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Executive Summary 

The Ethiopia Public Health Training Program (EPHTI) was initially designed as a result of 
conversations between US President Jimmy Carter and the current Prime Minister of Ethiopia.  The 
overall objectives of the EPHTI program are: the in-country development of teaching materials to 
support public health training curricula; the strengthening of instructors through training in 
pedagogical, supervisory and writing skills; and the enhancement of the teaching-learning environment.  
 
The current EPHTI-II is a three-year direct cooperative agreement (signed in September 2005) between 
USAID and The Carter Center.   USAID has invested $7.1 million in the EPHTI-I  project and $7.5 
million in EPHTI-II.  The main goal of EPHTI-II is the training of 5,000 health officers in 
approximately twenty selected hospitals throughout Ethiopia.  This Accelerated Health Officer Training 
Program (AHOTP) was the focus of this evaluation.   
 
The Ethiopian Federal Ministry of Health and USAID both attach critical importance to the Health 
Officer cadre because, like Health Extension Workers, they are a key vehicle for achieving the targets 
of Ethiopia’s Third Health Sector Strategic  Plan as well as Ethiopia’s Millenium Development Goals 
and USAID’s Foreign Assistance Framework.  
 
As stated by USAID/Ethiopia in the scope of work for this final evaluation, the main uses of the 
evaluation results are for “designing a planned extension of EPHTI-II as well as the re-design of future 
programs for pre-service training for other key primary health care cadres throughout the country”. The 
target number of students who were to be trained under EPHTI-II includes (a) 3,000 “post-basic” 
students who are all trained nurses and (b) 2,000 “generic” students who are undertaking basic training. 
The project was launched in December 2005 at four of the five participating universities (Jimma, 
Haramaya, Hawassa and Mekelle).  Gondar University started four months later. According to the 
Carter Center records, as of May 2008,  the student population comprised 2917 post-basic students and 
1519 generic students.  Also,  according to the Carter Center, over 300 instructors, who are mainly 
from the hospitals that are participating in the Accelerated Training of Health Officers, have been 
trained in either training methodologies (158) or HIV/AIDS core competencies (156). Further training 
of 100 instructors in training methodologies is scheduled to take place later in 2008. Additionally, the 
training curriculum and training materials, as well as needed supplies and equipment, have been 
distributed to all participating universities and hospitals and 20 Toyota Land Cruisers have been 
purchased and distributed to the hospitals that are participating in the Accelerated Health Officer 
Training Program. Because the first class of student Health Officers trained under EPHTI-II has not yet 
graduated, it was not possible for the evaluators to assess the outcomes and impact from the EPHTI-II. 
 
A main finding of the evaluation was that the Accelerated Health Officer training Program is highly 
appreciated and valued by all the stakeholders and it continues to have great potential to ultimately 
impact the health of rural communities in Ethiopia by contributing to the goals of Ethiopia’s Third 
Health Sector Development Plan, the Millenium Development Goals and USAID’s Foreign Assistance 
Framework. The commitment of all the stakeholders to the success of EPHTI-II is strong. However, the 
evaluators identified a series of important challenges in the inter-related areas of monitoring and 
evaluation, project management, training design and quality of training. 
 
Crucial deficits in the area of monitoring and evaluation not only hampered the work of the 
evaluators but also meant that important information for making project management decisions is not 
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readily available.  For example, there is no clearly-stated logic model, or diagram, showing project 
inputs, activities, outputs, desired outcomes and anticipated project impact nor is there a centralized  
project data-base that contains information about students or instructors.  This means that detailed 
analysis of important indicators, such as student attrition or instructor turnover, is not possible. 
Additionally, the project’s current monitoring and evaluation framework lacks quality indicators.  
 
The evaluators found that one of the key management strengths of EPHTI-II has been the achievement 
of establishing and sustaining a  partnership that not only crosses institutional lines between the health 
and education sectors but also brings together several health bureaus, universities and hospitals from 
different Regions within a management framework that is acceptable to all the stakeholders. This is to 
be commended. Also, enormous, and largely successful, efforts have been made to make sure that the 
training sites for AHOTP have the needed supplies of training  materials,  supplies and equipment. It is 
too early to assess whether these efforts are sustainable.  However, critical management challenges 
remain.  For example,  there is not yet agreement among key project stakeholders regarding whether 
project inputs are fixed or  negotiable.  As a result, when two of the participating universities 
unilaterally changed the duration of the Health Officer training course,  there was much discussion 
among the project partners as to whether or not this was acceptable.  Also, there are no mechanisms for 
securing student input into project decision-making and mechanisms for resolving student complaints 
do not seem to be working. Since there is little evidence that the recommendations from the final 
evaluation of EPHTI-I have been implemented, important lessons from EPHTI-I have not been carried 
forward into EPHTI-II.  The evaluators noted that, because of  the current lack of ready and reliable 
access to the Internet in many of the participating institutions, cell phones are widely used for project 
communications.  However, some of the inherent advantages of this technology have not yet been 
identified, and capitalized upon, by project management. 
 
Although stakeholders rarely mentioned the Health Officer training curriculum, the evaluators noted 
that the overall design for the training of Health Officers, is based on the Health Officer profile that is 
provided at the beginning of the curriculum.  They also noted a lack of clear and consistent threads 
linking this profile with the curriculum and inconsistency between the profile and the available training 
materials.  As a result, many of the training modules, with the exception of some of the lecture notes, 
are not being used for the Health Officer training.  
 
The evaluators noted that, in general, the issue of quality, particularly in the area of clinical training, 
has received inadequate attention and several quality concerns, such as sub-standard service-delivery in 
at least one of the participating hospitals, are described in the full report. 
 
Based on these assessment findings, the following recommendattions are offered to strengthen the 
design of the planned extension of EPHTI-II and the re-design of future pre-service training for other 
key primary health care cadres. 
 
In order to address some of the deficiencies in the area of monitoring and evaluation, the evaluators 
recommend that a clear “logic model” showing project inputs, activities, outputs, desired outcomes and 
anticipated impact should immediately be developed.  As soon as this has been done, the monitoring 
and evaluation framework should be redesigned not only to be consistent with the project logic model 
but also to include quality indicators.  This revised monitoring and evaluation system should allow for 
simple reporting by the participating universities and hospitals through the use of cell-phone 
technologies that are already widely available in Ethiopia and should accommodate audio-visual data.  
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These technologies have the potential to be particularly useful when making presentations about the 
Accelerated Health Officer Training Programs to potential funders.  
 
In order to address management issues and build upon the strong spirit of partnership that has already 
been engendered in the EPHTI, the evaluators recommended that decisions as to which project inputs 
are “negotiable” and which are “non-negotiable” should be made as a matter of urgency.  The 
evaluators also recommend that staffing of  the contractor’s office in Addis should be enhanced as soon 
as possible through the recruitment of a senior Addis-based professional with strong skills in 
monitoring and evaluation, curriculum development, performance assessment, management, training, 
community health and resource development.  
 
In the area of training design, the evaluators recommend that a detailed review of the training 
curriculum as well as the Health Officers’ profile and job description be undertaken.  The review would 
include determination of: the most desirable balance between public health and medical care in the 
Health Officer profile, the roles of Health Officers in relation to the roles of Health Extension Workers 
and their Nurse Supervisors, and detailed statements of the specific skills and competencies required to 
effectively and efficiently implement the tasks listed in the profile and job description. The evaluators 
also recommend that the existing training materials, including the modules and lecture notes, be 
reviewed in detail by an instructional design specialist to address the need for clear “threads” between 
the Health Officer “profile”, the desired Health Officer skills and competencies, the content of the 
materials and the actual uses made of the materials by Health Officers and their instructors.  ( are you 
recommending a second staff person or a consultant ?– it is ok as is and let USAID sort it out)  
 
In order to assure that needed standards of service-delivery at sites where students undertake their 
clinical practice are met, the evaluators recommend that an ad hoc sub-committee of the Management 
Committee for the Accelerated Health Officer Training Program be immediately established and 
charged with the responsibility for determining specific and feasible arrangements for bi-annual 
assessment of each training site, monitoring of all clinical assessments of students, analysis of the 
results of all clinical assessments (using the information contained in student and instructor data-bases) 
and the establishment of an accreditation system for training sites.  
 
The evaluation report provides additional information  and more recommendations  to serve stakeholders 
in their planning and development of the extension of the EPHTI II project .   
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INTRODUCTION 

The need for trained health professionals to staff hospitals and health centers that serve 
communities in remote parts of Ethiopia has been recognized since the 1990’s.  At that 
time several training-related needs were identified.  These included: 

• Shortages of public health training  materials;  

• Limited pedagogical, supervisory and writing skills for most instructors in 
faculties outside Addis Ababa and  

• Lack of basic teaching aids and equipment.   

 

The Ethiopia Public Health Training Program (EPHTI) was designed as a result of 
conversations between US President Jimmy Carter and the current Prime Minister of 
Ethiopia and was designed to address three primary objectives:  

1. The development of teaching materials to support public health training curricula;  

2. The strengthening of instructors through training in pedagogical, supervisory and 
writing skills, and  

3. Enhancement of the teaching-learning environment.  

 

USAID, working in partnership with the Ministries of Education and Health, invested 
$7.1 million in the EPHTI-I project between September 2000 and November 2005 and 
subsequently funded a second phase of the Ethiopian Public Health Training Initiative 
(now known as EPHTI-II for a period of three years.  EPHTI-II is a three-year direct 
cooperative agreement (signed in September 2005) between USAID and the Carter 
Center.   The agreement is funded for $7.5 million dollars.  

 

While the overall EPHTI  program is designed to strengthen and accelerate pre-service 
training of four cadres of health professionals, Health Officers, Nurses, Medical 
Laboratory Technologists and Environmental Laboratory Technologists in universities, 
hospitals, and health centers to ultimately expand quality health care services, the main 
focus of EPHTI-II  is on the training of 5,000 health officers over a five-year period in 
approximately twenty selected hospitals throughout Ethiopia in collaboration with the 
Federal Ministry of Health, Regional Health Bureaus (RHBs), the Ministry of Education, 
affiliated universities and the selected training hospitals and health centers.  

This evaluation focused on the Accelerated Health Officers Training Program (AHOTP) 
and did not address the training support provided to the other three cadres.  However, as 
the members of the evaluation team were reminded on several occasions, any 
consideration of EPHTI-II must take into account the overall activities and context of 
EPHTI. 
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The Ethiopian Federal Ministry of Health (FMOH) attaches critical importance to the 
Health Officer cadre  because, along with Health Extension Workers, they constitute one 
of the essential vehicles for achieving the targets of the Third Health Sector Strategic Plan 
(HSDP-III) as well as Ethiopia’s Millenium Development Goals (MDG’s). 1 

 

The Accelerated Health Officers Training Program (AHOTP)  was launched in December 
2005 at four of the five participating universities (Jimma, Haramaya, Hawassa and 
Mekelle).  Gondar University started four months later. In addition to the five 
universities, 21 hospitals located in seven Regions of Ethiopia were selected as training 
sites. The target number of students to be trained under EPHTI-II includes (a) 3,000 
“post-basic” students who are all trained nurses and (b) 2,000 “generic” students who are 
undertaking basic training.  According to the Carter Center, as of May 2008 the student 
population comprised 2917 post-basic students and 1519 generic students.  Also, over 
300 instructors, who are mainly from the hospitals that are participating in the 
Accelerated Training of Health Officers, have been trained in either training 
methodologies (158) or HIV/AIDS core competencies (156). Further training of 100 
instructors in training methodologies is scheduled to take place in 2008. Additionally, the 
training curriculum and training materials, as well as needed supplies and equipment, 
have been distributed to all participating universities and hospitals and 20 Toyota Land 
Cruisers have been purchased and distributed to the hospitals that are participating in 
AHOTP.  

