malnourished children and prevention of nutritional health problems through provision of 
micronutrients to the vulnerable group of the population (mothers and children).  Nutrition has 
also been made part of packages of the HEP. 


One of the achievements of HSDP III is the development and implementation of the National 
Nutrition Strategy and programme. To achieve HSDP target of creating access for 90% of 
children 6-59 months for nutritional screening, nutritional screening is underway every three 
months at HP level with plan to screen more than 95% of the 6-59 months children. With respect 
to the plan to increase the proportion of infants 0-5 months exclusively breast fed from 38% to 
63%, a study done in four regions of (Amhara, Oromiya, SNNP and Tigray) showed that the 
prevalence of exclusive breast feeding has reached 76% in 2008/09xxxii. . 


The proportion of children aged 6-59 months getting vitamin A prophylaxis through two rounds 
of Vitamin A supplementation per year reached 95% in 2008/09, far above HSDP III target of 
increasing from 38% to 54%. Transition of the EOS into the HEP started in 39 districts in 
conjunction with the CBN roll-out. The core package of CBN interventions was implemented in 
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849 sub-districts of Amhara, Oromia, SNNP and Tigray Regions (surpassing the target of 60% 
coverage). . 


2.2. Health Systems 
The following sections summarize progress made in the area of health systems in Ethiopia. 


2.2.1. Health Sector Reform 
Health sector reform in Ethiopia is an undergoing process as a comprehensive endeavor in the 
socio-economic reform that started with Civil Service Reform covering the entire public sector 
of the country. As part of this national effort, the reform in the health sector has been intensified 
through the application of a new concept known as Business Process Reengineering (BPR).  
BPR has been used as a tool for a comprehensive analysis, redesign and revamping of the health 
sector in Ethiopia. As a process itself forms a fundamental rethinking and requires a purposeful 
and radical redesign of health business processes to achieve dramatic improvements in critical, 
contemporary measures of performance such as cost, quality, service and speed. The BPR is a 
country led, multisectoral undertaking implemented as a comprehensive approach to the 
government’s civil service reform. The purpose of the PBR in the context of the health sector 
was to establish customer focused institutions, rapid scaling up of health services and enhancing 
the quality of care in order to improve the health status of the Ethiopian people as indicated in 
the mission of the health sector. Following a deeper and systematic  analysis of the “as is” 
situation at all levels of the health system, including health facilities, the sector has brought in 
innovative approaches including , benchmarking best practices, redesign new processes, revising 
organizational structures and a selection of  8 core process and 5 support processes. The new 8 
core processes are; Health Care Delivery; Public Health Emergency Management; Research and 
Technology Transfer; Pharmaceutical Supply; Resource Mobilization and Health Insurance; 
Health and Health Related Services and Product Regulation; Health Infrastructure, Expansion 
and Rehabilitation; and Policy, Planning, Monitoring and Evaluation. The 5 support processes 
designed were: Human Resources Development /Management; Procurement, Finance and 
General Service; Program-Based Audit; Public Relations and Legal Services. 


Subsequent to this, series of training sessions have been given to managers and technicians at all 
levels, There has been changes in staff deployment and specific job assignments including 
recruitment of new staff leading to progressive implementations under the close oversight of the 
top health leadership.. 


2.2.2. Health Facility Construction and Expansion 
Since HSDP I, major activities under the health facility construction, expansion, rehabilitation, 
furnishing and equipping focused mainly on the PHC facilities: HPs and HCs and to a certain 
extent hospitals. By the end of HSDP II, the number of public HCs has increased by 70% from 
412 in 1996/97 to 519 in 2003/04. For the same periods, the number of HPs increased from 76 in 
1996/97 to 2,899. The number of hospitals (both public and private) also increased from 87 in 
1996/97 to 126 in 2003/04. There has been also considerable health facility rehabilitation 
program and furnishing during the HSDP I and HSDP II including improvements in support 
facilities. As a result, the potential health service coverage increased from 45% in 1996/97 to 
64.02% by 2003/04.  


The HSDP III plan was to further expand these and other services with the aim of achieving 
universal health service coverage by the end of 2008 and also improving the delivery of primary 
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health care services to the most neglected rural population. This was an extension of the 
Accelerated Expansion of Primary Health Service Coverage that has been launched in the 
midterm of HSDP II. The HSDP III target in this component has been to attain a 100% general 
potential health service coverage by availing 3200 HCs through construction, equipping and 
furnishing of 253 new HCs and upgrading 1,457 HSs to HC level and also upgrading of 30% of 
HC to enable them perform EmONC services 


Table 1: Trends of Health Facility Construction 


Facility HSDP I (1996/7) HSDP II (2003/2004) HSDP III (2010) 
HP 76 2,899 14,416 
HC 412 519 2689 
Hospitals 87 126 195 
 


Progresses in the Health facility construction, upgrading and equipping under HSDP III were 
remarkable. Through increasing construction works, the number of HPs has reached 14,416   
achieving 88.7% of the target by 2009/10. .  Moreover, there are now 2,689 HCs accounting for 
84% of the 3,200 HCs target by the end of HSDP-III. Additional 511 HCs are under construction 
to reach the 100% target. At the beginning of HSDP III, there were 82 all types of Hospitals (37 
District, 39 Zonal and 6 Specialized Hospital). The planned target under HSDP III was to 
increase the number of hospitals to 89 (42 district and41 zonal). However, the 2008/09 report 
showed that the target has been surpassed with current total of 111 Public Hospitals (nearly 25% 
increase).xxxiii. 


In addition, 12,292 health posts have been equipped which represents 75.6% of the target of 
equipping 16,253 health posts. Equipment for 2,299 HCs was accomplished and for an additional 
390 HCs is underway. The rest 511 new HCs under construction will be  equipped following 
their completion. . Moreover, the construction of 21 blood banks in six regions is on progress 
with 95% of the construction completed in 2009 and the preparation of a National Laboratory 
Master Plan has also been already completed. 


2.2.3. Human resource development 
Human Resource Development (HRD) has been a key component in the successive HSDPs. It 
has been one of the key components in HSDP III with the main objective of improving the 
staffing level at various levels as well as to establish implementation of transparent and 
accountable Human Resource Management (HRM) at all levels. It is envisaged that this will be 
made possible through increasing the number and capacity of training institutions, use health 
institutions as a training center as well as through establishing a platform for the effective 
implementation of CSRP and introducing incentive packages. 


With the aims of improving the overall HRH situation in the country the government has 
initiated BPR process that thoroughly analyzed the HRH situation in the country. Based on this a 
comprehensive HRH strategic plan that details the HRH planning, management, education, 
training and skill development, legal frame work as well as financing mechanism have  also been 
developed through involvement of relevant stakeholders, development partners and international 
consultants.  


To improve the staffing number and composition at various levels, taking into account the HRH 
requirement for the universal Primary Health Care (PHC) coverage by the end of HSDP III 
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period, the focus has been on scaling up the training of community and Mid-Level Health 
Professionals (MLHPs). With regard to community level professionals a total of 31,831 HEWs 
have been trained and deployed to meet the HRH requirement for HEP. Similarly, Accelerated 
Health Officer Training Program (AHOTP) was launched in 2005, in five universities and 20 
hospitals to address the clinical service and public health sector management need at district 
level. So far more than 5,000 health officer trainees (generic and upgrade) have been enrolled 
and 3,573 Health officers were graduated and deployed. In addition;  to address the HRH need 
for Comprehensive Emergency Obstetric Care (CEmONC) and other emergency surgery service 
need at PHC level, curriculum for masters program on Emergency Surgery has been developed 
and training has been started in five universities. To address the critical shortage and mal-
distribution of doctors, in addition to the existing medical schools a new medical school that uses 
innovative approach has been opened in St. Paul’s Hospital’s Millennium Medical School. A 
new integrated curriculum that enhances the clinical skill and social accountability of medical 
doctors has also been developed. 


Overall, the available professionals at the end of HSDP III compared to the HSDP III targets 
shows that the target has been met for community level and most of MLHP. The number has also 
significantly increased compared to the levels in the previous HSDP. However, there is still 
major gap with regard to medical doctors, midwives and anesthesia professionals (See Table 
below) especially when one takes into account the long lead time and limited involvement of 
private sector in training of these professionals. 


Table 2: The total number of available Human Resource for Health during the successive HSDP phases 


HR Category 


End HSDP I 
1994 


HSDP II 
End 1997 HSDP III 


Total No Ratio to 
population Total No Ratio to 


population Total No Ratio to 
Population 


All physicians 1,888 1:35,603 1,996 1:35,604 2152 1: 34,986 


Specialist 652 1:103,098 775 1:91,698 1151 1:62,783 


General practitioners 1,236 1: 54,385 1221 1:58,203 1001 1:76,302 


Public health officers 484 1:138,884 683 1:104,050 3,760 1: 20,638 


Nurses Bsc, & Diploma (except 
midwifes) 11,976 1:5,613 14,270 1: 4,980 20109 1: 4,895 


Midwifes (Senior) 862 1:77,981 1,274 1: 55,782 1379 1: 57,354 


Pharmacists 118 1:569,661 172 1:413,174 661 1: 117,397 


Pharmacy Tech. 793 1: 84,767 1171 1: 60,688 3013 1: 25,755 


Environmental HW 971 1: 69,228 1169 1: 60,792 1,819 1: 42,660 


Laboratory technicians & 
technologists 1,695 1:39,657 2,403 1: 29,574 2,989 1: 25,961 


Health Extension Workers - - 2,737 1: 23,775 31,831 1: 2,437 
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Table 3: Total number of available Human Resource for Health by region, 2009 


The above table shows health professional to population ratio in selected key categories of health 
professionals across regions. Anchored in the recent reports, numbers of health professionals in 
different parts of the country are lower than what is standard. Especially worsened in agrarian 
and pastoralist regions. However; the available professionals at the end of HSDP III compared to 
the HSDP III targets show that the target has been met for community level and most of mid 
level health professionals. The number has also significantly increased compared to the levels in 
the pervious HSDPs. However, there is still major gap in highly skilled professionals like 
Medical doctors, midwives and anesthesia professionals. 


2.2.4. Pharmaceutical Services 
Since the start of HSDP I, the government was committed to ensuring community’s access to the 
essential medicines that are safe, effective and of assured quality including rational drug 
prescription and use.  In the ongoing health sector reform, ensuring a regular and adequate 
supply of pharmaceuticals has been considered as one of the core processes in the BPR and the 
following have been implemented so far. 


In order to introduce efficiency in the supply chain of pharmaceuticals and medical supplies 
management system, PHARMID has been transformed into Pharmaceutical Fund and Supply 
Agency (PFSA) with the several measures taken to strengthen the capacity of the new agency.  


These measures include: 


• Deployment of more regular staff and mobilization of TAs. 


• Design of the LMIS  


• The selection of 18 sites and beginning of the construction of warehouses and hubs. 


Region 


Physician 
(GP & 


specialist)  


Physician :  
Population 


Ratio 
Health 
Officer 


HO :  
Population 
Ratio 


All 
Nurses 


Nurse :  
Population 
Ratio 


Mid
wives 


Mid Wife:  
Population 
Ratio  HEW* 


HEW :  
Population 
Ratio 


Tigray  101 1:44,880 188 1:24,111 2,332 1:1,944 185 1:24,502 1,433 1:3,163 


Afar  15 1:98,258 29 1:50,823 185 1:7,967 − − 572 1:2,577 


Amhara  304 1:58,567 434 1:41,024 3,790 1:4,698 212 1:83,983 7,471 1:2,383 


Oromia  378 1:76,075 448 1:64,189 5,040 1:5,706 287 1:100,197 13856 1:2,075 


Somalia  71 1:65,817 12 1:389,415 314 1:14,882 45 1:103,844 1,427 1:3,275 


Ben
Gumuz  12 1:59,309 42 1:16,945 452 1:1,575 37 1:19,235 499 1:1,426 


SNNPR  242 1:65,817 220 1:72,398 3,980 1:4,002 316 1:50,404 7,915 1:2,012 


Gambella  13 1:25,585 13 1:25,585 91 1:3,655 4 1:83,150 457 1:728 


Harari  29 1:6,655 31 1:6,226 276 1:699 29 1:6,655 47 1:4,106 


Addis 
Ababa  934 1:3,056 170 1:16,791 3,377 1:845 244 1:11,699 NA - 


Diredawa  53 1:6,796 19 1:18,957 272 1:1,324 20 1:18,009 142 1:2,537 


National  2,152 1:36,158 1,606 1:48,451 20,109 1:3,870 1,379 1:56,427 33,819 1:2,301
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• Overhauling and strengthening the transport capacity of the Agency through the 
procurement of 92 trucks. 


• Improvement in the RDF volume by making available additional funding. 


• Building cold rooms that has increased the national capacity by five fold. 


Furthermore; PFSA has developed a national list for the procurement of Essential 
Pharmaceuticals. It has been able to develop a pharmaceutical forecasting plan in consultation 
with health facilities that would be required for need-based procurement. The Agency has also 
undertaken capacity building activities in the areas of drug supply management and also engaged 
in the establishment and strengthening of Drug and Therapeutic Committees (DTC) in health 
facilities in order to improve the supply and rational use of pharmaceuticals. The new Agency 
has already started handling bulk procurement, storage and distribution of pharmaceuticals. 


2.2.5. Health and Health Related Services and Product Regulation 
A key principle underpinning the design of BPR in the health sector was bringing a significant 
improvement in the quality of health services through the institutionalization of accountability 
and transparency. One mechanism of achieving this was to seriously consider the separation of 
purchaser, provider and regulator in the health system. As part of this important endeavor, the 
former Drug Administration and Control Agency (DACA) has undergone an institutional 
transformation into a new Agency called Health and Health related Services and Product 
Regulatory. The mandate of the new agency is to undertake inspection and quality control of 
health and health related products; premises, professionals and health delivery processes in an 
integrated manner. The Agency is strengthened through the construction of new building at 
federal and branch offices at regional levels that helped the Agency to expand the drug 
administration and control system throughout the country.  The agency has  now five branch 
offices which it provided delegation to RHBs on drug administration and control.. The agency is 
working closely with RHBs on drug quality and rational use through the process of reviewing 
drug documents, physical and laboratory quality assurance checks. Prevention and control on the 
use of narcotic drugs including tobacco are other mandates of the Agency which it works 
collaboratively with appropriate government offices. The agency has recently procured, installed 
and commissioned for use modern equipment for the safe disposal of expired drugs. 


2.2.6. Harmonization and Alignment 
Major objective under harmonization and alignment is putting in place One-Plan, One-Budget 
and One-Report at all level of the health system. It refers to how the set of actors in the sector 
should work together with respect to harmonizing and aligning their actions and procedures with 
the country’s systems. A Code of Conduct instrument between the FMOH and its major Health 
development Partners was signed in 2005 to guide the conduct of all partners in support of 
HSDP. Afterwards, an operational manual entitled “HSDP Harmonization Manual” that focuses 
on ensuring one-plan, one-budget and one-report at all levels of the health system has been 
developed and endorsed by all stakeholders in 2007. Ethiopia has been one of the signatories of 
the Global IHP+ Compact and a first country to develop and sign a Country based IHP+ 
Compact. 
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2.2.6.1. One Plan 


The Government has produced and continued the implementation of  a comprehensive National 
socio-economic development plan called  “the Plan for Accelerated and Sustained Development 
to End Poverty-SDPRP”. This is a single national plan which guides all other sectoral plans for 
the years covering 2005/06-2009/10. HSDP is also a health sector wide strategic plan which is 
the product of intensive and substantial consultations between the Ministry of Health and the 
Health Development Partners. In 2005, the Ministry of Health and its partners developed HSDP 
III as a single program framework, one plan, for coordinating  health interventions aligned with 
SDPRP. The goals, targets and costing of HSDP-III are aligned with health MDGs. 


One of the most important refinements in the HSDP III has been the inclusion of “Woreda Based 
Health Sector Planning” which has brought an additional value and a breakthrough in the health 
planning system for ensuring vertical and horizontal alignments in the health intervention 
priorities of  the sector. For four consecutive years covering 2006/07, 2007/08, 20008/09 and 
2009/10, woreda based health sector plans have been prepared in line with the principles of “one 
plan, one budget, and one report” of the HHM based on the agreed priorities and targets. This 
planning system created a platform for joint planning by all stakeholders at all levels of the 
health system including health development partners. This exercise has also improved the 
capacities of Woreda health offices in conducting evidence based planning that in the course of 
time have shown remarkable results. 


2.2.6.2. One Budget 


The principle of “One budget” in HSDP III and beyond means all available funding for health 
activities (government and donor sources) are effectively pooled and should flow through 
government channels. Another important feature of the one budget principle is all of these funds 
for health activities should be reflected in only one plan and one documented budget, although 
actual funding disbursement may be effected through separate channels. Subsequent to the 
signing of the IHP+ Compact, a joint decision between the FMOH and the health development 
partners has led to undertaking an independent assessment of the health system focusing on 
financial administration, procurement, equity and social inclusion with an intention of filling the 
prevailing resource gaps. This assessment has resulted in the establishment of the MDG 
Performance Fund which was the hallmark towards reaching an agreement for a one-budget 
framework in the health sector of Ethiopia. The key findings of the assessment were capacity 
limitations at PPFGD, Finance and Audit section of the FMOH, and PFSA that impeded efforts 
to enhance performances as per the requirement of the reform design. Another finding was the 
slow pace in the scaling up of HMIS and M&E. Relevant recommendations have been forwarded 
for mitigating these challenges and have been documented as part of POA of FMOH. 
Furthermore, FMOH and Development Partners have developed a Joint Financing Arrangement 
(JFA) for the establishment of the MDG Performance Fund that has been signed by Seven 
Development Partners which has led the FMOH accessing and make use of the pooled funds. 


In addition, the FMOH in collaboration with development partners have started the formulation 
of MTEF. The main purpose of the MTEF is to help the health sector at all levels in determining 
and allocating available domestic and external resources for HSDP IV priorities. It is also seen as 
a useful instrument for negotiations with the Ministry of Finance and Economic Development 
(MoFED) as well as a tool for advocacy for the mobilization of increased external resources. A 
coordinating committee for MTEF has been established and a continuous process of 
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communication and coordination is undergoing across the various institutions at the federal and 
regional levels including MoFED, and some milestone activities have been completed. Among 
these activities, resource mapping and gap analysis at federal level has been completed. If not all, 
many development partners have disclosed their three year resource commitments to the health 
sector. Similar activities are on progress at Woreda level where resources from local 
governments, NGOs and other organizations are expected to be captured in the one plan 
framework. It is expected that the process will be completed soon and will be available in time as 
an important input for the development of HSDP IV. 


2.2.6.3. One Report/One M & E 


Establishing HMIS at all levels of health service delivery system and setting up HMIS units at all 
levels for ensuring information use for evidence-based health planning and decision-making 
were the major targets that were set during HSDP-II. Subsequently, HMIS national advisory 
committee (NAC) was established with representation from different stakeholders and had been 
instrumental in facilitating the design and pilot testing of the new HMIS during HSDP III.  
HMIS has been redesigned and was pilot tested. Scaling up the new HMIS to all regions has 
started after the development of detailed implementation plans by RHBs. FMOH printed and 
distributed HMIS tools to regions after a thorough assessment in the readiness for 
implementation. HMIS Resident Mentors have been deployed to implementing regions. 
Electronic Medical record (EMR) has been pilot tested in a hospital setting and is now ready for 
scaling up at the national level. 


As part of the BPR, integrated supportive supervision, operational research, performance review 
and quality assurance and inspection have been added to complete M&E in the strategic planning 
of the health sector.  Implementation manuals, tools and system requirements for implementation 
has been finalized. Joint Performance reviews such as ARM and JRM were also undertaken 
according to the plan and Annual Review Meeting (ARM) has been conducted every year and 
the level of Completeness in the annual HSDP report has shown significant improvements over 
the HSDP III periods. 


2.2.6.4. Governance of HSDP 


FMOH-RHBs joint Steering Committee, FMOH-HPN Joint Consultative Forum and the Joint 
Core Coordinating Committee have been functioning very well. The FMOH-RHBs Joint Steering 
Committee that is chaired by the Minister meets regularly (every two months) to promote and monitor the 
implementation of HSDP Harmonization Manual and Civil Service Reform agendas (BPR) amongst other 
strategic objectives of the HSDP III.  


The CJSC, which is the top policy decision-making and governance body of the sector meets far less 
often while the FMOH-Donor Joint Consultative Forum and JCCC meetings on the other hand have been 
regularly functional with the JCCC focusing on technical and operational issues.  


2.2.6.5. Health Care Financing 


As it has been clearly indicated in the 4th National health Accounts (2010), health service in 
Ethiopia is primarily financed from 4 sources: the federal and regional governments; grants and 
loans from bilateral and multilateral donors; non-governmental organizations and private 
contributions.  Although it has significantly improved over the years, health care financing 
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remain a major challenge for the health care system of Ethiopia.  Since HSDP III, a health care 
financing strategy was adopted by FMoH, mainly focusing on  improving the efficiency of 
allocation and utilization of public health resources, mobilization of additional resources from 
international donors and health development partners, retention and utilization of  user fee 
revenues at health facility level, introducing private wings in the public hospitals and, more 
importantly, an initiation in the development of risk sharing mechanisms in the form of public 
and community-based health insurances.. 


The objective of health care financing component of HSDPs center on the mobilization of 
increased resources to the health sector, promoting efficient allocation, effective expenditure for 
allocative equity and utilization of the available health resources, aimed at achieving a 
sustainable health care financing system.  


Since HSDP I, there have been a number of background studies on health care financing issues 
that have contributed to the introduction of reforms and strategies that were closely monitored 
and evaluated. Since the first HSDP, four National Health Accounts (NHA) have been 
conducted. A Proclamation on Health Service Delivery, Administration and Management 
including five regulations on all the components of the reform were drafted and endorsed. RHBs 
of Tigray, Amhara, Oromiya, Benishangul-Gumuz, SNNPR, and Addis Ababa translated most of 
the reforms into action. The reform components include: retention and utilization of revenue, 
administration of the fee waiver system and establishment of functioning facility governance 
bodies. Outsourcing of non-clinical services, establishment of private wing in health facilities 
and exemption of certain services have also been a part of the reform and on process of 
implementation at the national level.. 


2.2.6.6. Retention and Utilization of Revenue 


Ratification of the Health Care Financing Reform proclamation and regulation by the regional 
governments and City Councils are the initial steps for the commencement of user fee revenue 
retention and utilization at health facility level. To assist the implementation, a number of 
generic operational manuals have been designed to be used, if needed with modifications, for the 
implementation of the reform as seen fitting to the local conditions. The manuals describe in 
details the process of user fee revenue collection, financial administration, accounting, auditing 
and procurement of goods and services. Moreover, establishing a functional health facility 
governance board with key representatives from health, finance, community and other relevant 
sectors is a fundamental requirement of the reform. The board meets on regular basis and decides 
on the use of the retained revenue for the eligible expenditure areas as broadly described in the 
operational manual. 


The performance report for the health care financing report showed that up to the end of 2008 
(EFY 2001) 73 hospitals and 823 health centers have started retaining revenue and 95% of them  
utilized the user fee revenue they have collected. This shows that the utilization rate of the 
revenue from user fees by these facilities is encouragingly high. 


In terms of achieving the target of  retention and utilization of 100% of revenue generated at 
hospitals and HCs, the report showed that out of 172 potential hospitals, 73 (42.4%) and out of 
2,193 health centers 823 (37.5%) have been able to collect user fee revenue in 2008/09. Of these, 
66 (38.4%) and 782 (35.6%) utilized their collected revenue, respectively. 
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2.2.6.7. Health Insurance 


To start the whole process of establishing and institutionalization of an insurance system in 
Ethiopia, studies and experience sharing visits were undertaken to various African, Latin 
American and Asian countries. The background document on Social Health Insurance (SHI) 
constitute policy and technical recommendations detailing eligibility to membership, premium 
levels, the benefits packages and the institutional structure for the establishment of  the Federal 
Social Health Insurance Agency (FSHIA). Looking at the health care financing mechanism in 
Ethiopia, one can easily observe the significant contribution of out of pocket payment.  As per 
the fourth National Health Account study conducted in 2009/10 based on 2007/08 data, 
households contribution mainly from out of pocket payment constitute 37% of the total health 
expenditure.  Such financing mechanism is regressive & impedes access to health services.  In 
order to address this problem & create equitable financing mechanism, the government of 
Ethiopia is currently undertaking a number of activities to introduce health insurance with the 
overall objective of achieving universal access.  To this effect, a health insurance strategy has 
been developed by the Federal Ministry of Health.  According to the strategy, two types of health 
insurance i.e. social health insurance & community based health insurance will be implemented 
to cover the population.  Social health insurance will cover employees in the formal sector which 
is mainly payroll-based while community based health insurance covers the rural population & 
the informal sector in urban areas. To date, a draft law and regulation have been revised and 
presented for policy and technical discussions. Series of consultative discussions have been 
conducted in Addis Ababa and the regions. The legal framework has been improved based on the 
inputs from the various stakeholders and have submitted to the Council of Ministers for the 
second time for its endorsement and for the subsequent ratification by the Federal Parliament. 
The SHI Proclamation has finally been approved by the Council of Ministers and endorsed by  
the House of People’s Representatives.. 


Parallel to the work on social health insurance, various activities are being undertaken including 
pilot the community-based health insurance (CBHI). The community based health insurance 
(CBHI) which will cover more than 83.6% of the population is planned to be implemented in 
two stages. First it will be piloted & then scale-up thorough out the country based on the lesson 
drawn during the pilot period.   Thirteen Woreda’s have been selected for this purpose in the four 
pilot regions (Tigray, Amhara, Oromiya and SNNPR). Preparatory activities for piloting of 
CBHI schemes in 13 districts (covers 1.45 million population) have been finalized and schemes 
are expected to provide services to its members in the early 2011.  A detailed three year plan has 
been prepared for implementation and evaluation of CBHI pilot. Training manual has been 
developed for regional and Woreda level CBHI leadership. A Regional Steering Committee has 
been established in three of the four pilot regions, while adequate preparations have been made 
in Amhara Region to establish the committee. To ensure the acceptability and sustainability of 
the CBHI, feasibility studies have been made in the four pilot regions and the reports of the 
studies have served as inputs to the whole process of designing the scheme. 


After the implementation of the pilot period, CBHI will be scaled-up starting year 2013/14 and it 
is expected to cover about 40% of the population (35.32 million) at the end of the HSDP IV 
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period- in 2014/15 and the revenue collected in the form of premium from members  excluding 
subsidies from government will reach USD 73.68 million per annum1. 


With regard to social health insurance, proclamation has been approved by the Parliament in July 
2010 and other preparatory activities are being undertaken to start its implementation in July 
2011.  The regulation which contains the detail features of the health insurance scheme including 
membership, benefit package, institutional arrangement, etc has been prepared and is ready for 
public consultation. Once consultation is undertaken & feedback is incorporated, it will be 
submitted to the Council of Ministers for approval before the end of 2010.  During the initial 
three years starting from 2011/12, the SHI scheme is expected to cover about 7.77% of the 
population (6.36 million).  With the inclusion of the private sector, at the end of HSDP IV, it will 
cover 10.46% (9.24 million) of the population and resources generated will reach USD of 77.058 
million per annum2. 


In summary, both the community based health insurance & social health insurance will cover 
about 50% of the population at the end of the HSDP IV period.  This will definitely reduce 
financial barrier & improve access to health services by reducing out of pocket expenditure share 
from its high level of 37 % in 2007/8.   


2.2.6.8. Trend of Expenditure in the Health Sector 


 The finding from Ethiopia’s fourth National Health Accounts (NHA, 2010) showed that national 
health expenditure has grown significantly from the 2004/05 level of 4.5 Billion Birr (USD522 
million) to Birr 11.1 billion (USD 1.2 billion) in 2007/08. In terms of per capita health 
expenditure, the increase has been from the 2004/05 level of USD7.14 to USD16.09 in 2007/08.  
The report also provided the proportion of health expenditure by each source of financing in the 
order of 40% by the rest of the world followed by 37% by household out-of-pocket expenditure, 
the Government (both central and regional) 21% and the remaining being covered by a 
combination of employers based insurance schemes and other private sources. Official 
government reports monitoring health expenditure showed that over the years the share of 
government health budget allocation as a total government budget during the PASDEP period 
has shown some sign of improvement. For example, health budget allocation as a proportion of 
received regional public block grant from federal government accounted for 10.1% in 2008/09. 


                                                   
 


 


 


 


 


1 The projection is based on the feasibility studies undertaken to implement CBHI in the pilot woredas. 


2  Financial sustainability study for the  social health insurance scheme in Ethiopia, 2010 
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However, health care funding still remain a continued challenge for the health care system of 
Ethiopia prompting to an inward and outward looking for the mobilization of additional health 
resources such as community and social insurance schemes, enhancing in the user fees revenues 
and increased mobilization of funding from external sources-global and health development 
partners. 


 
Figure 2.11: Trends of Health Expenditure in USD/Capita 


2.2.7. Pastoralist Health Service 
Pastoralist population in Ethiopia constitutes about 10% of the total population of the country. 
Yet, there is Lack of appropriate health service delivery package to address the health care needs 
of the communities in the Pastoralist regions. This has prompted to establish two core objectives 
under HSDP-II regarding the Pastoralist health services and systems. These were to establish an 
appropriate health service delivery for the pastoralist population and to increase coverage and 
utilization of health services in pastoralist population. In this regard, a concept paper, "Health 
Service Delivery to Pastoralists", was developed by FMOH and the 16 HEP packages were 
tailored to pastoralists needs and have been translated into local languages. In addition, as part of 
government’s effort to give technical assistance to the emerging regions, a board composed of 
members form six ministries was established under the Ministry of Federal Affairs including a 
technical committee for the integration of support to the Newly Emerging Regions. 


Following the redesign and implementation of CSRP and the BPR, one of the major 
organizational transformations in the FMoH was the establishment of Pastoralist Health 
Promotion and Disease Prevention Directorate to focus and draw attention to this pastoralist 
population. 


2.2.8. Operational Research 
Operational research in health is very crucial to identify priority health and operational problems 
by producing evidences for planning and decision making for improving health services. 
Although it is a critical part of M&E, operational research has not been conducted in a 
coordinated manner during the HSDP I and II periods. Research and Technology Transfer is one 
of the core processes redesigned as part of the BPR. There have been a surge in the number of 
operational researches during HSDP III covering wide areas such as on the causes of maternal 
mortality (Maternal death audit), prevalence of cervical cancer, coverage of child and TT 
immunization, coverage and impact of the expanded program of immunization, EPI coverage 
survey, effect of Misoprostol, choice of family planning, nutritional surveillance, traditional 
medicine, HIV/AIDS, TB, and malaria, surveillance of major public health problems and health 
commodity tracking. Operational researches were also conducted on the EOS coverage 







  
 


28


validation survey, national nutrition baseline survey, effectiveness of Coartem, effectiveness of 
residual DDT spray, and cost of health services.  


