
   

MEDICC Review

ISSN: 1555-7960

editors@medicc.org

Medical Education Cooperation with Cuba

Estados Unidos

Banteyerga, Hailom

Ethiopia’s Health Extension Program: Improving Health through Community Involvement

MEDICC Review, vol. 13, núm. 3, 2011, pp. 46-49

Medical Education Cooperation with Cuba

Oakland, Estados Unidos

Available in: http://www.redalyc.org/articulo.oa?id=437542079010

   How to cite

   Complete issue

   More information about this article

   Journal's homepage in redalyc.org

Scientific Information System

Network of Scientific Journals from Latin America, the Caribbean, Spain and Portugal

Non-profit academic project, developed under the open access initiative

http://www.redalyc.org/revista.oa?id=4375
http://www.redalyc.org/revista.oa?id=4375
http://www.redalyc.org/articulo.oa?id=437542079010
http://www.redalyc.org/comocitar.oa?id=437542079010
http://www.redalyc.org/fasciculo.oa?id=4375&numero=42079
http://www.redalyc.org/articulo.oa?id=437542079010
http://www.redalyc.org/revista.oa?id=4375
http://www.redalyc.org


MEDICC Review, July 2011, Vol 13, No 346 Peer Reviewed

Perspective

INTRODUCTION 
Ethiopia is one of the poorest countries in the world with a US$330 
per capita Gross National Income in 2009. The health system re-
mained weak until the country introduced a 20-year health sec-
tor development program in 1977, which is being implemented in 
four phases.[1] The civil war waged during the 17 years of military 
rule from 1974 to 1991 destroyed the health delivery system, and 
the country faced serious economic problems leading to short-
ages of skilled health human resources, pharmaceuticals, and 
health service delivery facilities. 

These conditions, coupled with harmful traditional practices 
such as female genital mutilation, meant that Ethiopia continued 
to suffer from a high disease burden, of which 60% was pre-
ventable.[2] Maternal and childhood mortality are still among the 
highest in Africa: under-fi ve mortality was 210 per 1000 children 
in 1990, falling to 104 per 1000 in 2009.[3] Maternal mortality 
was 673 per 100,000 live births in 2005, dropping to 470 per 
100,000 in 2008.[4] Most of the causes of child and maternal 
mortality are preventable. Lack of information and knowledge 
on prevention, shortage of health facilities within accessible dis-
tance, and insuffi cient skilled health personnel to deliver ser-
vices have been contributing factors to high rates. Malaria, HIV/
AIDS, TB, waterborne diseases, and respiratory infections re-
main among the top ten killer diseases.[2]

The Federal Ministry of Health (FMOH) of Ethiopia launched the 
Health Extension Program (HEP) in 2003 and it became opera-
tional with the 2004–2005 graduation of 7136 Health Extension 
Workers (HEW), trained to work mainly in disease prevention 
and health promotion in rural villages.[5] The program was ex-
pected to help accelerate the country’s progress in meeting Mil-
lennium Development Goals (MDG) 4, 5 and 6 (reduce child 
mortality; improve maternal health; combat HIV/AIDS, malaria 
and other diseases).[6] Now it is the country’s major health 
program: by 2010, there were 30,578 HEWs serving almost all 
villages in rural areas where sedentary farming rather than no-
madism is the norm.[2] 

This paper is based primarily on three major studies conducted at 
Miz-Hasab Research Center (MHRC): The Last Ten Kilometers—
L10K (2008);[7] System Wide Effect of the Fund (SWEF, 2010),[8] 
and Good Health at Low Cost (GHLC).[9] These found that HEP 
accelerated access to primary health care and had an impact in 
reducing communicable diseases and maternal and childhood 
mortality. We share this experience for the benefi t of other coun-
tries in the same economic stratum.