 

As stated by USAID/Ethiopia in the scope of work for this final evaluation,  the main 
uses of the evaluation results will be for for “designing a planned extension of EPHTI-II 
as well as the re-design of future programs for pre-service training for other key primary 
health care cadres throughout the country”.  

 

It should be noted at the outset of this report that, although this was a “final evaluation” 
of EPHTI-II, the first class of student Health Officers trained under EPHTI-II has not yet 
graduated.  It was therefore not possible for the evaluators to assess the outcomes and 
impact from the EPHTI-II and, as a result, this report embodies more of the 
characteristics of a mid-project evaluation report than a final evaluation. 

 

METHODOLOGY 

Guiding principles adopted by members of the evaluation team during this participatory 
evaluation included: 

1. As far as possible, all project stakeholders are to be involved in the evaluation 
                                                 
1Ethiopia Federal Ministry of Health, Planning and Programming Department. , September 2005 (EFY 
1997). Health Sector Strategic Plan (HSDP-III) 2005/6 – 2009/10.  
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process. 

2. Findings are to be evidence-based and triangulated (i.e. each of the major findings 
are to be based on at least three independent information sources). 

3. Results from quantitative exploration are to be used to inform the design of 
qualitative exploration – and vice versa. 

4. Unnecessary use of acronyms is to be avoided. 

 

Key steps in the evaluation process were: 

1. Review of available documentation: Since the team was faced with a “deluge” of 
documents prior to the visit, an initial task was to “sift through” the documents 
and determine which were most important.  This process was repeated at several 
points throughout the visit. The documents reviewed are listed in Appendix Two. 

2. Introductory meetings with key stakeholders: In addition to (a) the introductory 
briefing (by telephone) from the Project Director and Assistant Director at the 
Carter Center in Atlanta and (b) an introductory meeting and briefing from the 
Director and senior staff at the project offices in Addis, the members of the 
evaluation team also attended the Quarterly Meeting of the AHOTP Management 
Committee (held in Addis) where they had the opportunity to brief the Committee 
members on the evaluation and to seek their support in implementing the 
evaluation.  

3. Testing of initial assumptions: The chart in Appendix Five illustrates how a 
critical part of the decision-making process that the evaluation team used to 
determine the most important directions in which the evaluation should proceed. 
The “scorings” assigned for (a) importance, (b) urgency and (c) feasibility helped 
the team to focus their efforts for the remainder of the visit. Scores for 
“feasibility” could not be assigned for many of the questions until it was known 
whether the evaluators’ initial assumptions were borne out. 

4. Refinement of the evaluation design: After the initial document review and its 
initial briefings from USAID and project leadership, the evaluation team raised 
several concerns with staff at USAID/Ethiopia.  These concerns, which were 
about the lack of a project logic model and the lack of a student database, are 
discussed in more detail under the Monitoring and Evaluation section of the 
findings. Based upon guidance provided to the team during these initial 
discussions with USAID/Ethiopia, as well as the results of the preliminary 
document review and initial meetings at the Carter Center in Addis, the approach 
proposed by the team, and then agreed upon by USAID/Ethiopia, was to 
undertake (a) a more in-depth evaluation, including site visits, for Jimma, Mekelle 
and Haramaya Universities and (b) a basic evaluation which would involve 
surveying students, instructors and coordinators in all regions and holding key 
informant interviews that could shed light upon project implementation at all 
sites. 

5. Development and/or refinement of evaluation instruments: The evaluation 
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instruments developed by the team included guides for focus group discussions 
with students and instructors and survey instruments for (a) students and (b) 
coordinators and instructors. Thanks to the efforts made by several of the 
coordinators, large numbers of student surveys (more than 500) were completed 
and sent to the evaluators. 

6. Site visits: Team members made site-visits to selected communities, health centers 
and hospitals (used as training sites for Health Officer students) in Tigray, 
Oromiya, Dire Dawa and Harar Regions. Places visited included: 

• Jimma University; 

• Jimma Zonal Health Office; 

• St. Luke’s Hospital, Woliso; 

• Woliso Health Center; 

• Mekelle University; 

• Mekelle Hospital; 

• Adigrat Hospital; 

• Adigrat Health Center; 

• Haramaya University; 

• Dilchora Referral Hospital; 

• Dire Dawa Urban Health Planning; 

• Hiwot Fana Hospital, Harar and 

• Haramaya Health Center, Harar. 

Several visits were also made to the Carter Center offices in Addis by the 
Team Leader and Dr. Fekade specifically to learn more about project 
management, project documentation, training materials and monitoring 
and evaluation. 

7. Data Analysis: Results of the document review, the focus group discussions and 
the key informant interviews were reviewed and compared with the preliminary 
results from the survey and observations made during the site visits.  Key themes 
that emerged from the data were identified and these are presented as the findings 
of this report. 

8. Assessment of whether the recommendations made at the end of EPHTI-I have 
been implemented: This was done to respond to a specific request in the Scope of 
Work. 

9. Development of preliminary draft of findings and draft of recommendations: The 
team developed a preliminary draft of its findings, and discussed these extensively 
not only with USAID but also at the final debriefing at the Ministry of Health. 

10. Final consultations with key project stakeholders: A final meeting of stakeholders 
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was convened on the next-to-last day of the evaluation.  Also, upon their return to 
the USA, Mr. Milroy and Ms. Lee also consulted by phone with the EPHTI-II 
Director and Deputy Director regarding the draft recommendations. 

11. Finalization of recommendations and preparation and submission to USAID of 
the first draft of the report.  

12. Finalization of the report: This was done after review of suggestions from 
USAID staff. 

 

FINDINGS 

Monitoring and Evaluation 

Key findings in the area of monitoring and evaluation were: 

• There is no “logic model” that describes EPHTI-II in terms of projected inputs, 
activities, outputs, outcomes and impact. The “project document” appended to the 
Project Agreement is a “program description” and it does not include any logic 
model.2 In the absence of a clear and consistently applied logic model, it was 
simply not possible for the evaluators to definitively answer many of the 
questions posed in their Scope of Work. It might (or might not?) have been 
possible for the evaluation team to assist with the retrospective construction of a 
logic model for the EPHTI-II project.  However, USAID/Ethiopia advised that 
this was beyond the scope of the assignment. 

• There is no project-level database that contains information about participants. It 
was not feasible for the evaluators to compile such a database by obtaining the 
required information separately from each participating University. The EPHTI-II 
Project Director advised the evaluators that compilation of such a database might 
require going through a (possibly time-consuming) approval process within the 
Ministry of Education.  

 
• The project’s monitoring and evaluation “matrix” (attached to the evaluators’ 

Scope of Work) does not include any qualitative indicators or tools and therefore 
does not open the way for assessments of quality. This is also a serious deficiency 
with which the evaluators had to contend. 

• While there are several tables in the contractor’s reports giving numbers of 
students (and some listing numbers of instructors) there is no centralized database 
that contains reliable, complete and up-to-date information about the numbers and 
types of (a) students and (b) instructors.  There is not yet any system by which 
universities and hospitals can directly enter data about students – for either 
reporting or evaluation purposes. The training numbers given to the team by the 

                                                 
2 USAID/Ethiopia: Health, AIDS, Population and Nutrition Office (2005). Program Description for 
Ethiopian Public Health Training Initiative, Phase II. 
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Carter Center in Addis are therefore not supported by any specific information 
about each student. Information about students or instructors is not available 
without reference to the participating Universities.   

• Some of the numbers in the tables (Appendix Six) are different from the numbers 
included in the original version of the report given to the evaluation team (in hard 
copy) by the EPHTI-II office in Addis in May 2008.  This is because of 
calculation errors in the original version and it is indicative that the contractor 
currently lacks a reliable system for documenting participants and instructors.   

• There seem to be differing interpretations among the various stakeholders of the 
training “targets” for EPHTI-II - particularly regarding how generic students, who 
were not trained with EPHTI-II funds, should figure into the calculations. This 
also made it difficult for the evaluation team to accurately assess numbers trained 
under EPHTI-II - and it will therefore also make it difficult for the funders to 
eventually assess the cost-effectiveness of the training. 

 

Project Management 

Key findings in the area of project management were: 

• The evaluators noted that, based on the numbers provided by the Carter Center in 
Addis recruitment and sponsoring of student Health Officers has been very 
successful.  The evaluators met many  students at the three universities that they 
visited.  However, full verification of student numbers (by matching names from 
project records with actual students) was not possible because of the lack of a 
student database. 

• The evaluation team observed great commitment, resilience and boundless 
determination among the coordinators, particularly the university-based 
coordinators, to make the training a success – sometimes under the most 
challenging of circumstances. 

• The project has continued to take advantage of the initial partnership building that 
took place under EPHTI-I. The development of Terms of Reference and 
Memoranda of Understanding between critical stakeholders (with widely varying 
mandates and organizational structures) have been key management tools and 
have helped the project overcome some of the initial management challenges that 
are inherent in any project that involves multiple stakeholders from organizations 
with widely-differing mandates and organizational cultures. 

• Although the End-of-Project evaluation for EPHTI-I3 had identified some 
deficiencies in the project, and recommended actions that needed to be taken, the 
evaluation team for the EPHTI-II evaluation did not find evidence that all these 
deficiencies have been acted upon by project management prior to this external 

                                                 
3 USAID/Ethiopia (2005). Report on End of Project Evaluation of the Carter Center's Ethiopia Public 
Health Training Initiative, USAID.  Cooperative Agreement # 663-A-00-00-00358-00 
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evaluation of EPHTI-II.  As a result, some of the lessons learned from EPHTI-I 
have not been carried forward into EPHTI-II.  

• Students stated that the mechanisms for resolving student complaints and 
concerns are not working. Also, they feel very strongly that student input is not 
valued and that procedures for the resolution of student complaints are not 
consistently applied. One stated “We have put the problem many times to have a 
smaller number of students…but with no result”.  

• Some of the project reports that could potentially provide data for us in decision-
making, such as the reports made by Universities at the project’s Quarterly 
Management meetings, do not follow consistent formats and so comparisons (for 
example, comparisons between regions, or between hospitals) are difficult to 
make. 

• Monitoring visits to the universities and training sites by management staff of the 
Carter Center in Addis have been very infrequent and, while they have led to 
solutions being found for many problems, they have not focused on monitoring 
the quality of the training that is being provided. For example, the report of the 
monitoring visit made in February-March 2008 to all universities (except Gondar) 
described needed management actions that would have been made earlier had 
more frequent monitoring visits been undertaken. 

• Key informants stated that they felt that too much time and energy had been 
wasted in fruitless arguments about the duration of training.  They feel that these 
discussions were “a distraction and created confusion” and stated that they feel 
that the time would have been better spent in trying to address other pressing 
problems – such as the lack of instructors. One key informant described this 
debate about the duration of Health Officer training as “a critical management 
crisis”. 

• According to the Carter Center in Addis, there has been attrition of about 200 
students.  However, because of the lack of a student database, it was not possible 
for management, or the evaluators, to easily obtain information about patterns in 
the causes of this attrition. 

• When discussing the EPHTI-II project, some of the critical stakeholders, 
including senior project leadership in Atlanta, described the project purely in 
“program terms” whereas others describe it as a “project” This is consistent with 
the lack of clarity in the project documents (described above under monitoring 
and evaluation) and it has led to some serious differences between universities in 
their interpretations of project requirements. For example the Coordinating team 
at Jimma University) describe EPHTI-II as a “project” with rigidly applied 
accountability standards and “segregated” accounts that document use(s) of 
project funds - and so their reporting, financial systems and other management 
systems were quite specific to the requirements of the EPHTI-II project.  Other 
Coordinators offered a more “programmatic” interpretation of the project 
requirements  

• Although, as is common throughout Ethiopia, extensive use is made of cell-
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phones, there is inadequate use of technology for fulfilling basic management 
tasks - such as written communication with stakeholders between the Quarterly 
Management Meetings.  Part of this problem stems from the fact that some 
stakeholders do not have regular and/or reliable access to the Internet.   