2.3. Cross cutting issues 


2.3.1. Gender 
Gender is among the cross cutting issues and has remained a crucial concern that has prompted 
the setting of clear  objective for gender mainstreaming at all levels of the health system. In this 
regard, the government has completed the preparation of a training manual on physical violence 
and analytic framework on gender and health, compilation and analysis of data on female 
workers to be used for advocacy purposes.  The final version of this document will be published 
and distributed to stakeholders..There has been also a rapid assessment aimed at prevention of 
physical abuse on women and on the provision of adequate health services for the victims of 
abuse. Based on the results of the assessment and the identified gaps, a draft training manual has 
been developed for use by health workers. This training manual has been further refined through 
a consultative workshop attended by all concerned stakeholders  
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Chapter 3 Health Sector Development Program IV 


3.1 HSDP IV Planning Process, Methodologies and Guiding Principles 
Preparation of HSDP-IV has been guided by a concept note and a TOR developed jointly and 
agreed upon by the Government and Health Development Partners.  The Executive Committee of 
the FMOH and the Joint FMOH and RHB Steering Committee has led the process at the highest 
levels. These Committees have selected the strategic themes and strategic objectives to be used 
as a guide and framework for the development of HSDP IV. Subsequently, multidisciplinary 
teams have been established to prepare the draft document based on the guiding framework.  The 
first draft produced by the multidisciplinary team was discussed by the Executive Committee of 
FMOH and the Joint FMOH and RHB Steering Committee, which is then shared with all 
stakeholders for their feedback and it has subjected to two rounds of Joint Assessment for 
National Strategies (JANS). 


At the onset, the Government has made a decision to develop the strategic plans for HSPD IV 
using the Balanced Scorecard (BSC) framework for which the leadership and team members 
have taken appropriate training.  BSC was seen as a strategic planning and management system 
designed to help everyone in an organization understand and work towards a shared vision and 
strategy.  The expectation is that a completed scorecard system can potentially align the 
organization‘s shared vision with its business strategy, desired employee behaviors, and the day-
to-day operations. Moreover, strategic performance measures could be used to better inform 
decision making and show progress toward desired results. The organization can then focus on 
the most important things that are needed to achieve its vision and satisfy community, 
stakeholders, and its employees. Other additional benefits include the identification of more 
efficient processes focused on stakeholder needs, improved on initiative prioritization, on 
internal and external communications and on linkage between budgeting and cost control 
processes and strategy.  


The basic steps that has used to prepare HSDP IV using  BSC includes: a) Conduct  
Organizational assessment, b) Setting of Strategic elements, c) Setting of Strategic Objectives, d) 
Prepared Strategic Map of the Objectives, e) Indicated performance measures & Targets of the 
strategic plan, and f) Prepared the Strategic initiatives that have expected to achieve the overall 
strategic plan 


The other methodology used has been the Marginal Budgeting for Bottleneck (MBB) approach. 
UNICEF and World Bank have provided technical support on this. MBB enables to 
systematically look into the health system bottlenecks, high impact interventions, different 
scenarios and associated costs of achieving results that were planned under HSDP IV. It is 
planned that the final draft HSDP IV document will be presented to the Government (Council of 
Ministers and Parliament) for review and endorsement. Upon approval by the highest body of the 
government, HSDP IV will become an official document and an important input to the 
Development and Transformation Plan (DTP). 


HSDP IV is a policy implementation strategic document that guides the development of sub 
national plans and sets the rule of engagement in the health sector for the next five years. In 
order to realize this, the following principles have been applied in the development of HSDP IV. 
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• Government leadership. 


• Enhanced responsiveness to community health needs 


• Extensive consultation and consensus with stakeholders. 


• Comprehensive coverage of priority health sector issues.  


• Linkage between HSDP IV with sub-national HSDPs and strategies/Programs on health 
priorities and targets 


3.2. The Policy Framework  
Health care is one of the crucial components of basic social services that have a direct linkage to 
the growth and development of a country as well as to the welfare of a society.  


3.2.1. National Policies and Strategies 
National Health Policy and other national policies and strategies have been taken into account in 
the design of HSDP IV. 


The National Health Policy is an overarching policy document that gives strong emphasis to the 
fulfillment of the needs of the less privileged rural population that constitutes about 83% of the 
total population in Ethiopia. The Health Policy outlines: 


• Democratization and decentralization of the health system; 


• Development of the preventive and promotive components of the health service; 


• Ensuring accessibility of health care by all population; 


• Promoting inter-sectoral collaboration, involvement of the NGOs and the private sector; 
and 


• Promoting and enhancing national self- reliance in health development by mobilizing and 
efficiently utilizing internal and external resources. 


Having the national health policy as an umbrella for the development of HSDP IV, other health 
and health related policies and strategies have been considered. These include: 


• Policy and Strategy for Prevention and Control of HIV/AIDS 
• The National Drug Policy  
• The National Population Policy 
• The National Policy on Women  
• Child Survival Strategy  
• National Nutrition Program 
• National Strategy for the prevention, control and elimination of malaria 
• National TB prevention and control strategy 
• Development and Transformation Plan (DTP) 
• Rural Development Policy and Strategy 
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• Reproductive Health Strategy 
• Health Extension programme 
• The Capacity Building Strategy and Programme 


3.2.2. International Policies and goals 
The most influential International commitments that have providing direction to the HSDP IV 
are the global declaration of MDGs, the African Health Strategy 2007-2015, the Paris 
Declaration on Aid harmonization (20050, Accra Accord on Aid effectiveness (2008) and the 
Abuja Declaration on health care financing in Africa. 


HSDP IV is the expression of the GOE renewed commitment to the achievement of MDGS as 
one of the top Global Policies that is influencing the national development policies and 
strategies. MDGs that are relevant and directly linked to the health sector include goals 1, 4,5, 
6,7and 8. Of these goals, three of them particularly fall under the domain of the health sector 
with specific targets calling accelerated health interventions. 


The design and content of HSDP IV therefore takes stock of the Health MDGs by giving utmost 
attention to the prevention and control of poverty related diseases. 


3.3. Health Sector Strategic Assessment 


3.3.1. Mandate Analysis 
The mandate of an organization is usually codified in laws, regulations, decrees, or characters.  
Mandates are formally defined in the Ethiopian laws and regulations for public organizations 
such as the FMOH and RHB by the legislative body. As the health sector is a collection of 
organizations, mandates are rather defined for specific organizations than for the whole sector. 
Therefore, the following topics describe the formal mandates of these organizations. On top 
these, additional recommended mandates have been identified from the Federal and Regional 
Strategic plans which are briefly pointed out in here. 


3.3.1.1. Roles of Federal and Local Governments 


3.3.1.1.1. Mandates of the Federal Ministry of Health 
Proclamation No. 475/1995 of the Federal Democratic Republic of Ethiopia provides definition 
of Powers and Duties of the Executive Organs. This proclamation, in part 3 No. 10 states the 
common Powers and Duties as follows: 


• Initiate policies and laws, prepare plans and budget, and upon approval implement same; 


• Ensure the enforcement of laws, regulations and directives of the Federal Government; 


• Undertake studies and researches;  


• Enter into contracts and international agreements in accordance with the law; 


• Give assistance and advice as necessary to Regional executive organs. 


Specific duties and responsibilities bestowed upon the Federal Ministry of Health include: 


• Causing the expansion of health services; 
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• Establishing and administering  referral hospitals as well as study and research centres; 


• Determining standards to be maintained by health services, except insofar as such power 
is expressly given by law to another organ, issues licenses to and supervise hospitals and 
health services that are established by foreign organizations and investors; 


• Determining the qualifications of professionals required to be engaged in public health 
services at various levels, provide certificates of competence for same; 


• Causing the study of traditional medicines, organize research and experimental centres 
for same;  


• Devising strategies, means and ways for the implementation of prevention, control and 
eradication of communicable diseases; 


• Undertaking the necessary quarantine control to protect public health;- 


• Undertaking studies with a view to determine the nutritional value of food- 


In addition to the mandate of FMoH, there are four authorized Agencies under the FMOH which 
are given specific mandates.  These mandates mainly focus on ensuring safety, efficacy, quality 
and proper use of drugs; improving the knowledge, attitude, behaviour and practice of the 
population on prevention and control of disease and healthy life style; conducting public health 
and nutrition researches and studies that will contribute to the improvement of the health of the 
population. The autonomous health institutions report both to FMoH and to MOFED. 


3.3.1.1.2. Mandates of the Regional Health Bureaus 
Regional Health Bureaus have the powers and duties to: 


• Prepare, on the basis of the health policy of the country, the health care plan and program 
for the people of the region, and to implement same when approved; 


• Ensure the adherence of health laws, regulations and directives issued pertaining to 
public health in the region; 


• Organize and administer hospitals, health centers, Health Posts, research and training 
institutions that are established by the regional government; 


• Issue license to health centers, clinics, laboratories and pharmacies to be established by 
NGOs, OGAs and private investors; supervise same to ensure that they maintain the 
national standards. 


• Ensure that professionals who are engaged in public health services in the region operate 
within  the prescribed standards and supervise same; 


• Ensure adequate and regular supply of effective, safe and affordable essential drugs, 
medical supplies and equipment in the region; 


• Cause the application, together with modern medicine, traditional medicines and 
treatment methods whose efficiency is ascertained; - 


• Cause the provision of vaccinations, and take other measures, to prevent and eradicate 
communicable diseases;- 


• Participate in quarantine control for the protection of public health; and 







  
 


33


• Ascertain the nutritional value of foods.- 
3.3.1.1.3. Mandates of Woreda Health Offices  


The mandate of woreda health offices is to manage and coordinate the operation of the primary 
health care services at woreda levels. They are responsible for planning, financing, monitoring 
and evaluating of all health programmes and service deliveries in the woreda.   


The division of duties and responsibilities between the federal, regional and woreda in the 
management of and control of health providers include, among others:  


• FMoH is responsible for referral hospitals and the national level study and research 
centres; 


• RHBs are responsible for all types of hospitals in the region, health centers and health 
clinics as well as for health professional training institutions that are established by the 
regional government; 


• WHO are responsible for primary health care services: Health Centers, Health Posts. 
3.3.1.1.4. The Role of Administrative Councils 


In addition to FMOH, and the line institutions at sub national level, the regional, zonal and 
district administrative council will play crucial roles in the implementation of HSDP IV. Some of 
these include: 


• Providing political leadership for health. 


• Ensuring the community’s demand for health care is properly addressed. 


• Planning, resource mobilization and allocation, monitoring and evaluation of health 
programmes and the delivery of health services. 


• Facilitating inter-sectoral collaboration.  


• Provide guidance to enhance the partnership with NGOs, CSOs, private sector etc 


3.3.2. Mission 
To reduce morbidity, mortality and disability and improve the health status of the Ethiopian 
people through providing and regulating a comprehensive package of promotive, preventive, 
curative and rehabilitative health services via a decentralized and democratized health system. 


3.3.3. Vision 
To see healthy, productive, and prosperous Ethiopians 


3.3.4. Core Values of the Health Sector 
1. Community first  


• We are here for nothing but to serve and satisfy our community. 


• We treat them as we would like to be treated. 


• We have three priorities: Community, Community, and Community. 


2. Collaboration 
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• We work together in a spirit of mutual support and understanding to achieve our 
collective goals. 


3. Commitments 


• No matter what challenges we face and discomforts we feel, we stand firm, be patient and 
exert our utmost and sustained effort to achieve our goals. 


4. Change 


• We innovate new ways of doing things and be open minded to reforms. 


5. Trust 


• We ensure maximum vulnerability and integrity to each other. 


6. Continued Professional Development 


• Education, professional behavior and ethics, competence and performance in work duties  


3.3.5. SWOT Analysis 
Analysis of strengths, weaknesses, opportunities and threats is a crucial step in the planning 
process. Prior identification of weaknesses and threats help to identify relevant strategies for 
internal improvement and for the mitigation of factors that may have adverse impacts resulting 
beyond the control of the health sector. Recognition of strengths and opportunities facilitate 
ripping of maximum benefits from internal and external environments in order to achieve the 
goals and targets set in HSDP-IV. The table below provides a summary of the strengths, 
weaknesses, opportunities and threats in the health sector. 


SWOT Analysis of the Health Sector 
Enablers Pains 
     Strengths: Weaknesses:


• High coverage of Health Extension Program  
• Adoption of cost effective strategies (RBM, MPS, 


IMCI, DOTS, etc 
• Successes  in the prevention and control of malaria 
• Increased coverage of ART 
• Sustained High coverage of EPI 
• Accelerated training of Health professionals 
• Rapid expansion of health centers and health posts 
• Finalization of BPR in the sector 
• Commencement in the  use of IT for  telemedicine, 


tele-education, electronic medical records etc 
• Increased supply of medical equipment 
• Increased allocation and expenditure on health 
• Improvement in the  harmonization and alignment 
• One  plan streamlined in the sector 
• MDG Fund established to enforce one budget 
• progress in the national HMIS scaling up as part of 


one M&E framework 
• Well defined HSDP Governance (CJSC, RJSC,etc) 


• Inadequate capacity to implement decentralized health system 
• Inadequate follow-up on implementation of policies, guidelines, 


standards and protocols 
• Low utilization of  health services 
• Weak referral system;  
• Slow and erratic implementation of BPR 
• Outdated  health facility standards & Low health service quality 
• Low coverage of  Skilled delivery & Newborn care, TB case 


detection, PMTCT 
• Inadequate attention to NCDs and NTDs  
• Inadequate management and support to PMTCT services, TB-


Leprosy control at sub-national levels. 
• Inadequate  water supply and WASH  to Health facilities, schools, 


and communities 
• Inadequate capacity of preparedness to efficiently respond to 


threats of epidemics such as Malaria. 
• Lack of Health infrastructure maintenance capacity (Building, 


Medical equipment, IT) 
• Shortage of drugs, medical supplies, equipment, and commodities 


& Slow implementation of Health Commodities Supply System 
(HCSS)  


• Weak regulatory system of pharmaceuticals and medical supplies  
• Inadequate coordination mechanism for public private partnership 


in health  
• Weak implementation of HSDP governance (such as the CJSC) 
• Inadequate  quality of trainings and Low performance in training 


and deployment of model families; 
• Lack of  HR motivation and retention strategy  and absence of 
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Enablers Pains 
standardized CPD programs 


• Shortage and attrition of highly skilled professionals  
• Lack of carrier development for HEWs & Poor coordination in the 


in-service trainings to HEWs by various partners. 
• Weak M&E and use of information for evidence-based decision 


making at lower levels 
• Persistently inadequate and inequitable distribution of resources 


compared to needs and priorities (Eg Health system, MNCH, & 
Health Infrastructure Expansion) 


• Weak financial management in the health sector including 
inadequate capacity for fund liquidation, reporting and auditing 
(Prominent on HIV/AIDS funding).  


• Poor progress in adopting common budgetary framework and 
reporting format by DPs 


• Slow response of many DPs to join the IHP Compact and JFA 
• Poor predictability and disbursement of committed funds (55.4% 


in EFY 2001) by DPs 
    Opportunities: Threats 


• Availability of coherent and pro-poor development 
policy including health 


• Democratization and decentralization of the health 
system 


• Availability of sound health policy 
• Increasing  community participation 
• Increasing national income; 
• Health is accorded priority by the Government 
• Increasing human resource output via the capacity 


Building Programme 
• Increasing domestic manufacturing capacity of 


drugs; 
• Increasing education of girls 
• Emerging global health initiatives 
• Expansion of the private sector 
• Increasing  external resources and TA 
• Expansion of infrastructure (road, ITC, electricity 


• Poverty and high level of population growth 
• Instability of neighboring countries- 
• Newly emerging pandemics 
• Manmade and natural disasters 
• Adult –illiteracy 
• Global Financial crisis (rising cost of pharmaceuticals, supplies 


etc) 
• Poor aid effectiveness 
• Brain drain, high turnover of health staff, especially medical 


doctors 


3.3.6. Stakeholder Analysis 
Stakeholders are individuals, organizations or agencies that could influence or be influenced 
positively or negatively during implementation of HSDP-IV. Stakeholder analysis process of 
scrutinizing the essence, interests, behaviors, and the nature and level of impact brought about by 
these stakeholders. The degree of influence from stakeholders varies depending on their span of 
control over the generation and allocation of resources; level of political power; scope of 
participation in the sector; and range in the use of services provided by the sector. 


The attainment of missions and objectives of HSDP- IV is largely dependent on the collective 
efforts and roles played by the different stakeholders. Therefore, stakeholder analysis in HSDP-
IV is a critical issue that helps to define the boundaries of all actors in the health system; clarify 
contributions expected from each actor; and describe areas of possible collaboration to create 
synergy to achieve the strategic objectives set in HSDP-IV.   
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Table 2: Stakeholders Analysis 


Stakeholders Behaviors We Desire Their Needs Resistance Issues  Their 
Influence Institutional response 


Community • Ownership 
• Healthy life style 
 


• Empowerment, 
• Information 
• Access to quality of 


health care 
• Stewardship 


• Dissatisfaction 
• Opting to 


unsafe 
alternatives 


• underutilization 


High • Ensure community 
participation 


• Community mobilization 
• Strengthen  Health 


committee 
• Quality, equitable service 


Parliaments, Prime 
Minister’s Office, 
Council of 
Ministers’, Regional 
Governments 


• Ratification  
policies, 
proclamations, 
etc 


• Resources 
allocation 


• Implementation of 
policy, proclamations, 
etc 


• Equity & quality 
• Plans and Reports 


• Organizational 
restructuring 


High • Put in place strong 
monitoring and evaluation 
system and 
comprehensive capacity 
building mechanisms 


Line Ministries 
(Education, Finance,  
Water, Labor, 
Women’s Affairs, 
Agriculture, etc) 


• Intersectoral 
collaboration 


• Evidence-based plan 
• Reports 
• Effective and efficient 


use of resources & 
coordination 


• Technical support 


• Fragmentation 
• Dissatisfaction 
• Considering 


health as low 
priority 


 


Medium • Collaboration 
• Transparency 
• Advocacy 


Development 
Partners 


• Harmonization 
and alignment 


• Participation 
• Additional 


financing 
• Technical 


support 


• Financial fiduciary 
• Accountable and 


transparent system 
• Involvement in 


planning, 
implementation & 
M&E 


• Fragmentation 
• High 


transaction cost 
• Inefficiency 


and 
ineffectiveness 


Medium 
 


• Government leadership 
• Transparent procedures 
• Efficient resource 


utilization system 
• Build financial 


management capacity 


CSOs, NGOs,  
Diaspora, 
Professionals’ A. 


• Harmonization & 
Al, 


• Participation, 
resource & TA 


• Involvement in 
planning, 
implementation & 
M&E 


• Dissatisfaction 
• Fragmentation 
 


Medium 
 


• Transparency, Advocacy 
• Capacity building 


The private for 
profit 


• Quality • Partnership, Rules & 
regulations 


• Low quality Medium • Transparency, 
Collaboration 


• Advocacy, 
Civil servants • Commitment, 


• Participation 
 


• Conducive 
environment 


• Transparency 


• Dissatisfaction 
• Low 


productivity  
• Attrition 


Medium • Motivation, Involvement 


 


3.4. Strategy of the HSDP-IV 
Within the government’s overall vision for Ethiopia to become a middle-income country in a few 
years after the end MDG 2015, the health sector of Ethiopia has to set stretched objectives for the 
effective health interventions with the aim of reaching every section of population. One of the 
unique features of a sound health strategy will be the extent it sought linkages amongst the health 
system challenges and the proposed strategic solutions/interventions including resources and the 
level of results expected to be achieved. It includes defining customer value proposition, 
strategic themes, strategic results, and perspectives. 


3.4.1. Customer Value Proposition of HSDP-IV 
In the context of HSDP IV, customer value proposition is the attributes that define services that 
the health sector should provide, the principles underpinning its relationship with the community 
and how the health sector wishes to be perceived.  This is a critical factor in developing, 
deepening and retaining the sector’s relationship with the community towards the achievement of 
the mission. 
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Table 3: The Ethiopian Health Sector Customer Value Proposition 


Product or Service Attributes Image Relationship 
The products and services that the 
Ethiopian Health Sector provides  have the 
following characteristics: 


 
• Accessibility–information, physical, 


financial, etc 
• Timeliness of services 
• Quality of health care services and 


information, 
• Safety and healthy environment 
• Empowering community and 


employees 
• Conducive environment 


The image that Ethiopian Health 
Sector wants to portray has the 
following characteristics: 


 
• Transparent 
• Supportive 
• Trustworthy 
• Professional 
• Customer-


Friendly/Oriented 
• Committed 


 


The relationship that Ethiopian Health 
Sector wants to have with its community 
could be described as: 


 
• Complimentary 
• Cooperative(participatory) 
• Respectful & ethical 
• Harmonious(Mutual 


Understanding) 
• Transparent Relationship 
• Dependable (Stewardship) 
• Responsive 
• Equitable 


 


3.4.2. Strategic Themes, Strategic Results and Priorities 
Strategic Themes are the main focus areas of the sector‘s strategy forming the key areas in which 
the Health Sector must excel in order to achieve its mission, vision and strategy. Strategic 
Themes are the Sector’s "Pillars of Excellence." For each theme, an explicit Strategic Result, or a 
description of the desired outcome is articulated. Strategic themes of HSDP IV describe areas of 
focus where the health sector should excel in order to achieve its objectives and targets. 


Strategic themes: 


• Excellence in Health Service Delivery and quality of care 


• Excellence in Leadership and Governance 


• Excellence in Health Infrastructure and Resources 


 


Strategic Theme 1: Excellence in Health Service Delivery 


The provision and management of curative, preventive, rehabilitative and emergency health 
services, and the promotion of good health practices (personal hygiene, nutrition, environmental 
health) at individual, family and societal level. It includes provision of maternal, neonatal, child, 
youth and adolescent health services and public health emergency services. 


 


Strategic Result 1: A community that practices and produces best health, protected from 
emergency health hazards and has access to quality health care at all levels and at all times 


Key concepts: 


• Health Promotion 


• Disease prevention 


• Curative and rehabilitative service 


• Public Health Emergency Management 


• Emergency Medical (system)service 
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• Health service delivery at household, community and facility level 


These concepts are mainly to improve maternal, neonatal, child, adolescent and youth health, 
nutrition, hygiene and environmental health (WASH) and to reduce/combat HIV/AIDS, TB and 
Malaria and other communicable and non communicable diseases. 


How will successes be measured? 


• Increased Knowledge, Attitude and Practice of the community 


• Reduction of maternal, neonatal and child morbidity and mortality 


• Reduction in incidence and prevalence of communicable and non-communicable diseases 


• Reduction of malnutrition, wasting and stunting 


• Controlling and reduction of medical and epidemic emergency 


How will these help to move to the higher level of success? 


• Ensuring an effective and  timely delivery of quality health care  


• Ensuring quality and provision of services as per the standard, 


• Accessibility of services (physical, financial, information and cultural) 


• Enhancing behavioral change communication 


 


Strategic Theme 2: Excellence in Leadership and Governance; 
Planning, monitoring, evaluation, policy formulation and implementation that is evidence-based. 
It also includes the development and implementation of a regulatory framework. It incorporates 
the equitable and effective resource allocation and leadership development within the sector and 
the community. 


 


Strategic Result 2: Communities served by accountable and transparent institutions and its 
safety ensured. Decision making in the sector is evidence-based and the promotion of equitable 
and effective allocation and/or application of health resources 


Key concepts: 


• Evidence based policy formulation and implementation. 


• Planning, Monitoring & evaluation 


• Ensuring equitable and effective resource allocation (finance, human capital and 
infrastructure) 


• Leadership and community development 


• Regulatory framework 


• Accountability and transparency 


• Harmonization and alignment 


How will successes be measured? 
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• Use of research and health information outcomes for evidence-based decision making( 
including planning, policy formulation and developing regulatory frameworks) 


• Improved partnerships 


• Timely decision 


• Empowerment of  employees at every level 


• Equitable resource allocation (finance, human capital and infrastructure) on evidence 
based need 


• Enhancement in the public safety 


How will these help to move to the higher level of success? 


• Policy will  define priorities 


• Public Private partnership will be enhanced 


• Enhanced community participation( planning, M &E, regulation enforcement, policy 
formulation) and ownership, satisfaction 


• Efficient use of resources 


 


Strategic Theme 3: Excellence in Health Infrastructure and Resources; 


Development, rehabilitation and maintenance of health facilities and medical equipment that 
meet standards and are accessible to the community who should be served by qualified and 
motivated health professionals 


 


Strategic Result 3: Ensuring communities have access to health facilities that are well equipped, 
supplied, maintained and ICT networked as per the standards and are well staffed with qualified 
and motivated employees. 


Key Concepts: 


• Expansion of new health facilities and other health infrastructure,  


• Expansion, rehabilitation and maintenance of the existing health infrastructure.  


• Pharmaceutical supply- planning, quantification, selection,  procurement storage and 
distribution 


• Health care financing- resource mobilization and risk pooling 


• Health workforce – training, deployment, career development and improved HRH 
management 


• Technology transfer – adoption of new technology and practices for the production and 
utilization of health care products. 


• Effective medical equipment management 


• Enhanced Information Communication Technology for health 
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How will successes be measured? 


• The extent that communities are  accessing standardized health facilities 


• No stock outs of essential drugs at all health facilities 


• Ensuring community’s enrollment in health insurance schemes. 


• Improvement in the functionality of medical equipment 


• Enhanced retention for qualified work force  


• Development of critical work force skills 


• Improved access and quality of health services via use of ICT 


 


How will these help to move to the higher level of success? 


• Ensuring the community’s access to standardized health facilities the services of which 
are delivered by qualified and motivated health professionals. 


• Health facilities will have better communication and data exchange to improve the 
quality of reporting and service provision 


3.4.3. Strategic Perspectives 


Perspective Key Concept Key Questions 


Community 
“Empowerment” 
“Engagement” 
“Ownership” 


How can we enable the Community to produce & own its health? 


Financial 
 
“Effectiveness” 
 


How do we mobilize and utilize more resources effectively and 
efficiently? 


Integration & 
Responsiveness (Internal 
Process) 


“Quality” 
 


How can we enhance our integration & responsiveness in order to 
improve quality, timeliness, & functionality? 


Capacity building 
(Learning & Growth) 


“Capacity” 
 


To excel in our processes, what capacities must the health sector and 
the community has and should improve? 


Table 4: Perspectives of HSDP IV 


3.5. Strategic Objectives and Map for the Ethiopian Health 
Sector 


Strategic Objective - C1: Improve Access to Health Services 


This strategic objective is meant to improve accessibility of health services in order to ensure the 
utilization. Major areas addressed under this strategic objective are to improve health of mothers, 
neonates, children, adolescent and youth; improve nutrition status; improve hygiene and 
environmental health; reduce the incidences and prevalence of HIV/AIDS, TB, malaria and other 







  
 


41


communicable and non-communicable diseases and hospital emergency services and referral 
system with emphasis to maternal and newborn care. 


The expected outcome will be to increase the confidence of citizens in the health system so that 
they will proactively seek prevention, and treatment services from health facilities. They have to 
believe and  develop confidences that they will be able to receive best medical care when they 
are in need, they are at low risk of contracting diseases ultimately leading to better health status. 


In order to achieve the desired results, Health Extension Programme will serve as a primary 
vehicle for prevention, health promotion, behavioral change communication and basic curative 
care through effective implementation of the 16 packages. Health centers will serve as a first 
curative referral center for Health Posts and will provide health care that will not be available at 
the HPs through ambulatory and some cases of inpatient admissions. Health centers, primary 
hospitals and general hospitals will be the main hubs for the reduction of maternal mortality by 
providing BEmONC and CEmONC.  Referral and specialized hospitals are meant for the 
handling of more complicated and sophisticated health care including for the care of non-
communicable diseases. 


PMTCT, TB case detection, attendance of delivery by skilled health workers, environmental 
management of malaria and non-communicable diseases will be given enhanced attention. 
Family planning programme will focus on ensuring contraceptive security and provision of long 
lasting and permanent contraception. Focused antenatal care with four visits per pregnancy will 
be mainstreamed at all service delivery levels. WASH will be integrated with other service 
delivery modalities and will be implemented at all levels of the health care system. 


Strategic Objective – C2: Improve community ownership 


This strategic objective embrace creating awareness and changing the behavior of the community 
in order to ensure their full participation in the policy formulation, planning, implementation, 
M&E; regulation of health services; and resource mobilization for the health sector.  


The expected outcome of the strategic objective is community empowerment in order to ensure 
the continuity and sustainability of health programs through involvement in the administration 
and regulation of their respective local health facilities. HSDP IV aims to ensure community 
ownership and empowerment through effective social mobilization, enhanced and sustained 
awareness creation, and creating conducive environment and supporting community 
organizations. Communities will be represented on governance boards of all public health 
facilities. Moreover, local government councils and HEWs will play extensive role in the social 
mobilization, increasing community’s awareness of their rights by creating enabling 
environment. 


Community Health Promoters, who will be women recruited from graduated model households 
are responsible for the improvement of community ownership. Community Health Promoters are 
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volunteer health workers and will be engaged in the promotion and prevention activities at 
household and community level with the guidance of the HEWs. 


Strategic Objective - F1: Maximize resource mobilization and utilization 


This strategic objective includes a proactive approach in the mobilization of resources from 
domestic and international sources; enhance pool funding; collection and use of revenues by 
health institutions and establishing a risk pooling mechanisms. It also includes effective and 
efficient use of resources, sound financial management and performance based financing; 
equitable and evidence- based allocation of resources to priority interventions and programmes 
in the health sector.  


The ultimate outcome of this strategic objective is making sure that adequate resources are 
mobilized and are made available for the financing of the health sector both from internal and 
external sources; equitable resource allocation, greater improvement in the resource absorptive 
capacity and decreased wastage of resources and finally ensure financial protection of the 
citizens. 


The capacity of health administrations at all levels will be built to develop evidence based plans 
to enable health managers use evidences for active negotiation with administrative councils in 
order to increase government allocation to health. Technical support will be given to sub national 
levels to put in place the necessary requirement for facility based revenue generation and proper 
use, and implementation of exemption and waiver system. Facility governances will be 
strengthened to ensure accountability in the use of funds for improving access and quality of 
health services.  