What is the Health Extension Program (HEP)? HEP is a com-
munity-based health service delivery program whose educational 
approach is based on the diffusion model, which holds that com-
munity behavior is changed step by step: training early adopters 
fi rst, then moving to the next group that is ready to change. Those 
resistant to change would gradually be conditioned to change be-
cause of changes in their environment.[10] HEP assumes that 
health behavior can be enhanced in communities by creating 
model families that others will admire and emulate.[5,10] 

HEP has four health subprograms: disease prevention, family 
health, environmental hygiene and sanitation, and health educa-
tion and communication;[5] these correspond to the elements of 
primary health care coverage as defi ned in the Alma Ata Declara-
tion.[11] Every village with 5000 residents builds a health post. 
Two female HEWs who have completed tenth grade are recruited 
from the same community and trained in HEP modules for one 
year, after which they return home as salaried frontline health 
care staff. According to the FMOH: 

HEWs are the fi rst point of contact of the community with the 
health system, delivering integrated preventive, promotive and 
curative health services, with a special focus on maternal and 
child health. The aim is to ensure continuity of care throughout 
the lifecycle (adolescence, pregnancy, childbirth, postnatal pe-
riod, and adulthood) and also between places of care giving 
services, and clinical-care settings—having wide implications 
for the achievement of MDGs in Ethiopia.[12]

HEWs’ major task is increasing knowledge and skills of commu-
nities and households to deal with preventable diseases and be 
able to access services available at clinics and hospitals. Since 
HEP considers maternal and child health tracer indicators of good 
health, HEWs give special attention to family health. In addition 
to conducting preventive family health education and sanitation, 
they can supervise intake of community Directly Observable 
Treatment-Short Course (DOTS) for TB and antiretroviral treat-
ment for HIV/AIDS; conduct rapid diagnostic tests for malaria 
and administer malaria drugs; attend uncomplicated childbirth; 
refer patients to nearby health centers; and collect vital statistics. 
HEWs are not allowed to administer antibiotics.[5] 

One of an HEW’s fi rst tasks is to recruit Voluntary Community 
Health Workers (vCHWs) to help implement HEP. These are in-
dividuals who have had experience in community-based health 
services, such as those trained as community-based health work-
ers prior to HEP. 
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The fi rst families to be trained are selected by the local govern-
ment (kebele) administration, HEWs, vCHWs and community 
leaders based on criteria related to their earlier participation in 
community health activities and readiness to enroll in the training. 
Women in the selected families take the lead role in the training, 
recognizing that women take more responsibility in family care. 
Other families are selected for training when the fi rst batch gradu-
ates. Each group receives 96 hours of training, involving face-to-
face teaching and household visits in four modules correspond-
ing to the four HEP subprograms: prevention of communicable 
diseases, family health, environmental and household sanitation, 
and health education. Formal training continues until all house-
holds graduate. HEWs and vCHWs follow up with households 
regularly.

The diffusion model assumes that change happens gradually. 
As model families change their health practices, they infl uence 
their neighbors and friends formally in venues such as commu-
nity meetings, and informally when they get together for social 
activities such as coffee ceremonies and in idir and mahber, 
community associations formed for mutual practical support 
(the former for funeral services, the latter for activities such as 
harvesting and home-building). The social context gets modi-
fi ed by facilitating discussion of the content of the four HEP 
modules. As HEP is implemented, household arrangement of 
rooms and utensils and the availability of pit latrines change 
the physical structure of the household. One vCHW supervises 
10 to 20 households and 70% of HEWs’ time is allocated to 
household visits. 

HEP is an expression of the government’s political will regard-
ing health. All government sectors, local leaders, and com-
munities are required to collaborate in implementation of HEP 
programs: health post construction; selection of vCHWs and 
model families; mobilization of communities during immuniza-

tion campaigns; and construction of sanitary facilities. Schools, 
agriculture extension agents, community associations, as well 
as other social structures are involved in disseminating HEP 
messages and promoting good health practices. Development 
partners are encouraged to strengthen HEP implementation ac-
tivities, by providing health materials and supplies, training, and 
monitoring. 

HEP assumes that communities are owners, producers and mul-
tipliers of health. The roles of the health provider and other stake-
holders are to enable households and communities to lead a 
healthy life by (i) building their capacities and skills in disease pre-
vention and health management; (ii) providing basic health tools 
and commodities such as family planning methods, vaccines, oral 
rehydration salts, community DOTS, and malaria drugs and nets; 
(iii) attending childbirth; and (iv) providing timely referral to spe-
cialized care for those who need it. 