 

Knowledge and Skills of Students and Instructors 

Key findings in this area were: 

• According to the results of the surveys, students, instructors and coordinators are 
in agreement that, by the time of graduation, most students are likely to have 
acquired needed skills and competencies for those areas listed in the Health 
Officer profile for which they are expected to receive training prior to graduation.   

• Students, instructors and coordinators are all eager to provide information and 
ideas about how the training and the management of the project can be improved 
so that this can happen.    

• Based on their observations of some instructors, the members of the evaluation 
team noted that some of the instructors are extremely skilled – and some students 
are already demonstrating evidence that they have learned these skills and that the 
training, particularly the training of post-basic students, is building on the nursing 
skills that students already had prior to starting their training as Health Officers.  
For example, one team member observed a student attending to a 25 year-old 
female with abdominal cramping and diarrhea for four days.  The student 
completed a focused history taking, listened carefully to the patient’s needs, 
conducted a skilful abdominal exam, stool exam and follow up for anemia – and 
the student noted that “I am now taking history differently with this training”.  

 

Training Design and Delivery 

Key findings in the areas of training design and delivery were: 

• The enthusiasm of both students and instructors is extremely high and students are 
generally committed to providing health services to individuals, families and 
communities that are sometimes struggling to survive in the most challenging of 
circumstances. The following statement is typical – “I will serve my people with 
my upgraded knowledge.  I know mapping and community diagnosis and can 
identify community problems”. Another stated: “I am happy and interested… this 
is a good chance and I gained more knowledge and skills.  I want to do some 
years in the community and then more in obstetrics and gynecology”. And 
another said “I have a vision for public health. I have many years of experience 
and I really appreciate the chance for me. If I succeed I want to continue studying 
public health”. 

• Instructors stated in focus groups and key informant interviews that they hold the 
Health Officer students in high regard. They believe that, almost without 
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exception, students are committed to working to improve the health of the 
communities that they will be serving after graduation.  For example, one 
university coordinator said, “With regard to eagerness they are very high and they 
have clear objectives with regard to their higher education”. Students likewise 
spoke of their instructors with high regard.  

• Students were generally appreciative that the training designs emphasize for 
exposure that they get to different kinds of cases.  Many appreciated the fact that 
they are working in busy hospitals because of the rich experience that this gives 
them. 

• The Health Officer training curriculum (Appendix Four), which incorporates the 
Health Officer “profile” and training standards, is a key document. However, the 
evaluation team did not see or hear evidence that the Health Officer training 
curriculum, and particularly the Health Officer profile, was used to focus the 
training of health officers on the tasks for which they will be responsible after 
graduation.  This resulted in a lack of focus and coherence in the training and 
clinical supervision of health officers.  

• During the focus group discussions neither students nor instructors made 
unsolicited reference to either the training curriculum or the Health Officer profile 
– except when mentioned by the evaluation team.  This suggests that they may not 
have been very aware of the curriculum or the profile. Also, students and 
instructors only rarely mentioned the training materials produced by the Carter 
Center.    

• The design of many of the training materials, especially the modules, is not 
consistent with current instructional design principles which place high 
importance on the existence of a clear and coherent “thread” between the profile 
of the Health Officers, their desired on-the-job performance and the required 
knowledge, skills and competencies needed to perform in the desired manner.  

• Students and instructors alike consistently complained about the lack of 
instructors and the resultant high ratios of students to instructors.  Students feel 
that this has severely compromised the quality of their training. The problem of 
student overcrowding at many of the sites where students do their clinical 
practicals is sometimes compounded by the presence at the same sites of students 
from private-sector nursing schools. This problem of overcrowding has been 
compounded in Tigray Region because of the closure of Michew Hospital as a 
training site – due to the lack of clinical instructors.  This necessitated the moving 
of students from Michew to the other two training sites in the region (Adigrat and 
Axum).   

• Many stakeholders, including students, instructors and coordinators stated during 
focus groups and key informant interviews that they feel very strongly that the 
training is not being adequately monitored by The Carter Center in Addis and, in 
particular, that the clinical component is not being adequately supervised and 
monitored. For example, students and instructors both expressed much concern 
about the lack of visits to students by their preceptors during their community-
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based practicals and students and instructors alike complained about the 
difficulties in getting transport to the sites where students are doing their 
practicals – and some complained that, when they use their own money, they run 
the risk of either not being reimbursed or of waiting a long time for 
reimbursement. A student at one Health Center said “we use public transportation 
at our own expense as far as we can go and then we wait on the side of the road”. 

• There is great concern among key informants at all levels that the number of 
instructors, particularly clinical instructors, is grossly inadequate and that, as a 
result, some of the training is being severely compromised. One Site Coordinator 
said "We cannot say no to the Health Bureau when they tell us that they are 
sending more students because (they say) a lot of resources have been invested in 
improving our training facility”. 

• During the focus group discussions students, including those studying at other 
universities, expressed concern and anger that two Universities (Haramaya and 
Gondar) have unilaterally changed the duration of training. 

• Key informants mentioned that the relationship between Health Officers and 
Health Extension Workers has not yet been clearly determined and that this may 
eventually have an adverse impact upon the eventual role of Health Officers when 
they assume their positions in the health system after graduation. The same 
sentiment was expressed regarding the relationship between Health Officers and 
Nurse Supervisors – who have responsibility for supervising the Health Extension 
Workers. 

• Participants and their instructors often referred to the differences between post-
basic students and the generic students and consistently emphasized that the 
training curriculum, training approaches and training methodologies for the two 
groups should not necessarily be the same. One instructor described these 
differences in very positive terms when he said “The post-basic health officers 
know the pain of society and the generic students are our explorers”. Some 
concerns were expressed about some of the Post-Basic students who used to be 
“high in the system and have an inflated opinion of their abilities”.  It was stated 
that such  students sometimes do not readily accept negative assessment results. 

• Students stated that they felt that there was not enough time allocated in the 
curriculum for physical exam and history taking.  Students also stated that only 
rarely do they have access to the Internet and their libraries are often crowded.  
There is a general appreciation among both instructors and students of the value   
of “problem-based” training and they requested more of this type of training.  

 

Quality of Clinical Training 

During the site visits, student skills were observed/assessed in obstetrical, gynecological, 
pediatric, internal medicine, surgery, and outpatient departments.  Also examined were 
health center learning and support facilities such as instructors, classrooms, learning 
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supplies, equipment (computers, LCD’s etc.) laboratory resources, transport availability 
and availability of textbooks and journals. Key findings in the area of clinical training 
were: 

• The Health Officers training curriculum states that “The quality and standard of 
the program will be ascertained through recruitment of qualified teaching staff, 
continuous assessment of students’ performance using examinations and class 
tests, supervised practices in the training hospitals and health centers, availability 
of up-to-date text and reference books, laboratory equipment and reagents as well 
as consumables and non-consumables, feedback from graduates and employers 
and periodic evaluation of the program in general”.  The curriculum also states 
that “education standards will be student-centered, problem solving, team 
approach and community based” and that teaching methods will include “lecture 
discussion, clinical and community practices, role play, tutorials/seminar and 
case study”.  The curriculum also states that a variety of types of assessments will 
be undertaken including tests and examinations, clinical practice assessments and 
community practice assessments. The evaluation team could find little evidence 
that this guidance about training standards is being consistently and systematically 
followed. 

 
• The prevalent shortages of health workers, especially physicians in Ethiopia has 

adversely affected some of the EPHTI-II clinical training sites, including some in 
Regions where maternal mortality rates are highest 4 has led to (a) localized lack 
of availability of some specialist services (even some routine services) and (b) a 
localized lack of clinical instructors. These staffing shortages have sometimes led 
to severe imbalance in the instructor-student ratio for EPHTI-II practical training 
– especially at many of the sites where students are doing their clinical practice. It 
has also meant that some training sites cannot offer a full range of clinical 
experience to students.  Project management noted that this was an extremely 
serious problem at Michew Hospital and, as a result, this hospital is no longer a 
Health Officer training site.  Students who were scheduled to do their practicals at 
Michew have been transferred to Adigrat and Axum for their clinical experiences. 

• The quality of service-delivery at hospitals visited by the team is extremely 
variable. For example, on a “subjective scale” of 0 through 10 (with 10 reflecting 
high quality of service-delivery and 1 being extremely low quality of service 
delivery) the two team members who visited St. Luke’s Hospital and Hiwot Fana 
assessed St. Luke's a score of 8.5 and Hiwot Fana a score of 1. Although the 
impact of poor quality on quality of training is very hard to assess, the quality of 
clinical training at some of the sites where students are doing their practicals is 
likely to have been compromised.  

 
                                                 
4 Ethiopia Federal Ministry of Health, Planning and Programming Department. Health Information 
Processing and Documentation Team. (November 2007). Health and Health Related Indicators, 1999 EC 
(2006/07 GC). 
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• The best hospitals, such as St. Luke’s, draw many patients from outside their 
planned “catchment areas” - this leads to shortages of supplies and equipment at 
these better facilities and is likely to adversely affect the quality of training 
provided at these sites. 

 

Training Materials, Supplies and Equipment 
Key findings in this area were: 

• Extensive use is being made of the computers and LCD’s provided by the project  
– and these are much appreciated by students and instructors alike. However, the 
team did hear stories about computers that had not reached their intended 
destination and were not available for use by students and instructors, they were 
unable to verify that this has been the case.  

• Many of the training materials, especially the modules, produced by the Carter 
Center5 are not being extensively used for the training of Health Officers. The 
exception to this is the “Lesson Notes” which were stated by many instructors to 
be widely used. 

• The training modules that were reviewed by the evaluation team rarely contained 
any detailed statements regarding the specific performance expectations of Health 
Officers in relation to each of the tasks listed in the profile. 

• Up-to-date references were not in evidence in the sample of training materials 
reviewed by the evaluators.  In addition, the training materials have not been 
designed in a manner that makes them easy to update. 

• Students and instructors are not in general agreement regarding availability of 
facilities, supplies and equipment.  In their responses to the surveys students 
reported more limited access to supplies, technology, equipment and training 
materials than did the instructors. 

 

Capacity Building at Universities, Hospitals and Health Centers 

Key findings in this area were: 

• Major efforts have been made by EPHTI-II to strengthen the capacity of Hospitals 
and Universities by providing equipment, reference books, lecture notes, office 
materials, classroom and library furniture, teaching materials, diagnostic 
equipment, infection prevention supplies and other consumable medical supplies. 
However, the results of these efforts do not seem to be consistent across all 
training sites. 

• All stakeholders, including students, voiced appreciation to the evaluation team 
                                                 
5 Carter Center.  Ethiopia Public Health Training Initiative.  Published Modules and Lecture Notes for 
Health Science Students. 
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on numerous occasions regarding the efforts that have been made. Instructors 
stated in focus groups that these efforts have had a “ripple effect” and that the 
training of other cadres of health workers, including physicians, has improved as a 
result of the project.  

• Despite these efforts, the evaluation team was informed by students that ongoing 
shortages of medical supplies adversely affected their clinical experience.  This is 
reflective of (a) a larger problem in Ethiopia and (b) the overcrowding of students 
at some of the clinical training sites.. 

• Key informants were either silent or non-committal about the value of technical 
inputs, including training, from the Carter Center in Atlanta.  For example, one 
key informant, referring to those who have provided technical assistance, simply 
stated, “They are happy with what they do”. Some felt that there is expertise in 
educational approaches and training methodologies within the participating 
universities and that this expertise should be drawn upon. 