Technical and financial resources will be mobilized for proper piloting, evaluation and scaling up 
of CBHI. The necessary institutional framework will be setup and extensive promotional works 
will be conducted for rapid scaling up of SHI. Experience sharing and networking will be 
promoted among health facilities on the implementation of comprehensive HCF reforms. 
Government in collaboration with development partners will ensure financial protection for the 
poor by allocating funds, and for improving the effectiveness and transparency of the waiver and 
exemption systems. Dialogue between the government and development partners will be 
enhanced to improve aid effectiveness. Capacity of FMOH and sub national health 
administrations will be improved for mobilization of resource, management of aid, reduce 
fiduciary risks, account and to liquidate donor funds. 


HSDP IV aims to achieve the outcome in this objective through the implementation of various 
strategies such as strengthening the existing linkages with MOFED, BOFED and WOFED; 
enhancing evidence based planning in order to accentuate the relevance of the planned resource 
allocation to the local needs; building human resource capacity in terms of numbers and skills for 
better programme implementation and resource absorption; simplification in the disbursement 
and accounting for funds; and the  procurement procedures and systems. 
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Development partners will be urged to reduce the tying up of aid and the complexity of fund 
management in order to reduce transaction costs and improve budget absorption as agreed in the 
IHP+ Compact. The Integrated Financial Management Information System (IFMIS) will be 
designed, pilot tested and implemented at all levels of the health system in collaboration with 
MOFED, BOFED and WOFED. IFIMS will serve to enhance the use of funds for planned 
activities, provide timely and complete physical and financial reports on the use of funds to all 
stakeholders. 


Result based financing will be pilot tested and implemented to increase motivation for resource 
use while ensuring value for money. In addition, a guideline which is currently under 
development will be finalized and will be implemented to enhance accountability in resource 
use, liquidation and accounting at all levels of the health system. 


Strategic Objective - P1: Improve quality of health services 


It includes provision of health services as per the standard by health facilities at all levels.  This 
standard includes: speed of delivery, harmonization at service delivery point through the 
integration of vertical programmes in order to ensure that there will be holistic approach to 
service delivery and also avoid missed opportunities in the delivery of service, effectiveness of 
the services and patient safety, ethical and professionalism in service delivery, and availability of 
the required inputs (HR, finance, pharmaceuticals  ...) 


The expected outcome is the creation of a health system that satisfies the community’s health 
care needs through the fulfillment of the required inputs, delivering safe and optimum quality of 
health services in an integrated and user-friendly manner. 


Strategic Objective – P2: Improve Public Health Emergency Preparedness and Reponses 


This strategic objective includes improvements in the health risk identification, early warning, 
response and recovery from existing and emerging disease epidemics, acute malnutrition, and 
natural disasters of national and international concern. The expected outcome of the strategic 
objective is early verification, rapid response and containment of public health emergencies. 


The strategies that will be put in place include community involvement; resource mobilization; 
integrated communications and information systems across multiple sectors; multisectoral 
coordination for emergency preparedness and response; advanced operational readiness 
assessment; comprehensive training and evaluation to all involved; and application of proper 
ICT. These strategies will contribute towards an effective early warning, preparedness, response, 
recovery and rehabilitation system as it has been elaborated in the Public Health Emergency 
Core Process. 


Strategic Objective – P3: Improve Pharmaceutical Supply and Services 


This strategic objective is comprised of increasing the availability of pharmaceuticals (medical 
equipment and products for prevention, diagnosis and treatment) at an affordable price and in 
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useable conditions, uninterrupted and adequate supply to health facilities; significant reduction in 
the pharmaceutical wastages and improved rational drug use. Outcome of the strategic objective 
is adequate availability of the right pharmaceuticals at the right place and at the right time in the 
right condition and is used properly by patients and clients. 


More resources will be mobilized to improve the per capita expenditure on drugs. Capacity 
building activities will be conducted for enhancing the effective management of Revolving Drug 
Fund (RDF) at all levels. Pharmaceuticals will be procured in bulk and will be delivered directly 
to service delivery points by PFSA. Pharmaceutical hubs and warehouses will be constructed and 
will be strategically located to improve proximity and efficiency in the distribution. Alternative 
strategies including outsourcing will be used to ensure cost effectiveness in the of transportation 
pharmaceuticals to service delivery points while maintaining the quality of products. LMIS will 
be developed in such a way that it will be integrated with HMIS and stock management of the 
health facilities in order to improve forecasting and quantification of pharmaceuticals.  Regular 
operational research will be conducted with the aim improving the efficiency of the supply chain 
management on a continuous basis. Patients and health workers will be involved in the 
improvement of rational use of drugs.  


Strategic Objective – P4: Improve regulatory system 


This strategic objective is about ensuring safety in the delivery of health services, products and 
practices; prevention of professional malpractices; strengthening quarantine services; enhancing 
environmental health activities; enforcing regulations and prevention of drug abuse; regulation 
concerning institutional solid and liquid wastes disposal. Expected outcome includes community 
safety, healthy environment, compliance to the regulatory standards and increased community 
confidence in the health law and safe delivery of health services. Compliance to the regulations 
will ensure proper disposal of solid and liquid wastes by institutions. 


HSDP IV aims to achieve the expected outcome through effective implementation of the Health 
and Health Related Regulatory Core Process. Through the design of the core process, 
comprehensive standards for all levels of health institutions along with standard operating 
procedures for premises, practices, products and personnel have been developed. Furthermore, 
the required system inputs for the implementation of the core process at all levels of the health 
system have been defined. As this is a new core process, extensive capacity building venture will 
be a critical undertaking under HSDP IV towards realizing effective regulation in the sector. 


Implementation of this strategic objective applies: enhancing community involvement in health 
and health related services and products regulation; promoting health regulatory laws; issuing 
special permit for import, export, manufacturing, distribution, wholesale and storage of 
substances; undertaking demand reduction and supply management activities for substances that 
are prone to abuse; improving the efficiency of hygiene and environmental health control 
activities; post marketing surveillance; and comprehensive capacity building. 
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Strategic Objective – P5: Improve evidence based decision making: harmonization and 
alignment 


This strategic objective is about evidence-based decision making through enhanced partnership, 
harmonization and alignment: and integrations of projects and programmes at the point of health 
service delivery. It includes identification of health system bottlenecks; research; HMIS; 
performance monitoring; quality improvement; surveillance; use of information for policy 
formulation, planning, and resource allocation. The expected outcome of the strategic objective 
is proper generation and use of evidence to address the critical health problems of the community 
at all levels of the health system and the realization of one-plan, one-budget and one-report and 
effective integration and alignment of health programmes and projects. 


A mechanism will be put in place to prioritize researches to be based on public health 
importance. All researches in the health sector will conform to the Algiers Declaration in order to 
improve efficiency and effectiveness in the operationalization and use evidences from research. 
In order to improve financing for M&E, a minimum of 15% of vertical funds will be allocated to 
the scaling up of an integrated M&E. Further, resources will be leveraged for the scaling up of 
HMIS from partners that are implementing projects/programmes at facility levels. Commitment 
of the government will be secured through institutionalization and sustaining the M&E at 
facilities, and at the sub-national health administrations by increasing resource allocation. FMOH 
will provide a start up support to regions for scaling up of HMIS (tools, training, etc).  


Use of information for decision making and quality improvement will be promoted and 
monitored by M&E units at all levels.   Data from different sources will be triangulated to 
validate information and to enhance the level of accuracy. FMOH will institutionalize and 
support the dissemination of best practice to enhance the use of evidence for decision making. 
Technology will be implemented after pilot testing and in-depth evaluation for appropriateness 
and sustainability. FMOH will work very closely with Ministry of Education, universities and 
partners in accelerating pre-service trainings in HIT and epidemic intelligence officers. Evidence 
based woreda planning will be undertaken annually to improve the use of evidences for better 
decision making. 


HSDP IV plans to achieve the “one” principles of harmonization & alignment by setting out 
various strategies at national and sub national levels. Improving a transparent, accountable and 
socially equitable use of donor funds coupled with government leadership to take forward the 
agenda of harmonization and alignment are strategies that will be deployed on the government 
side. 


Development partners are expected to strategize their way of doing for ensuring the 
predictability of funding; delegation of decision making power to country offices; to make 
effective use of the government systems and processes for planning, implementation, monitoring 
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and evaluation. Both government and development partners will make every effort to achieve 
value for money by improving resource allocation to priority health interventions; will avoid 
creating gaps and overlaps in the financing; resort to conducting regular independent evaluation. 
Both will make commitment and adhere to the principles of harmonization and alignment and 
make use the lessons learnt from such processes for continuous improvement. Evidence based 
woreda planning will be done annually to improve evidence-based decision making, 
improvement in health programmes and health care delivery. 


Strategic Objective – CB 1: Improve Health Infrastructure 


This strategic objective consists: expanding, equipping, furnishing, maintaining and managing 
health and health related facilities, expanding use of relevant technologies including health 
information technology, and development of infrastructure for pharmaceutical supplies, and 
technology transfer and vaccine production. 


The outcome of the strategic objective is to ensure that health and health related facilities are 
well built, maintained, equipped, furnished, use appropriate technologies and are located within a 
reasonable distance from the beneficiary population. 


Capacity of the health sector will be built to conduct preventive maintenance, outsource and 
manage contracts. FMOH will be in charge of the Federal Hospitals, regions will be responsible 
for facilities accountable to RHBs. Zonal health departments will manage the building work, 
maintenance and equipment for facilities that are accountable to zonal health departments and 
woreda health offices will mange health facilities under their jurisdictions. 


The cost of maintenance will be covered by the respective level of health administration and 
health facility. FMOH will mobilize resources to support sub national levels in equipping health 
facilities as per the standard. Health facilities are expected to cover the cost for some equipment 
and maintenances. 


Strategic Objective – CB 2: Improve Human Capital and Leadership 


This strategic objective entails: leadership development, human resource planning, development 
and management including recruitment, retention and performance management; community 
capacity development; and technical assistance management. 


Outcome of the strategic objective is ensuring the adequate availability of skilled and motivated 
staffs that are committed to work and stay in a well managed sector. 


HSDP IV will make use of  a mix of strategies to achieve the above-mentioned outcomes such as 
ensuring demand driven production of human resources; maximum use of the available resources 
in producing key categories of health workers for which there is scarce supply; improving inter-
sectoral collaboration in HRD; enhancing private sector involvement; enhancing quality 
assurance in the training of health professionals; utilization of appropriate ICT to enhance the 
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quality and efficiency of medical education; improve geographic distribution of HRH; strengthen 
regulatory system; enhance cost effectiveness in the  retention and motivation schemes. 


 


Health Sector Strategy Map: 


A strategic map below illustrates the cause and effect relationship of strategic objectives in the 
health sector. The map provides an insight how the Health sector is planning to establish an 
added value to the community and how the outcome and the customer value proposition intended 
results are achieved. 


 
Figure 1 Health Sector Strategy Map 
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3.6.  Performance Measures and Strategic Initiatives of HSDP 
IV 


3.6.1. Sector Core Performance Indicators & Targets 
Table 5: Summarized Priorities and Targets of HSDP IV 


Priority Areas Impact Outcome Vehicles Bloodlines 
 
Maternal and 
New born 
Health 


 
MMR  267/100,000 


 
CPR=  66% 
 
Deliveries attended by skilled 
birth attendants= 62% 
 
 


 
 
 
Health Post 1:5,000 
population  
 
 
Health Center 1:25,000 
population 
 
 
Primary Hospital 1: 
100,000 population 
 
 
General Hospital 1: 
1,000,000 population 
 
 
Specialized  Hospital 
1: 5,000,000 
population 
 
 


 
Health Extension 
Program 
 
Supply chain 
management 
 
Regulatory system 
 
Harmonization and 
Alignment  
 
Health Care Financing 
 
Human Resource 
Development 
 
Health Information 
System 
 
Continuous quality 
improvement program 
 
Referral system 


Child Health 
 


U5MR 68/1000 
 
IMR 31/1000 


Fully Immunized= 90% 
 
Pneumonia treatment 81% 


HIV/AIDS  
HIV incidence 0.14 
 
 
 


 
ART =484,966 


 
PMTCT= 77%  


TB Mortality due to all forms 
of TB= 20/100,000 
 


 
TB case detection 75% 
 


Malaria Lab confirmed Malaria 
incidence  <5 per 1000 
 


LLIN=39 million  
 
IRS=77% of targeted 
households 


Nutrition Wasting prevalence  3% 
 


 


3.6.2. Directions of HSDP IV 
A number of initiatives and programmatic interventions were under implementations before 
HSDP IV. The majority of them will continue to be implemented as per the agreed strategic 
directions. This section, however, outlines new strategic directions or major refocuses that will 
attract more attention in selected areas. 


3.6.2.1. Health Extension Programme 


HSDP III has registered remarkable achievements in the scaling up of rural HEP coverage in 
terms of putting in place the necessary infrastructure i.e. HPs, equipment, HEWs and Health 
Extension Supervisors. Hence, HSDP IV will focus on the following aspects of HEP: 


• Scaling up of Urban and Pastoralist HEP. 


• Maintaining coverage and improving the quality of HEP in rural areas. 


3.6.2.2. Quality of Health Care 


Quality of Health Care is the degree to which health services for individuals and populations 
increase the likelihood of the desired health outcomes consistent with current professional 
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knowledge.  The delivery of quality health services is central to improving the health status of 
the population. In addition, satisfying patients and clients is the primary goal of the 
Government’s reform programme including BPR. 


HSDP IV will focus on a comprehensive and continuous quality monitoring mechanism that will 
enable all levels of the health system (both management and service delivery) to look at all 
aspects of performance and quality of services. Inputs, processes and outcomes of the health care 
system will be monitored for quality, and the mechanism will also seek to involve all managers 
and every health care worker in the ongoing processes of quality improvement at all levels of the 
health system. 


Improving the quality of services will be realized through scrupulous implementation of tools, 
manuals and standards that have been developed as part of BPR. BPR already defined quality 
structures, quality planning, quality performance measurement, quality improvement activities, 
and mechanisms for involving actors, evaluation of quality on programs, service delivery and 
health management at all levels of the health system. Although almost all of the core and support 
processes have a quality component in them; rigorous implementation of the Performance 
Monitoring and Quality Improvement Standard Operating Procedure, and the Health Regulatory 
Core Processes becomes indispensible to ensure adherence to standards by all actors in the 
sector. Health and Health Related Regulatory Core Process is designed to effectively monitor the 
adherence by all health service providers focusing on professional practice, quality of products 
and premises of service delivery. Regulation of health services will be enhanced by putting in 
place an independent inspection. This will imply the implementation of the Health Service 
Regulatory Core Process in order to properly regulate health services and take the necessary 
corrective measure. This will include regular monitoring of premises, personnel, practices and 
products to ensure adherence to agreed standards.  


The Quality of Health service applies a three-pronged approach to improving quality of health 
services. These are supply side interventions, demand side interventions and regulatory aspect 
(stated above). The supply side interventions include availing adequate number of skilled and 
motivated professionals; strengthening the supply chain management system in order to  ensure 
adequate and uninterrupted supply of pharmaceuticals at the point of service delivery. It also 
include  improving the fiscal space of health institutions through the  implementation of HCF 
reforms  to ensure the allocation of  adequate resources for the procurement of commodities, 
maintenance of infrastructure, creating conducive environment for patients and clients as well as 
motivation of health human resources. An inbuilt quality assurance mechanism will be put in 
place through effective implementation of the Performance Monitoring and Quality 
Improvement Standards and Tools at all levels of the health system. 


Demand side interventions include active participation of the community. Community 
participation is an important aspect of improving quality of services as it guarantees that patients’ 
and clients’ opinions are heard and their satisfaction with services is optimized. Community 
members will therefore be included in health facility governance boards, a patients’ rights charter 
will be developed and regular surveys on client satisfaction will be conducted. Involving the 
community in the planning, implementation, monitoring and evaluation of health interventions 
will be enhanced. The quality of care in the curative and rehabilitative services will be addressed 
at each level of service delivery point and all facilities will be organizing their service delivery 
into impatient services, outpatient services and emergency medical care. All patients will pass 
through screening/triage for prioritization. In the case of emergency case, a patient will be 
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referred directly to the emergency medical care and will be able to receive an immediate 
attention and treatment. 


 


3.6.2.3. Scaling up of Civil service Reform 


As part of the ongoing Civil Service Reform, eight Core Processes and five support processes 
have been designed with BPR and implementation, which has started since HSDP III. However, 
the pace and quality of implementation has not been moving as expected due to various factors. 
HSDP IV will therefore focus on the following aspects of the BPR. 


• Enhancing the commitment of leadership at all levels of the system. 


• Building implementation capacity. 


• Continuous improvement of the BPR processes. 


• Scaling up of best practices. 


3.6.2.4. Special attention to critical programmes 


Despite ambitious targets, the performance of HSDP regarding to some programmatic 
interventions remained unsatisfactory. Some of these include skilled attendance on delivery, 
PMTCT and TB case detection rate. Hence, HSDP IV will provide significant attention to these 
programmes in terms of political commitment, better allocation of resources and close follow up. 


3.6.2.4.1. Human Resources Development 
HSDP IV will accord due attention to: 


• Reinforcing and institutionalization of HRH legal frameworks in the context of the 
overall health policy and in line with the decentralized health system of the country 


• Achieve the balance towards production of the right number and skill mix of health 
workers  


• Improving the availability of key HRH categories at all levels through scaling-up the 
training of professionals with scarce supply such as medical doctors, IESO and midwives 


• Develop and institutionalize human resource management systems at all levels of the 
decentralized health system 


• Improving the motivation and retention of health human resources through 
implementation of evidence based financial and non-financial incentives 


• Ensuring that in-service training are standardized and support the health and management 
workforce career progression and skill development 


3.6.2.4.2. Health Infrastructure (Construction and ICT) 
The construction of additional facilities had been a major focus of HSDP III. HSDP IV will 
introduce a shift in focus as follows. 


• Expansion and conversion of selected HCs to primary hospitals in order to enable them 
provide emergency surgical services focusing on Comprehensive Emergency Obstetric 
Care. 
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• Preventive maintenance and rehabilitation of health facilities (HPs, HCs, and hospitals). 


• Completion in the construction of the 16 blood banks thus fulfilling the necessary 
facilities and as a significant contribution towards achieving MDG5 through improving 
the availability of adequate and safe blood. 


• Priority to the construction of logistic hubs to ensure effective storage and distribution of 
pharmaceuticals. 


Ethiopia is among the top-ranking countries in terms of investment in ICT infrastructure. Hence, 
HSDP IV will focus on making best use of this opportunity to improve access and quality of 
care. The use of ICT for health will focus on three main areas: 


Tele education will be implemented to support hospitals and the newly established universities 
that will be engaged in accelerated training of health professionals. Tele-education is expected to 
fill the gap in capacity to handle accelerated training of health professionals. 


Tele-medicine will be scaled up to more universities and hospitals based on the lessons learnt 
from Jimma network (Jimma University, Nekmte, Metu, and Woliso Hospitals). This will enable 
patents to get specialized service in areas where there is scarcity of specialists. 


e-HMIS is the other crucial area of focus for ICT application. Application of appropriate ICT at 
HEP level and electronic health information transfer will be the areas of focus. EMR will be 
scaled up to referral hospitals based on the lessons learnt from Dill Chorra Hospital. 


3.6.2.5. Special Support to Emerging Regions  


The four Emerging Regions, namely Afar, Somali, Benshangul Gumuz and Gambella present a 
unique challenge in terms of health service delivery and health system development. These 
regions are characterized by poor infrastructure, hardship environmental conditions, and pastoral 
or semi pastoral population. HSDP I, II and III have emphasized the need for tailored approach 
and support to these regions in order to bring them to equal footing with the rest of the regions. 


Accordingly, HSDP IV will continue and further strengthen the special support provided to these 
regions through various mechanisms already put in place. These include participation in the 
multi-sectoral planning under the coordination of the Ministry of Federal Affairs; providing 
special support in for the health planning, budgeting, implementation, monitoring and evaluation 
of health programmes; provide need based capacity building in order to ensure sustainability; 
develop and implement a contextualized health service standard including pastoralist HEP, HC 
to population ratio, staffing pattern and hardship allowances. The Pastoralist Health Promotion 
and disease Prevention Directorate in the FMOH is given the responsibility for coordinating the 
special support to the Emerging Regions. 


3.6.2.6. Climate Changes and Health:  


Globally, the issue of global warming or climate change has emerged as a major scientific, 
developmental and political issue in the past two decades.  It is a global phenomenon the impacts 
of which will affect all countries, but more so the poorer and vulnerable countries of Africa that 
are least responsible for it. In this respect, the Federal Democratic Government of Ethiopia has 
been officially attending different international technical, scientific, political, and 
Intergovernmental Panel meetings on Climate Change (IPCC). Ethiopia is the signatory for the 
ratification of the United Nations Framework Convention on Climate Change (UNFCCC) and 







  
 


52


the Kyoto Protocol. It also fully supports initiatives by the African Partnership Forum in 2007, 
the WHA resolution 2008 & others. As part of the efforts to implement the conventions, 
numerous activities are being undertaken by MOFED & the National Metrologic Services 
Agency including other sectors. 


Climate change could jeopardize achievements of the Millennium Development Goals, including 
the health-related Goals, and undermine the efforts of the health sector to improve public health 
and reduce health inequalities. Some of the effects of climate change are related to more variable 
weather, heat waves, heavy precipitation events, flooding, droughts, and more intense storms 
such as hurricanes, sea level rise, and air pollution. Each of these changes has the potential to 
negatively affect health. The likely direct and indirect health effects of increased temperatures 
and extreme weather conditions such as acute heat stress that could be followed by exhaustion 
and heat stroke; trauma; air quality/pollution, vector-borne and zoonotic diseases, water- and 
food-borne diseases and mental health and others. It is worth noting that while climate change is 
recognized as a global issue, its effects will vary across geographic regions and populations. 


To this effect, The FMOH will raise community awareness, initiate trainings to health 
professionals and researchers on the health effects of climate change, ensure that systems are in 
place to detect and track climate change induced health problems, make  the necessary 
preparations to respond to, and manage climate change associated risks. The FMOH will be 
engaged in such activities in collaboration with the Environmental Protection Authority..  


3.6.2.7. Gender Mainstreaming  


Gender mainstreaming perspective is one of the government focus areas which should be 
addressed in all planning process. It reflects the process of assessing the implications of 
planning and actions on women and men in all areas and at all levels. It is a strategy for 
making women's as well as men's concerns and experiences an integral dimension of the 
design, implementation, monitoring and evaluation of the Health Sector programmes; in 
all political, economic and societal spheres so that women and men participate and 
benefit equally from all aspects of development. These dimensions should be mainly 
addressed through: I) promoting gender equality & the empowerment of women, ii) 
enhancing equal opportunities in the participation of economic and social development 
including health iii) Increasing the utilization of health services by Women. The 
ultimate goal of gender mainstreaming in all sectoral planning and concerted actions are 
to achieve gender equality. 


3.6.3. Performance Indicators, Targets & Strategic Initiatives 
Strategic objectives are used to break strategic themes into more actionable activities 
that lead to strategic results. Strategic initiatives are long term or short term projects or 
programmes that should be implemented to ensure success of the strategy. They are 
selected in terms of their potential to bring significant impact in the sector’s strategy. 


Sector core performance indicators and targets are listed in table 5 under 3.6.1. Next are 
the performance indicators, targets and initiative by each strategic objective for the next five 
years of HSDP IV. 


Strategic Objective C 1: Improve Access to Health Services 


S.O.C.1.1: Maternal, neonatal, child and adolescent health 


Emphasis of HSDP IV 
Increase skilled attendance of delivery through: 


•  Accelerated training of midwives and emergency surgeons. 
• Equip HC with BEmONC 
• Equip all Hospitals including Primary Hospital to provide 


CEOC. 
• Improve availability of safe blood and pharmaceutical 


supplies. 
• Improving referral system. 
PMTCT will be enhanced through: 
• Integration with MNCH 
•  Link with HEP.  
• Community mobilization. 
• Improving ANC and institutional delivery coverage 
• Routine HIV testing during ANC. 
• Improving service accessibility.  
• Public private partnership. 
• Ensuring male involvement. 
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Targets: 
1. Decrease  maternal mortality ratio from 590 per 100,000 live births to 267/100,000 


2. Decrease institutional maternal mortality rate to less than one. 


3. Increase  family planning service (CPR) from 32% to 66% 


4. Decrease unmet need for Family Planning from 34% to10%  


5. Reduce teenage pregnancy from 17% to 5% 


6. Increase Focused ANC 1+  from 68% to 90% and ANC 4+ from 31% to 86% 


7. Increase Deliveries attended by skilled birth attendants from 18.4% to 62% 


8. Increase postnatal care coverage from 34% to 78%.  


9. Increase  proportion of deliveries of HIV+ women that receive full course of ARV 
prophylaxis from 8% to 77%  


10. Decrease  under five mortality rate from 101 to 68 per 1000 live births 


11. Decrease infant mortality rate from 77 per1000 live births to 31/1,000 


12. Increase Protection at Birth (PAB) against Neonatal tetanus from 42% to 86% 


13. Increase Pentavalent 3, Measles, Full immunization, Rotavirus and Pneumococcal 


immunization coverage from 82%, 76.6%, 65.6%, 0%, and 0%, to 96%, 90%, 90%, 96% 


and 96% respectively. 


14. Increase proportion of asphyxiated newborns who are resuscitated and newborns with 
neonatal sepsis who received treatment from 7% to 75%, from 22% to 74%, respectively. 


15. Roll out community case management for common childhood illnesses in all health posts 
and increase proportion of health centers and hospitals that implement IMNCI to 100% 
from 52% and 62% respectively. 


16. Increase adolescent and youth friendly reproductive health services in 100% of hospitals 
and health centers.  


Initiatives: 


1. Strengthen and expand community and facility based maternal, newborn, child and 
adolescent health services. 


1.1. Scale up family planning programme (community based FP services, social 
marketing, facility based and outreach long acting and permanent FP service 
provision) 


1.2. Scale up of midwife training. 


1.3. Scale up BEmONC, CEmONC. 


1.4. Conduct maternal death Auditing 


1.5. Service Integration with emphasis on RH-HIV integration, (in particular FP-HIV 
prevention linkages through common messages and dual protection) and 
harmonized approach among all partners. 


Comment [U1]:  25%  
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1.6. Referral system including pediatric referral system. 


1.7. Routine immunization and wild polio eradication. 


1.8. Expand community and facility IMNCI. 


1.9. Enhanced Youth Friendly services. 


1.10. Capacity building on program management for maternal and child health services. 


1.11. Health Extension Programme 


1.12. Special, locally relevant and effective maternal and child health intervention to 
pastoralist areas 


S.O.C.1.2: Nutrition 


Targets  


1. Decrease wasting prevalence among children under 5 from 11% to 3%; and stunting 
prevalence from 46% to 37% 


2. Increase the proportion of newborns breastfed within one hour of birth from 69% to 92% 


3. Increase the proportion of exclusive breast feeding of 0-6 months from 49% to 70 % 


4. Increase the proportion of infants of 6 -9 months introduced to complementary food & 
continuation of breastfeeding from 54% to 65% 


5. Increase the proportion of under 5 children managed for severe malnutrition from 23% to 
91%.  


6. Achieving cure rate > 75%, defaulter rate < 15% and mortality rate < 5% in TFP (both 
Inpatient care and OTP). 


7. Increase the proportion of children in the age group of 6-59 months given vitamin A 
supplements every 6 months from 94% to 96% 


8. Increase the proportion Children 2-5 years receiving deworming every 6 months from 
86% to 96 % 


9. Reduce the prevalence of anemia in women of childbearing age (15-49 ) from 27% to 
12% 


10. Increase the proportion pregnant women supplemented with Iron during  their pregnancy 
from 10% to 86% 


11. Increase the proportion of households using iodized salt from 4% to 95% 


Initiatives 


1. Sustaining the Enhanced Outreach Strategy, (EOS) with Targeted Supplementary Food, 
(TSF) and Transitioning of EOS into HEP 


2. Health Facility Nutrition Services 


3. Community Based Nutrition (CBN). 


4. Micronutrient Interventions 


5. Essential Nutrition Actions/Integrated Infant and Young Feeding counseling services 







  
 


55


6. Institutional Strengthening for nutrition policy and program implementation and 
monitoring.  


7. Health Extension Programme 


 


S.O.C.1.3: Hygiene and Environmental Health 


Targets: 
1. Increase the proportion of Households utilizing latrine from 20% to 82%  


2. Increase the proportion of villages (kebelles) free of open defecation from15% to 80% 


3. Increase the proportion of households using household water treatment and safe storage 
practices from 7% to 77% 


Initiatives: 
1. Proper and safe excreta disposal system 


2. Proper and safe solid and liquid waste management 


3. Water supply safety measures 


4. Food and hygiene safety measures 


5. Healthy home environment 


6. Arthropods and rodent control 


7. Personal hygiene 


8. Community Led Total Sanitation 


9.  Health Extension Programme 


S.O.C.1.4: Prevention and Control of Major communicable Diseases 


Reduce Incidence and Prevalence of HIV/AIDS  


Targets: 
1. Reduce incidence of HIV in adults from 0.28% to 0.14% 


2. Increase Proportion of population aged 15-49 years with comprehensive knowledge of 
HIV/AIDS from 22.6% to 80% 


3. Provide HCT (VCT+PITC) to 9.2 million people (annually) 


4. Increase the proportion of young people aged 15-24 using condom consistently with non-
regular partners from 59% to 95% 


5. Increase the proportion of eligible children who are receiving ART to 95% 


6. Increase the proportion of eligible pregnant women are receiving ART to 95% 


7. Increase proportion of eligible Adults who are receiving ART from 53% to 95% 


8. Increase the number of patients ever started on ART from 246,347 to 484,966 


9. Increase the number of STI cases treated from 39267 to 60,000. 
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Emphasis of HSDP IV 


TB Case detection will be enhanced 
through: 


• Effective use of HEP as a vehicle 
to detect new cases, contact 
tracing and treatment follow up. 


• Strengthened laboratory network. 
• Improving information systems, 


including notification and referral 
routines. 


• Correct estimation and regular 
updating of the TB burden.