WHAT HAS HEP DONE SO FAR? 
Attribution of results to specifi c programs is always diffi cult be-
cause of the multiplicity of factors and actors in the social en-
vironment, but tangible improvements in key health indicators 
have been observed since HEP’s implementation began,[2,13] 
supporting our conclusion that HEP is an effective approach to 
promoting good health in rural communities. It is now present in 
all rural agrarian areas and is being expanded to include pastoral-
ist and urban areas. 

Credit for these improvements (Table 1) must be shared with 
global health initiatives that are major players in the implementa-
tion of the health sector development program. The Global Fund 
to Fight HIV/AIDS, Tuberculosis and Malaria; the President’s 
Emergency Plan for AIDS Relief; and the World Bank have been 
major players in health for the last ten years. This has helped the 
work of the FMOH in HEP implementation.

Table 1: Progress in key health indicators in Ethiopia, 2005–2010

 
Year

2005 (%) 2010 (%)
Primary health care coverage 76.9 90.0
Expanded Program of Immunization (EPI) 76.8 81.6
Contraceptive acceptance rate 37.9 56.2
Antenatal coverage 50.4 67.7
HIV prevalence 3.2 2.1

Source: Federal Ministry of Health, Ethiopia

Analyzing qualitative data collected from the L10K study, HEP’s 
main achievements (as expressed by those benefi ted) can be 
summarized as follows:[7]

HEP has created greater awareness of how to prevent com-
municable diseases such as malaria, tuberculosis, HIV/AIDS 
and waterborne disease. Community members interviewed dur-
ing the L10K study reported that malaria is no longer epidemic. 
They say that diarrhea and other waterborne diseases and eye 
infections are decreasing: 

Our children are no longer suffering from diarrhea, eye infec-
tions and malnutrition. We keep them clean and feed them as 
per the advice given to us by the HEWs. (L10K: focus group 
discussion, Tigray) 

Key Resources for Assessing HEP Impact

The Rapid Appraisal of Health Extension study was spon-
sored by the L10K Project of John Snow International (JSI). 
The study is based on qualitative data collected from four 
major regions: Oromia, Tigray, Amhara and Southern Na-
tions, Nationalities and Peoples Region.[7]

The System Wide Effect of the Fund (SWEF) is a study 
sponsored by United States Agency for International De-
velopment (USAID) to assess the effect of global health 
initiatives, particularly of the Global Fund to Fight AIDS, 
Tuberculosis and Malaria on national health systems and 
policy. Three rounds of SWEF studies have been con-
ducted between 2004 and 2010 by Abt Associates and 
MHRC.[8]

The Good Health at Low Cost study is a fi ve-country study 
coordinated by the London School of Hygiene and Tropical 
Medicine and sponsored by the Rockefeller Foundation. It 
selected fi ve low-income countries, including Ethiopia, and 
aimed to see how they have achieved good outcomes in 
health.[9]
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Community and household attitudes toward HIV/AIDS and 
those living with HIV/AIDS are changing, as have practices 
related to prevention of infectious diseases in general. For 
example, the L10K appraisal reported that communities and 
households openly discussed HIV/AIDS and cared for those 
living with the virus. Knowledge and behavioral practices to-
ward prevention of sexually transmitted infections have im-
proved. Informants said that that their lifestyles have changed 
because of HEP: 

We learnt from HEWs that by doing simple things at home 
we can protect ourselves from diseases. Keeping our houses, 
children and environment clean protects us from deadly dis-
eases. These are simple things that anybody can do. Since 
we started keeping our homes clean, our children and family 
members have become healthy. (L10K: focus group discus-
sion participant, Southern Region)

Benefi ciaries reported changed attitudes and behavioral 
practices in preventive aspects of maternal and child health. 
Community informants and district and regional program coordi-
nators say that mothers and children are regularly monitored by 
HEWs. Access to family planning, antenatal and postnatal care 
services has improved,[2] and maternal and childhood disease 
incidences have decreased as a result.