• Several key informants mentioned the burdens that the training of Health Officer 
students places on non-medical hospital staff.  For example, the administrator at 
one hospital stated that meeting the needs of students and caring for the library 
took up a lot of her time – and “it distracts me from meeting the needs of our 
patients”. 

 

Impact and Sustainability 

Although it is still much too early to assess the impact and sustainability of the project, 
key findings in these areas are: 

• There seems to be universal agreement among all stakeholders, at all levels 
(including the highest levels of the Ethiopian Federal Ministry of Health)6, that 
continuation of the training, professional development and support of Health 
Officers is relevant, important, urgent and worthwhile.  Many stakeholders 
mentioned the important contributions that they can make to HSDP-III targets. 

• Students told the evaluation team that they are likely to remain in Ethiopia and 
most already have clear career goals.  Many are committed to returning to serve in 
rural communities while others wish to specialize in Ob/Gyn or emergency 
surgery by undertaking the advanced training in these areas that is being planned. 

• Many key informants spoke about the contributions that student Health Officers 
are already making in the communities where they are doing their practicals. For 
example one instructor said, “They are doing magnificent things in the 
community”. Another said: “They are filling the gap as from the beginning of 
their training” and “The presence of Health Officer students has improved service 
and teaching in the hospital”. Those who are doing their practicals seem to be 
highly regarded and are already viewed by community members as being 

                                                 
6 Members of the evaluation team debriefed with the Minister of Health and the State Minister of Health at 
the end of their visit. 
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“doctors”. 

• Many of the key informants, particularly university instructors, talked about 
benefits from the project that extend to the training of other cadres of health 
worker, including physicians. The instructors who participated in the focus groups 
also mentioned this. 

• Although explicit actions have not yet been taken on the issue of longer-term 
sustainability, the Project Director and Carter Center’s Resident Technical Adviser 
suggest that this is an issue that is constantly on their minds, and on the minds of 
some of the other key stakeholders. 

• Although they did not see direct evidence that this is the case, several 
stakeholders informed the evaluators that Health Officers constitute a crucial 
element in the future plans of some international organizations.  There may 
therefore exist possibilities for alternative sources of funding to support future 
training of graduate Health Officers. 

• The communication and facilitation skills of the university-based coordinators are 
critical to the longer-term success of the Health Officer training.  Unfortunately 
few of them have the means to communicate effectively and efficiently with each 
other – and to share experiences and seek each other’s guidance as to how they 
have addressed challenges in the project.  As a result, except perhaps for brief 
moments during the Quarterly Management Meetings, there is little sense that a 
dynamic “community of coordinator practice”, in which coordinators learn from 
each other, is emerging.    

 

Follow­Up to Evaluation of EPHTI­I  

The team’s Scope of Work requested that the EPHTI-II final evaluation team determine 
the extent to which the findings and recommendations of USAID’s 2005 Final Evaluation 
of EPHTI-I have been addressed.  This was not entirely possible because, while the focus 
of the 2008 final evaluation was mainly on the Accelerated Health Officer Training 
Program, the 2005 final evaluation was of the entire EPHTI.  Also, both USAID/Ethiopia 
and the Carter Center in Atlanta stated that they were not aware of any correspondence 
between the Carter Center and USAID after the 2005 final evaluation. Findings of the 
2008 evaluation in relation to each of the recommendations and findings of the 2005 
evaluation cited in the team’s Scope of Work are: 

• The 2005 evaluation determined that there was “no formal mechanism in place to 
determine competency, skills and performance of graduates, and how their new 
skills were utilized after graduation”. The 2008 evaluation team found that this 
still seems to be the case as regards the AHOTP. This finding has been described 
in more detail elsewhere in the report. 

• The 2005 evaluation determined that EPHTI has “not produced planned case 
studies, audio-visual aids and manuals for classrooms or training health 
centers”.  The 2008 team found that substantial production of training materials, 
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particularly lecture notes, and has taken place during EPHTI-II.  However, due to 
USAID’s prohibition on access to financial information, the evaluators were not 
able to assess the source of funding for the publications completed and printed 
during EPHTI-II. 

• The 2005 evaluation determined that there were “no data available that 
distinguish between beneficiaries of the training-of-trainers program and 
beneficiaries of “cascade” training and that a clearly articulated definition of 
these categories was needed to allow more accurate measures of outcomes”.  As 
already explained under the Monitoring and Evaluation section of the findings, 
the lack of a student database indicates that this is still the case. 

• The 2005 evaluation determined that “interviews with health science colleges in 
Alemaya and Debub Universities indicate that the turnover rate for junior faculty 
trained by EPHTI was high….. and that a retention plan for junior faculty 
members was needed at these universities”. Although the 2008 team was did not 
travel to, or communicate specifically about the issues in Alemaya and Debub, 
there continue to be very serious problems of turnover of instructors in many of 
the universities and clinical settings where students undertake their practicals.  
These are described elsewhere in this report. 

• The 2005 evaluation determined that EPHTI was “to explore potential sources of 
funding from other organizations to sustain EPHTI activities beyond USAID 
funding. With the exception of vehicles donated by Packard Foundation, no 
significant additional resources had been mobilized as envisioned by EPHTI-I”.  
The evaluators did not encounter evidence of funding from other sources. 
However, due to the request from UNSAID/Ethiopia that the evaluation team not 
delve into the finances, they did not explore this issue in any degree of depth. 

• The 2005 evaluation determined that “the plan to sustain procurement of 
textbooks and other materials beyond the life of the cooperative agreement had 
yet to be developed by the universities”. The evaluators found no evidence that 
such plan has been developed per se, although the team was informed that 
partnerships with other international organizations (e.g. AMREF and Tulane 
University) have been initiated by the Carter Center. 

 

Discussion Of  Findings 

Although the evaluation findings have been presented according to the main headings in 
the Scope of Work of the evaluation team, several of the issues identified have had over-
arching implications for all aspects of the EPHTI-II project.  In the opinion of the 
evaluators the most important of these issues, as well as those requiring the most urgent 
attention, are: 

• The longstanding need for the design and implementation of a realistic and 
workable monitoring and evaluation system that includes attention to quality 
indicators and that takes into account current technological constraints. Ironically, 
the very late start with the design of a workable monitoring and evaluation 
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framework provides the management of EPHTI-II with an opportunity to develop 
an evaluation design that is not only informed by the EPHTI experience thus far 
but also takes into account (a) the Ethiopian geographical and socio-cultural 
context, (b) the needs of all stakeholders (including USAID and future funders) 
and (c) makes uses of cell-phone voice and visual technologies that are already 
widely used across Ethiopia. Such a system should therefore have a strong audio-
visual component. 

• The need for immediate agreement about project “negotiables” so that training is 
consistent between Universities and their partner hospitals while taking into 
account contextual differences and challenges. Given the deeply embedded nature 
of some aspects of the dispute, such agreement may not come about without 
external facilitation. 

• The need for more use of modern technology to (a) enhance communications and 
“connectivity”  between stakeholder institutions and (b) to provide alternative 
training modalities (such as use of CD-ROMs, computerized models or simple 
computer-based diagnostic algorithms), particularly in those settings that are 
overcrowded with students. 

• The need for more coherence between the Health Officer profiles, training 
curriculum and training materials and for more attention to be given to the 
different learning needs between “generic” and post-basic” students. 

• The need for more emphasis on providing high-quality clinical training in high-
quality service-delivery environments so that the services provided by Health 
Officers once they are posted to the health system after graduation, are, in turn, of 
the highest quality. 

 

CONCLUSION 

The main conclusion of the evaluators is that, despite some critical flaws in design, 
implementation and evaluation, the AHOTP component of EPHTI-II is highly 
appreciated and valued by all the stakeholders and it continues to have a high degree of 
potential to significantly contribute to the goals of Ethiopia’s Third Health Sector 
Development Plan, the Millenium Development Goals and USAID’s Foreign Assistance 
Framework - and thereby to positively impact the health of communities in rural 
Ethiopia.  However, further investment in the training and professional development of 
this cadre can only be fully justified if:  

1. The project’s monitoring and evaluation framework is redesigned and made fully 
operational. 

2. Issues of project management are addressed. 

3. More use is made of electronically based technologies. 

4. More attention is given to the quality of training. 

5. Arrangements are made to address the likely deficits in the skills and 
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competencies of graduating Health Officers.  
 

The recommendations that follow are designed to respond to these concerns. 

 

RECOMMENDATIONS 

The EPHTI-II final evaluation team recommends that: 

1. In order to address critical deficiencies in the area of monitoring and evaluation, 
the following steps should be taken: 

• Clear “logic models” showing project inputs, outputs, desired outcomes 
and anticipated impact should be developed. These logic models should be 
acceptable to all stakeholders and should “underpin” (a) all project 
activities for the remainder of EPHTI-II and (b) any follow-on project. 
The logic model for EPHTI-II, which should be developed immediately, 
should also help to clarify which, if any, of the project “inputs” are 
negotiable.  

• The evaluation framework for the AHOTP component of EPHTI-II should 
immediately be redesigned not only to be consistent with the project logic 
model but also to include indicators of quality.  The system should also 
allow for simple reporting using the cell-phone technologies that are 
already widely available in Ethiopia.  The framework should therefore 
make accommodation for reporting through texting or for verification by 
means of  photographic reports.  Audio-visual data have the potential to be 
particularly useful when assessing the outcomes and impacts from EPHTI-
II and/or for making presentations to potential funders. They can even 
contribute to data-bases of promising practices. 

• Student and instructor data-bases should immediately be designed and 
made fully operational (if necessary with external technical assistance that 
takes into account local constraints, local regulations, concerns regarding 
confidentiality and linkages with other data-bases); 

• Participating universities and hospitals should immediately provide, and 
routinely update, information about students and instructors participating 
in the AHOTP; 

• Analysis of the information contained in the database should be 
undertaken – and reports that follow consistent formats should be 
submitted to the AHOTP quarterly management meetings and to the 
funder(s).  

• The results of the analyses should be broadly disseminated among 
stakeholders and should be used at all levels to guide decision-making at 
all levels.  
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• The systems for documenting and addressing student concerns and 
complaints should be strengthened and made fully operational; 

• Efforts should immediately be made to survey students and instructors 
/coordinators from those sites from where responses have not yet been 
obtained and a full analysis of the quantitative and qualitative data 
contained in the completed surveys should be undertaken;  

• The results of these analyses should be conveyed to all project 
stakeholders at the November 2008 Quarterly Management Meeting;  

• Existing promising practices of students, instructors, coordinators and 
management should be entered into a database that can inform project 
management of promising developments. Those that are eventually 
defined as “best practices” should be fully described so that they can be 
widely emulated.  

 

2. In order to build upon the strong spirit of partnership that has already been 
engendered in EPHTI-II while addressing the management issues identified by 
the evaluation team and promoting the efficient and effective implementation of 
the evaluators’ recommendations: 

• Decisions as to which project inputs are “negotiable” and which are “non-
negotiable” should be made as a matter of urgency – if possible at the next 
Quarterly Meeting of the Management Team. If necessary, the services of 
an experienced external facilitator should be used at this meeting. High 
priority should be given to closely monitoring the implementation of the 
decisions made at this meeting.  

• Many of the responsibilities, and much of the authority, relating to the key 
activities needed to rapidly implement EPHTI-II changes should 
immediately receive additional level of effort and should be Addis-based – 
perhaps on an interim basis. 

• The skill areas of staff in the contractor’s office in Addis should be 
enhanced as soon as possible through the recruitment of a senior Addis-
based professional with strong skills in: 

a) Development of monitoring and evaluation systems; 

b) Curriculum development; 

c) Performance assessment; 

d) Management and supportive supervision; 

e) Training design and implementation; 

f) Community health and 

g) Resource development 

The person recruited for this suggested new position should also have 
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already demonstrated an in-depth understanding of the Ethiopian context 
and a sound knowledge of (a) the various components of a comprehensive 
approach to Human Resources for Health (HRH) and (b) USAID project 
procedures and requirements. 