Initiatives 
1. Strengthen enabling environment (capacity building, community empowerment, 


leadership and governance, mainstreaming, coordination and partnership) 


2. Strengthen HIV prevention which includes: 


2.1. Intensifying the implementation of HIV/AIDS programmes (community 
conversation, school based and out of school interventions, addressing most at 
risk population, strengthened prevention with HIV positives and in development 
schemes and corridors)  


2.2. Reduce vulnerability of HIV infection among vulnerable and risk groups (through 
addressing gender inequality, income generation, girls education, fight against 
harmful traditional practices, stigma and discrimination, and integration of safety 
net programs with HIV/AIDS) 


2.3. Increasing access and utilization of services (HCT, STI, Condoms, Universal 
precaution and blood safety, circumcision and post exposure)  


3. Create access and quality of chronic care and treatment (through enhancing service 
integration, laboratory, referral, availability of essential commodities OI, ARV drugs and 
reagents, Strengthen public private partnership and addressing human resource issue) .  


4. Strengthen care and support to mitigate the impact of AIDS  


4.1. Strengthening the involvement of local communities in the care and support of 
HIV/AIDs 


4.2. Enhancement on the provision of standardized care and support to OVC &PLHIV 


4.3. Strengthening income generation activities to sustain the program 


5. Health Extension Programme 


Reduce Incidence and prevalence of TB and Leprosy 


Targets: 


1. Reduce  Mortality due to all forms of TB from 64/100,000 to 20/100,000 


2. Increase TB Case Detection Rate from 34% to 75% 


3. Increase TB treatment Success rate from 84% to 90% 


4. Increase Tuberculosis Cure Rate from 67% to 85% 


5. Increase the proportion of MDR TB cases treated with second line drugs  from 2% to 
55% 


6. Increase the proportion of PLHIVs screened for TB 
from 15% to 80% 


7. Reduce proportion of registered TB patients who 
are HIV positive 24% to 10% 


Initiatives 
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1. Expansion of Community DOTS through maximum use of HEP 


2. Strengthen case detection and management: 


2.1. Ensure early case detection, and diagnosis through quality-assured bacteriological 
diagnosis. 


2.2. Provide standardized treatment with supervision, and patient support. 


2.3. Ensure effective drug supply and management. 


3. Addressing TB/HIV, MDR-TB and Leprosy; 


3.1. Scale-up collaborative TB/HIV activities. 


3.2. Scale-up the prevention and management of multidrug-resistant TB (MDR-TB). 


3.3. Address the needs of TB contacts, and of poor and vulnerable populations. 


3.4. Strengthen early detection of leprosy at community and facility level 


4. Engaging all care providers, 


4.1. Involve all public, voluntary, corporate and private health care providers. 


4.2. Promote the use of the International Standards for Tuberculosis Care (ISTC). 


5. Enabling and promoting research. 


5.1. Implementation of operational research on the effectiveness of DOTS expansion 
and TB/HIV collaborative strategies 


6. Health Extension Programme 


 


Reduce Incidence and prevalence of Malaria  


Targets: 
1. Reduce lab confirmed (RDT/Microscopy) malaria case fatality ratio among children less 


than 5 years old and adults to less than 2% 


2. Reduce lab confirmed (RDT/Microscopy) malaria incidence per year, among children 
less than 5 years old and adults to less than 5 per 1000 population per year 


3. 100% of suspected malaria cases are diagnosed using RDTs and or microscopy within 24 
hours of the onset of fever. 


4. Increase the proportion of households in malarious areas who own at least one LLIN 
from 65.6% to 90%.  


5. Increase the proportion of pregnant women who slept under LLIN the previous night 
from 42.5% to 86%. 


6. Increase the proportion of U5 children who slept under LLIN the previous night from 
41.2% to 86%. 


7. Increase the proportion of households in IRS targeted areas that were sprayed in the last 
12 months from 55% to 77%. 
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8. No monthly malaria cases report for 24 months from previously malarious kebele’s of 
targeted woreda’s for elimination of malaria. 


Initiatives 


1. Early diagnosis and treatment of cases 


1.1. Improve the capacity of health workers in the diagnosis and case management of 
Malaria at health post level according to the national Guideline. 


1.2. Improve the capacity of health workers in the management and diagnosis of 
severe malaria at health centre and hospital levels according to national 
guidelines. 


1.3. Ensure the availability of essential commodities for the diagnosis and treatment of 
malaria 


2. Selective vector control (LLIN, IRS, Environmental management) 


2.1. Geographical targeting and flexible distribution strategies for LLIN 


2.2. Procurement, distribution and storage of  insecticide and spray materials and 
implementation of IRS through Health Extension Program as well as ensure 
public acceptance, practice, and participation in the IRS programs 


2.3. Environmental compliance 


3. Health Extension Programme 


Reduce Incidence and prevalence of other communicable Disease 


Targets  


1. Decrease the prevalence of leishmaniasis from 9.7%  to 7% in males and from 4.5% to 
2% in females.   


2. Decrease prevalence of lymphatic filariasis from 23.7% to 16% in males and from 18.5% 
to 11% in females.   


Initiatives 


1. Complete mapping in the distribution of all NTDs (leishmaniasis, L.filariasis, 
schistosomiasis, soil transmitted helminthiasis). 


2. Integrated approach and co-implementation of intervention packages 


2.1. Develop programme management and coordination guideline for NTDs. 


2.2. Design and develop nationally appropriate guideline prevention, early detection, 
diagnosis and registry for cancers. 


2.3. Advocacy, Social Mobilization and Sensitization for NTDs programme 
implementation  


2.4. Develop and sustain partnership and collaboration for integrated NTDs control 


2.5. Enhance integrated supportive supervision, research, monitoring and evaluation of 
NTDs programmes. 
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S.O.C.1.5: Prevention and Control of Non Communicable Diseases  


Targets: 
1. Increase cataract surgical rate (CSR) from 460 to 1,000 per 1,000,000 per year   


2. Decrease the national prevalence of blindness from 1.6% to 1%.   


3. Halt the speed of increment of the Prevalence of high blood pressure among adults at 
31%  in urban and 10% in rural 


4. Halt the speed of increment of the prevalence of type 2 diabetes mellitus halted at  1-3% 


5. Increase the proportion of health facilities providing integrated mental health services 
from 10% to 50% 


Initiatives 
1. Integrated approach and co-implementation of intervention packages 


1.1. Develop programme management and coordination guideline for NCDs. 


1.2. Design and develop nationally appropriate guideline prevention, early detection, 
diagnosis and registry for cancers. 


1.3. Advocacy, Social Mobilization and Sensitization for NCDs programme 
implementation with emphasis on major risk factors (Alcohol, smoking, diet and 
exercise) using the existing health extension programDevelop and sustain 
partnership and collaboration for integrated NCDs control 


1.4. Enhance integrated supportive supervision, research, monitoring and evaluation of 
NCDs programmes. 


1.5. Mental health service integration into all routine health service delivery system  


2.  Strengthen routine and outreach cataract surgery with emphasis to reaching inaccessible 
areas 


 


Strategic Objective C2:   Improve community ownership 


Targets 
1. Increase the proportion of model household graduated by HEP from 25.6% to 85% 


2. Increase proportion health facilities with boards where communities are represented to 
100%.  


3. Increase the proportion of Community Health Promoters in relation to need (2 for every 
50 Households) from 42% to 88%.  


Initiatives 
1. Strengthening Health Extension Program 


2. Community empowerment/conversation and social Mobilization program (with emphasis 
of HIV/AIDS, Malaria, TB, Maternal and child, Nutrition and Environmental health)  


3. Pursue communication and social mobilization to be gender sensitive, empower women 
and advocate for women led kebele health committee/Health promoters 
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4. Strengthen governance and leadership of public health facilities 


5. Information Education and Communication – Behavioral Change Communication 


6. Regulatory information delivery 


Strategic Objective F 1:  Improve Resource Mobilization and Utilization  


Targets 


1. Increase the per capita public expenditure on health from 16.1 USD to 32.2 USD. 


2. Increase the share of health budget as a proportion of total budget from 5.6% to 15%  


3. Increase the proportion of Public health facilities retaining and using their revenue from 
20% to 100% 


4. Increase the proportion of people enrolled in Health Insurance from 1% to 50%  


5. Increase the ratio of health budget utilization to allocation to 90% 


Initiatives 
1. Establish Community based and Social Health Insurance. 


2. Strengthen Facility Revenue Retention and utilization. 


3. Enhance waiver and exemption system 


4. Proactive resource mobilization 


5. Establish private wings in public hospitals 


6. Establish Integrated Financial Management Information System  


7. Financial accountability and management program 


8. Result Based Financing Schemes. 


9. Strengthen resource mapping 


 


Strategic Objective P1:  Improve quality of health services 


Targets 
1. Increase customer satisfaction index from 50% to 100% 


2. Increase Bed Occupancy Rate from 50.8% to 85% 


3. Decrease Average Length of Stay from 6.7 days to 5 days. 


4. Increase the proportion of referred patients completing referral process successfully (from 
the beginning to the feedback) to 80%. 


5. Increase the proportion of emergency patient receiving emergency care in less than 5 
minutes from 50% to 100%. 


6. Increase Outpatient Attendance per capita from 0.2 to 0.7 


Initiatives 


1. Strengthen emergency management system. 
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2. Implement Quality management such as Nursing standard, laboratory standard, Infection 
Prevention, Medical record standard. Etc. 


3. Provision of safe and adequate blood for transfusion 


4. Establishing a well functional referral system 


5. Regulatory service to both public and private sector institutions 


6. Performance monitoring and quality standard operational procedures process 


7. Integrate related health programs at management and service delivery levels  


 


Strategic Objective P 2:  Improve Public Health Emergency Preparedness and Reponses 


Targets 


1. Increases the proportion of epidemics averted to 75%. 


2. Improve the proportion of epidemics controlled with zero mortality to 50%. 


Initiatives 
1. Active Surveillance and Epidemic Control 


2. Vulnerability assessment and risk analysis; 


3. Capacity building – (intelligence officers. national stockpile system etc) 


4. Response & recovery operations (including emergency nutrition response) 


Strategic Objective P 3: Pharmaceutical Supply and Services 


Targets 


1. Decrease procurement lead time (average time between order & delivery from supplier) 
from 240 days to 120 days  


2. Decrease the proportion of health facilities with stock-out for essential drugs from 35% to 
0%. 


3. Increase the proportion of patients with adequate information on dispensed drugs from 
68% to 100%. 


4. Reduce the percentage of stock wasted due to expiry from 8.24% to 2%. 


5. Decrease the percentage of prescriptions containing antibiotics from 58% to 25%   


6. Increase the percentage of dispensed drugs adequately labeled from 43% to 90% 


Initiatives 
1. Quantification/forecasting and procurement system 


2. Pharmaceutical storage and inventory control system 


3. Pharmaceutical hubs and transport system. 


4. Revolving drug fund management system 


5. Integrated Pharmaceuticals Fund & Supply Management Information System (IPFSMIS) 
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6. Strengthen rational drug use. 


Strategic Objective P 4:  Improve regulatory system 


Targets 
1. Increases the proportion of health institutions complying with service standard to 100% 


2. Increases the proportion of licensed/certified health institutions, food establishments, to 
100%, respectively 


3. Increase the proportion of registered and licensed traditional medicine to80%. 


4. Increase Quarantine coverage to100% 


5. Increase the proportion of registered and licensed professionals (Modern, alternative and 
traditional) to 100% 


Initiatives 
1. Inspection and licensing 


2. Product quality assessment and registration 


3. Strengthen Quality Quarantine service 


4. Medico legal service 


 


Strategic Objective P 5:  Improve evidence based decision making through enhanced 
harmonization and alignment 


Targets 


1. Reach 100% in facilities and by programme managers using HMIS data for decision-
making. 


2. Increase the timeliness and completeness of HMIS reports from 57% to 90%. 


3. Improve the correspondence between data reported and recorded from 15% to 90%. 


4. Maintain the proportion of woredas with evidence-based plan aligned vertically and 
horizontally at 100% 


5. Increases the proportion of Partners implementing “one-plan” to 100% 


6. Increases the proportion of Health Development Partners providing funds through  MDG 
PF  to 75% 


7. Increase the proportion of Partners using one report/HMIS to 100%.  


8. Reaching that 95% of researches are conducted to address priority public health problems 


Initiatives 


1. Advocacy on Harmonization and Alignment 


2. Regular Short and medium term resource mapping 


3. Regular evaluation of adherence to the principles of harmonization and alignment 
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4. Integrate related health programs at management and service delivery levels  


5. Institutionalize Monitoring and Evaluation of health programs 


6. Conduct Research for program improvement 


7. Strengthen district heath management system to institutionalize evidence based planning  


8. Strengthen the generation and use of strategic information within the context of health 
system strengthening. 


9. Evidence based problem solving comprehensive support to Pastoralist areas. 


10. Respond to the health impacts of climate change through tracking of up to date 
information. 


Strategic Objective CB 1:  Improve Health Infrastructure 


Targets 
1. Maintain Health Post to population ratio at 1:5,000 


2. Maintain Health Center to population ratio at 1:25,000 


3. Increase Primary Hospital to population ratio to 1:100,000  


4. Increase General Hospital to population ratio to 1: 1,000,000 population 


5. Increase Specialized Hospital to population ratio to 1: 5,000,000 population 


6. 100% of health facilities fully equipped and furnished as per the standard 


7. 10 new Vaccines adopted and used Implement EMR in all Health centers and Hospitals 


8. Implement e-HMIS in all woredas 


Initiatives 


1. Health Facility Construction program 


2. Health Facility rehabilitation and upgrade projects 


3. Health Facility Maintenance program 


4. Cold Chain management and medical equipment maintenance 


5. EMR, e-HMIS, networking, telemedicine and tele-education programmes. 


6. Technology transfer & dissemination 


7. Technical and financial support for Pastoralist area focused health facility expansion  


Strategic Objective CB 2:  Improve Human Capital and Leadership 


Targets 


1. Health Workforce Density:  from 0.7 per 1,000 to 1.7 per 1,000 
2. Physician to Population Ratio: from 1:37,996 to 1:5,500 
3. Proportion of PHCU staffed as per standard in all geographic areas will increase to 100% 
4. Proportion of PHCU that use Workload based staffing standard will increase to 100% 
5. Implementation of e-HRIS at regional level will increase to 100% 
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6. Proportion of HRH departments at various levels that  have at least one professional 
trained on HRM  will increase to 100% 


7. Competency level for essential knowledge and skill (disaggregated by category)  will 
increase to 100% 


8. 80% of the identified gaps filled by TA. 


Initiatives 


1. Scale up Training and development in line with staffing requirement detailed in the annex 
with focus on medical doctors, IESO, anesthesia professionals, midwives and HIT. Major 
initiatives with this regard include 


a. Establish/expand innovative, technology assisted  medical and health science 
training program  


b. Transforming selected hospitals with potential into medical and health science 
training college 


c. Team based training of midwives, anesthesia professionals and IESO to address 
the BEONC and CEONC at PHCU level 


d. Enhance the availability of HIT through generic and work integrated training 
programs  


e. Effective coordination mechanism of service sector (employer) with education 
sector and training centers 


2. Effective and targeted staff retention mechanisms developed and implemented 


3. Development, scale up and implementation follow up of web based HRIS 


4. Establish an HRH leadership and management development centre and relevant training 
programs and operational research 


5. Regular review of HRH plan in view of unforeseeable changes as well as wider political 
and economic changes 


6. Establish Continuous Professional Development Program (CPD)  


7. Regular update  of curricula for competence-based programs in pre-service education 


8. Implement the agreed TA guideline 
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4. Costing & Financing of HSDP-IV  
 


The Government of Ethiopia and its development partners have made considerable progress towards 
achieving MDGs. The health sector of Ethiopia has introduced and is vigorously pursuing the 
implementation of evidence-based high-impact intervention packages at all levels of the health care 
system. These include –HEP packages at the family and community level, and expansion of outreach 
services and medium to high level clinical care which are proven to potentially impact on the population 
by improving the coverage for health care. However, there still remain major bottlenecks which need to 
be tackled in the next five years of HSDP IV implementation. Evidences so far strongly point out that the 
primary obstacles against fast and sustainable targeted health gains through implementation of the proven 
high impact interventions are lack of resources and weak implementation capacity. There is also low level 
utilization of existing proven effective interventions by the community which would require working 
more on community education and mobilization aimed at substantially increasing the demand and the 
timely utilization of the available health care services at each level of the health care system. 


In the previous health sector strategic plan implementation period, the Total Health Expenditure (THE)3 
more than doubled between 2004/05 and 2007/08, as documented in the fourth round of National Health 
Accounts (NHA). The nominal total health sector spending increased from Birr 4.5 billion (US$522 
million) in 2004/05 to more than Birr 11.12 billion (US$1.2 billion) in 2007/08. Per capita THE also grew 
from US$7.1 per capita per annum in 2004/05 to US$16.1 in 2007/084. Therefore, to attain the MDGs in 
the coming five year period, the health expenditure need to be increased and the HSDP IV costing is 
prepared taking this into consideration.  


2.4. Costing Methodology  
The costing exercise considers the Government’s commitment to reach MDGs. Costing of HSDP IV is 
conducted using the Marginal Budgeting for Bottlenecks (MBB) tool, which is an evidence based result 
oriented planning and budgeting tool that utilizes knowledge about the impact of existing interventions on 
health in a country. MBB is a powerful analytical tool that aims to set interventions and their targets by 
assessing the health sector impediments to faster progress, identifying ways of removing them, and 
estimating both the costs of removing them and the likely effects of their removal on MDG outcomes & 
impacts such as child and maternal mortality. The MBB focuses on marginal cost and impact in mortality 
reduction that makes it a helpful tool to estimate the extra efforts and resources needed to reach the 
MDGs.  


                                                   
 


 


 


 


 


3 THE captures health spending from all sources: government, donors, and private including household out-of-pocket payments. 


4 Federal Ministry of Health, 2009. The fourth round of Ethiopia’s National Health Accounts (NHA). 


Comment [U2]: ????????? 
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MBB includes a generic list of health interventions5 that have a high impact on child mortality or 
maternal mortality.  Based on this generic list of interventions, country-specific interventions were 
selected in the country’s intervention packages. A bottleneck analysis has been undertaken using the six 
coverage determinants of the representative tracer interventions out of the twelve sub-packages, focusing 
on those which can be delivered via the three service delivery modes: family/community based, 
population-oriented that are schedulable and individual clinical care. The bottleneck analysis also helps in 
the identification of system-wide supply and demand side bottlenecks and obstacles that would potentially 
impede the progress towards achieving adequate and effective coverage in the application of high-impact 
intervention packages in each of the main service delivery modes. Adequate coverage in this sense 
includes such factors as the availability of essential drugs and supplies, access to health services and 
health workers, first time and continued use of health-care services. Subsequent examination of the 
underlying causes of bottlenecks and the development of promising strategies for overcoming them 
allows the setting of “frontiers”. The bottleneck analysis is conducted as part of the SWOT and 
Stakeholder analysis to set national coverage targets for interventions to be reached by 2014/15 the 
summary of the bottleneck is annexed. 


2.5. Costing Scenarios & Assumption for HSDP IV 
Ethiopia has made significant progress in expanding health services and improving health outcomes over 
the years through HSDP. However, despite considerable efforts made by the government and its partners, 
the situational analysis of present progress to reach MDG 1, 4, 5, 6 and 7 in Ethiopia shows that there 
remains a need for strengthening health systems & improving quality of health care. Wide ranges of high 
impact interventions are currently provided to Ethiopians or being considered for introduction at 
community, outreach and clinical service delivery levels. 
 
The costing estimate uses two scenarios and each constitutes detailed costing analysis and results. Each 
scenario calls for a certain level of reinforcement of the cornerstones of the health system or the coverage 
determinants. A proportion of bottleneck reduction is considered to formulate the two Scenarios with 
separate set of coverage targets as detailed in Table 4.2a – 4.2c, many of the interventions exhibit low 
coverage levels. The assumptions implied in defining the scenarios are: 
 
                                                   
 


 


 


 


 


5 The generic list of high impact interventions organized into three-service delivery mode: family/community, population 
oriented – both through outreach and on facility with schedule; delivery and skill management at health facility. The list is 
supported with the scientific evidence on efficacy and effectiveness from the various Lancet series (2003 child survival, 2005 
neonatal survival, 2006 maternal, 2008 nutrition); the British Medical Journal (2005 for maternal); and the Cochran meta analysis 
by the World Bank, WHO and UNICEF in reviewing the literature on the efficacy of a list of interventions on reducing maternal 
mortality. 


 


Comment [U3]: Macroeconomic justification 
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Base case Scenario: considers strategies to enhance the performance of the health extension program 
through skill upgrading of the health extensions workers, model family graduation, supportive 
supervision, and introduction of community based pneumonia treatment, as well further improving the 
quality of health services given at community level. It also includes strengthening the pastoral and urban 
health extension program. This scenario sets out high level of coverage with an ambitious reduction in 
existing bottlenecks of up to 80 percent over the coming five years this scenario is expected to bring about 
an achievement of 65% Model House old graduation, 46% Latrine Utilization, 38% Delivery by HEWs, 
and 100% & 65% ITN ownership and utilization by households respectively.. The base case scenario 
assumes that there is no compromisation in the achievement of MDGs by the year 2015.  
 
This scenario also considers universal access to health center, staffing, equipping and availing drugs and 
supplies to HCs as per the standard and strengthening supply chain management system to make HCs 
fully functional and provide Basic Emergency Obstetric Care and essential newborn care. In addition, 
selected HCs will be upgraded to primary hospitals to provide ambulatory and inpatient services including 
emergency surgery, caesarean section and blood transfusion services and existing General and specialized 
hospitals will be strengthened.  This scenario takes due consideration and uses the already achieved 
targets for infrastructure and HRH as a springboard for facilitating further health gains. These include the 
already achieved universal PHC coverage through rapid development of HPs at the community level, 
Health centers and the planned expansion and scale up of Primary \hospitals. It also considers the rapid 
development and deployment of the over 30,000 HEWs at the community level and over 5000 health 
officers at the Health center and hospitals. Consequently; it aims at reaching BEmONC and CEmONC 
services in 100% of HCs & hospitals respectively, 85% ART treatment, fully Immunization 90%; and 
38% and 62% coverage in clean and safe delivery by HEWs and delivery by skilled attendants 
respectively.  This scenario will achieve MDG target in maternal health through 54.8% reduction in 
MMR from the current levels. This scenario will achieve MDG target in child health through reduction of 
Under five mortality by 33.8% from the current levels. 
Best case Scenario:  It is in line with MDGs Needs Assessment (2005) that assumes no financial 
constraint. It is for fulfilling the commitment of the health sector to improve and sustain quality of health 
service delivery, embracing prevention and control of communicable diseases, and improving the quality 
of clinical care for both acute and chronic health problems. The assumption also include ensuring 
universal access to quality  clinical care, and access to advanced treatment and care at all the health care 
delivery systems.  The Best case scenario focuses mainly on evidence based high level clinical care and 
the protection of patient rights of accessing the needed health care services. 


2.6. Cost and impact of scaling-up 
Figure 4.1 presents the additional cost and impact in terms of mortality reductions for the two Scenarios. 
Base-case scenario stipulates the need to mobilize an additional US$ 11.96 per capita per year on average 
over the five years. The investment is estimated to reduce under five and maternal mortality by 31.8 
percent and 54.8 percent, respectively. The Best case scenario calls for a higher additional investment of 
US$ 13.96 per capita per year resulting in a much higher reduction in under five and maternal mortality 
estimated at 46 percent and 56.6 percent, respectively. Ethiopia will be able to achieve the health MDGs 
with the implementation of the Base case Scenario. In terms of resource mobilization, the best case 
Scenario calls for  almost doubling of the current Total Health Expenditure by the end of HSDP IV.   
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Figure 4.1: Additional cost, morbidity and mortality reduction estimates 2010/11 – 2014/15 
Base-case Scenario  Base-case Scenario  
Under five                            33.8% Under five                                                  46% 
Maternal              54.8%       Maternal 56.6% 
Cost per capita per year  
in US$   


 
       11.96 


Cost per capita per year  
in US$ 


 
13.96 


 
Figure 4.1: Progress towards MDGs and Additional Cost per Capita 


The additional cost estimate is translated into total budget estimates for the five years. In calculating the 
total budget estimates the additional cost estimates are added to the baseline health sector spending for FY 
2009/10. The health spending for 2009/10 consolidated based on the resource mapping which gathers all 
resources from Government and development partners on- and off-budget. The FY 2009/10 spending 
from Government and development partners is estimated at US$ 883.06 million. The summation of 
additional cost and FY 2009/10 spending is done for the recurrent portion only not to double count capital 
cost incurred in the past. The result presented by level of service delivery, recurrent capital investment 
distributions as well as by HSDP IV program areas.  


Total budget for the five years is estimated at US$ 8.83 billion under the Base-case Scenario and US$ 
10.828 billion for the Best case Scenario. This represent an average yearly increase of public health 
spending by 9  percent over the coming five years from the current base of US$ 883.06 million in the 
Base-case Scenario, and 13.5 percent increase under the Best case Scenario. 
Level of service delivery: A substantial proportion of the total budget estimate allocated to make existing 
health facilities fully functional and improve quality of care at all level of the service delivery points. In 
both the Base-case and Best case Scenarios about 43 percent of the total budget is allocated to strengthen 
services at clinical level, including health centers, district and general hospitals. The investment is 
intended to enhance obstetric services with appropriate equipment, supplies and skills of the health 
workers. It also targets improvement in the quality of services available for maternal-newborn health, 
child health, nutrition, malaria, HIV/TB and non-communicable diseases. Over 45 percent of the total 
investment is aimed at sustaining and strengthening the Health Extension Program including the outreach 
services from health centers for immunization and family planning. About 15 percent of the total 
investment envisaged to further strengthen the health management and administrative capacity from 
Woreda Health Office, Regional Health Bureaus, to Federal Ministry of Health. (See Figure 4.2 below 
also Annex xx). 
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Figure 4.2 Allocation of total budget estimates by level of service delivery 


 


 


Recurrent and capital investment allocations: In line with the decision to shift focus from expansion to 
service delivery and quality of care, a substantial proportion of the total budget estimate over the five 
years periods, 78 percent in the Base-case and 55 percent in the Best case Scenarios, is recurrent cost to 
cover salary, skill upgrading, supportive supervision, maintenance, and monitoring and evaluation. Only 
22 percent in the Base-case and 45 percent in the Best case Scenario of the total budget estimate is for 
capital investment, mainly strengthen infrastructure capabilities for obstetric care. (See table 4.4)  
Table 4.4. Base‐case & Best case scenario:  Total budget estimates for by service delivery, capital 
investment and recurrent, in Million US$ 
 service delivery Baseline 2010/11 2011/12 2012/13 2013/14 2014/15 Total % 


Base-case Scenario 
Population oriented schedulable 
services 


63.39 351.06 125.27 137.31 152.49 167.51 933.64 33 


District, provincial, national governance 
& management 


119.78 195.03 193.87 215.70 247.68 279.45 1,131.
73 


11 


Family oriented community based 
services 


181.76 527.17 568.60 567.44 615.00 655.68 2,933.
89 


43 


Individual oriented clinical services 418.97 603.74 619.33 742.08 868.34 993.74 3,827.
25 


13 


Total   883.06    1,677.01      1,507.07     
1,662.54  


        
1,883.51  


    2,096.38   
8,826.
50  


100 


Capital investment 628.74 581.01 382.68 347.83 337.83 327.41 1,976.
76 


22 


Recurrent 254.32 1,095.99 1,124.39 1,314.71 1,545.68 1,768.96 6,849.
74 


78 


Best-case Scenario 
Family oriented community based 
services 


            
181.76  


            
637.48  


          746.21          
801.66  


                 
877.21  


       938.51                   
4,001.07  


37 


Population oriented schedulable 
services 


              
63.39  


            
389.65  


          196.52          
179.25  


                 
194.75  


       209.99                   
1,170.17  


11 


Individual oriented clinical services             
418.97  


            
603.74  


       1,374.19       
1,293.37  


              
1,741.76  


    1,545.03                   
6,558.09  


61 


District, provincial, national governance 
& management 


            
119.78  


            
195.03  


          193.87          
215.70  


                 
247.68  


       279.45                   
1,131.73  


10 


Total             
883.06  


1,419.30 2,104.19 2,083.38 2,654.80 2,566.38 10,828.0
5 


100 


Capital investment 482.75 640.56 1,252.67 1,016.02 1,004.37 988.67 4,902.29 45 
Recurrent 400.31 778.74 851.52 1,067.36 1,650.42 1,577.71 5,925.76 55 
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Budget estimates allocations to program areas: in the Base-case Scenario 48 percent of the budget is 
allocated to strengthening service delivery component of HSDP IV; followed by expansion and 
strengthening health infrastructure and resources 37 percent; and leadership and governance 15 percent. 
The three major programs, i.e. prevention and control of malaria, prevention and control of HIV/AIDS, 
and prevention and control of TB and leprosy account for 30 percent of the total budget estimate. (See 
table 4.5) 
 
Table 4.5 Base-case Scenario: total estimated budget by HSDP IV program areas, in Million US$ 
 