Disease incidence is minimized enormously, childhood and 
maternal deaths are reduced and the community has start-
ed to use family planning programs effi ciently; the number of 
women using contraceptives and accessing pre- and postna-
tal care services is increasing. (L10K: HEW, Amhara)

Community informants in the L10K study all agreed that infant 
feeding habits such as breast feeding and use of supplements 
have improved; the number of children and mothers immu-
nized has increased, and practices in reporting sick children 
to HEWs have shown improvement. The study team observed 
such trends in the charts of the visited health posts. A commu-
nity informant says: 

I really have benefi ted from HEP. I used to give birth every 
year. Now I breast feed, take contraceptives and avoid getting 
pregnant [so often]. (L10K: community informant, Oromia)

FMOH statistics on health and health-related indicators show that 
antenatal coverage increased from 67.7% in 2008–2009 to 71.4% 
in 2009–2010 and postnatal coverage from 34.3% to 36.2% in the 
same period.[14]

HEP has improved sanitation and increased access to safe 
and clean drinking water from 35.9% in 2004–2005 to 66.2% 
in 2009–2010 nationally,[2] when access to safe excreta disposal 
reached 60%. The research team of the L10K appraisal observed 
that households visited had pit latrines; separated animal sheds; 
improved kitchens, bedrooms and living rooms; and cleanly man-
aged drinking water and household goods. A community infor-
mant says: 

We have started drinking clean and safe water, keeping our 
houses and environment clean, using pit latrines, separating 
animal sheds from our homes, [and] using a separate kitchen. 
(L10K: community informant, Tigray)

The diffusion model as an approach to health behavioral 
change is working. HEP’s impact is visible in the way people 
live in their communities and from what local stakeholders 
say:

They [HEWs] are infl uencing the community...teaching the 
community. We used to suffer from different diseases. Now we 
are learning to take preventive measures and we are not ex-
periencing any epidemics. (L10K: community leader, Oromia)

HEP has created synergy among public sector, community, 
and development partners. Local leaders, religious leaders, and 
associations of youth, women and farmers actively participate 
during construction of pit latrines, vaccination, and community 
meetings. Development partners are assisting in the training of 
HEWs and by supplying health posts with essential drugs and 
supplies. A development partner informant interviewed for the 
L10K appraisal says: 

HEP has created good ground for collaboration with partners. 
During the implementation of health activities at the kebele 
[the smallest unit of government structure] level, development 
partners participate in HEP in terms of fi nance, supply of com-
modities and materials, construction of health posts, and sup-
plies of drugs and vaccines.

 
The government is encouraging partners in health to work at the 
village level with the motto: All roads lead to the Health Extension 
Program!

CHALLENGES 
Nevertheless, HEP has experienced some challenges. Gradua-
tion of model families did not happen as planned. It was expected 
that within three years of implementation, all households would 
have graduated;[15] however, due to travel time between house-
holds and competing demands for family members’ time for farm-
ing activities, model family training is taking longer than antici-
pated. 

Also, use of voluntary community health workers appears hard 
to sustain without some material compensation for extra services 
rendered to communities. With the government’s policy of align-
ment of health activities, HEP is becoming the focal point of health 
programming, so increasingly, development partners are also ex-
ecuting their programs through HEP, creating heavier workloads 
for HEWs. Although the increased integration is positive, HEW 
burnout has been observed as a result. 

Career advancement is also a critical issue for HEWs and efforts 
are being made to address it. 

CONCLUSIONS
Ethiopia’s HEP has shown tangible positive impacts on commu-
nity health, in disease prevention, family health, and environmen-
tal hygiene and sanitation. The government has made HEP the 
foundation of the country’s emerging new health system. Local 
government and community participation is gaining momentum, 
and the roles and interests of development partners are crystalliz-
ing. In order to strengthen HEP, FMOH has embarked on training 
health offi cers and midwives. Cold storage for vaccines is also 
being addressed through making refrigerators available. 
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HEP demonstrates that instead of sticking to traditional health 
provider and medication-oriented models, context-sensitive and 
affordable functional models and approaches could be developed 
to expand primary health care services. Development partners in 
health were skeptical of HEP at fi rst, but it has now proved to be a 
more effective approach to preventing disease and instilling skills 
and knowledge than the village clinic-based approach, which fo-
cused more on curative services with less attention to prevention. 
HEP is now at the center of global health initiatives directed to 

villages and districts in Ethiopia. Ethiopian health offi cials expect 
to meet MDGs 4 and 6 and to have made progress toward MDG 
5 by 2015. 

What is more important is that HEP has shown that population 
behavior patterns can be changed to be more favorable to good 
health. With strong political will and a sense of purpose, low-
income countries can use innovative approaches to achieve 
universal coverage of primary health care.
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