 

3. In order to address the lack of suitable technologies to (a) “connect” the 
stakeholder institutions, (b) support training and (c) support the management and 
supervision of training, the phased introduction of new technologies should be 
incorporated into any follow-on project and initial steps in this regard should be 
taken during the remaining months of EPHTI-II.  Immediate steps should include: 

• The conduct of a detailed audit of the inventory of existing technology and 
equipment. 

• The initiation and development of partnerships with private-sector 
organizations likely to have an interest in promoting the use of new 
technologies. 

• Broadened accessibility to the Internet to include, as a first step, the 
university-based coordinators – and eventually instructors, students and 
graduate Health Officers. 

• The establishment of electronically based “communities of practice” 
among the coordinators – and eventually among the instructors, students 
and graduate health officers. 

 

4. In order to address the training design issues identified by the evaluation team, 
immediate steps should include: 

• A review of the Health Officer profile and job description should be 
undertaken as soon as possible as a precursor to a detailed review of the 
curriculum. Participants in such a review should include the Ministry of 
Health, the Ministry of Education, the Regional Health Bureaus and the 
participating universities as well as student Health Officers (both Post-
Basic and Generic), graduating Health Officers, experienced Health 
Officers and representatives of professional associations. If necessary, the 
services of an experienced facilitator should also be used during this 
review. The proposed review should give careful attention to:   

a) Determination of the most desirable balance between public health and 
medical care in the Health Officer profile. 

b) Determination of the roles of Health Officers in relation to the roles of 
Health Extension Workers and their Nurse Supervisors. 

c) Determination and specification of the aspects of the curriculum that 
can be adapted to suit local contexts and constraints. 

d) Development of revised Health Officer job descriptions that are 
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consistent with any revisions in the Health Officer profile. 

e) Detailed statements of the specific skills and competencies required to 
effectively and efficiently implement the tasks listed in the profile and 
job description. 

• Existing training materials, including the modules and lecture notes, 
should be reviewed in detail by an instructional design specialist to 
address the need for clear “threads” between the Health Officer “profile”, 
the desired Health Officer skills and competencies, the content of the 
materials and the actual uses made of the materials by Health Officers and 
their instructors. The same specialist should also be charged with the 
responsibility of assessing the desirability, feasibility and cost of adapting 
the existing materials to be responsive to (a) the expected performance of 
graduate Health Officers – especially in relation to (a) the focus areas of 
HSDP-III and (b) collaboration with other cadres - especially Health 
Extension Workers and their supervisors and (b)technology-based learning 
modes (e.g. internet-based training). 

 

5. In order to be able to assure that needed standards of service-delivery at sites 
where students undertake their clinical practice are met, an ad hoc sub-
committee of the AHOTP Management Committee should immediately be 
established and charged with the responsibility for determining specific and 
feasible arrangements for:  

• Bi-annual assessment of each AHOTP training site using a standardized 
assessment tool that is based on the quality standards listed in the Health 
Officer training curriculum;  

• Monitoring of all clinical assessments of students;  

• Analysis of the results of all clinical assessments (using the information 
contained in the student and instructor data-bases);  

• Establishment of systems for (a) accreditation of clinical training sites that 
meet required standards, (b) provision of technical assistance and support 
to sites where standards are not met and (c) identification and remedying 
of training deficits. 

 

6. In order to address the strong likelihood that some graduate Health Officers will 
lack critical skills and competencies upon graduation, provision should be made 
for a gradual transition towards an individualized professional development 
system that is learner-based and learner-initiated.  Such a system will include: 

• Individualized assessments of (a) skills/competencies and (b) job 
performance of students to take place periodically during training and 9-12 
months after graduation.  Supervisors of the graduate Health Officers 
should be involved in these assessments, which will be both qualitative 
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and quantitative.   

• Establishment of a database containing the results of these assessments. 
Results from the analysis of this information should be used to guide 
program decision-making. 

• After analysis of the results, design of a comprehensive program of 
training and continuing education that takes into account the strengths of 
the different universities and any immediate need for training in life-
saving skills. 

• Registration (and re-registration) of Health Officers that is contingent 
upon their participation in Continuing Education. A system should be 
designed for the awarding of Continuing Education Units (CEU’s). The 
Ethiopian Public Health Association should participate in the design of 
this system. 

 

7. In order to provide much-needed support and assure the required quality of 
service-delivery by all Health Officers (especially current students after 
graduation), the stakeholders in EPHTI should work together to advocate for: 

• Provision for technical support and supportive supervision of graduating 
Health Officers; 

• Continued availability of supplies and equipment at sites where graduating 
health officers are posted; 

• Provision for further training and continuing education; 

• Provision for consistent availability of relevant learning materials, 
including models and simulations that can reduce the current overloading 
of the small number of clinical instructors; 

• Documentation of promising practices; 

• A comprehensive and workable monitoring and evaluation system; 

• Communities of Health Officer practice that, once the appropriate 
technologies are in place, will eventually become on-line communities of 
practice. 

 



  

 
 

 

APPENDIX ONE: 

Map of Ethiopia  

(showing Universities Participating in the Accelerated Health Officers Training Project)  
Note: This map can be found on the Carter Center’s web site and is included here with permission of the Carter Center. 
http://www.cartercenter.org/health/ephti/ephtimap.aspx) 
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APPENDIX THREE – List of Persons Contacted 
 

 

1. USAID, The  Carter Center, Ministry of Health, Ministry of Education 
Name Current Position Institution/Region 

Tedro Adhanom 
Ghebreyesus  

Federal Minister of Health Government of Ethiopia 

Debede Worku State Minister of Health Federal Ministry of 
Health 

Solomon Mogus Advisor Ministry of Education 
Shewaminale Yohannes Expert Ministry of Health 
Hailu Yeneneh Resident  Technical Advisor, EPHTI The Carter Center, Addis 

Ababa 
Assefa Bulcha Program Manager, EPHTI  The Carter Center, Addis 

Ababa 
Meseret Tsegaw Executive Office Manager, Addis Ababa The Carter Center, Addis 

Ababa 
Aklilu Mulugeta Sp/Manager, Addis Ababa The Carter Center, Addis 

Ababa 
Nigussie Bekele Monitoring and Evaluation, Addis Ababa The Carter Center, Addis 

Ababa 
Joyce Murray (by phone) Director, EPHTI The Carter Center, 

Atlanta 
Shelly Brownsberger (by 
phone) 

Assistant Director, EPHTI The Carter Center, 
Atlanta 

Glen Anders Director USAID/Ethiopia 
Cynthia Shartzer Contracting Officer USAID/Ethiopia 
Meri Sinnitt Chief, Health, Health, AIDS, Population and 

Nutrition, USAID/Ethiopia 
USAID/Ethiopia 

Samuel Clark Program Evaluation Coordinator USAID/Ethiopia, 
Anita Gibson CTO (EPHTI-II) and Health Team Leader USAID/Ethiopia 
Mesrak Nadew Public Health Specialist USAID/Ethiopia 
Deneke Kassahun  Specialist, Demography USAID/Ethiopia 
Metiku Woldegiorgis Field Operations Manager Pathfinder International, 

Addis Ababa 
Michael Dejene  Public Health Consultant Health Communication 

and Development 
Associates, Addis Ababa 

 
 
2. Universities, Coordinators, Instructors, and Key Informants 
Name Current Position Institution/Region 
Dr. Manyazewal Dessie  AHOTP Coordinator Dilchora Hospital, Haramaya 
Dr. Gezahegr Woguso Pediatrician Haramaya University, Dire Dawa 
Dr. Dague Belay General Medical Physician Haramaya University, Dire Dawa 
Dr. Abel Melkamn  Medical Director Haramaya University, Dire Dawa 
Dr. Fikru Tafese Coordinator  (AHOTP) Jimma University 
Afressie Molla, ,  AHOTP Program Coordinator Hawassa University 
Bassamo Deka Coordinator (AHOTP) Awassa University 
Asressie Rolla Coordinator  (AHOTP) Awassa University 
Yemane Ashebir AHOTP Program Coordinator Mekelle University 
Dr. Ashenafi Kefene AHOTP Coordinator/ Surgeon St. Luke Hospital/ Jimma University  



  

 
 

Name Current Position Institution/Region 
Dr. Biguayehm 
Mengistu 

AHOTP Instructor /General 
Practitioner 

St. Luke Hospital/ Jimma University 

Dr. Wolde Gabriel AHOTP Instructor /Surgeon St. Luke Hospital/ Jimma University 
Dr. Solomon Melaku AHOTP Instructor/ Opthalmologist St. Luke Hospital/ Jimma University 
Dr. Rino Bregani AHOTP Instructor/ Internist St. Luke Hospital/ Jimma University 
Dr. Tadele Melese AHOTP Instructor/ Gynecologist  St. Luke Hospital/ Jimma University 
Dr. Tadele Hailu AHOTP Instructor/ Surgeon/ 

Pathology 
Mekelle University, Adigrat 

Diresibachew Haile AHOTP Instructor/ Physiology Mekelle University, Adigrat 
Desta G/Selassie AHOTP Instructor/ Anatomy Mekelle University, Adigrat 
Mussie Ghezu AHOTP Instructor/ Pharmacology Mekelle University, Adigrat 
Danisi Nigusse AHOTP Instructor/ Public Health Mekelle University, Adigrat 
Meuretu Besayru AHOTP Instructor/ Public Health Mekelle University, Adigrat 
Eyoel Berham AHOTP Instructor/ Public Health Mekelle University, Adigrat 
Fisalia Haile AHOTP Instructor/ Public Health Mekelle University, Adigrat 
Livingsione Ohoo AHOTP Instructor/ Biochemistry Mekelle University, Adigrat 
Dr. Musa Husen AHOTP Instructor/ Public Health Haramaya University, Harar 
Dr. Dawit Bacha Medical Faculty Haramaya University, Harar 
Lemessa Oljira AHOTP Instructor/ Public Health Haramaya University, Harar 
Dr. Shimelis Nigusie AHOTP Coordinator/ Public Health Haramaya University, Harar 
Nejal Hassen AHOTP Instructor/ Public Health Haramaya University, Harar 
Dr. Jalel Hundesa AHOTP Instructor/  Public Health Haramaya University, Harar 
Ato Melake Damena Dean, Faculty of Health Sciences Haramaya University, Harar 
Dr. Dawit Amare AHOTP Coordinator Mekelle University, Adigrat 
Dr. Abdul Kader Dean, College of Health Sciences Mekelle University, Adigrat 
Tesfay Weley Counselor of Health  Southern Center, Tigray 
Dr. Dereje Worku AHOTP Coordinator/ Medical 

Director 
 Hiwot Fana Hospital, Haramaya 
University 

Berhane Megeresssa 
Ereso 

Senior Training Coordinator Jimma University 

Gebrez Geabeher Community Leader Tigray Village 
 
 
3. Health Officer Students 
Name Current Position Institution/Region 
Meeaku Ceadissa Post-Basic Student Health 

Officer 
St. Luke Hospital/ Jimma University 

Semere Sileshi Post-Basic Student Health 
Officer 

St. Luke Hospital/ Jimma University 

Mideksa Daton Post-Basic Student Health 
Officer 

St. Luke Hospital/ Jimma University 

Bedilu Nigussie Post-Basic Student Health 
Officer 

St. Luke Hospital/ Jimma University 

Tigist Degere Post-Basic Student Health 
Officer 

St. Luke Hospital/ Jimma University 

Esayas Bayisa Post-Basic Student Health 
Officer 

St. Luke Hospital/ Jimma University 

Shewaye Fituma Post-Basic Student Health 
Officer 

St. Luke Hospital/ Jimma University 

Berhanu Belay Post-Basic Student Health 
Officer 

St. Luke Hospital/ Jimma University 

Bati Anota Post-Basic Student Health 
Officer 

St. Luke Hospital/ Jimma University 



  