Programmatic areas  Baselin


e 
2010/11  2011/12  2012/13  2013/14  2014/15  Total  % 


       Base‐case Scenario        
1. Leadership and governance           


33.85  
          
181.47  


          
193.90  


          
259.95  


          
330.56  


          
396.39  


       
1,362.27  


          
15  


1.1 Community Empowerment             
6.78  


            
17.48  


            
29.95  


            
34.31  


            
37.85  


            
40.07  


          
159.65  


            
2  


1.2 Monitoring & Evaluation and Operational Research             
7.36  


            
15.36  


            
24.05  


            
29.35  


            
33.53  


            
36.57  


          
138.85  


            
2  


1.3 System Strengthening  & Capacity Development           
19.71  


          
148.63  


         
139.91  


         
196.29  


         
259.19  


         
319.74  


      
1,063.76  


         
12  


2. Strengthening service delivery         
626.12  


          
738.73  


         
801.56  


         
819.06  


         
885.90  


         
949.44  


      
4,194.69  


         
48  


2.1 Maternal‐Newborn and RH‐Adolscent Health           
31.27  


            
50.63  


            
74.50  


            
95.53  


          
115.80  


          
135.15  


          
471.62  


            
5  


2.2 Child Health           
25.06  


            
37.95  


            
43.01  


            
45.04  


            
48.46  


            
51.24  


          
225.70  


            
3  


2.3 Nutrition             
6.38  


            
13.56  


            
19.89  


            
22.91  


            
25.29  


            
26.63  


          
108.27  


            
1  


2.4 Hygiene & Environmental Health             
7.87  


            
16.87  


            
28.66  


            
34.58  


            
38.54  


            
40.55  


          
159.21  


            
2  


2.5 Prevention & Control of Malaria         
111.45  


          
240.53  


          
202.06  


          
137.51  


          
120.79  


          
103.46  


          
804.36  


            
9  


2.6 Prevention & Control of HIV‐AIDS         
276.25  


          
193.91  


          
213.75  


          
233.60  


          
253.44  


          
273.29  


       
1,167.98  


          
13  


2.7 Prevention & Control of TB & Leprosy         
152.72  


          
131.96  


         
137.04  


         
141.70  


         
146.22  


         
150.61  


         
707.53  


           
8  


2.8 Prevention & Control of Other Communicable 
Diseases 


           
0.24  


            
12.09  


           
24.01  


           
35.92  


           
47.83  


           
59.75  


         
179.60  


           
2  


2.9 Prevention & Control of Non‐Communicable 
Diseases 


           
0.27  


            
15.86  


            
31.52  


            
47.18  


            
62.84  


            
78.50  


          
235.89  


            
3  


2.10 Public Health Emergency Management             
0.45  


              
6.54  


              
7.07  


              
7.10  


              
7.49  


              
7.76  


            
35.97  


            
0  


2.11Public Health/Nutrition Research & Quality 
Assurance 


         
14.16  


            
18.81  


           
20.05  


           
18.01  


           
19.19  


           
22.51  


           
98.57  


           
1  


3. Expansion & strengthening health infrastructure & 
resources 


       
223.09  


          
756.81  


          
511.60  


          
583.53  


          
667.05  


          
750.55  


       
3,269.54  


          
37  


3.1 Expansion of PHC Facilities           
39.48  


          
273.94  


            
32.62  


            
44.17  


            
55.71  


            
67.25  


          
473.69  


            
5  


3.2 Hospital Infrastructure           
30.11  


          
178.51  


          
202.74  


          
226.97  


          
251.20  


          
275.44  


       
1,134.86  


          
13  


3.3 HR Salaries & Training           
54.33  


          
116.60  


          
154.12  


          
189.99  


          
229.10  


          
268.20  


          
958.01  


          
11  


3.4 Pharmaceutical & Medical Equipment           
97.00  


          
184.51  


         
115.65  


         
112.74  


         
118.18  


         
123.62  


         
654.71  


           
7  


3.5. Health Care Financing              
2.17  


              
3.24  


             
6.47  


             
9.67  


           
12.86  


           
16.04  


           
48.27  


           
1  


Total         
883.06  


       
1,677.01  


       
1,507.07  


       
1,662.54  


       
1,883.51  


       
2,096.38  


       
8,826.50  


        
100  


 
In the Best case Scenario 56 percent of the budget is allocated to strengthening service delivery 
component of HSDP IV; 31 percent for expansion and strengthening health infrastructure and resources: 
and leadership and governance 13 percent. Malaria, HIV/AIDS, and TB and leprosy taking a 40 percent 
share of the total estimated budget for the five years period. (See table 4.6) 
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Table 4.6 Best case Scenario: total estimated budget by HSDP IV program areas, in Million US$ 


Programmatic areas 
Baselin


e 
2010/1


1 
2011/1


2 
2012/1


3 
2013/1


4 
2014/1


5 Total % 
Best -case Scenario 


1. Leadership and governance          33.85            190.97            203.40            269.45            340.06            405.89       1,409.78  
          


13  


1.1 Community Empowerment            6.78              22.56              35.03              39.39              42.93              45.16  
          


185.08  
          


2  


1.2 Monitoring & Evaluation and Operational Research            7.36              19.77              28.46              33.77              37.94              40.99  
          


160.93  
          


1  


1.3 System Strengthening  & Capacity Development         19.71            148.63           139.91          196.29          259.19          319.74 
       


1,063.76 
          


10 


2. Strengthening service delivery        626.12         1,118.68         1,181.50         1,199.00         1,265.84         1,329.38  
       


6,094.41  
          


56  


2.1 Maternal-Newborn and RH-Adolscent Health          31.27              72.07              95.95            116.98            137.25            156.59  
          


578.84  
          


5  


2.2 Child Health          25.06              54.30              59.36              61.38              64.80              67.58  
          


307.42  
          


3  


2.3 Nutrition            6.38              16.75              23.08              26.10              28.48              29.82  
          


124.22  
          


1  


2.4 Hygiene & Environmental Health            7.87              18.06              29.84              35.76              39.72              41.73  
          


165.11  
          


2  


2.5 Prevention & Control of Malaria        111.45            273.97            235.50            170.94            154.23            136.90  
          


971.53  
          


9  


2.6 Prevention & Control of HIV-AIDS        276.25            367.94            387.79            407.63            427.48            447.32  
       


2,038.17  
          


19  


2.7 Prevention & Control of TB & Leprosy        152.72            257.19            262.27            266.93            271.45            275.84  
       


1,333.68  
          


12  
2.8 Prevention & Control of Other Communicable 


Diseases            0.24              12.27              24.19              36.10              48.01              59.93  
          


180.50  
          


2  


2.9 Prevention & Control of Non-Communicable Diseases            0.27              16.06              31.72              47.38              63.04              78.70  
          


236.90  
          


2  


2.10 Public Health Emergency Management            0.45                6.99                7.52                7.55                7.94                8.21  
            


38.22  
          


0  
2.11Public Health/Nutrition Research & Quality 


Assurance          14.16              23.06              24.30              22.26              23.44              26.76  
          


119.81  
          


1  
3. Expansion & strengthening health infrastructure & 
resources        223.09            767.67            522.47            594.40            677.91            761.42  


       
3,323.87  


          
31  


3.1 Expansion of PHC Facilities          39.48            273.94              32.62              44.17              55.71              67.25  
          


473.69  
          


4  


3.2 Hospital Infrastructure          30.11            178.51            202.74            226.97            251.20            275.44  
       


1,134.86  
          


10  


3.3 HR Salaries & Training          54.33            127.47            164.99            200.85            239.96            279.07  
       


1,012.34  
          


9  


3.4 Pharmaceutical & Medical Equipment          97.00            184.51            115.65            112.74            118.18            123.62  
          


654.71  
          


6  


3.5. Health Care Financing             2.17                3.24                6.47                9.67              12.86              16.04  
            


48.27  
          


0  


Total        883.06         2,077.32         1,907.38         2,062.85         2,283.82         2,496.69  
     


10,828.05  
        


100  


 


2.7. Financing gap 
The most significant constraints against the rapid scale up of health interventions are the prevailing 
inadequacy and inefficiency in the resource mobilization and allocation for health. Baseline and target 
coverage’s (two scenarios) of high interventions included in the cost calculations are seen in the annex. 
Taking into consideration of the current poverty levels and the pace of the positive the country’s 
economic growth, the estimated significant financing gap need to be filled through additional resource 
mobilization from all sources, with an inevitable of 
consequence that the substantial proportion of the 
resource requirement may have to come from 
development partners. The estimate under base-case 
scenario  show that the country will require US$ 8.83 
billion to implement its scale up strategies under HSDP 
IV and US$ 10.828 billion under Best case Scenario.  


The contribution of Government to HSDP-IV is 
expected to follow an upward pattern with expected 
increased allocation from US$ 249 million in 2009/10 
to US$ 307 million in 2014/15. As indicated in the 
figure 4.3, the projected resource commitment by 14 
development partners in the coming five years of HSDP- IV periods shows some decline, especially in the 
last three years of HSDP-IV implementation. For some development partners the current country 
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cooperation program ends in 2009/10. Also the amount on donors’ contributions has been incomplete as 
information from some donors has not been captured.  


While progresses have been made on the fund pooling initiative with the introduction of the MDGs 
performance Fund, there still exists a major challenge in the predictability of donors funding. Most of the 
financing commitments are short-term and these are unpredictable. There is currently no firm 
commitment in terms of health financing beyond 2011/12, leaving a large uncertainty in terms of health 
services planning. In contradiction with the Paris declaration, the trends in the last several years having 
greater leaning towards a preference of earmarked project funding, rather than harmonized pool-funding. 
The trend so far clearly show that donors pledged amounts under an earmarked arrangement are larger 
than those amounts provided under a broader health system strengthening agreement. According to 
current pledges, a major financing gap remains for health systems in general, maternal-newborn and child 
health in particular. 


To assess the funding gap for the implementation of HSDP IV the estimated total budget is compared to 
the projected resource commitment from Government treasury and development partners. As depicted in 
Figure 4.3 below both Base-case and Best case Scenarios encounter a substantial funding gap. In addition, 
the gap widen over time, as most development partners are not able to accurately predict for the later 
years of HSDP IV.  
 
Figure 4.4: Funding gap over the five years period in Million US$ 


 
 
The financing gap for the Base-case Scenario amounts to US$ 4.337 billion and US$ 6.339 billion under 
the best case Scenario over the five years.  
This represents a yearly average funding 
gap of US$  867.40  million and US$     
1,267.71 million for Base-case and s 
respectively.  A disaggregated analysis of 
the financing gap by program areas 
confirms the inequity in the health sector. 
The major financing gap remains high in 
health systems including expansion and 
strengthening, pharmaceuticals followed 
by maternal-Newborn health and child 
health, see table 4.7 for the full detail of the funding gap for the best case scenario. While progress has 
been made on pooling with the introduction of the MDGs performance Fund, little has happened in terms of 
predictability. Most of the financing announced is short-term and has little predictability. There is currently no 
firm commitment in terms of health financing beyond 2012, leaving a large uncertainty in terms of health 
services planning. In contradiction with the Paris declaration the trend of the last years towards more 
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earmarked project funding, rather than harmonized pooled funding. Amounts pledged under an earmarked 
arrangement are larger than amounts provided under a broader health system strengthening agreement. 
According to current pledges, a major financing gap remains for health systems in general, maternal-Newborn 
health and child health. 


 
Based on the information compiled from 14 development partners substantial amount of the commitment for 
the coming years is concentrated in few vertical disease specific programs. About 85 percent of the 
development partners projected commitment is for HIV/AIDS, TB and malaria. Though the vertical disease 
seems well fund in the previous years, there is still huge gap to scale those services to lower services delivery 
mode. 
 
Table 4.7 Total budget estimate, projected commitment and funding gap by program areas 


  


Total budget estimate 
Projected 
resource 


commitment 


Funding gap 2010/11‐2014/15 


Base‐case 
Scenario 


Best‐case 
Scenario 


Base‐case 
Scenario 


Best‐case 
Scenario 


1. Leadership and governance         1,362.27          1,409.78             439.40             922.88  
          


970.38  


1.1 Community Empowerment            159.65             185.08               72.61               87.05  
          
112.47  


1.2 Monitoring & Evaluation and Operational Research            138.85             160.93               54.83               84.02  
         
106.10  


1.3 System Strengthening  & Capacity Development         1,063.76          1,063.76             311.95             751.81  
          
751.81  


2. Strengthening service delivery         4,194.69        6,094.41        3,076.65        1,118.04 
       
3,017.76 


2.1 Maternal‐Newborn and RH‐Adolescent Health            471.62             578.84             154.49             317.13  
         
424.35  


2.2 Child Health            225.70             307.42               76.01             149.69  
          
231.41  


2.3 Nutrition            108.27             124.22               14.31               93.96  
         
109.91  


2.4 Hygiene & Environmental Health            159.21             165.11               34.69             124.52  
         
130.42  


2.5 Prevention & Control of Malaria            804.36           971.53           566.13           238.23 
          
405.41 


2.6 Prevention & Control of HIV‐AIDS         1,167.98          2,038.17          1,395.12   ‐         227.13  
         
643.05  


2.7 Prevention & Control of TB & Leprosy            707.53          1,333.68             662.01               45.52  
          
671.67  


2.8 Prevention & Control of Other Communicable Diseases            179.60             180.50               72.53             107.07  
          
107.97  


2.9 Prevention & Control of Non‐Communicable Diseases            235.89             236.90               72.33             163.56  
         
164.58  


2.10 Public Health Emergency Management              35.97               38.22                 0.11               35.86  
            
38.11  


2.11Public Health/Nutrition Research & Quality Assurance              98.57           119.81             28.93             69.64 
            
90.88 


3. Expansion & strengthening health infrastructure & resources         3,269.54          3,323.87             973.45          2,296.09  
      
2,350.42  


3.1 Expansion of PHC Facilities            473.69             473.69             145.38             328.31  
          
328.31  


3.2 Hospital Infrastructure         1,134.86          1,134.86             144.94             989.92  
         
989.92  


3.3 HR Salaries & Training            958.01          1,012.34             454.04             503.97  
          
558.30  


3.4 Pharmaceutical & Medical Equipment            654.71           654.71           219.74           434.97 
          
434.97 


3.5. Health Care Financing               48.27               48.27                 9.37               38.91  
           
38.91  


Total         8,826.50        10,828.05          4,489.50          4,337.00  
       
6,338.55  
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2.8. Financing channels and arrangements for HSDP IV 
Three channels of funding currently operate in the country, which also work for the health sector. 
These are: 


1. Channel 1a (un-earmarked) is the disbursement channel used by Government itself. At 
each administrative level, the specialized Finance bodies control the release of funds and 
report upwards on their utilization. This is the channel that is used by donors providing 
budget support and PBS component-I.  


Channel 1b (earmarked) this channel is an earmarked fund transferred through MOFED, 
funds from each donor being tagged (with a two figure code), and sent to the region and 
zone/woreda (with a location code). The funds are reported on and accounted for separately, 
and used to pay only for activities agreed by the particular donor, often according to its 
specific procurement and disbursement procedures. 


2. Channel 2 is a channel whereby the Regional and Zonal/Woreda finance bodies are by-
passed. Sector units at each administrative level expend and account for funds. There are 
variations on this channel. Some DPs centralize disbursement responsibility at the Federal 
level (so that even regional contractors are paid centrally). Other donors have worked directly 
with regional and/or woreda administrations. 


3. Channel 3: in this channel of financing, DPs usually carries out any procurement and pays 
the contractor itself. Government merely agrees to, and budgets for, what is to be provided by 
the donor, and ensures that the expenditures are included in any overall HSDP accounting 
and auditing.  


In-addition to the above three channels, there are two channels which operate specifically in the 
health sector. These are: 


• Technical Assistance Pooled Fund:-this fund was established in 2005 by five DPs to 
provide support to FMOH. It fills critical gap in capacity and it is also the first of its kind in 
terms of pooling arrangement in the health sector. It provides support in technical assistance, 
sector reviews, operational research, and other activities at FMOH level. Currently the fund is 
being managed by UNICEF. 


•  The MDG Performance Fund:- the MDG Performance Fund and MDTF have also come to 
operation during HSDP III. MDG Performance Fund is described in HSDP-III and started 
working in 2007 with funds from GAVI for Health Systems Strengthening. A huge financing 
gap in health systems, maternal health, and the particular nature of health services – a large 
number of public good elements in service delivery and a high proportion of recurrent inputs 
bought internationally (medicines, commodities and equipment) – warrants the establishment 
of a strong Federal MOH Level MDGs Performance Package Fund to support the 
implementation of HSDP. MDG fund will finance the four thematic areas; Health extension 
program, Service delivery (MCH), Public health commodity procurement and Health 
Systems Strengthening. For further details on the management of MDG PF see the Joint 
Financing Arrangement.  
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2.9. Preferred Channels of Financing HSDP IV 
For the health sector, the preferred modes are mainly i) the block-grant to woreda (currently 
supported by component 1 of the PBS project) and ii) the MDGs Performance Fund (“MDG Fund”, 
currently supported by the 7 signatories of the JFA). These channels are preferred due to less 
transaction cost on the government. 


2.10. Application of “one-budget” to the different channels and mechanisms 
The main purposes of implementing  “one budget” at all levels of the health system are 1)to make 
sure that various channels and funding mechanisms finance “one plan” and 2) to reduce transaction 
cost of the government because of having to deal with the various channels and financing 
mechanisms.  


However, because of the listless progress prevailing in the sector in moving towards these financing 
mechanism, HSDP Harmonization Manual has proposed interim processes that will partially cater for 
these challenges. Accordingly, “financing of one-plan” could be realized by applying the following 
procedures. 


• Making sure that all project supports are in line with the priorities in the sector. 
• Information regarding project activities and funds allocated is provided to the local 


Government where the project is implemented in order to ensure that project 
activities are part and parcel of the “one-plan” at that particular level of the health 
system. 


• Regular negotiation and discussion happens between local Governments and the 
project managers to allow flexibility, and avoid gaps and overlaps.  


•  Joint (with the local government and other stakeholders) monitoring and evaluation 
of project implementation takes place. 
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5. Management Arrangement of HSDP IV 
 


This chapter describes the mandates of the different levels of the health system. It also gives 
elaborations to the planning, governance, procurement, financial management, monitoring and 
evaluation processes that applies to HDP IV. 


2.11. Governance Structure 
Annex 10 


2.12. Inter-sectoral Collaboration and Public Private Partnership  
There is increasing growing worldwide recognition that health is an integral part of sustainable 
socio-economic development efforts. In recent years, the United Nations Millennium 
Development Declaration has became a rallying call to improve health in all parts of the world. 
The millennium declaration focuses on broad, multi-sectoral approach to every efforts and 
national plans for development, including health. The overarching goal that any country should 
strive is achieving great improvement in the health of every citizen in the country. To achieve 
this lofty goal, countries should address, along with the provision of health care, the 
environmental factors that contribute to the society’s collective health and illness by placing 
particular emphasis on the determinants of health. Health determinants are the range of personal, 
social, economic, and environmental factors that determine the health status of individuals or 
populations. Improvement in the health status of people therefore, cannot be fully achieved by 
only treating and managing diseases and injuries, but also require the collective actions by a wide 
ranging actors outside the health sector such as  agriculture, infrastructure, education, 
environmental protection, etc. These actors may usually include government agencies at different 
levels, but other community groups also have also vital roles to play in the inter-sectoral 
collaboration for health efforts. Health sector provision itself can not the exclusive domain of the 
public sector, but it should be a collaborative endeavor through public/private partnership, the 
involvement of the NGO sector and private for profit health delivery system. The main 
organizational and operational challenge facing the health sector is in bringing all of these 
different actors together for a common pursuit and towards improving health through concerted 
action against major public health problems, in providing adequate and quality of care. Key 
sectors and mechanisms for intersectoral actionable collaborations during implementation of 
HSDP IV are indicated as follows. 


• Collaboration with MOE on the training of health workers and school health promotion. 


• Collaboration with the Ministry of Water Resources to ensure availability of adequate 
and clean water supply. 


• Collaboration with the Ministry of Agriculture on nutrition, prevention and control of 
communicable diseases. 


• Collaboration with the Ministry of Finance on improving resource allocation to the health 
sector. 
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• Collaboration with the media in public health awareness creation and dissemination of 
health messages and information to the general public. 


• Collaboration with Ministry of Youth and Sports in adolescent health services. 


• Collaborate with Ministry of Women Affairs on ensuring gender equality and maternal 
and child health services. 


• Ministry of Transport on the reduction and prevention of road traffic accident  and 
improvement in the efficient referrals of the injured. 


 


Public Private Partnership will be enhanced through collaborative endeavors on selected health 
sector priority programs and health system issues such as: 


• Collaboration with the private sector on the expansion of health infrastructure, local 
production of pharmaceuticals, provision of health services, training of health 
professionals and mobilization of resources for the health sector. 


• Collaboration with professional associations in reducing professional malpractices 
towards improving quality of health services. 


HSDP IV plan that the Inter-sectoral collaborations will be practiced at different levels of the 
health system through the formal government institutions (such as regional and woreda councils) 
and health sector governance structures (such as CJSC, RJSC and WJSC). 


The major hallmark for Intersectoral collaboration is the initiation of joint planning, 
implementation, monitoring and evaluation at all levels of the health system as it has been 
elaborated in various documents (such as the HSDP Harmonization Manual). A complete set of 
manuals and tools will be developed to guide public private partnership in health. 


2.13. Health Service Delivery Arrangement 
The Ethiopian health service is restructured into three tier system. These are the PHCU which is 
composed of a HC and five satellite HPs. These provide services to 25,000 population altogether. 
HP is staffed with two HEWs. The HEWs are expected to spend less than 20% of their time in 
health posts, and more than 80% of their time is spent on community outreach program visitation 
to households, especially mothers and children. They provide 96 hours of training to households 
on the selected packages of HEP and follow the practice before certification and graduation of 
the households. HEWs provide family planning, EPI, OTP, clean delivery and essential newborn 
care services, diagnosis and treatment of malaria, diagnose and treatment of pneumonia 
including dehydration using ORS. 


 
A HC is staffed with an average of 20staff. It provides both preventive and curative services. It 
serves as a referral center and practical training institution for HEWs. A HC has an impatient 
capacity of 5 beds. 


 


A Primary Hospital provides inpatient and ambulatory services to an average population of 
100,000. In addition to what a HC can provide, a primary hospital provides an emergency 
surgery service including Cesarean Section and gives access to blood transfusion service. It also 
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serves as a referral center for HCs under its catchment areas, a practical training center for nurses 
and other paramedical health professionals. A primary hospital has an inpatient capacity of 25-50 
beds. 


  
It is staffed by an average of 53 persons. It also serves as a referral center for HCs and a practical 
training center for nurses and other paramedics. A primary hospital has an inpatient capacity of 
25-50 beds. 


General Hospital provides inpatient and ambulatory services to an average of 1,000,000 people. 
It is staffed by an average of 234 professionals. It serves as a referral center for primary 
hospitals. It has an inpatient capacity of beds and serves as a training center for health officers, 
nurses and emergency surgeons categories of health workers. 


A specialized hospital serves an average of five million people. It is staffed by an average of 440 
professionals. It serves as a referral general hospitals and has an inpatient capacity of beds. 


 


 
Figure 2: Ethiopian Health Tier System 


2.14. Planning 
The Ethiopian health planning is composed of two planning cycles. The first and the sigle most 
reference planning cycle is the five year strategic planning called HSDP. It serves as a blue print 
on which all Regional Health Planning and developed. The second is the annual planning that 
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translates the five year strategic planning into details of achievable targets, strategies and 
interventions under the different levels of the health care system. 


In this respect, the commitment of the GOE to strengthen the implementation of one-plan in the 
health sector will continue throughout the HSDPIV period. 


The following are the principles underpinning the planning process which applies to all 
stakeholders operating in the health sector at all levels. 


1. Government ownership and leadership to all health planning processes. It means that  
the FMOH, RHBs, ZHDs, WorHOs at all levels of the health system own the process, have 
the responsibility to organize and lead the planning sessions and other processes. 


2. Consultation with all stakeholders:- governmental, health development partners (DPs) 
NGOs, CSOs, private sector, etc will take part in the planning process in a spirit of 
partnership and will have roles to play and responsibilities to assume. 


3. Linkage to resource mapping from all stakeholders (government, donors, NGOs etc.) at 
that particular levels of the health system:-all stakeholders will avail their expected 
resources commitment to the health sector every 3 years and confirm same every year. The 
resources need to be disaggregated by thematic and geographic areas to enhance evidence 
based planning and decision making at all levels of the health system. 


4. Approval of the plan and budget by the relevant local government authority through 
the formal political process: - a comprehensive health plan will be presented to the 
council/parliament of the local governments to ensure government ownership, provide a clear 
picture of and resources activities in the health sector as well as to improve evidence based 
enhanced government resource allocation at all levels of the health system. 


5. Maintenance of Vertical (federal→regional→zonal→woreda) and horizontal linkage 
(including activities of all stakeholders operating at that particular level):-the plans at all 
levels of the health system will make sure that national priorities are addressed at all levels of 
the health system while taking the local priorities into consideration. The targets set at a 
particular level of the health system will also be consistent with a cumulative average of the 
targets set by the lower levels repotting to that particular level of the health system. Besides, 
it is important that the activities of all stakeholders operating at a particular level of the health 
system be made part and parcel of the health plan of that level of the health system. 


6. Alignment of annual plans to strategic plans (in terms of priority and time) at all levels 
of the health system:-annual plans represent the detailed operationalization of the five year 
strategic plan. It is therefore very important to make sure that annual plans reflect the 
priorities as well as the stipulated targets in sufficient details within the specified time frame. 


Both strategic and annual planning are the results and consultations of top down and bottom up 
processes. The top down process ensures alignment of national priorities and targets with that of 
the regions and woreda’s. It also helps to create consistency between the health sector plans and 
PASDEP and MDGs. The bottom up process ensures that the priorities and targets of regions and 
districts take local capacity into account. The details of planning process including the calendar 
of events, the role of stakeholders can be found in the annex. 


It is important to note that annual plans are developed in two stages: the core plan and 
comprehensive plan. The core plan is about achieving national targets whilst the comprehensive 
plan is the core plan plus activities that are related to local health priorities.  The source of Core 
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Plans district level planning that are compiled at the regional level which eventually consolidated 
to produce the Sectoral National Annual health Plan by the FMOH. This document is presented 
to the Annual Review Meeting (ARM) of the health sector each year. 


The comprehensive annual plan constitutes the full core plan together with locally specific health 
issues. This is prepared at all levels, from facility to federal.  


Comprehensive annual plans have the following features: 


Scope: which should reflect all activities and budgets, including those implemented by the public 
sector, donor agencies, NGOs and communities. 


Resource mapping and Financing: which provides estimation of the total amount of resources 
available from all sources: government, specific donors, internal revenue, NGOs, etc 


Implementation schedule: a list of major activities, a quarterly/monthly implementation schedule 
and the responsible body for the implementation of each activity. 


Monitoring framework: an established system for assessing progress during implementation. 
This includes key performance indicators, baseline data, annual targets, information sources and 
data collection mechanisms as well as reporting and feedback mechanisms. 


2.15. Financial Management and Auditing 
Financial Management can be defined as the management of the finances of a business / 
organization in order to achieve financial objectives. It refers to the various procedures and 
processes governing the flow of funds, through the stages of authorization, disbursement, 
payments, reporting, accounting and auditing. The function of auditing in a government body or 
in any organization is an essential element of public control and accountability. A good auditing 
system the management and financial controllers provide with a fair, objective and reliable 
assessment of the organization’s performance thus helping maintain or restore credibility.  


In this regard, the financial management of the HSDP-IV will be inline with existing government 
procedures. Regarding funds that are part of the block grant/direct budget support, the FGOE has 
set uncompromising standards of financial management. This has been confirmed by the results 
of various studies that the basic systems are already in place to ensure adequate control of public 
funds. In Ethiopia, the accounting system is sufficiently developed to track different sources of 
funding to final uses. The challenge remains on how to routinely monitor and report funding by 
HSDP component. It is envisaged that this will be facilitated through the harmonization of 
budget coding outlined in the Financing Plan. 


The Ethiopian budget system separates recurrent from capital expenditure, the underlying 
principle is to distinguish the continuing running costs of government services from the discrete 
investment expenditures that add up to government assets. This distinction is however blurred 
due to the long tradition in the inclusion of external support within the budget 5. At present, the 
capital budget is composed of two different components: i) FGOE capital resources from 
domestic revenues; and ii) loans and grants/loans coming from external sources: bilateral and 
multilateral. Traditionally, all external funding is recorded under capital budget, regardless of the 
nature of expenditure supported by such funds. Again, in theory the FGOE accounting system 
enables the collation of financial data in sufficient detail to at least report on an ex post basis. In 
HSDP IV, a continued work will be undertaken to enhance financial management reporting. 
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Although regional states have a substantial degree of autonomy, the Federal Government takes 
the lead in setting financial management standards. The regions are also required to report their 
expenditure in the formats and at the times specified by MOFED. MOFED has overall 
responsibility for the management of public funds, including federal subsidies to the regional 
states. The Federal Office of the Auditor General (FOAG) is the supreme auditing institution of 
Ethiopia, with responsibility for auditing all federal funds, including subventions to the regional 
states. It is directly accountable to the Council of the Peoples Representatives. 


In practice, all federal and regional offices are required to submit monthly reports on 
expenditure, and these serve as conditions for further disbursement. Quarterly and annual 
financial reports are also collated by different bodies as part of a progress report in the 
implementation of projects. To the maximum extent possible, these regular financial reports are 
used as the basis for financial monitoring of the HSDP. However, it is agreed that the standard 
systems may be supplemented, if necessary, with special reporting arrangements to ensure 
adequate monitoring.  


 


The IFMIS which is contracted out is expected to bring remarkable improvement to the financial 
management, quality and speed of reporting to all stakeholders from all levels of the health 
system. In fact, IFMIS is a system that will facilitate the linkage of financial expenditure 
(performance) with physical implementation performance enhancing the efficiency and 
effectiveness of health programme management at all levels of the health system. The system 
which will ultimately be automated as a web based programme will provide access to 
information on physical performance and financial expenditure status of health programmes up 
to the level of districts. 


Auditing of Regional expenditure is constitutionally the responsibility of regional auditors-
general. However, regions may delegate responsibilities to the federal government. The federal 
government has also the right to instigate audits for all federally derived funds, which include all 
external aids and loans. Internal audit mechanisms continuously monitor financial management 
and proper adherence to financial and procedural regulations. The FOAG remains the 
independent auditor for the program. So far, one of the challenges encountered in this regard is 
delays in auditing due to various reasons. This will be taken up with the relevant authorities to 
fix the problem during the period of implementation of HSDP IV. 


However, in accordance with the desire to move increasingly towards pooled funding and 
budgetary support, harmonized procedures such as the MDG Performance Fund have been put in 
place in order to minimize additional transaction costs for Government, and its management as 
indicated above. 


2.16. Procurement and Logistics Management 
The aim of a procurement procedure is to acquire goods and services in the most economic, 
efficient and transparent possible manner. The health sector in collaboration with DPs finalized 
the Logistic Master Plan in 2006. The Master Plan has outlined an integrated and efficient 
procurement system that reduces fragmentation of procurement management activities at 
national and sub national levels. As a result, PHARMID was changed to PFSA, a semi 
autonomous institution responsible for procuring and distributing pharmaceuticals, equipment 
and medical supplies to the public health institutions. Although the objectives, targets and 
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initiatives of pharmaceutical logistic management system have been indicated in the previous 
topics, it is worth elaborating the core activities of the Agency. 


These are:  


Selection and Quantification:-PFSA procures and distributes dugs and pharmaceuticals on the 
basis of the approved Essential Pharmaceuticals List (EHCL). This list is developed and updated 
utilizing the Ethiopian Essential Health Services Package and the Standard Treatment 
Guidelines, in order to match products to the primary health care programme, focus resources on 
essential and vital products. LMIS will be finalized, pilot tested and implemented in the public 
health sector. The data from this LMIS will be the basis for forecasting / quantification results 
for the essential pharmaceuticals of the public sector system. 