 
 

Name Current Position Institution/Region 
Muiugeta Mirassa Post-Basic Student Health 

Officer 
St. Luke Hospital/ Jimma University 

Solomon Tejineh Post-Basic Student Health 
Officer 

St. Luke Hospital/ Jimma University 

Firehiwat Tamiru Post-Basic Student Health 
Officer 

St. Luke Hospital/ Jimma University 

Abera Gutema Post-Basic Student Health 
Officer 

St. Luke Hospital/ Jimma University 

Zinash Seyoum Post-Basic Student Health 
Officer 

St. Luke Hospital/ Jimma University 

Tasfaye Abrhame Post-Basic Student Health 
Officer 

St. Luke Hospital/ Jimma University 

Shiferaw Chirkena Post-Basic Student Health 
Officer 

St. Luke Hospital/ Jimma University 

Dejene Markos Post-Basic Student Health 
Officer 

St. Luke Hospital/ Jimma University 

Ashebiv Gelar Post-Basic Student Health 
Officer 

St. Luke Hospital/ Jimma University 

Addis Hordofa Post-Basic Student Health 
Officer 

St. Luke Hospital/ Jimma University 

Gelana Lulu Post-Basic Student Health 
Officer 

St. Luke Hospital/ Jimma University 

Mahammed Abdi Post-Basic Student Health 
Officer 

St. Luke Hospital/ Jimma University 

Beyene Beyecha Post-Basic Student Health 
Officer 

St. Luke Hospital/ Jimma University 

Getahun Wangart Post-Basic Student Health 
Officer 

St. Luke Hospital/ Jimma University 

Berhanu Mekonnen Post-Basic Student Health 
Officer 

St. Luke Hospital/ Jimma University 

Fatuma Mohammed Post-Basic Student Health 
Officer 

St. Luke Hospital/ Jimma University 

Tailkeea Endpias Post-Basic Student Health 
Officer 

St. Luke Hospital/ Jimma University 

Haile Legesse Post-Basic Student Health 
Officer 

St. Luke Hospital/ Jimma University 

Desalegn Abebe Post-Basic Student Health 
Officer 

St. Luke Hospital/ Jimma University 

Tigist Olivia Post-Basic Student Health 
Officer 

St. Luke Hospital/ Jimma University 

Fekede Olika Post-Basic Student Health 
Officer 

St. Luke Hospital/ Jimma University 

Chala Chimdi Post-Basic Student Health 
Officer 

St. Luke Hospital/ Jimma University 

Temesgen Burka Post-Basic Student Health 
Officer 

St. Luke Hospital/ Jimma University 

Tekle Biru Post-Basic Student Health 
Officer 

St. Luke Hospital/ Jimma University 

Meseret Fita Post-Basic Student Health 
Officer 

St. Luke Hospital/ Jimma University 

Burtukon Abate Post-Basic Student Health 
Officer 

St. Luke Hospital/ Jimma University 

Helen Tammu Post-Basic Student Health St. Luke Hospital/ Jimma University 



  

 
 

Name Current Position Institution/Region 
Officer 

Yetnebersh Reta Post-Basic Student Health 
Officer 

St. Luke Hospital/ Jimma University 

Tadeleu Abdissa Post-Basic Student Health 
Officer 

St. Luke Hospital/ Jimma University 

Solomon Tefera Post-Basic Student Health 
Officer 

St. Luke Hospital/ Jimma University 

Lufa Devessa Post-Basic Student Health 
Officer 

St. Luke Hospital/ Jimma University 

Muiupeta Repassa Post-Basic Student Health 
Officer 

St. Luke Hospital/ Jimma University 

Meseret Abera Post-Basic Student Health 
Officer 

St. Luke Hospital/ Jimma University 

Assarechmon Kain Post-Basic Student Health 
Officer 

St. Luke Hospital/ Jimma University 

Buisa Lecaisa Post-Basic Student Health 
Officer 

St. Luke Hospital/ Jimma University 

Zaude Ayana Post-Basic Student Health 
Officer 

St. Luke Hospital/ Jimma University 

Megassire Abebe Post-Basic Student Health 
Officer 

St. Luke Hospital/ Jimma University 

Ayansa Mosisa Post-Basic Student Health 
Officer 

St. Luke Hospital/ Jimma University 

Gamachis Shibasmi Post-Basic Student Health 
Officer 

St. Luke Hospital/ Jimma University 

Teressa Toiera Post-Basic Student Health 
Officer 

St. Luke Hospital/ Jimma University 

Girma Shiferau Post-Basic Student Health 
Officer 

St. Luke Hospital/ Jimma University 

Tegust Teuesgru Post-Basic Student Health 
Officer 

St. Luke Hospital/ Jimma University 

Asfaw Girma Post-Basic Student Health 
Officer 

St. Luke Hospital/ Jimma University 

Bahiru Toledai Post-Basic Student Health 
Officer 

St. Luke Hospital/ Jimma University 

Desta Tadesse Post-Basic Student Health 
Officer 

Haramaya Health Center/ Haramaya 
University   

Chalachew Alem Post-Basic Student Health 
Officer 

Haramaya Health Center/ Haramaya 
University   

Bontu Berhanu Post-Basic Student Health 
Officer 

Haramaya Health Center/ Haramaya 
University   

Mohammed Zekeria Post-Basic Student Health 
Officer 

Haramaya Health Center/ Haramaya 
University   

Cherinet Taye Post-Basic Student Health 
Officer 

Haramaya Health Center/ Haramaya 
University   

Dawit Yitbarek Post-Basic Student Health 
Officer 

Haramaya Health Center/ Haramaya 
University   

Dinkakehu Gebre Post-Basic Student Health 
Officer 

Haramaya Health Center/ Haramaya 
University   

Dessie Kassa Generic Student Health Officer  Haramaya Health Center/ Haramaya 
University   

Tesfahun Taye Post-Basic Student Health 
Officer 

Haramaya Health Center/ Haramaya 
University   



  

 
 

Name Current Position Institution/Region 
Elefie Assfaw Generic Student Health Officer Haramaya Health Center/ Haramaya 

University   
Hiwde Yighaw Generic Student Health Officer Haramaya Health Center/ Haramaya 

University   
Zebene Tefera Post-Basic Student Health 

Officer 
St. Luke Hospital/ Jimma University 

Tesfaye Taoesse Post-Basic Student Health 
Officer 

St. Luke Hospital/ Jimma University 

Birhanu Kumsa Post-Basic Student Health 
Officer 

St. Luke Hospital/ Jimma University 

Molla Tefere Generic Student Health Officer Mekelle University, Adigrat 
Deng Uchimi Post-Basic Student Health 

Officer 
Mekelle University, Gambella 

Tesfahun Dejene Post-Basic Student Health 
Officer 

Mekelle University, Adigrat 

Adula Thwol Post-Basic Student Health 
Officer 

Mekelle University, Adigrat 

Henock Glmedhin  Generic Student Health Officer Mekelle University, Adigrat 

Eden Demewot Post-Basic Student Health 
Officer 

Mekelle University, Adigrat 

Shishay Amare Generic Student Health Officer Mekelle University, Adigrat 

Wittica Nove Post-Basic Student Health 
Officer 

Mekelle University, Adigrat 

Mustafe Regosso Post-Basic Student Health 
Officer 

Mekelle University, Adigrat 

Workesh Tewaia Post-Basic Student Health 
Officer 

Mekelle University, Adigrat 

Byray H-Slassie Post-Basic Student Health 
Officer 

Mekelle University, Adigrat 

Frewein Yilma Post-Basic Student Health 
Officer 

Mekelle University, Adigrat 

 



  

 
 

APPENDIX FOUR – Health Officer Training Curriculum 

 



















































































































































































































































































  

 
 

APPENDIX FIVE 

EPHTI-II FINAL EVALUATION (AHOTP) 

WORKSHEET FOR EVALUATION TEAM 

EVALUATION QUESTIONS: IMPORTANCE, URGENCY AND FEASIBILITY 

 
Key:   

I = How important is it to answer this evaluation question (10 = extremely important; 1 = not at all 
important)? 

U = How urgent is it to have an answer to this question by June 4? (10 = extremely urgent; 1 = not at all 
urgent)? 

F = How feasible is it to answer this question by June 4? (10 = feasible; 1 = not at all feasible)? 

 

QUESTION I U F COMMENTS 

ADDITIONAL/PRELIMINARY QUESTIONS 

(Note: Some of these are essential to test some of the critical assumptions that underpin the team’s Scope of Work) 

Is there a simple logic model that describes the project and that is understood in 
the same way by all stakeholders? 

1.How widely has the model been disseminated? 

2.How widely is the model understood? 

10 10 10 In the absence of a clear and consistent 
logic model it will not be possible for 
the team to definitely answer many of 
the questions in the SOW. 

How functional is the existing EPHTI-II M&E system? 

- What’s already in place? 

- What’s not in place? 
- Is information about quality incorporated into the M&E framework? 

10 10 10 Our ability to fulfill our SOW in the 
allotted time will be dependent on this 
system being (a) comprehensive and (b) 
fully functional - and therefore capable 
of producing up-to-date answers to the 
team’s questions (some of which may be 
posed “on the spot”). 

What analysis of data has already been done at: 

- Hospital level? 

- University level? 

- At FMOH and MOE? 

- At project level? 

10 10 10 If analyses have already been done (and 
reports produced based on these 
analyses) it will be indicative that there 
is capability within the project to seek 
answers to our questions from within the 
databases that are part of the M&E 
system. 

Do the existing analyses accurately describe the current project status in relation 
to each of the project objectives? 

10 10 TBD The answer to this question will be 
critical to our being quickly able to 
answer many of the questions in the 
SOW. 



  

 
 

QUESTION I U F COMMENTS 

Is the goal of 5,000 trained Health Officers by 2009 
being consistently interpreted in the same way by all 
stakeholders? 
- Have there been changes along the way? 

- Is there agreement? 

- Have there been changes in the required balance between Health officers 
trained under the accelerated program and those trained under the generic 
program? If so, key stakeholders know of these changes? 

- Are all stakeholders in agreement re the desired balance? 

10 10 TBD If there is not a consistent interpretation 
of this question many of our questions 
will be subject to varying interpretations 
– and the answers given may not be 
based on a correct interpretation. 

Are stakeholders in agreement re which project impacts need to be sustained and 
are there already strategies for sustaining these impacts? 

10 10 TBD Without agreement among all key 
stakeholders on this question, many of 
our questions will be subject to varying 
interpretations – and also our 
interpretations of the answers that are 
given to us may not be correct. 

Are stakeholders in agreement re the appropriate “balance” between medical 
care, prevention and health promotion? 

10 9 TBD Ditto 

Are stakeholders in agreement regarding the degree of emphasis to be placed on 
public health core competencies? 

10 10 TBD Ditto 

Are all stakeholders in agreement regarding the potential role(s) of new 
technologies and new training approaches? 

9 10 TBD Ditto 

In what ways is “verticalization” of inputs from related programs likely to affect 
(a) training and (b) post-training performance.  

10 7 TBD A pre-requirement to answering this 
important question will be clarity about  
the EPHTI-II inputs. 

QUESTIONS IN THE SCOPE OF WORK 

Program Management: 

How effective has been the project’s planning of strategy and interventions? 

 
10 10 TBD  

How effective have been the program management by the EPHTI II Atlanta 
office? By the Ethiopia EPHTI II office? NB: This evaluation will not address 
financial management issues, which are being reviewed through alternate 
channels.  