Financing:-the Revolving Drug Fund (RDF) capacity will be enhanced to ensure adequate supply 
of the essential pharmaceuticals. It will be capitalized by Government/MOH and donor funds. 
The RDF covers operational expenses; capital replacement; and expansion; while protecting 
against inflation and losses due to a number of factors including expiration of drugs.  Health 
facilities will retain and use user fee to procure pharmaceuticals. In the long run, the purchaser 
(health insurance agency) will be expected to be the provider of funds to health institutions to 
procure health commodities from there the nearest hub. 


Procurement:-PFSA undertakes bulk procurement based on a medium term rolling procurement 
plan that will be prepared in collaboration with programme departments, Regions/Cities, and 
DPs. Procurement will be made according to the procurement legislation and procedures, 
expected to include domestic preference allowance for national manufacturers. All suppliers 
must be approved by Health Regulatory Agency (DACA) and products must be registered or 
have a specific exemption. Participation of local manufacturers will be stimulated. PFSA will 
also be in charge of procuring and distributing pharmaceuticals including equipment, medical 
supplies, vaccines, contraceptives, other PF commodities, etc financed by the MDG performance 
fund based on agreed administrative/management fee. Yet, FMOH will have the flexibility of 
using DPs with comparative advantage over PFSA to procure and distribute pharmaceuticals as 
deemed necessary. 


Procurement planning is very important for the timely implementation of programs and 
activities. The starting point in any procurement is the preparation of a bid document. The 
content, arrangements and volume may vary according to the size and type (equipment, civil 
works, consultancy, ICB NCB, etc) of procurement to be done, but it should be clear and 
comprehensive and ensure that the goods/services are described with sufficient details to form 
the basis for competitive bidding. In a normal situation, the bidding documents would have been 
prepared, notices are given in the appropriate media with sufficient instructions, and bid 
documents should be ready for sale from the day the notices are printed or announced in the 
media. 


Bid opening and evaluation procedures should and will comply with international and national 
standards. The major elements in the bidding process are the formation of a tender committee, 
the opening of bids in the presence of bidders, staged and detailed valuation of bids, 
determination of the three successful winners of the bid and notification of the top winner. Once 
the evaluation process is completed and the winners are identified, the successful bidder is 
promptly notified in writing, and is requested to sign a contract while the unsuccessful bidders 
shall be notified same as soon as possible. 
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Distribution (Storage and Transport):- distribution will utilize a network of 16 hubs/ warehouses 
the locations of which will be based on population density and operational feasibility. Regular 
orders from health institutions will be packaged and delivered by the hubs. The average transport 
costs will be included in the commodity sales price. 


Inventory Management:-a robust inventory control system will be build in the public health 
facilities. The hubs and central warehouses will have automated inventory control tools to 
quickly process orders, manage stock according to best practices, provide security, and limit 
wastage and expiry.  These warehouses will be physically organized following a standard model 
so that inventory management practices are enhanced (at minimum, through separate receiving, 
quarantine, storage, and dispatch areas). 


Integrated Pharmaceuticals Fund and Supply Management Information System (IPFSMIS)):- 
IPFSMIS will be finalized and implemented to enhance the information flow within PFSA 
structure and with health facilities in order to gather information and use for logistics related 
decision making at all level. The net work will connect the central PFSA warehouse with major 
and secondary husband then with health facilities. The two way information flow helps the 
agency to get data on stock availability, consumption and new requirements from all health 
facilities and this will enhance to strengthen need based procurement and demand driven 
distribution. The logistics management system implementation allow the agency to communicate 
with its branches to gather data for forecasting, distribution, fleet management, Revolving Drug 
Fund, human resource and other general issues. There will be interface with other programs 
currently running at PFSA head office, branches and health facility level and data can be 
gathered ether on paper based or automated system. The existing different pieces of software at 
different level mainly on commodity trucking, inventory management, warehouse stock location 
and bar cod system, dispensing tools, and other appropriate systems will be interfaced to avoid 
duplication. The Integrated Pharmaceuticals Fund and Supply Management Information System 
(IPFSMIS) implementation project has identified the operational requirement at all level and its 
implementation will help the Agency to captured data from source at hub level and to compile 
for decision making and interventions. 


2.17. Monitoring and Evaluation 
Monitoring and evaluation (M&E) is an action-oriented and preplanned management tool that 
operates on adequate, relevant, reliable and timely collected, compiled and analyzed information 
on programme/project objectives, targets and activities. The objectives of M&E are to improve 
the management and optimum use of resources of programme and to make timely decisions to 
resolve constraints and/or problems of implementation. 


The key elements for a successful programme management and implementation are the 
designing of a programme built on a hierarchy of objectives, targets, activities and measurable 
indicators. Agreed indicators are the most important management tools for monitoring, review 
and evaluation purposes. Indicators are always directly linked to the objective setting of a 
programme. 


Monitoring of HSDP IV will draw significant lessons from the previous experiences, that 
suffered from the inadequate and poor quality of information for planning, monitoring and 
evaluation purposes. In oprder to improve M&E,  the monitoring and evaluation system designed 
as part of the Policy, Planning and M&E core Process will be implemented at all levels of the 
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health system. Single results based framework with few indicators that make the monitoring and 
evaluation process effective and efficient will be agreed for the national level M&E system..  


5.1.1. Routine Administrative report (HMIS) 
While patient cards and registers are designed to capture all patient related data, reports will be 
based on the 107 sector wide indicators that have been jointly agreed and endorsed by the 
Government and DPs. The necessary resources will be allocated to put in place the human 
resources, tools and the equipment needed for the proper documentation, compilation, analysis, 
use and timely reporting of routine facility data as per the standard. All stakeholders operating in 
the health sector should support and use HMIS for programme monitoring. The indicators will be 
presented in the annex of this document. 


Each health facility and administrative level will put in place the necessary institutional 
mechanisms (HMIS technician, or team) as per the standard indicated in the new design of 
HMIS. Data is collected from health facilities from client-patient records. The data will be 
aggregated and analyzed to compare plan versus performance for the facility’s own 
consumption. Facilities will supply data to the relevant administrative levels through the routine 
reporting mechanism as per the HMIS reporting calendar. Validation of the data is done through 
Performance monitoring, ISS, surveys and regular inspections. 


5.1.2. Performance Monitoring and Quality Improvement 
Performance Monitoring: is the continuous tracking of priority information on conducted 
activities and the indicators of success in order to identify achievement gaps and lessons learnt as 
an input for subsequent leading to the planning and implementation of corrective measures. 
Quality Improvement Process is a performance monitoring activity by which health facilities 
(Hospitals, Health centers and Health posts) themselves use the opportunity of using locally 
available data generated during provision of health service to improve quality of health care 
through a continuous process of measurement and improvement. This aspect of M&E conducted 
based on Performance monitoring and Quality Improvement Standard Operating Procedure 
endorsed as part of PPME Core Process that clearly outlines the fundamental building blocks of 
performance monitoring and quality improvement i.e. Quality Planning, Quality Performance 
Measurement, Quality Improvement Activities, Staff Involvement, Evaluation of Quality 
Program, and Clinical Information System.  


5.1.3. Evaluation/Operational Research 
Evaluation is a well thought systematic approach which may be designed to determine the value 
or worth of a specific program, intervention or project or any of its components to be able to link 
a particular output or outcome directly to a particular intervention. 


Program evaluation requires a systematic process of data collection, analysis and interpretation 
about interventions and their effects about a program or any of its components in pursuit of 
looking answers to evaluation questions. It fundamentally consists of making a value judgment 
regarding an intervention, a service or regarding any one of their components, purposing to help 
in evidence-based decision making. 


In such evolution processes, some issues may require further detailed investigation to get clear 
picture of the “whys” of program performances or achievements.  Such evaluation questions will 
be addressed by program evaluation. Program evaluations may be either process evaluation, 
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which examines the appropriate execution of program components, or outcome evaluation, 
which examines the worth of implementing an intervention or any of its components. 


 


It is technically impossible to obtain all health and health related data exclusively through HMIS. 
Hence, regular demand side and supply side surveys will be conducted to capture selected set of 
data and triangulate various sources in order to improve the accuracy of outcomes and impacts of 
health interventions. The major principles that underpin this activity are: 1) the data set need to 
be mutually agreed between the Government and DPs, 2)the surveys should be conducted 
by/under the leadership of the Government in defined frequency 3) timing of the surveys should 
align with the Government calendar 4) DPs should provide adequate resources (financial and 
technical). 


Assessments could also be conducted to measure the performance of a certain health system 
issue or to verify if commitments or intended results in relation to specific agreements have been 
realized. The case in point is regular assessment of the adherence of stakeholders to the 
principles of one-plan, one-budget and one-report. 


Manuals and tools produced for evaluation/operational research will be used during the 
implementation of HSDP IV. 


5.1.4. Integrated Supportive Supervision (ISS) 
Integrated Supportive Supervision can be defined as a process of guiding, helping, training, and 
encouraging staff to improve their performance in order to provide high-quality health services 
through the use of integrated tools for all priority programs and empowering of health service 
providers at all levels. 


A guideline and tools for ISS have been finalized as part of the BPR. Hence, these will be put to 
use during the implementation of HSDP IV. 


5.1.5. Inspection 
In the process of monitoring and evaluation, issues which are related with performance based 
financing and other most priority and emergency situations need a mechanism for verification of 
routine reports attached with accountability. This will be addressed by inspection which will be 
established at all levels in the health sector. Unlike ISS which focuses on onsite support 
provision, inspection is primarily to prove activities and make institutions accountable for their 
level of compliance with agreed upon levels of performance. 


The necessary manuals and tools for implementation of inspection have been finalized as part of 
PPME BPR. Hence, these will be fully implemented during HSDP IV. 


2.18. List of Key Indicators for Result Framework at National Level 
Indicators measure progress towards the agreed objectives and targets. Indicators with target for 
each strategic objective are listed in chapter three under 3.6 and a comprehensive list of 
indicators to monitor all programmatic areas in HSDP IV is annexed. The following are only 
selected list of indicators that should be made available on at least annual basis (or more 
frequently). Listing the indicators below does not imply that other indicators will not be made 
available.  In selecting these indicators, reference is made to HMIS indicators, various 
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programmatic indicators, and result framework agreed as part of IHP+. Detailed description of 
methods, frequency and responsible body for collecting these indicators is found in the annex. 


 


MNCH 


1. Contraceptive Acceptance  Rate 


2. Focused ANC 1+ 


3. Proportion of deliveries attended by skilled health attendants 


4. Proportion of deliveries attended by HEW 


5.  Post natal care coverage 


6. Proportion of pregnant women who receive ANC at PMTCT site who received testing for 
HIV 


7. Proportion of deliveries of HIV+ women that receive full course of ARV prophylaxis 


8. Immunization coverage; Pentavalent 3, Rotavirus, Pneumococcal, measles and fully 
Immunized 


9. Protection at birth against neonatal tetanus 


10. Health facility with services like PMTCT, BEmONC, CEmONC, IMNCI, Youth friendly 
services  


Disease Prevention and Control 
1. PIHCT testing rate 


2. VCT testing rate 


3. Cumulative number of PLHIV ever enrolled in HIV care 


4. Cumulative number of PLHIV ever started on ART 


5. Proportion of patients who are currently on ART  


6. TB Case Detection Rate 


7. TB cure rate  


8. TB treatment success rate 


9. Proportion households in malarious areas posses at least one LLIN 


Proportion of households in IRS targeted areas that were sprayed in the last twelve months 


Nutrition 
1. Children 6-59 months given vitamin A every 6 months 


2. Children 2-5 years dewormed every 6 months 


Hygiene and Environmental Health 


1. Proportion of households using household water treatment and safe storage practice  


2. Proportion of households utilizing latrine   
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Health Infrastructure 
1. Number of new Health Facilities constructed (by type)  


2. Number of Health Facilities  upgraded (by type) 


3. Proportion of health facilities with latrine and with functioning water supply 


4. Proportion of Health facilities with water supply 


5. Number of hospitals implementing EMR 


6. Number of hospitals implementing tele-medicine 


Human Resources 
1. Health Staff to population ratio by category 


2. Proportion of institutions staffed as per standards 


Pharmaceutical supply and services 


1. Average stock out duration Essential drug availability 


2. Percentage of stock wasted due to expiry 


Community Ownership 
1. Proportion of model households graduated 


Proportion of health facilities with boards where communities are represented 


Quality Health services 


1. Inpatient mortality rate 


2. Customer satisfaction index 


3. Outpatient (OPD) attendance per capita 


4. Bed Occupancy Rate 


5. Average length of stay (ALOS) 


Public Health Emergency preparedness and Response 


1. Proportion of epidemics averted (AWD, malaria and meningitis) 


2. Proportion of epidemics controlled with zero mortality 


Evidence based Decision Making  
1. Proportion of partners implementing “one-plan” 


2. Proportion of partners providing funds as DBS or MDG PF 


3. Facilities implementing the new HMIS/M&E System (by type of facility) 


4. Completeness and timely submission of routine health and administrative reports 


5.  Review meetings conducted by level 


Resource Mobilization and Utilization 


1. Percentage of government budget allocated for health 
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2. Facilities retaining and utilizing revenue (by type) 


3. The ratio of health budget utilization to allocation  


   


2.19.  Risk Mitigation 
One of the major risks the HSDP IV can face is inadequacy in financial resources. As it is 
indicated in the costing chapter, there is US$ 4.34 billion gap for the  to achieve MDGs. First of 
all, the strategic objective resource mobilization and utilization clearly states how effectively and 
efficiently resource will be mobilized and utilized. Therefore, there will be proactive resource 
mobilization from external source using the different mechanisms stated in the resource 
mobilization business process reengineering. The health insurance is one of the internal 
mechanisms that is expected to increase financing to the health sector. 


Improving community ownership and strengthening public-private partnership are additional 
mechanisms that will improve health care financing besides improving utilization of quality 
health care services. More details of the risks anticipated for the supply and demand side are 
identified and solutions to tackle them are well addressed in chapter three (SWOT and 
stakeholder analysis, strategic objectives and strategic initiatives). 


Comment [U4]: Newly added 
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 Annex 1: Challenges and Implementation Gaps of HSDP III and linkages to HSDP IV 
Areas Challenges Recommendations Strategies 


Maternal, 
Neonatal, 
Child and 
Adolescent 
Health 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


Absence of 24 hours a day and 7 days a 
week services in most health facilities 
especially in health centres & 
unavailability of  HEWs on 
weekend/night  


Low quality of service provision (Long 
waiting time, poor counseling service, 
lack of privacy) 


Inadequate organization of hospital 
services to effectively handle 
emergencies.  


Shortage of adequate and safe blood 


Poor delivery room environment and 
poor attitude of the health workers 


Service inaccessibility & transportation 
problem  


Absence of separate neonatal units in 
most of the hospitals 


Weak referral system, service 
integration and supportive supervision.  


 


Shortage, high turnover, and 
insufficient skill of midwives and 
delivery attendants due to poor quality 
of training  


 


Slow procurement and distribution of 
medicines and supplies leading to 
shortage at service delivery point & 
Poor stock management  


Lack of FP Method   mix 


High family planning unmet need 


Limited availability of adolescent and 
youth friendly reproductive health 
services 


 Lack of awareness & misconception on 
RH & CH Services 


 Religious & cultural problems & 
traditional practices/beliefs 


Low health seeking behavior 


Insufficient resources  


 


Provide round the clock delivery 
services in health centres. 


Improve quality of service 
provision 


 


Implementing Emergency Triage 
Assessment and Treatment 
(ETAT). 


Provide comprehensive 
Emergency Obstetric Care (CEOC) 
at all hospitals and selected health 
centres. 


Accelerate the completion and 
functionality of the new blood 
banks. 


Ensure the provision skilled 
delivery services in all HCs 


Establish separate neonatal units in 
hospitals.  


Enhance referral system 


Improve contraceptive logistics 
information system 


Improve availability of long acting 
contraceptives 


 


Scale up quality training for 
midwives and improve the skills of 
HEWs through strengthening of  
clean & safe delivery trainings  


Ensure motivation scheme & 
Reward for best performances 


Strengthen the supply chain 
management system, effective 
LMIS and procurement  


 


Expansion & Integrate FP service 
with other services 


Women empowerment and   
   encourage male involvement in 
family planning  


Provide adolescent and youth 
friendly RH services.  


Increase awareness creation 
through social mobilization and 
community conversation  


Rapid rollout of pneumonia 
treatment and other common 
childhood illnesses through HEP. 


Ensure the provision IMNCI 
services in all HCs  


Resource mobilization(advocate 
more resource flow towards 


Strengthen facility based maternal, newborn, 
child and adolescent health services. 


Implement BPR in all health facilities. 


 


Introduce the training of emergency medicine by 
2010 to improve the emergency medical service  


Strengthen Basic and Comprehensive EmONC   


Improve referral system including pediatric 
referral system. 


Improve contraceptive logistics information 
system 


Improve availability of long acting 
contraceptives 


Strengthen multispectral collaboration on 
newborn, child and adolescent health programs. 


 


Scale up of midwife training 


Capacity building on program management for 
maternal and child health services. 


Increase net financial and non-financial 
incentives for rare skill professionals who would 
be assigned in rural areas  


Strengthen supply chain management (including 
social marketing)  


Strengthening logistic management information 
systems. 


Scale up family planning program with focus on 
long-term options 


Much stronger RH-HIV integration, (in 
particular FP-HIV prevention linkages through 
common messages and dual protection) 


Enhance Youth Friendly services. 


Launch Social Mobilization 


Strengthen IMNCI service at health facilities 
and community levels. 


Strengthen routine immunization.  


 


Strengthen proactive resource mobilization  


Enhance coordination and harmonized approach 
among all partners. 
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Areas Challenges Recommendations Strategies 


maternal health) 


Disease 
Prevention 
and 
Control 


Ineffective use of HEP for prevention 
and control of TB leading to low 
community awareness and demand for 
the servicexxxiv. 


Weak diagnostic laboratory services. 


Poor follow up on HCs to start DOTS 
service  


Inaccessibility of AFB diagnostic 
services 


Poor diagnostic skill and  (high 
proportion of smear negative and 
EPTB) 


Poor referral linkages between HP and 
HCs 


 


Inadequate community participation on 
environmental management of vector 
control; low IRS coverage and 
resistance to DDT. 


Low usage of ITNs by households in 
some areas. 


Recurrent malaria epidemics and 
outbreaks diverting attentions from 
prevention control program. 


 


Shortage of HIV test kits and supplies 
& poor stock management 


Inadequate management and support to 
PMTCT leading to low coverage.  


Low performance of PMTCT/MNCH 
/SRH services in urban and semi urban 
health posts.   


Weak integration of ANC with PMTCT 


Shortage of OI drugs 


Low performance of STI services & 
TB/HIV collaboration 


 


Slow implementation of programs to 
tackle NCDs 


Ensure effective use of HEP for 
prevention and control of major 
communicable diseases. 


 Expansion of DOTS service to all 
HPs / community DOTS and to all 
HCs 


Enhance laboratory capacity at all 
levels as per the BPR design and 
expand the AFB diagnostic 
services to all HCs and hospitals 


Intensify referral linkage and 
feedback  


Introduce PICT for TB (active case 
finding strategies) to all OPD 
visitors, PLHIV, household visits 
by HEWs,  


Expand MDR –TB management to 
all tertiary level hospitals. 


 


Enhance emphasis on 
environmental management 
specifically strengthen IRS  


Increase emphasis on IEC/BCC to 
translate high levels of net 
ownership into utilization. 


Rapidly implement the Public 
Health Emergency Management 
Core Process at all levels. 


Strengthen effective LMIS and 
procurement  and Ensure 
availability of HIV test kit  & 
supplies  


Enhance the integration of HCT 
and PMTCT in RH services as per 
the BPR design.  


Improve availability of OI/STI 
drugs 


Improve TB HIV collaboration 


Expand the PMTCT services at all 
health facilities level 


Increase awareness through 
community conversation and mass 
media 


  


DOTS expansion and enhancement through 
maximum use of HEP as a vehicle to detect new 
cases, contact tracing and treatment follow up. 


Upgrade laboratory networks, and implement 
the Practical Approach to Lung Health (PAL) 


Ensure early case detection, and diagnosis 
through quality-assured bacteriology 


Improve information systems, including 
notification and referral routines. 


Scale-up collaborative TB/HIV activities. 


Scale-up prevention and management of 
multidrug-resistant TB (MDR-TB). 


Community Empowerment and Mobilization 


Selective vector control (ITN, IRS, 
Environmental management) 


Early diagnosis and treatment of cases of 
malaria.  


Strengthen epidemiological and laboratory 
Disease Surveillance through implementation of 
Public Health Emergency Management Core 
Process at all levels. 


Strengthen supply chain management 


Strengthening logistic management information 
systems  


Create access and quality of chronic HIV/AIDS 
care and treatment (through enhancing service 
integration, laboratory, referral, availability of 
essential commodities, public private 
partnership and addressing human resource 
issue)  


Enhance PMTCT service through integration 
with MNCH and linkage with HEP.  


Expansion of Routine HIV testing during ANC  


Strengthen Community mobilization and male 
involvement 


Establish program management and 
coordination structure for control of NCDs 


Advocacy, Social Mobilization and Sensitization 
for NCDs program implementation 


Develop and sustain partnership and 
collaboration for integrated NCDs control 
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Areas Challenges Recommendations Strategies 


Health 
Extension 
Program 


Inadequate skill based trainings of 
HEWs particularly on conducting 
delivery. 


Attrition and absence of the HEWs 
from their catchments areas;  


Slow carrier development for HEWs; 


Lack of community ownership 


Low performance in completion of 
model household training due to poor 
follow-up  


Low WASH facilities at HP level and 
inadequate awareness. 


Enhance sustained commitment of 
the leadership to program 
implementation.  


Enhance coordinated Integrated 
Refresher training (IRT). 


Assess and improve the 
effectiveness of ISS model 
between the WoHO, health 
centers, supervisors and HEWs;   


Finalize and implement carrier 
structure for HEWs; 


Enhancing the capacity of public 
and private sectors on WASH. 


Improve WASH knowledge and 
facilities at HP level 


Link health facilities with WASH 
to improve water supply 


Strengthen Integrated Refresher Training for 
HEWs 


 Strengthen supportive supervision and 
Motivation  


Develop curriculum and implementation manual 
for career development of HEWs 


Strengthen Health Extension Programs 


Enhances community ownership via Model  
family graduation 


Strengthen water supply safety measures 


Community Led Total Sanitation and Hygiene 


Strengthen Coordination & collaboration of 
sectors 


 


Other 
Health 
System 
Issues 


Poor quality of Health services. 


Low fiscal space and poor staff 
absorption capacity of the health system 


Persistent critical funding gap for health 
systems. 


Poor predictability of donor funds. 


Inadequate capacity for fund 
liquidation, reporting and auditing of 
funds in the sector. 


Slow progress in terms of harmonizing 
donor procedures with that of the 
Government. 


Uncoordinated and misguided research 
efforts among various stakeholders 


Poor dissemination and translation to 
action of research results 


Slow implementation of HMIS leading 
to incomplete and inconsistent 
reporting. 


Delay in construction of HPs and 
Health Centers; 


 


Implement the PMQ standard and 
Health and Health Related 
Regulatory Core Process. 


Improve budget allocation to the 
health sector specifically to health 
systems 


Improve implementation of HCF 
reforms and FRM Core Process. 


Improve accountability and 
strengthen the financial 
management system through the 
design and implementation of 
IFMIS.    


Continues monitoring of IHP+ 
Compact. 


Effective research coordination, 
prioritization, dissemination and 
use 


Enhance the implementation of 
HMIS/ M&E system. 


Accelerate the construction of HPs 
and Health Centers. 


Implement BPR in all health facilities. 


Strengthen regulatory service to both public and 
private sector institutions. 


Strengthen inspection and licensing 


Implement performance review as part of M&E.  


Evidence based planning and budget allocation. 


Scale up health care financing reform 


Strengthen Proactive resource hunting. 


Introduce Social and community health 
insurance.  


Introduce Integrated Financial Management 
Information System 


Strengthen financial management and 
accountability development program 


Advocate one plan and one budget and one 
reporting framework 


Strengthen regular adherence evaluation. 


Effective implementation of the Research and 
Technology Transfer Core Process 


Scale up M&E/HMIS. 


Accelerated expansion of health facilities 


Nutrition Inadequate capacity of HEWs and 
community promoters 


Lack of sustained promotion on breast 
feeding 


Harmful traditions  


Lack of Infant formula  code/ 
proclamation   


Lack of knowledge of  mothers on 
exclusively breastfeeding 


Strengthen and sustain promotion 
of community-based nutrition 


Increase awareness of Health 
professionals and mothers on 
breast feeding 


Enact Code of infant formula 
implementation 


Expansion of Community Based Nutrition 
(CBN). 


Sustaining Enhanced Outreach Strategy, (EOS) 
with Targeted Supplementary Food, (TSF) and 
Transitioning of EOS into HEP. 


Health Facility Nutrition Services. 


Essential Nutrition Actions/Integrated Infant and 
Young Feeding counseling services. 
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Annex 2: Summary of the result of the bottleneck analysis conducted for HSDP IV (Linking key 
interventions and strategies to Health system bottlenecks) 
1a. Family oriented community based services 


 
 


Major system 
bottlenecks Possible causes Proposed operational 


strategies/solutions 


Fa
m


ily
 


Pr
ev


en
tiv


e/
W


A
SH


 
Se


rv
ic


es
 


Availability and capacity of 
HEWs and community 
promoters 
Low utilization of services 


• Inadequate capacity of HEWs and 
community promoters 


• Inadequate number of HEWs and 
community promoters 


• Attrition rate of HEW 
• Lack of community ownership 
• Inappropriate communication approaches 
• Expectation of supplies for household 


level health interventions by the 
community 


• ITN not suitable with the housing & 
weather condition in some areas 


• Integrated Refresher Training for HEWs 
• Supportive supervision 
• Motivation(carrier, rewards) 
• Enhances community ownership via Model  


family graduation 
• Accountability matrix for community 


empowerment 
• Inter-regional or local best practice 


experience sharing 
• Strengthen health promotion 
• Coordination & collaboration of sectors 


Fa
m


ily
 n


eo
na


ta
l c


ar
e 


Availability essential 
commodities 
Availability and capacity of 
HEWs 
Low utilization of services 


• Inadequate supply of clean delivery kits 
• Low water supply & poor sanitary system 


of health posts 
• Inadequate HEWs trained on clean & safe 


delivery, Insufficient skill 
• Unavailability of  HEWs on 


weekend/night 
• Transportation problem 
• Low quality of service provision 
• Low health seeking behavior 
 


• Strengthen supply chain management 
• Local assemble of kits for safe & clean 


delivery 
• Frequent and organized distribution of kits 
• Link with WASH to improve water supply 
• Avail alternative/ solar power 
• Strengthen and expansion of  clean & safe 


delivery trainings 
• Strengthen Health promotion 
• Improve quality of service provision 
• Enhance free service 
• Increase communication/referral  linkage 


In
fa


nt
 a


nd
 c


hi
ld


 fe
ed


in
g 


Availability essential 
commodities 
Availability and capacity of 
HEWs 
Low utilization of services 


• Inadequate capacity of HEWs and 
community promoters 


• Lack of sustained promotion on breast 
feeding 


• In adequate professional attitude on 
advantage of early feeding 


• Harmful traditions 
• Lack of Infant formula  code/ 


proclamation 
• Lack of knowledge of  mothers on 


exclusively breastfeeding 
• Occupational influence 


• Strengthen and sustain promotion of 
community-based nutrition 


• Increase awareness of Health professionals 
on breast feeding 


• Enact Code of infant formula 
implementation 


• Baby friendly Hospital Initiative 
• Improve low cost technologies to reduce 


work load of care givers 


C
om


m
un


ity
 


M
an


ag
em


e
nt


 Il
ln


es
se


s Availability essential 
commodities 
Availability and capacity of 
HEWs 
Low utilization of services 


• Inadequate supply and lack of  continuous 
refilling of ORS and ORT 


• Lack of knowledge of  mothers on the 
advantage of recommended home fluids 


• Strengthen supply chain management 
including social marketing 


• Enhance the availability and importance of 
ORT corners 


• Strengthen promotion of on additional fluid 
and feeding  for children with diarrhea 


1b. Population oriented schedulable services 


 
Major system 
bottlenecks 


Possible causes 
Proposed operational 
strategies/solutions 
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Major system 
bottlenecks 


Possible causes 
Proposed operational 
strategies/solutions 


Pr
ev


en
tiv


e 
ca


re
 fo


r a
do


le
sc


en
ts


 
an


d 
ad


ul
ts


 


Availability of supplies 


Availability/ capacity of 
Health workers 


Accessibility of services 


Low utilization of services 


• Stock supply problem 
• Lack of awareness & misconception 
• Limited fiscal space for hiring staff 
• Religious & cultural problems 
• Weak service integration and linkage 
• High family planning    unmet need 
• Lack of FP Method   mix 
• Inadequate long acting contraceptives. 
• Weak contraceptive LMIS 
• Lack of decision     making by women 
• Lack of communication skills of the 


health care providers 


• Increase contraceptive commodities 
supply 


• Expansion of health facilities and 
provision of the family planning services 


• Increase awareness creation through social 
mobilization and community conversation 


• Improve contraceptive logistics 
information system 


• Improve availability of long acting 
contraceptives 


• Integrate FP service with other services 
• Women empowerment and      encourage 


male involvement in    family planning 


Pr
ev


en
tiv


e 
pr


eg
na


nc
y 


ca
re


 


Availability of supplies 
Availability/ capacity of 
Health workers 
Accessibility of services 
Low utilization of services 


• Inadequate/inaccessible   functional 
primary    health facilities 


• Poor quality of service (Long waiting 
time, poor counseling service, lack of 
privacy) 


• Low perceived benefit by pregnant 
women 


• Expansion of health facilities services 
• Increase awareness creation through social 


mobilization 
• Service integration 
• Increase model families graduation 
• Improve inter-personal communication 


and counseling skills 


H
IV


/A
ID


S 
pr


ev
en


tio
n 


an
d 


ca
re


 


Availability of supplies 
Availability/ capacity of 
Health workers 
Accessibility of services 
Low utilization of services • Shortage of HIV test kits and supplies 