 

10 10 TBD  

What management processes are used by the EPHTI II project to identify 
problems and resolve them effectively? 

9 9 TBD  

Has the EPHTI II field office adequately and appropriately used the resources of 
the Carter Center home office in Atlanta? 

How efficient and effective is home office supplied technical assistance in 
building capacity and improving overall program outcomes? 

10 9 TBD  

[ NB: This bullet will be deleted: How effectively have the EPHTI II financial 
systems and resources been used? ]  

N/A N/A N/A  

How effectively has the program structure and processes of EPHTI II been 10 9 TBD  



  

 
 

QUESTION I U F COMMENTS 

integrated with the MOH and MOE program at national, regional, institutional 
and local levels? 

How responsive has EPHTI II been to the findings and recommendations of the 
EPHTI I end of project evaluation? 

10 9 TBD  

Knowledge and skills of students that were acquired through the EPHTI-II project 

What level of knowledge have students acquired to provide clinical care for PHC 
services? 

 

6 6 TBD  

What level of skills clinical competency do students have in the delivery of PHC 
services?  

 

10 10 TBD  

What health management knowledge and skills have students acquired? 10 8 TBD  

Have regular, appropriate clinical skills assessments been done?  10 10 TBD  

Have their results been used to revise training curriculum, materials, and 
methodologies? 

10 10 TBD  

What were the means used to assess clinical skills of students? 10 8   

Pre-Service Training Delivery -Quality of Training and Materials 
Quality of training of faculty and clinical preceptors:  

What is the quality and effectiveness of faculty and clinical preceptor training?  8 7 TBD  

How have new pedagogical methods and tools been used to improve faculties’ 
and clinical preceptors’ training and clinical preceptorship skills? 

8 7 TBD  

How effectively do faculty and clinical preceptors use the new pedagogical tools 
and skills taught to them? 

8 7 TBD  

Do faculty and clinical preceptors have the new tools needed to provide training 
and clinical skills develop (with practical “hands on” training) for students?  

10 10 TBD  

Are there adequate numbers and continuity of faculty and clinical preceptors?  10 10 TBD  

What options have been used to address this issue? 10 10 TBD  

 

Were the training and clinical site preceptorships relevant and effective for 
improving the quality of pre-service training for students in the health science 
colleges and clinical training sites? 

7 7 TBD  

Are new and appropriate pedagogical methods and quality hand-on clinical 
experiences being provided to students 

7 7 TBD  

?[NB: Delete this bullet as it is redundant given other bullets in this section.  

How effective are the links between the classroom teaching and the clinical 
N/A N/A N/A  



  

 
 

QUESTION I U F COMMENTS 

cases students providing care in clinical settings?] 

How adequate is the balance between practical and theoretical training? 10 9 TBD  

Are classroom pedagogical methodologies and tools appropriate adequate and 
used for developing clinical skills of students?  

9 9 TBD  

How effectively are students’ clinical experiences planned and implemented to 
provide useful hands-on experience to improve clinical skills capacity?  

10 10 TBD  

Do the program faculty use practical case studies that stimulate critical thinking? 10 10 TBD  

Are there regular assessments of student skills? If so, is skills assessment 
adequate and implemented consistently by all universities and/or clinical training 
sites?  

10 10 TBD  

Is the training applicable to students’ actual placement and do they  have the 
skills they need?  

10 10 TBD  

Is it plausible that this training will contribute to increased access to quality PHC  
services? 

10 10 TBD  

     

Quality of training materials: For faculty and clinical preceptors 

Were the products/materials developed for faculty and preceptors evidence based 
and effective to improve their capacities? 

8 8 TBD  

Were quality pedagogical training materials adequate in quality and amounts to 
support the development of faculty and clinical preceptors? 

 

10 10 TBD  

Quality of training materials: For students 

For the pre-service student health training, are training and clinical preceptorship 
materials relevant, evidenced-based, and adequate for improving capacity of 
students? 

10 10 TBD  

Were the quantity and quality of the training and support materials for clinical 
preceptorships produced appropriate, adequate, on time and evenly distributed? 

10 9 TBD  

Are the training materials appropriate for EPHTI II objectives? If not, why not? 10 10 TBD  

Are the training materials being used effectively? If not, why? 10 10 TBD  

Quality of training sites: For faculty and preceptors: 

Were selected facilities used to strengthen faculty and preceptor skills? 10 10 TBD  

Was there adequate equipment for faculty pedagogical and clinical preceptorship 
skills development? 

10 10 TBD  

Quality of Training Sites: For students: 



  

 
 

QUESTION I U F COMMENTS 

How appropriate and adequate are the facilities for effective training? 10 7 TBD  

Do the facilities have the needed equipment and supplies? 10 7 TBD  

Capacity Building at universities, hospitals and health centers 

Were the overall objectives to strengthen and accelerate pre-service training of 
health professionals (in particular Health Officers) in universities, hospitals, and 
health centers met? If not, why not? 

10 10 TBD  

Sustainability: 

What plans has the EPHTI II management made to assist partners to sustain 
activities?   

10 10 TBD  

Have strategies been developed to address the rapid turnover of university 
instructors? If so, what it the prospect for reducing the turnover? 

10 10 TBD  

What plans been developed by Universities and other implementing partners to 
sustain activities, such as the purchase of textbooks and other materials, beyond 
the life of the cooperative agreement?  

8 5 TBD  

Has a mechanism been developed to update and reproduce learning materials 
beyond the life of the project? 

8 5 TBD  

How effectively have these plans been implemented? N/A N/A TBD  

Monitoring and Evaluation (M&E) 

How effectively has the EPHTI II monitored program quality and effectiveness? 10 10 TBD  

Are the M&E system and indicators appropriate and has the system been 
implemented effectively? 

10 10 TBD  

How has the EPHTI II used the M&E results to manage program interventions? 10 10 TBD  

Is the M&E system used to capture the increase in facility and student’s capacity 
as well as documentation of outputs and deliverables? 

10 10   

Impact 

In view of the fact that the EPHTI II program is only in its third year and as yet 
no Health Officer students have completed their training, this evaluation will not 
attempt to assess whether EPHTI II program has had any measurable impact on 
health status: child mortality, improved maternal health, HIV/AIDS, and malaria. 
However, the evaluation team should comment on the plausibility of the EPHTI 
II program eventually having an impact these MOH MDG goals. Have changes 
in any key underlying conditions during the implementation of the project, such 
as staff turnover and stakeholder involvement, positively or negativly influenced 
the program’s prospects to achieve its goals and objectives? 

10 10 TBD  

Lessons Learned 

What positive (and negative) lessons from this program can inform new follow-
on program development?  

10 10 TBD  



  

 
 

QUESTION I U F COMMENTS 

Identify successful interventions that merit continuation or replication, better 
practices, significant products and tools from the  EPHTI II  for possible 
dissemination and replication. 

10 7 TBD  

EPHTI-II Evaluation 5/18/08 



  

 
 

APPENDIX SIX 

Tables Included in Report of EPHTI-II Status as of May 15, 2008 

Extract from Report Provided by the Carter Center’s EPHTI-II Office 

(with corrected calculations highlighted) 

Note: The ordering of some of the cells has also been changed from the original – so that 
ordering is consistent between tables. 

 
Table I:  HO Training Universities, the Affiliated Teaching Hospitals & RHBs 
 
S.N University Affiliated Training Hospitals Region Remarks 

1 Mekelle (MU) Axum, Adegrat & Michew Tigray --- 
2 Gondar (UoG) Debremaridos, Dessie, Debrebirhan & Felegehiwot Amhara --- 
3 Jimma (JU) Nekemti, Metu & St. Luke Catholic [Waliso] Oromiya --- 

4 Haramaya (HRU) 

Adama, Assela & Chiro Oromiya --- 
Karamara Somali --- 
Hiwotfana Harari --- 
Dilchora Diredawa --- 

5 Hawassa (HWU) Yiragalem, Sodo, Arbaminch, Hosina & Butajira SNNP --- 

 

Table II. Summary of Current AHOTP Student Population by University, Type and Years 
of Training [May 2008] 

Univ. 

AHOTP Post Basic 
Trainees 

AHOTP Generic 
Trainees 

Total

PBs 

& 

Gen. 

Number 

Graduated G/d 

TotalYr  

I 

Yr 

II 

Yr 

III 
Tot. 

Yr 

I 

Yr 

II 

Yr 

III 
Tot. PBs Gen. Tot. 

HRU 245 208 194 647 112 195 193 500 1147 - 270 270 1417

MU 130   96 107 333 - 13 18 31 364 63 27 90 454

HWU 305 210 265 780 87 81 111 279 1059 92 173 265 1324

JU 179 168 167 514 129 134 133 396 916 68 70 138 1054

UoG 240 199 204 643 102 102 103 307 950 116 163 279 1229

Total 1099 881 937 2917 430 525 558 1513 4436 339 703 1042 5478

 
Table provided in May 16 summary 

 Post Basic (PB) Generic Total 



  

 
 

Yr  
I 

Yr 
II 

Yr 
III* 

Tot. 
Yr  
I 

Yr 
II 

Yr 
III 

Tot. 

Haramaya 247 207 193 647 112 195 193 500 1,147
Hawassa 305 220 266 791 83 82 110 275 1,059
Jimma 179 169 167 515 139 130 133 402 917
Mekelle 132 96 107 335 - 13 18 31 366
UoG 240 199 203 642 102 101 103 306 948

Total 1,103 891 936 2,930 436 521 557 1,514 4,444
*Final Year Students 

 



  

 
 

Table III:   Summary of Current AHOTP PB Student Population by Region 
  of Recruitment, Level of Training & Gender: 

Univ. Region Year I Year II Year III Grand
Total 

Male Fem. Total Male Fem. Total Male Fem. Total  
HRU Oromiya 123 59 182 122 48 170 125 38 163 515

Somali 38 7 45 24 5 29 8 2 10 84
Harari 11 2 13 2 3 5 12 2 14 32
Diredawa 5 -- 5 4 -- 4 7 0 7 16
Total 177 68 245 152 56 208 152 42 194 647

MU Tigray 53 8 61 25 11 36 43 14 57 154
Benish. 22 5 27 25 4 29 14 4 18 74
Gambella 18 3 21 17 1 18 12 2 14 53
Afar 20 1 21 13 -- 13 13 5 18 52
Total 113 17 130 80 16 96 82 25 107 333

JU Oromiya 106 73 179 133 35 168 136 31 167 514
HWU SNNP 238 67 305 165 45 210 210 64 265 780
UoG Amhara --- --- 240 147 52 199 163 41 204 643
 G/Total --- --- 1099 --- --- 881 --- --- 937 2917

 

 
Table IV: Year II & III  HO Student [PBs & Generic] Currently Taking Training at  
  AHOPT Hospitals [May 2008]: 
S. 
No. Hospital Post Basic Students Generic Students Grand 

Total Year II Year III Tot. Year II Year III Tot. 
1 Assela 61 60 121 --- --- --- 121
2 Adama 68 66 134 --- --- --- 134
3 Chiro 35 37 72 --- --- --- 72
4 Hiwotfana 13 14 27 76 63 139 166
5 Dilchora 6 7 13 59 59 119 131
6 Karamara 25 10 35 --- --- --- 35
7 Yirgalem 

 

57

265

--- --- --- 

265
8 Soddo 44 --- --- --- 
9 Arbaminch 55 --- --- --- 

10 Hosaina 56 --- --- --- 
11 Butajira 53 --- --- --- 
12 Adigrat 43 54 97 13 9 22 119
13 Axum 53 53 106 --- 9 9 115
14 Michew --- --- --- --- --- --- ---
15 St. Luke 56 55 111 --- --- --- 111
16 Nekempte 59 57 116 --- --- --- 116
17 Metu Karl 53 55 108 --- --- --- 108
18 Debrebirhan  37 204 --- --- --- 204