• Inaccessible service 
• Weak integration of ANC with PMTCT 
• Lack of awareness about the PMTCT 


service 


• Ensure availability of HIV test kit  & 
supplies 


• Pre-service training for health 
professionals 


• Enhance inter-sectoral partnership with 
development partners 


• Expand the PMTCT services at all health 
facilities level 


• Service integration 
• Improve quality of service to create 


demand 
• Increase awareness through community 


conversation and mass media 


Pr
ev


en
tiv


e 
in


fa
nt


 &
 c


hi
ld


 
ca


re
 


Availability of supplies 
Availability/ capacity of 
Health workers 
Accessibility of services 
Low utilization of services 


• Shortage of supplies such as vaccine 
and injection materials (Cold chain) 


• Geographical location barriers 
• - Transport problem 
• Communication problem of care 


provider 
• Low vaccine efficacy monitoring 


system 
• Refrigerator maintenance & spare 


problem 


• Improve supplies 
• Improve cold chain management and 


vaccine storage system, Provide training 
on cold chain management 


• Increase awareness and social 
mobilization activities 


• Intensify regular Campaign to enhance 
service coverage 


 
1c. Individual oriented clinical services 


 
 Major system bottlenecks Possible causes Proposed operational strategies/solutions 
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 Major system bottlenecks Possible causes Proposed operational strategies/solutions 


C
lin


ic
al


 p
rim


ar
y 


le
ve


l 
sk


ill
ed


 
m


at
er


na
l &


 n
eo


na
ta


l c
ar


e 


Availability of supplies 


Availability/ capacity of 
Health workers 


Accessibility of services 


Low utilization of services 


• Insufficient resources 
• Poor stock management 
• Prolonged procurement & distribution 


process 
• Lack of Access to water supply 
• Inadequate number of trained midwives 
• High turnover of trained 


professionals/poor motivation 
• Inaccessibility 
• Poor quality of service 
• Concomitant traditional 


practices/beliefs 


• Resource mobilization(advocate more 
resource flow towards maternal health) 


• Strengthen effective LMIS and 
procurement 


• Continued quality midwifery training 
• Ensure motivation skim 
• Speed up HCs construction 
• Ensure the provision skilled delivery 


services in all HCs 
• Improve quality of service 
• Intensify Advocacy Communication and 


Social Mobilization( ACSM) 
• Reward for best performances 


M
an


ag
em


en
t o


f I
lln


es
se


s a
t 


Pr
im


ar
y 


C
lin


ic
al


 L
ev


el
 Availability of supplies 


Availability/ capacity of 
Health workers 


Accessibility of services 


Low utilization of services 


• Insufficient resources &poor stock 
management 


• Lack of Access to water supply 
• Inadequate number of trained Health 


professionals on IMNCI 
• High turnover of trained 


professionals/poor motivation 
• Service inaccessibility 
• Poor quality of service 
• Poor attitude/health seeking behavior of 


care takers 


• Resource mobilization 
• Strengthen effective LMIS and 


procurement 
• Continued quality of training 
• Ensure motivation skim 
• Speed up HCs construction 
• Ensure the provision IMNCI services in all 


HCs 
• Improve quality of service 
• Intensify Advocacy Communication and 


Social Mobilization( ACSM) 
• Reward for best performances 


C
lin


ic
al


 fi
rs


t r
ef


er
ra


l i
lln


es
s m


an
ag


em
en


t 


Availability of supplies 


Availability/ capacity of 
Health workers 


Accessibility of services 


Low utilization of services 


• Insufficient resources 
• Poor stock management 
• High turnover of trained 


professionals/poor motivation 
• Service inaccessibility 
• Poor attitude/health seeking behavior of 


care takers 
• Poor follow up on HCs to start DOTS 


service 
• Poor Health seeking behavior for early 


diagnosis 
• Poor referral linkages between HP and 


HCs 
• Passive case finding methods 
• Inaccessibility of AFB diagnostic 


services 
• Poor diagnostic skill and  (high 


proportion of smear negative and 
EPTB) 


• Poor adherence to case finding 
algorithms, Poor contact tracing 


• Inadequate Drug Sensitivity 
Testing(DST)  and second line 
treatment options 


• Resource mobilization 
• Strengthen effective LMIS and 


procurement 
• Expand DOTS service to all HCs 
• Expand the AFB diagnostic services to all 


HCs and hospitals 
• Intensify referral linkage and feedback 
• In-Place PICT for TB (active case finding 


strategies) to all OPD visitors, PLHIV, 
household visits by HEWs, 


• - Build the diagnostic and case finding 
capacity of health professionals 


• Improve tracing all contacts of known 
smear positive TB cases 


• Expansion of DOTS service to all HPs / 
community DOTS 


• Advocate to do the last microcopy and 
declare cure to all smear positive TB cases 


• Build the capacity the drug quality testing 
capacity at country level 


• Expand DST service and ensure diagnosis 
of all re-treatment/category II cases 


• Expand MDR –TB management to all 
tertiary level hospitals 
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Annex 3: Projection of Human Resources Requirement 
HRH Category 2015 2020 


Internist 730 910 


Pediatrician 719 940 


Obstetrician 820 1,094 


Surgeon 847 1,024 


Orthopedics 283 418 


Ophthalmologist 304 524 


Dermatologist 202 273 


Psychiatrist 304 410 


Radiologist 316 415 


ENT Specialist 210 349 


Anesthesiologist 233 309 


Clinical Pathologist 210 275 


Dentist 633 1,770 


General Practitioner 10,846 14,792 


Health Officer 6,345 8,293 


IESO 996 1,611 


Nurses 41,009 49,362 


Midwife 8,635 9,866 


Pharmacist 2,037 2,779 


Pharmacy Technician 8,704 9,839 


Laboratory Technologist 1,133 1,567 


Laboratory Technician 10,608 12,845 


Radiographer 1,954 2,796 


Psychiatric Nurse 923 1,360 


Physiotherapy professional 550 746 


Dental Professional 1,145 2,385 


Environmental and occupational Health Worker 1,595 1,961 


Biomedical Technician 874 1,256 


Public Health Specialist 1,400 2,158 


HIT 7,607 8,849 


Hospital Manager 650 986 


HEW 33,320 41,664 


Total 146,142 183,826 
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Annex 4: Planning and Budgeting Calendar 
 Annual planning activities Time-frame Involved Parties 


 Federal Ministry of Health   


1 Mapping of next year’s resources at FMOH level 10 February All departments of FMOH in 
consultation with MOFED and health 
partners 


2 Develop a draft annual Core Plan and share it with RHBs 28 February All departments of FMOH 


3 Finalize the Core Plan at FMOH-RHBs steering committee meeting 9 March FMOH-RHBs Joint Steering 
Committee members 


4 Workshop on FMOH capital and recurrent budget proposal to MOFED 10  March All departments of FMOH 


5 Finalization of FMOH capital and recurrent plan and submission to 
MOFED 


23rd March All departments of FMOH 


6 Set up, orient and deploy teams of Technical Assistance (TAs) to assist 
RHBs, ZHDs, and WorHOs in the preparation of core plans 


13 to 18 March PPD/ FMOH 


7 Prepare a Sectoral National Annual Plan based on the core plans of the 
RHBs, FMOH activities and activities of all stakeholders obtained through 
a consultative process. 


April 20 PPD/ FMOH , partners 


8 Revise and finalize the Sectoral National Annual Plan based on the 
approved regional/woreda annual  core plans 


June PPD/ FMOH 


B Regional Health Bureaus   


1 Conduct consultation with stakeholders to identify available resources and 
discuss priorities and targets 


15 February RHBs in consultation with  BOFED, 
FMOH and  health partners in the 
respective regions 


2 Based on the agreed Core Plan and the resources available, regions will 
prepare a draft Regional Core Plan that indicates priorities, targets and key 
activities and share it with woredas. 


March 18  


3 Guide and assist the WorHOs to complete the planning information format 
produced by FMoH 


March 14-26 RHBs and Technical Assistants 


4 Organize and guide  Regional Planning Workshops to discuss and refine the 
woreda annual health plans 


March 27-April 
13 


RHBs /ZHDs 


5 Consolidate the Regional Core Plan and submit to the FMOH/PPD. April 18 RHBs 


 


6 


Revise and finalize the regional annual core plan based on the approved 
woreda, regional and zonal budgets and communicate to the FMOH/PPD 


 


June 


 


RHBs 


C Zonal Health Departments   


1 Participate in the Regional planning workshop and assist the woredas in the 
preparation of their draft annual plans. 


March 27-April 
13 


ZHDs 


2 Compile and produce zonal core plan April 13-20 ZHDs 


D Woreda Health Offices   


1 Conduct stakeholder consultation to map resources  available for the next 
fiscal year 


February 20-28 WorHOs in consultation with 
WOFED,  Woreda Joint Steering 
Committees and health partners 


2 Complete the woreda profile form for the core planning exercise at the 
regional planning workshop. 


March 14-26 WorHOs and Technical Assistants 


3 Participate in the regional planning workshop, revise the woreda annual 
health plan and submit to RHBs/ ZHDs 


March 27-April 
13 


WorHOs, RHBs, ZHDs and TAs 
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 Annual planning activities Time-frame Involved Parties 


4 They use the opportunity of the regional level workshop to finalize the 
detailed woreda plan that includes the core plan, other WorHO activities 
not in the core plan, and activities of the stakeholders at woreda level. 


March 27-April 
13 


WorHOs, RHBs, ZHDs and TAs 


5 Submit the detailed woreda annual plan to WoFED and woreda council for 
approval. 


April 15 WorHOs 


6 Finalize the woreda annual plan based on the approved woreda budget and 
communicate to the RHBs/ZHDs 


June WorHOs 


E Health Facilities (Hospitals and Health Centers)   


1 Prepare facility annual plan April 5 Facility management in consultation 
with management boards 
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Annex 5 : Additional budget by service delivery mode and capital / recurrent costs 
   


Baseline  
 2010/11  2011/12 


2012/13  
2013/14 2014/15 Total %


 Base-case Scenario  


Family oriented community based services              
181.76  


            
527.17  


         
568.60  


        
567.44  


                
615.00  


      655.68                     
2,933.89  


                       
33  


Population oriented schedulable services                
63.39  


            
351.06  


          
125.27  


         
137.31  


                 
152.49  


       167.51                          
933.64  


                       
11  


Individual oriented clinical services              
418.97  


            
603.74  


          
619.33  


         
742.08  


                 
868.34  


       993.74                       
3,827.25  


                       
43  


District, provincial, national governance & 
management 


            
119.78  


            
195.03  


          
193.87  


         
215.70  


                 
247.68  


       279.45                       
1,131.73  


                       
13  


Total              
883.06  


         
1,677.01  


      
1,507.07  


     
1,662.54  


             
1,883.51  


   2,096.38                     
8,826.50  


                      
100  


Capital investment              
628.74  


            
581.01  


          
382.68  


         
347.83  


                 
337.83  


       327.41                       
1,976.76  


                       
22  


Recurrent              
254.32  


         
1,095.99  


      
1,124.39  


     
1,314.71  


             
1,545.68  


   1,768.96                    
6,849.74  


                       
78  


   Best-case Scenario  


Family oriented community based services              
181.76  


            
637.48  


         
746.21  


        
801.66  


                
877.21  


      938.51                     
4,001.07  


                       
37  


Population oriented schedulable services                
63.39  


            
383.36  


          
190.23  


         
172.96  


                 
188.46  


       203.71                       
1,138.72  


                       
11  


Individual oriented clinical services              
418.97  


            
603.74  


      
1,374.19  


     
1,293.37  


             
1,741.76  


   1,545.03                     
6,558.09  


                       
61  


District, provincial, national governance & 
management 


            
119.78  


            
195.03  


          
193.87  


         
215.70  


                 
247.68  


       279.45                       
1,131.73  


                       
10  


Total              
883.06  


         
1,419.30  


       
2,104.19  


      
2,083.38  


              
2,654.80  


    2,566.38                     
10,828.05  


                       
100  


Capital investment              
482.75  


            
640.56  


       
1,252.67  


      
1,016.02  


              
1,004.37  


       988.67                       
4,902.29  


                        
45  


Recurrent              
400.31  


            
778.74  


         
851.52  


     
1,067.36  


             
1,650.42  


   1,577.71                     
5,925.76  


                       
55  


 


 


Annex 6: Estimated additional cost of HSDP-IV EFY 2003 - 2007 in million $US 


Programmatic areas 


Baseline 
spending Additional funding need under 


2009/10 Base case Scenario  
Best case 
Scenario  


1.1 Community Empowerment 
          
6.79  


          87.05           112.47  


1.2 M & E 
          
7.36  


          84.02           106.10  


1.3 Health System Strengthening 
        
19.71  


        751.81           751.81  


2.1 Maternal-Newborn and RH-Adolescent Health 
        
31.27  


        317.13           424.35  


2,2 Child Health 
        
25.06  


        149.69           231.41  


2.3 Nutrition  
          
6.38  


          93.96           109.91  


2.4. Hygiene and Environmental Health Services 
          
7.87  


        124.52           130.42  
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Programmatic areas 


Baseline 
spending Additional funding need under 


2009/10 Base case Scenario  
Best case 
Scenario  


2.5 Prevention & Control of Malaria 
     
111.45  


        238.23           405.41  


2.6 Prevention & Control of HIV-AIDS 
     
276.26  


‐       227.13           643.05  


2.7 Prevention & Control of TB & Leprosy 
     
152.72  


          45.52           671.67  


2.8 Prevention & Control of Other Communicable Diseases 
          
0.24  


        107.07           107.97  


2.9 Prevention & Control of Non-Communicable Diseases 
          
0.27  


        163.56           164.58  


2.10 Public Health Emergency Management 
          
0.45  


          35.86             38.11  


2.11 Public Health/Nutrition Research & Quality 
Assurance/FSU 


        
14.16  


          69.64             90.88  


3.1 Expansion of PHC Facilities 
        
23.48  


        328.31           328.31  


3.2 Hospital Infrastructure 
        
30.11  


        989.92           989.92  


3.3 HR Salaries & Training 
        
54.33  


        503.97           558.30  


3.4 Pharmaceutical & Medical Equipment 
        
97.00  


        434.97           434.97  


3.5. Health Care Financing  
          
2.17  


          38.91             38.91  


TOTAL 867.06        4,337.00        6,338.55 


 


Annex 7: Total Cost of HSDP IV in three Scenarios by Capital/Recurrent 


  
 


Baselin
e  


 
2010/11  2011/1


2  
2012/1


3  
 2013/14   2014/15  Total  


     Base-case Scenario    
Family oriented community based 
services 


   
181.76  


   
527.17  


  
568.60 


  
567.44 


  
615.00 


  
655.68 


   
2,933.89  


Capital investment 
              
73.52  


   
65.63  


  
32.88 


  
12.73 


  
7.80             3.79 


   
122.83  


Recurrent 
            
181.76  


   
461.55  


  
535.72 


  
554.71 


  
607.20 


  
651.88 


   
2,811.06  


Population oriented schedulable 
services 


   
63.39  


   
351.06  


  
125.27 


  
137.31 


  
152.49 


  
167.51 


   
933.64  


Capital investment 
              
25.64  


   
129.45  


  
26.30 


  
30.24 


  
30.47 


  
30.61 


   
247.07  


Recurrent 
              
63.39  


   
221.61  


  
98.97 


  
107.08 


  
122.02 


  
136.90 


   
686.57  


Individual oriented clinical services 
   


418.97  
   


603.74  
  


619.33 
  


742.08 
  


868.34 
  


993.74 
   


3,827.25  
Capital investment                                  







 
 


 


 


100 
 


298.31   265.69   231.38  224.95  222.81  220.02  1,164.86  


Recurrent 
            
120.66  


   
338.05  


  
387.95 


  
517.13 


  
645.53 


  
773.73 


   
2,662.39  


District, provincial, national 
governance & management 


   
119.78  


   
195.03  


  
193.87 


  
215.70 


  
247.68 


  
279.45 


   
1,131.73  


Capital investment 
              
85.29  


   
120.24  


  
92.12 


  
79.91 


  
76.74 


  
73.00 


   
442.01  


Recurrent 
              
34.50  


   
74.79  


  
101.75 


  
135.79 


  
170.93 


  
206.45 


   
689.72  


Total 
   


883.06  
   


1,677.01  
  


1,507.07 


  
1,662.5


4 
  


1,883.51 
  


2,096.38 
   


8,826.50  


Capital investment 
   


628.74  
   


581.01  
  


382.68 
  


347.83 
  


337.83 
  


327.41 
   


1,976.76  


Recurrent 
   


254.32  
   


1,095.99  
  


1,124.39 


  
1,314.7


1 
  


1,545.68 
  


1,768.96 
   


6,849.74  
       Best-case Scenario    
Family oriented community based 
services 


   
181.76  


   
637.48  


  
746.21 


  
801.66 


  
877.21 


  
938.51 


   
4,001.07  


Capital investment 
   


73.52  
   


86.59  
  


76.75 
  


87.70 
  


80.81 
  


71.28 
   


403.13  


Recurrent 
   


181.76  
   


550.89  
  


669.45 
  


713.96 
  


796.40 
  


867.24 
   


3,597.94  
Population oriented schedulable 
services 


   
63.39  


   
383.36  


   
190.23 


  
172.96 


  
188.46 


  
203.71 


   
1,138.72  


Capital investment 
   


25.64  
   


168.04  
  


97.56 
  


72.17 
  


72.73 
  


73.10 
   


483.60  


Recurrent 
   


63.39  
   


215.32  
  


92.68 
  


100.79 
  


115.73 
  


130.61 
   


655.12  


Individual oriented clinical services 
   


418.97  
   


603.74  
  


1,374.19 
  


1,293.37 
  


1,741.76 
  


1,545.03 
   


6,558.09  


Capital investment 
   


298.31  
   


265.69  
  


986.24 
  


776.24 
  


774.09 
  


771.30 
   


3,573.56  


Recurrent 
   


120.66  
   


338.05  
  


387.95 
  


517.13 
  


967.67 
  


773.73 
   


2,984.53  
District, provincial, national 
governance & management 


   
119.78  


   
195.03  


  
193.87 


  
215.70 


  
247.68 


  
279.45 


   
1,131.73  


Capital investment 
   


85.29  
   


120.24  
  


92.12 
  


79.91 
  


76.74 
  


73.00 
   


442.01  


Recurrent 
   


34.50  
   


74.79  
  


101.75 
  


135.79 
  


170.93 
  


206.45 
   


689.72  


Total 
   


883.06  
   


1,419.30  
  


2,104.19 
  


2,083.38 
  


2,654.80 
  


2,566.38 
   


10,828.05  


Capital investment 
   


482.75  
   


640.56  
  


1,252.67 
  


1,016.02 
  


1,004.37 
  


988.67 
   


4,902.29  


Recurrent 
   


400.31  
   


778.74  
  


851.52 
  


1,067.36 
  


1,650.42 
  


1,577.71 
   


5,925.76  
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Annex 8: Financing Gap by Program for EFY 2003 to 2007 


  Base case scenario Best case scenario 


1.1 Community Empowerment           87.05                 112.47  


1.2 Monitoring & Evaluation and Operational 
Research 


          84.02                 106.10  


1.3 System Strengthening  & Capacity Development         751.81                 751.81  


2.1 Maternal-Newborn and RH-Adolescent Health         317.13                 424.35  


2.2 Child Health         149.69                 231.41  


2.3 Nutrition           93.96                 109.91  


2.4 Hygiene & Environmental Health         124.52                 130.42  


2.5 Prevention & Control of Malaria         238.23                 405.41  


2.6 Prevention & Control of HIV-AIDS ‐       227.13                 643.05  


2.7 Prevention & Control of TB & Leprosy           45.52                 671.67  


2.8 Prevention & Control of Other Communicable 
Diseases 


        107.07                 107.97  


2.9 Prevention & Control of Non-Communicable 
Diseases 


        163.56                 164.58  


2.10 Public Health Emergency Management           35.86                   38.11  


2.11Public Health/Nutrition Research & Quality 
Assurance 


          69.64                   90.88  


3.1 Expansion of PHC Facilities         328.31                 328.31  


3.2 Hospital Infrastructure         989.92                 989.92  


3.3 HR Salaries & Training         503.97                 558.30  


3.4 Pharmaceutical & Medical Equipment         434.97                 434.97  


3.5. Health Care Financing            38.91                   38.91  
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Annex 9: High Impact Interventions & Indicators 
High Impact Interventions & Indicators 2010/11-2014/15 


1. Family oriented community 
based services 


Indicators Baseline Base 
case 
Scenario 


Best 
case 
Scenario 


ITN for under five children Proportion of children<5 who slept under ITN the 
previous night 


42% 65% 86% 


ITN for under five pregnant 
mother 


Proportion of pregnant women who slept under ITN the 
previous night 


42% 65% 86% 


Quality of drinking water Proportion of households treating water at home 8% 43% 88% 


Hygeine & Sanitation Proportion of HHs utilizing latrine 31% 60% 93% 


Hand washing by mothers at 
critical time 


Percent of mothers practicing hand washing with soap at 
critical time 


13% 43% 88% 


Indoor Residual Spraying (IRS) proportion of Households covered with IRS (in IRS 
tatrgeted areas) 


78% 82% 88% 


Clean delivery and essential new 
born care 


Proportion of births attended by HEWs 11% 38% 25% 


Early breastfeeding and 
temperature management 


Proportion of children put to breast in an hour of birth 69% 75% 92% 


Exclusive breastfeeding for 
children 0-6 months 


Proportion of children exclusively breastfeed for 6 months 49% 57% 70% 


Continued breastfeeding for 
children 6-11 months 


Proportion of children aged 12-15 months receiving breast 
milk. 


75% 75% 85% 


Complementary feeding Proportion of children 6-9 months receiving 
complementary food  and continued breastfeeding 


54% 62% 84% 


Oral Rehydration Therapy Proportion of diarrhea cases continued feeding and drank 
more fluid 


37% 65% 89% 


Zinc for diarrhea management % children with diarrhea who are treated with Zinc at 
community level 


0% 62% 75% 


Artemisinin-based Combination 
Therapy for children 


% children treated for malaria at community level 3% 21% 29% 


Artemisinin-based Combination 
Therapy for pregnant women 


% of pregnant women treated for malaria at community 
level 


5% 16% 22% 


Artemisinin-based Combination 
Therapy for adults 


Proportion of adults with malaria receiving ACT 4% 12% 19% 


Malaria treatment with 
Chloroquine  


%  Fever Cases in children  receiving Chloroquine 
treatment 


3% 21% 32% 


Community-based Pneumonia 
treatment for children 


% children treated for pneumonia at community level 0% 17% 41% 


Therapautic feeding for 
malnourished children/OTP 


% of children with SAM receiving therapeutic feeding 5% 14% 19% 


Iodized salt Proportion of HHs using iodized salt 4% 45% 95% 


Family Planning Contraceptive Prevalence Rate 32% 66% 86% 


Antenatal care Proportion of pregnant women who received ANC 4+ 31% 76% 88% 


TT immunization % of mothers with birth in last 12 months protected 
against tetanus 


52% 57% 86% 
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High Impact Interventions & Indicators 2010/11-2014/15 


1. Family oriented community 
based services 


Indicators Baseline Base 
case 
Scenario 


Best 
case 
Scenario 


TT immunization/Neonatal tetanus 
protection 


Percentage of newborns protected against tetanus 42% 76% 88% 


Detection and management of 
bacteriuria in pregnancy 


% pregnant women with bacteruria screened and treated 
with antibiotics  


12% 76% 86% 


Detection and management of 
syphilis in pregnancy 


% pregnant women with syphilis screened and treated with 
antibiotics 


9% 76% 86% 


Prevention and treatment of iron 
deficiency anemia in pregnancy 


% pregnant women who receive Iron supplementation 10% 76% 88% 


PMTCT  Proportion of HIV+ pregnant women receiving complete 
ARV course 


8% 76% 80% 


Condom Use % of high risk sexual contacts with use of condom 17% 76% 80% 


Antibiotics for opportunistic 
infection 


% eligible HIV+ patient receiving cotrimoxazole 
prophylaxis  


17% 77% 80% 


Measles immunization Proportion of children 12-23 months who received 
Measles vaccination 


77% 84% 90% 


Pentavalent immunization Proportion of children 12-23 months vaccinated for Penta 
3 


82% 88% 96% 


Fully Immunization Proportion of children 12-23 months fully immunized 66% 82% 90% 


Rota immunization Proportion of children 12-23 months vaccinated for Rota 0% 0% 90% 


Pneumococal immunization Proportion of children 12-23 months vaccinated for 
Pneumococal 


0% 0% 90% 


Vitamin-A Percentage of children aged 6-59 months who received at 
least two doses of vitamin-A in the last 12 months 


94% 94% 96% 


Deworming Percentage of children aged 2-5 years of age who 
dewormed at least two times in the last 12 months 


86% 90% 96% 


Postnatal care Proportion of mothers & newbors who received 2 follow 
up visits within one week of delivery 


5% 25% 65% 


Skilled delivery care Proportion of birhs attended by skilled attendant 18% 65% 85% 


Active third stage management of 
Labour 


% of deliveries with active management of third stage 18% 65% 85% 


B-EmONC Proportion of women with major direct obstetric 
complications who are treated in B-EmONC facilities 


18% 75% 96% 


C-EmONC % of deliveries by C/S (as a proportion of all births,norm 
5%-15%) 


20% 70% 96% 


Neonatal resuscitation Proportion of asphyixated newborn who received 
neonatal resuscitation  


7% 75% 96% 


Management of PROM % Preterm prolonged rupture of membranes treated with 
antibiotics 


10% 75% 96% 


Pre -eclampsia management % (pre) ecclampsia cases receiving Mag Sulf  3% 25% 65% 


Neonatal infection management % of neonatal sepsis cases treated with antibiotic 25% 42% 74% 


U-5 pneumonia treatment Proportion of with pneumonia treated with antibiotics 25% 25% 40% 
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High Impact Interventions & Indicators 2010/11-2014/15 


1. Family oriented community 
based services 


Indicators Baseline Base 
case 
Scenario 


Best 
case 
Scenario 


Antibiotics for diarrhea and enteric 
fevers 


Proportion of cases of dysentery and enteric fevers 
treated with antibiotics 


6% 43% 88% 


Measles Vitamine A management Proportion of children with  measles treated  with Vit A  12% 48% 89% 


Zinc for diarrhea management Proportion of diarrhea cases treated with Zinc  0% 62% 88% 


Chloroquine for malaria (P.vivax) Proportion of  fever cases in children  receiving 
Chloroquine  


7% 52% 88% 


Artemisinin-based Combination 
Therapy for children 


Proportion of children with malaria receiving ACT 8% 54% 89% 


Artemisinin-based Combination 
Therapy for pregnant women 


Proportion of pregnant women with malaria receiving 
ACT 


15% 49% 88% 


Artemisinin-based Combination 
Therapy for adults 


Proportion of adults with malaria receiving ACT 15% 48% 88% 


Management of complicated malaria Proportion of complicated malaria requiring 2nd line 
drugs & managed 


31% 69% 92% 


Management of complicated malaria Proportion of complicated & sever malaria being 
diagnosed & treated 


30% 70% 92% 


Therapautic feeding for 
malnourished children 


Proportion of under 5 children managed for severe acute 
malnutrition 


18% 45% 72% 


STI management % of adults with STI being diagnosed and treated 36% 50% 88% 


Antibiotics for opportunistic 
infections 


% AIDS cases treated for opportunistic infections  35% 50% 88% 


Male circumcision % circumcised men 92% 92% 92% 


ART for children with Aids Proportion of eligible children who are started on ART  52% 67% 83% 


ART for pregnant women with 
AIDS 


Proportion of eligible pregnant women started on ART 17% 60% 93% 


ART adults with AIDS % eligible HIV+ adults receiving ART 21% 40% 79% 


Management of first line ART 
failures 


% first line ART failures receiving adequate second line 
ART regimen 


10% 31% 68% 


Management of first line ART 
failures 


Management 2nd line ART failure 5% 15% 42% 


DOTS TB Case Detection Rate 34% 45% 75% 


DOTS TB Treatment Succee Rate 84% 88% 90% 


DOTS TB Cure Rate 67% 70% 81% 


Re-treatment TB cases % TB cases re-treated among all TB patients 12% 70% 82% 


Management of multidrug resistant 
TB (MDR) 


% MDR TB patients treated with second line drugs of all 
estimated MDR cases 


2% 16% 55% 







 
 


 


  


HSDP‐IV Draft Version  Page 105 
 


Annex 10: Detailed Indicators for Monitoring HSDP IV QUALITY  INDICATION 
Sr. 
No Indicators Type Baseline Yearly Target  Source Periodicity Level of data 


collection Remark 


        1 2 3 4 5   


SO C1:  Improve Access                 


 C1.1 Improve maternal,  neonatal, child and adolescent 
health                   


1 Maternal Mortality 
Ratio Impact 590*         267 EDHS   Every 5 years Population   


2 Institutional Maternal 
Mortality rate Impact           Less than 1 HMIS Quarterly All HF   


3 Under-5 Mortality Rate Impact 101/1000         68 EDHS Every 5 years Population 


4 Infant Mortality Rate Impact 77/1000         31 EDHS Every 5 years Population 


5 Neonatal Mortality 
Rate Impact 39/1000         15 EDHS Every 5 years Population   


6 Neonatal Mortality 
Rate (Institutional) Impact           Less than 1 HMIS Quarterly All HF   


7 Total Fertility Rate Impact 5.4         4 EDHS  Every 5 years Population 


8 Teenage/adolescent 
Pregnancy Rate Impact 17%         5% EDHS Every 5 years Population   


9 Contraceptive 
Prevalence Rate  Outcome 32% 


    
66% EDHS / HMIS  Every 5 


Years/ Yearly Population/ All HF   


10 Contraceptive 
Acceptance Rate Outcome 56% 66% 74% 79% 81% 82% EDHS / HMIS  


Every 5 
Years/ 
Quarterly 


Population/ All HF   
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Sr. 
No Indicators Type Baseline Yearly Target  Source Periodicity Level of data 


collection Remark 


        1 2 3 4 5   


11 Unmet need for Family 
Planning Outcome 34% 24% 17% 12% 11% 10% EDHS Every 5 years population   


12 Focused Antenatal 
Care Coverage (1+) 


Outcome 68% 76% 83% 88% 89% 90% EDHS / HMIS  
Every 5 
Years/ 
Quarterly 


Population/ All HF   


13 Focused Antenatal 
Care Coverage (4+) 


Outcome 31% 53% 70% 81% 83% 86% EDHS/HFS 
Every 5 
Years/ 2-3 
years 


Population/ HF   


14 
Proportion of deliveries 
attended by a skilled 
health attendant 


Outcome 18.4% 36% 49% 58% 60% 62% EDHS / HMIS  
Every 5 
Years/ 
Quarterly 


Population/ All HF   


15 Proportion of deliveries 
attended by an HEW Outcome 11% 22% 30% 35% 37% 38% EDHS / HMIS  


Every 5 
Years/ 
Quarterly 


Population/ All HF   


16 


Proportion of women 
with major direct 
obstetric complications 
who are treated in B- 
EmONC facilities 


Outcome 12% 37% 56% 69% 72% 75% HF Survey 2-3 years HF   


17 Postnatal Care 
Coverage Outcome 34% 52% 65% 74% 76% 78% EDHS / HMIS  


Every 5 
Years/ 
Quarterly 


Population/ All HF   


18 
Proportion of newborns 
who received 2 home 
visits in the first one 
week of birth 


Outcome 5% 29% 47% 59% 62% 65%         


19 Caesarean Section Rate 
(of total pregnancy) outcome 1% 4% 5% 6% 7% 7% HMIS Quarterly Hospitals   


20 Abortion Care Outcome             HMIS Quarterly All HF 
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Sr. 
No Indicators Type Baseline Yearly Target  Source Periodicity Level of data 


collection Remark 


        1 2 3 4 5   


21 


Proportion of pregnant 
women who receive 
ANC at PMTCT site 
who receive testing for 
HIV 


Outcome 16% 42% 63% 76% 79% 83% HMIS Quarterly All HF   


22 


Percent deliveries of 
HIV+  women that 
receive full course of 
ARV prophylaxis 


Outcome 8% 36% 56% 70% 73% 77% HMIS Quarterly All HF   


23 
Number of HIV 
exposed infants for 
whom DNA PCR done  


Outcome           100%   Quarterly     


24 
Penta 3 coverage, (Rota 
Virus & Pneumococcal 
baseline is Zero) 


Outcome 82% 88% 92% 95% 96% 96% EDHS / HMIS  
Every 5 
Years/ 
Quarterly 


Population/ All HF   


25 Measles immunization Outcome 77% 82% 86% 89% 89% 90% EDHS / HMIS  
Every 5 
Years/ 
Quarterly 


Population/ All HF   


26 Fully Immunization  Outcome 66% 75% 83% 88% 89% 90% EDHS / HMIS  
Every 5 
Years/ 
Quarterly 


Population/ All HF   


27 
Protection at birth 
(PAB) against neonatal 
tetanus 


Outcome 42% 60% 73% 82% 84% 86% EDHS / HMIS  
Every 5 
Years/ 
Quarterly 


Population/ All HF   


28 
Proportion of newborn 
with neonatal sepsis 
who received treatment  


Outcome 22% 43% 58% 69% 71% 74% HFS 2-3 years All HF   


29 
Proportion of 
asphyxiated newborns 
who are resuscitated  


Outcome 7% 34% 54% 68% 71% 75% HFS 2-3 years All HF   
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Sr. 
No Indicators Type Baseline Yearly Target  Source Periodicity Level of data 


collection Remark 


        1 2 3 4 5   


30 


Proportion of under 
five children with 
pneumonia who 
received antibiotics at 
facility level  


Outcome 25% 31% 31% 34% 37% 40% HFS 2-3 years All HF   


31 


Proportion of under 
five children with 
pneumonia who 
received antibiotics at 
community level by 
HEWs 


Outcome 0% 16% 29% 37% 39% 41% HFS 2-3 years All HF   


32 


Proportion of children 
who seek treatment in 
the first 24 hrs of onset 
of fever among 
children who reported 
fever in the last two 
weeks 


Outcome 15% 52% 68% 78% 82% 85% HFS 2-3 years All HF   


33 


Proportion of under 
five children with 
diarrhea who received 
ORT  


Outcome 37% 58% 73% 83% 86% 89% HFS 2-3 years All HF   


34 
Proportion of U5 
children diagnosed & 
treated for malaria 


Outcome 32% 52% 67% 77% 80% 82% HFS 2-3 years All HF   


35 
Percent of HCs & 
Hospitals providing 
PMTCT services 


Output 24% 54% 77% 92% 96% 100% HMIS Annually All HF   


36 
Proportion of HCs with 
Available B-EmONC 
services  


Output 5% 43% 72% 91% 95% 100% HMIS Annually HC   
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Sr. 
No Indicators Type Baseline Yearly Target  Source Periodicity Level of data 


collection Remark 


        1 2 3 4 5   


37 
Proportion of hospitals 
with available C-
EmONC services 


Output 51% 71% 85% 95% 98% 100% HMIS Annually Hospitals   


38 Proportion of HF with 
safe abortion services Output 4% 30% 45% 55% 65% 75% HF Survey Every 2- 3 


years Target HF   


39 Proportion of health 
centers  that implement 
IMNCI 


Output 52% 67% 84% 95% 97% 100% HMIS Annually All HF   


40 Proportion of hospitals 
that implement IMNCI 


Output 62% 100% 100% 100% 100% 100% HMIS Annually All HF 


41 


Proportion of facilities 
offering minimum 
basic package of 
adolescent friendly 
services 


Output 10% 45% 65% 80% 90% 100% HF Survey 2-3 years All HF   


C 1.2 Improve nutritional status                   


1 


Prevalence of anemia 
in women of 
childbearing age(15-49 
) 


Impact  27% 
    


12% EDHS Every 5 years population   


2 Underweight 
prevalence in U-5 Impact  38% 


    
27% EDHS Every 5 years population   


3 Stunting prevalence in 
U-5 Impact  46% 


    
37% EDHS Every 5 years population   


4 Wasting prevalence in 
U-5 Impact  11% 


    
3% EDHS Every 5 years population   


5 Proportion of low birth 
weight Impact             HMIS Quarterly Health Facilities   
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Sr. 
No Indicators Type Baseline Yearly Target  Source Periodicity Level of data 


collection Remark 


        1 2 3 4 5   


6 
Proportion of U-5 
Children weighted for 
Growth monitoring 


Outcome             HMIS Quarterly Health Facilities   


7 


Proportion of under 5 
children managed for 
severe acute 
malnutrition at HF 


Outcome 23% 51% 71% 85% 88% 91% HFS Every 2 -3 
years Health Facilities   


8 


Proportion of under 5 
children managed for 
severe acute 
malnutrition by 
HEWs/OTP 


Outcome 5% 11% 15% 18% 19% 19% HFS Every 2 -3 
years Health Facilities   


9 Cure, defaulter and 
mortality rate in TFP Outcome   


C=>75
; 
D=<15
%; 
M=<5
% 


C=>75; 
D=<15
%; 
M=<5
% 


C=>75; 
D=<15
%; 
M=<5
% 


C=>75; 
D=<15
%; 
M=<5
% 


C=>75; 
D=<15%; 
M=<5% 


HFS Every 2 -3 
years Health Facilities   


10 
Proportion of newborns 
breastfed within one 
hour of birth 


Outcome 69% 78% 85% 90% 91% 92% EDHS Every 5 years population   


11 
Proportion of exclusive 
breast feeding 0-6 
months 


Outcome 49% 
    


70% EDHS Every 5 years population   


12 


Proportion of children 
6-9 months receiving 
complementary food  
and continued 
breastfeeding 


Outcome 54% 
    


65% EDHS Every 5 years population   


13 
Percentage of children 
aged 6-59 months who 
received at least two 
doses of vitamin-A in 


Outcome 94% 95% 95% 96% 96% 96% Admin Report Annually     
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Sr. 
No Indicators Type Baseline Yearly Target  Source Periodicity Level of data 


collection Remark 


        1 2 3 4 5   


the last 12 months 


14 
Proportion of 
households using 
iodized salt 


Outcome 4% 40% 68% 86% 90% 95% EDHS Every 5 years population   


15 


Percentage of children 
aged 2-5 years de-
wormed two times in 
the last 12 months 


Outcome 86% 88% 90% 92% 94% 96% Admin Report Annually     


16 


Proportion of pregnant 
women supplemented 
with iron during 
pregnancy 


Outcome 10% 41% 63% 79% 82% 86% EDHS, Survey Every 2- 3 
years     


C 1.3. Improve hygiene & environmental health         


1 Proportion of HHs 
utilizing latrine Outcome 20% 45% 63% 76% 79% 82% HMIS Annually WorHO   


2 Proportion of HHs with 
latrine Output 60% 74% 85% 92% 93% 95% HMIS Annually WorHO   


3 


Increase Proportion of 
households using HH 
water treatment and 
safe storage practices 


Outcome 7% 36% 56% 70% 74% 77% Survey 2- 3 years  Population   


4 
Proportion of villages 
(Kebelles) free of open 
defecation 


Outcome 15% 40% 50% 60% 70% 80% Survey 2- 3 years      


C 1.4. Prevention and Control of Major Communicable Diseases       


Reduce incidence & prevalence of HIV/AIDS             
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Sr. 
No Indicators Type Baseline Yearly Target  Source Periodicity Level of data 


collection Remark 


        1 2 3 4 5   


1 HIV mortality Impact             EDHS Every 5 years Population 


2 Incidence of HIV Impact 0.28% 0.22% 0.18% 0.16% 0.14% 0.14% EDHS Every 5 years Population 


3 


Proportion of young 
people aged 15-24 who 
use condom 
consistently while 
having sex with non-
regular partners  


Outcome 59% 73% 80% 80% 80% 95% EDHS Every 5 years Population   


4 


Proportion of 
population aged 15-49 
years with 
comprehensive 
knowledge of 
HIV/AIDS  


Outcome 22.60% 51.40
% 65.8 80.20% 80.20% 80.20% EDHS Every 5 years Population   


5 HCT (VCT  + PIHCT 
testing) Outcome 5.8 million 


9.2 
millio
n  


9.2 
million  


9.2 
million  


9.2 
million  9.2 million  HMIS Quarterly HFs   


6 Number of STI cases 
treated Outcome 39267 60000 60000 60000 60000 60000 HMIS Quarterly HFs   


7 


Cumulative number of 
people living with 
HIV/AIDS ever 
enrolled in HIV care 


Outcome  443,964           HMIS Quarterly HFs   


8 


Cumulative number of 
people living with 
HIV/AIDS ever started 
on ART 


Outcome 246,347 324,02
1 377,669 431,317 458,141 484,966 HMIS Quarterly HFs   


9 
Proportion of eligible 
pregnant women who 
are receiving ART 


Outcome 
 


26% 35% 44% 53% 95% HMIS Quarterly HFs   
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Sr. 
No Indicators Type Baseline Yearly Target  Source Periodicity Level of data 


collection Remark 


        1 2 3 4 5   


10 
Proportion of eligible 
children who are 
receiving ART  


Outcome 
 


54% 57% 59% 61% 95% HMIS Quarterly HFs   


11 


Proportion of eligible 
adults who are 
receiving ART 
(excluding pregnant 
women) 


Outcome 53% 31% 40% 50% 59% 95% HMIS Quarterly HFs   


12 


Proportion of needy 
orphan & vulnerable 
children (OVC) who 
received care & 
support  


Outcome 30% 35% 40% 43% 45% 50% Admin Report Quarterly WorHO   


13 
Number of needy 
PLHIV who received 
care and support  


Outcome 60000 70000 80000 85000 90000 


 


10000 


 


Admin Report Quarterly WorHO   


14 


Percent of eligible 
HIV+  receiving 
cotrimoxazole 
prophylaxis 


Outcome 70%/35% 0% 0% 0% 0% 0% HF survey every 2 years HF`   


Reduce incidence & prevalence of TB and Leprosy       


1 Mortality due to all 
forms of TB  Impact  64/100,000       


 20/100,
000 


 


  EDHS Every 5 years Population   


2 TB Case Detection 
Rate Outcome 34% 50% 63% 71% 73% 75% HMIS Quarterly HF   


3 TB treatment Success Outcome 84% 86% 88% 89% 90% 90% HMIS Quarterly HF 
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Sr. 
No Indicators Type Baseline Yearly Target  Source Periodicity Level of data 


collection Remark 


        1 2 3 4 5   


rate 


4 Tuberculosis Cure Rate Outcome 67% 74% 80% 83% 84% 85% HMIS Quarterly HF   


5 
Proportion of MDR TB 
cases treated with 
second line drugs 


Outcome 2% 7% 15% 26% 39% 55% Admin Report Annually WorHO   


8 


Proportion of Health 
Posts providing 
community DOTS 
service 


Output 6% 15% 23% 32% 41% 50% Admin Report Annually WorHO   


9 Proportion of PLHIVs 
screened for TB Outcome 15% 41% 54% 64% 72% 80% HF Survey Every 2 years HFs   


10 
Proportion of registered 
TB patients screened 
for HIV 


Outcome  38% 100% 100% 100% 100% 100% HMIS Quarterly HF   


11 
Proportion of registered 
TB patients who are 
HIV positive 


Outcome 24%         10% HMIS Quarterly HF   


12 


Proportion of TB 
negative PLHIVs put 
on INH Prophylactic 
Therapy (IPT) 


Outcome 2% 34% 50% 66% 83% 80% HF Survey Every 2 years HFs   


13 New cases of leprosy Outcome             HMIS Quarterly HF 


14 MB Leprosy treatment 
completion Rate Outcome 91% 93% 95% 96% 97% 98% HMIS Quarterly HF   


15 
Grade II disability rate 
among new cases of 
Leprosy 


Outcome 7% 4% 3% 2% 1% 1% HMIS Quarterly HF   







 
 


 


  


HSDP‐IV Draft Version  Page 115 
 


Sr. 
No Indicators Type Baseline Yearly Target  Source Periodicity Level of data 


collection Remark 


        1 2 3 4 5   


Reduce incidence & prevalence of Malaria       


1 


Lab confirmed 
(RDT/Microscopy) 
malaria case fatality 
ratio among children 
less than 5 years old 
and adults 


Impact           Less than 
2% Survey 3-5 years Population   


2 


lab confirmed 
(RDT/Microscopy) 
malaria incidence per 
year, among children 
less than 5 years old 
and adults 


Impact           


Less than 5 
per 1000 
population 
per year 


HMIS Quarterly All HF   


3 


Prevalence parasite 
infection in children 
less than 5 years old & 
adults       


Less than 
1% Survey 3-5 years Population 


 


4 Morbidity attributed to 
malaria Impact             HMIS Quarterly All HF   


5 


Proportion of malarious 
kebele's in targeted 
woredas for elimination 
that reported no 
malaria cases for 24 
months 


Outcome   40% 60% 75% 90% 100% HF Survey 2-3 years  All HF   


6 
 Laboratory-confirmed 
malaria cases seen in 
health facilities 


Outcome 370,000 246,00
0 184,000 122,000 91,000 60,000 HMIS Quarterly All HF   


7 
Proportion of suspected 
malaria cases who are 
diagnosed using RDTs 
or Microscpy with in 


Outcome   100% 100% 100% 100% 100% Survey Every 2 years HF   
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Sr. 
No Indicators Type Baseline Yearly Target  Source Periodicity Level of data 


collection Remark 


        1 2 3 4 5   


24 hrs of fever onset 


8 


Proportion of 
households in 
malarious areas posses 
at least one LLINs 


Output 65.6% 75% 83% 88% 89% 90% Survey/Admin Report Every 2 years population   


9 


Proportion of pregnant 
women who slept 
under LLIN the 
previous night 


Outcome 41.2% 60% 73% 82% 84% 86% Survey Every 2 years population   


10 


Proportion of children 
under 5 sleeping under 
LLIN the previous 
night 


Outcome 42.5% 60% 73% 82% 84% 86% Survey 3-5 years population 
  


11 


Proportion of 
households in IRS 
targeted areas that were 
sprayed in the last 12 
months 


Output 55% 64% 70% 74% 75% 77% Admin Report Annually WorHO   


Reduce incidence & prevalence of other communicable diseases       


1 
Prevalence 
Schistosomiasis in 
endemic areas 


Impact 14% 11% 9.50% 8.5 7.5 7% Survey Every 5 years Population   


2 
Prevalence 
Leishmaniasis in 
endemic areas 


Impact 
9.7% in males 
and 4.5% in 
females 


8.7% 
& 
3.5% 


8.2% & 
3.0% 


7.5% & 
2.5% 


7.2% & 
2.2% 7% & 2% Survey Every 5 years Population   


3 Prevalence of 
lymphatic filariasis Impact 23.7% M and 


18.5% F 


20.6% 
& 
15.5% 


19% & 
14% 


17.5% 
& 
12.5% 


16.8% 
& 
11.8% 


16% & 
11% Survey Every 5 years Population   
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Sr. 
No Indicators Type Baseline Yearly Target  Source Periodicity Level of data 


collection Remark 


        1 2 3 4 5   


4 
Prevalence of intestinal 
parasites (helminthiasis 
) 


Impact No baseline 
available         40% Survey Every 5 years Population   


5 
Prevalence 
Trachomatous 
trichiasis 


Impact 3.10% 2.26% 1.84% 1.42% 1.20% 1% Survey Every 5 years Population   


Reduce incidence & prevalence of major non-communicable diseases       


1 


Proportion of adult 
mortality attributable to 
chronic diseases/Take 
WHO Recommended 
process indicators 
(Only to have national 
doc) 


Impact 
 25% DALYs 
rural and 35%  
DALYs urban  


23% 
& 
33% 


22% & 
32% 


21% & 
31% 


20.5% 
& 
30.5% 


20% & 
30% 


20% in rural; 30% in 
urban        


2 
Prevalence of high 
blood pressure among 
adults  


Impact 
31% in urban 
and  10% in 
rural 


30% 
& 
9.5% 


28.5% 
& 8.5% 


27% & 
7% 


25% & 
6% 25% & 5% Special Survey Every 5 years Population   


3 


Proportion of health 
facilities providing 
integrated mental 
health services 


Output 10% 26% 34% 42% 46% 50% 
Administrative 
report/Supervision 
report 


Every 5 years HF   


4 Increase Cataract 
surgical cases (CSR) Output 460 676 784 892 946 1000 HMIS Annually  Hospitals   


SO C 2: Improve community ownership     


1 
Proportion of model 
households graduated 
HEP  


Output 25.6% 50% 67% 79% 82% 85% Administrative report Annually      


2 Proportion of 
community health 
promoters in relation to 


Input 42% 60% 74% 83% 86% 88% Administrative report Annually      
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Sr. 
No Indicators Type Baseline Yearly Target  Source Periodicity Level of data 


collection Remark 


        1 2 3 4 5   


need 


3 


Proportion of health 
facilities with boards 
where communities are 
represented 


Output 20% 22.20
% 50% 100% 100% 100% Administrative report Annually      


SO F 1:  Improve  resource mobilization and utilization     


1 


Proportion of public 
health facilities 
retaining and using 
their revenue  


Inputs 20% 22.20
% 50% 50% 100% 100% Administrative report Annually     


2 
Share of internal 
revenue generated to 
total health budget 


Inputs  9% 10 % 11%  12%  12.5%  13%  HMIS Annually     


3 


Proportion of 
reimbursed amount out 
of total patient fees 
waived 


Inputs 70% 75% 80% 85% 90% 100% HMIS Quarterly     


4 
Proportion of Public 
hospitals that 
implement private wing  


Output 2% 74% 85% 93% 100% 100% Administrative report Annually     


5 
Share of health budget 
as a proportion of total 
budget 


Inputs 5.60% 9.40% 11.20% 13% 14% 15% HMIS Annually     


6 Per capita public 
expenditure on health Inputs 16.1 USD  20 26 28 30 32 USD HMIS Annually     


7 Drug per capita 
expenditure  Inputs 0.49 0.83 1.20 1.57 1.94 2 USD Administrative report Annually     
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Sr. 
No Indicators Type Baseline Yearly Target  Source Periodicity Level of data 


collection Remark 


        1 2 3 4 5   


8 
Proportion of drug 
budget out of the total 
recurrent budget 


Inputs 9% 10% 11% 12% 13% 14% HMIS Annually     


9 


Proportion of public 
health facilities that 
have revised user fee to 
improve cost sharing   


Inputs 1% 50% 100% 100% 100% 100% Administrative report Annually     


10 


Proportion of out of 
pocket Health 
Expenditure from total 
health spending 


Outcome 37%  35% 32.60%  27% 22.20% 18% NHA Survey Every 5 years     


11 


Proportion of people 
enrolled in Health 
Insurance (disaggregate 
to formal and informal 
sector) 


Inputs 1%  4% 11.50% 25% 40% 50% Survey       


12 Ratio of health budget 
utilization to allocation 


Output 70% 78% 82% 85% 88% 90 HMIS Annually   


13 Increase financial 
liquidation rate  


Output  63%  78%  80% 85% 90% 90% Administrative report Annually   


14 
Increase proportion of 
funds dispersed as per 
performance 


Output 0 32% 48% 72%  75% 80% Administrative report Annually     


SO P1: Improve Quality  Health Services      


1  Inpatient mortality rate  Impact             HMIS Quarterly All HF 


2 Increase admission rate  Output 4.8 per 1,000             HMIS Quarterly All HF 


3 Bed Occupancy Rate  Output 50.80% 74% 78% 82% 84% 85% HMIS Quarterly All HF 
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Sr. 
No Indicators Type Baseline Yearly Target  Source Periodicity Level of data 


collection Remark 


        1 2 3 4 5   


4 Average Length of 
Stay  Output 8.4 days  7.1 6.4 5.7 5.3 5 days HMIS Quarterly All HF   


5 
Outpatient Attendance 
per capita (Male & 
Female) 


Output 0.2 0.4 0.5 0.6 0.65 0.7 HMIS Quarterly HF   


6 Customer satisfaction 
index outcome 50% 70% 80% 90% 95% 100% Survey annually HF   


7 


Proportion of referred 
patients completing 
referral process 
successfully (from the 
beginning to the 
feedback) 


Output 0         80% Survey annually HF   


8 
Proportion of hospitals 
with designated 
emergency unit  


Input 50% 70% 80% 90% 95% 100% administrative report Annually HF   


9 


Proportion of 
emergency patient 
getting emergency care 
in less than 5 minutes  


Output 50% 70% 80% 90% 95% 100% survey annually HF   


11 


Proportion of  patients 
getting safe and 
adequate blood 
transfusion service  


Output 50% 64% 71% 78% 82% 85%         


12 


Proportion  of 
standardized 
laboratories for 
integrated diseases at 
different levels  


Inputs 25% 40% 50% 60% 65% 70% survey annually HF   


SO P2: Improve Public Health Emergency preparedness and Response     
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Sr. 
No Indicators Type Baseline Yearly Target  Source Periodicity Level of data 


collection Remark 


        1 2 3 4 5   


1 


Proportion of 
epidemics averted 
(AWD, malaria and  
meningitis)   


outcome           75% administrative report Annually     


2 
Proportion of 
epidemics controlled 
with zero mortality  


outcome           50% administrative report Annually     


SO P3: Improve Pharmaceutical  Supply & Services      


1 Essential drugs 
availability Inputs 65% 80% 90% 95% 98% 100% HMIS Quarterly All HF   


2 
Proportion of health 
facilities with stockout 
for essential drugs 


Inputs 35% 20% 10% 5% 2% 0% HMIS Quarterly All HF   


3 


Procurement lead time 
(average time between 
order and delivery for 
supplier)   


Inputs 240days/2 190 170 150 135 120 days administrative report Annually PFSA   


4 
Percentage of 
despensed drugs 
adequately labeled 


Inputs 43% 60% 70% 78% 85% 90% Survey 2-3 years All HF   


5 
Percentage of 
perescriptions 
containing antibiotics 


Inputs 58% 45% 39% 34% 29% 25% Survey 2-3 years All HF   


6 


Proportion of patients 
with adequate 
information on 
dispensed drugs 


Output 68.00%         100% Survey 2-3 years All HF   


7 Percentage of stock 
wasted due to expiry   Output 8.24% 5% 4.50% 3.50% 2.50% 2% administrative report Annually PFSA   
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Sr. 
No Indicators Type Baseline Yearly Target  Source Periodicity Level of data 


collection Remark 


        1 2 3 4 5   


SO P4: Improve Regulatory system     


1 
Proportion of 
institutions complying 
with service standards  


Output              Administrative report Annually     


2 


Proportion of 
licensed/certified 
health related 
institutions 


Output ?? 100% 100% 100% 100% 100% administrative report Annually     


3 
Proportion of 
licensed/certified 
health stitutions 


Output ?? 100% 100% 100% 100% 100% administrative report Annually     


4 
Proportion of 
licensed/certified food 
establishment 


Output ??           administrative report Annually     


5 Inspection coverage of 
Health Institutions Output ?? 100% 100% 100% 100% 100% administrative report Annually     


6 
Inspection coverage of 
Health related 
Institutions 


Output ?? 10% 3% 5% 70% 90% administrative report Annually     


7 Inspection Coverage of 
food establishments Output ?? 10% 30% 60% 80% 90% administrative report Annually     


8 
Proportion of registered 
and licensed traditional 
medicine 


Output ?? 10% 20% 40% 60% 80% Survey 2-3 years     


9 


Proportion of licensed 
professionals (Modern, 
aleternative and 
Traditional) 


Output ?? 100% 100% 100% 100% 100% Survey 2-3 years     
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Sr. 
No Indicators Type Baseline Yearly Target  Source Periodicity Level of data 


collection Remark 


        1 2 3 4 5   


10 Proportion of registered 
medicine and food Output ??            Survey 2-3 years     


11 Coverage of medico-
legal service Output ??           administrative report Annually     


12 Quarentine coverage Output ?? 100% 100% 100% 100% 100% administrative report Annually   


13 Abuse pervalence rate Outcome             Survey 2-3 years   


14 


Proportion of 
regulatory measures 
taken on unethical and 
negligent professionals 


Output ??           administrative report Annually     


SO P5: Improve evidenced-based decision-making through enhanced harmonization and alignment     


1 


Proportion of health 
facilities and health 
programme managers 
using HMIS data for 
decision making 


Inputs   100% 100% 100% 100% 100% Survey 2-3 years all level   


2 


Report completeness 
(Percentage of 
routine/population 
based reports that were 
received) 


inputs 6% 40% 57% 74% 82% 90% HMIS Quarterly HF   


3 


Report Timeliness 
(Percentage of 
routine/population 
based reports that were 
received within the 
time specified)  


Inputs 57% 70% 77% 83% 86% 90% HMIS Quarterly HF   


4 Correspondence 
between data reported 


Output 15% 45% 60% 75% 82% 90% HMIS Quarterly HF 
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Sr. 
No Indicators Type Baseline Yearly Target  Source Periodicity Level of data 


collection Remark 


        1 2 3 4 5   


and recorded (LQAS)  


5 


Proportion of woredas 
with evidence-based 
plan aligned vertically 
& horizontally 


Inputs 100% 100% 100% 100% 100% 100% Admin Report Annually all level   


6 Proportion of partners 
implementing one plan Inputs   100% 100% 100% 100% 100% Survey Annually all level   


7 


Proportion of partners 
using the national 
M&E framework 
(alignment and 
harmonization) 


Inputs   100% 100% 100% 100% 100% Survey Annually all level   


8 


Proportion of health 
developmental partners 
providing fund through 
MDG Pool Fund 


Inputs           75% Admin Report Annually all level   


9 


Proportion of 
researched conducted 
to address priority 
public health problems 


Inputs           95% Admin Report Annually all level   


SO CB 1 : Improve health infrastructure     


1 Health Post to 
population ratio Output           1;5000 HMIS Annually WorHO   


2 Health Centre to 
population ratio Output           1: 25000 HMIS Annually WorHO   


3 Primary Hospital to 
population ratio Output           1;100,000 HMIS Annually WorHO   
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Sr. 
No Indicators Type Baseline Yearly Target  Source Periodicity Level of data 


collection Remark 


        1 2 3 4 5   


4 Number of constructed 
general hospitals Inputs            1;1,000,00


0 Admin Report Annually RHB    


5 Number of constructed 
referral hospitals  Inputs            1;5,000,00


0 Admin Report Annually RHB    


6 Number of maintained 
Health Centers Inputs            100% Admin Report Annually RHB    


7 Number of maintained 
Hospitals Inputs            100% Admin Report Annually RHB    


8 Number of equiped & 
furnished Health Posts Inputs            100% Admin Report Annually RHB    


9 
Number of equiped & 
furnished Health 
Centers 


Inputs            100% Admin Report Annually RHB    


10 Number of equiped & 
furnished Hospitals Inputs            100% Admin Report Annually RHB    


11 


Number of Health 
facilities with 
communication 
equipment 


             100%          


12 
Number of Health 
facilities with 
electricity 


             100%          


13 
Number of Health 
facilities with water 
supply 


             100%          


14 Number of Health 
facilities with latrine 
with functioning water 


             100%          
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Sr. 
No Indicators Type Baseline Yearly Target  Source Periodicity Level of data 


collection Remark 


        1 2 3 4 5   


supply 


15 
Number of new 
technologies (vaccines) 
adopted and used 


Inputs            10 Admin Report Annually RHB    


16 Number of hospitals 
implementing EMR Inputs            100% Admin Report Annually RHB    


17 
Number of Health 
Facilities implementing 
EHMIS 


Inputs            100% Admin Report Annually RHB    


18 Number of hospitals 
with tele-medicine                         


SO CB2:Improve human capital and Leadership      


1 Leadership 
development index Output                 HMIS Annually WorHO   


2 
Distribution of HRH by 
geographical location 
by category 


Inputs                 HMIS Annually WorHO   


3 
Percentage of critical 
gap filled by TA 
(Technical Assistance) 


Inputs                 HMIS Annually WorHO   


4 


Number of trained & 
deployed health 
professionals by 
category 


Inputs                 HMIS Annually WorHO   


5 
Proportion of 
institutions staffed as 
per standard 


Inputs                 HMIS Annually WorHO   
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Sr. 
No Indicators Type Baseline Yearly Target  Source Periodicity Level of data 


collection Remark 


        1 2 3 4 5   


6 
Health Workforce 
Density:  from 0.7 per 
1,000 to 1.7 per 1,000 


Output 0.7/1000             1.7/1000         


7 
Physician to Population 
Ratio: from 1:37,996 to 
1:5,500 


Inputs 1:37,996             1:5,500         


8 
Proportion of 
institutions staffed as 
per standard 


Inputs               100% HMIS Annually     


9 
Proportion of PHCU 
that use Workload 
based staffing standard 


Inputs               100%         


10 Implementation of e-
HRIS at regional level Inputs               100%         


12 


Competency level for 
essential knowledge 
and skill (disaggregated 
by category) 


Output               100%         
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