  

 
 

19 Dessie 60 --- --- --- 
20 Debremarikos 43 --- --- --- 
21 Felegehiwot 64 --- --- --- 
-- Total 472 937 1409 148 140 288 1697

 

Table V:  AHOTP Hospital Based Teaching Staff [May2008]: 
S.No Hospital Surgeon Gynecol. Pediatr. Intern. GP Total 

1 St Luke 4 1 -- 1 2 8 

2 Nekempte 1 1 1 -- 6 9 

3 Assela 3 2 -- 1 4 10 

4 Metu Karl 1 1 -- -- 5 7 

5 Adama 4 3 2 1 13 23 

6 Chiro 1 -- -- -- 7 8 

7 Yirgalem 2 2 1 -- 13 18 

8 Soddo 1 -- -- -- 7 8 

9 Arbaminch 1 1 -- -- 8 10 

10 Hosaina 1 1 -- -- 11 13 

11 Butajira 2 1 -- -- 9 12 

12 Debremarikos 2 2 -- -- 10 14 

13 Felegehiwot 2 3 2 1 14 22 

14 Dessie 3 3 3 1 11 21 

15 Debrebirhan 1 1 1 -- 8 11 

16 Hiwotfana 1 1 1 1 5 9 

17 Dilchora 2 2 1 2 4 11 

18 Karamara 2 2 2 1 -- 7 

19 Axum 1 -- -- 1 2 4 

20 Adigrat 1 1 -- 1 2 5 

21 Michew 1 -- -- -- 1 2 

 Total 37 28 14 11 142 232 

 
Table VI:  AHOTP Hospitals Renovated for Facilitation of the Training Program 

Hospital Classroom Library Lab. Store Latrine Remarks 

Assela X --- --- X --- --- 

Adama X X --- --- --- --- 



  

 
 

Chiro X X X --- --- --- 

Hiwotfana X X --- --- --- --- 

Karamara X X --- --- --- --- 

Yirgalem X --- --- --- --- --- 

Soddo X X --- --- --- --- 

Arbaminch X --- --- --- --- --- 

Hosaina X X --- --- --- --- 

Butajira X X --- --- --- --- 

Adigrat X X X --- X --- 

Axum X X --- --- X --- 

St Luke X --- --- --- --- Expansion of 
Classroom 

Nekempte --- --- X --- ---  

Felegehiwot X X --- --- ---  

Dessie X X --- --- X  

Debremarikos --- X X X ---  

Debrebirhan X X --- --- ---  

 



  

 
 

Appendix Seven 
EPHTI-II EVALUATION – REVISED FINAL SCHEDULE (5/30) 

MON 5/12 TUES 5/13 WED 5/14 THURS 5/15 FRI 5/16 SAT 5/17 SUN 5/18 
a.m. 

 

a.m. 

 

 

11 a.m. Team leader arrives 

 

12 – 2:30 Team Meeting 

a.m. 

8:30 Introductory 
Meetings and Team 
Planning 

a.m. 

Meetings at Carter Center 

 

 

11:00 Preparation of Work 
Plan 

a.m. 

8:30 Team Planning (inc. 
clarification of roles) 

 

10:00 Meeting with AHOTP 
Council 

a.m. 

10:00 – 12 - 00 

Team Planning (instrument 
Design 

 

 

a.m. 

10:00 

Team Meeting 
(Clarification of roles -  
and reporting 
responsibilities) 

p.m. 

 

 

 

 

p.m. 

3 p.m. Initial briefing at 
USAID 

p.m. 

Team Planning 

 

p.m. 

2:30 p.m. Presentation of 
Work Plan at USAID 

p.m. 

3 p .m. Meeting with State 
Minister of Health (cancelled) 

3:30 Key documents from 

FMOH 

p.m. 

3 p.m. Team Meeting 
(Logistics) 

4 – 6 p.m. Logistical 
Preparations 

p.m. 

12:00 Team departs by 
road for  Waliso 

4 p.m. Tam arrives in  

MON 5/19 TUES 5/20 WED 5/21 THURS 5/22 FRI 5/23 SAT 5/24 SUN 5/25 
a.m. 

10:00 Introductory 
meetings and visits to 
health post and health 
center. 

 

a.m. 

6 a.m. TM &  depart for 
Jimma 

RL & SJ continue fieldwork 
in Owiso. 

 

a.m. 

Fieldwork in Jimma (TM 
& DF) 

Fieldwork in Woliso 
(RL&SJ). 

a.m. 

TM & DF depart Jimma by 
road. 

a.m. 

Team Meeting (Finalization of   
instruments ). 

a.m. 

Meetings with Carter Center 
leadership. 

a.m. 

 

10:00 Team Departs for 
Makelle 

p.m. 

Fieldwork in Jimma 

 

8 p.m. Team Meeting  

 

p.m. 

Field work in Jimma  (TM & 
LD) 

 

Fieldwork in Owiso (RL & 
SJ) 

p.m. p.m. 

Noon 

Team departs for Addis by 
road 

p.m. 

2 p.m. Carter Center 

p.m. 

Preparations for Makelle and 
Dire Dawa visits 

 

 

p.m. 

MON 5/26 TUES 5/27 WED 5/28 THURS 5/29 FRI 5/30 SAT 5/31 SUN 6/1
a.m. 

Fieldwork in Makelle 
(full team) 

 

a.m. 

Fieldwork in Makelle 

(full team) 

a.m. 

Team returns from 
Makelle 

a.m. 

Data analysis (full team) 

a.m. 

TM&DF (Data and 
Management) in Addis 

a.m. 

DATA ANALYSIS 

AND REPORT WRITING 

a.m. 

DATA ANALYSIS 

AND REPORT WRITING 



  

 
 

p.m. 

Fieldwork in Makelle 
(full team) 

 

 

 

 

p.m. 

Fieldwork in Makelle (full 
team) 

p.m. 

 

Data analysis (full team) 

p.m. 

RL&SJ depart for Dire 
Dawa 

TM&DF (Data and 
Management) in Addis 

p.m. 

RL&SJ  Fieldwork in Dire 
Dawa 

 

2:30 Meetings at Carter Center 
re (A0 management and (b) 
M&E 

 

p.m. 

 

 

DATA ANALYSIS 

AND REPORT WRITING 

p.m. 

Dire Dawa team returns 

 

8 p.m. Team Meeting 

MON 6/2 TUES 6/3 WED  6/4 THURS 6/5    

a.m. 

8:00 Debriefing at 
USAID 

 

10:00 Meeting at 
Ethiopia Public Health 
Association. 

 

a.m. 

 

8:00 Team Meeting 

 

10:00 Meeting at Carter 
Center 

 

REPORT WRITING 

a.m. 

 

REPORT WRITING 

a.m. 

Team leader departs 

a.m. a.m. 

 

a.m. 

p.m. 

REPORT WRITING 

 

 

 

5:00 Conference call 
with Carter Center 
(Atlanta) 

 

p.m. 

 

 

3:00 – 4:30 p.m. Final 
meeting with Addis-based 
stakeholders – Hotel 
Desalegn # 3 (Bole). 

 

p.m. 

4:30 Final meeting at 
USAID 

 

5:30 .Meeting with Hon. 
Minister of Health and 
State Minister 

 

7::30 p.m. Submission of 
draft report (Executive 
Summary) to USAID. 

 

 

p.m. p.m. p.m.  

 



  

 
 

Appendix Eight 
PRELIMINARY ANALYSIS OF STUDENT SURVEY 

Background Characteristics of respondents 

  N % 
Age     
less than 25 129 26.7 
25-39 315 65.1 
40 and above 40 8.3 
Total 484 100.0 
System Missing 26   
Total 510   
Sex     
Male 407 81.1 
Female 95 18.9 
Total 502 100.0 
System Missing 8   
Total 510   
Region     
Tigray 199 39.0 
Oromia 159 31.2 
SNNP 75 14.7 
Harari 77 15.1 
Total 510 100.0 
Type of training     
Generic 126 25.5 
Post Basic 368 74.5 
Total 494 100.0 
System Missing 16   
Total 510   
Current year of study     
Year II 140 28.4 
year III 353 71.6 
Total 493 100.0 
System Missing 17   
Total 510   
Years of basic nursing service     
1-3 121 31.4 
4-6 145 37.7 
7-10 62 16.1 
11-15 26 6.8 
more than 15 31 8.1 
Total 385 100.0 
System Missing 125   
Total 510   

 
 
 
 



  

 
 

 
 
 

Students by Region 

Region Percent 
Valid 

Percent 
Cumulative 

Percent 
Tigray 39.0 39.0 39.0
Oromia 31.2 31.2 70.2
SNNP 14.7 14.7 84.9
Harari 15.1 15.1 100.0
Total 100.0 100.0   

 
Type of training students attending by region 

 

 

Type of  Health Officer Training  

Total Generic Post Basic 
Tigray 31(24.6%) 163(44.3%) 194(39.3%) 

Oromia 2(1.6%) 149(40.5%) 151(30.6%) 
SNNP 30(23.8%) 43(11.7%) 73(14.8%) 
Harari 63(50.0%) 13(3.5%) 76(15.4%) 
Total 126(100.0%) 368(100.0%) 494(100.0%) 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



  

 
 

 
 

Affirmative response for section B by bar graph 
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Section B by Region 

 

Region 

Total 

Significance 
(χ2 and P-

value) Tigray  SNNP Harari

 Have all the skills and competencies needed 
to assess community health needs 

164 131 49 71 415 22.2 

84.1% 82.9% 66.2% 94.7% 82.7% 0.000 ** 

Have all the skills and competencies needed 
to plan, organize, direct and evaluate 
programs at various levels 

167 143 53 65 428 18.81 

86.5% 92.3% 72.6% 85.5% 86.1% 0.004 ** 
Have all the skills and competencies needed 
to collect, document, process and analyze 
health and health related data from health 
institutions, communities and other sources. 

168 142 54 69 433 18.17 

87.0% 89.9% 73.0% 92.0% 86.6% 0.006** 

Have all the skills and competencies needed 
to conduct or coordinate continuing 
education and on-the-job training  

174 143 61 67 445 4.00 

91.1% 90.5% 83.6% 89.3% 89.5% 0.676 

Have all the skills and competencies needed 
to manage common ambulatory problems  

195 148 72 73 488 6.5 

99.0% 94.3% 97.3% 96.1% 96.8% 0.088 

Have all the skills and competencies needed 
to manage in-patient problems 

164 117 61 64 406 9.34 

86.8% 75.0% 83.6% 86.5% 82.5% 0.025 ** 

Have all the skills and competencies 
needed to implement comprehensive 
primary health care activities  

192 152 65 73 482 4.17 

98.0% 96.8% 92.9% 96.1% 96.6% 0.244 

Have all the skills and competencies needed 
to organize and lead teams to prevent and 
control disaster and emergency situations 

171 128 53 58 410 14.69 

88.1% 84.8% 74.6% 78.4% 83.7% 0.024 ** 

Have all the skills and competencies 
needed to perform minor surgical and 
obstetric procedures  

95 70 39 39 243 8.43 

51.4% 46.1% 55.7% 53.4% 50.6% 0.208 

Have all the skills and competencies needed 
to perform common emergency surgical and 
obstetric procedures 

23 7 4 12 46 12.69 

11.9% 4.5% 5.6% 16.4% 9.3% 0.048 ** 

Have all the skills and competencies needed 
to diagnose and refer difficult cases  

187 135 62 73 457 14.51 

95.9% 86.5% 88.6% 96.1% 92.0% 0.024 ** 

Have all the skills and competencies 
needed to mobilize communities for 
health action 

182 147 59 69 457 12.83 

93.8% 94.2% 88.1% 93.2% 93.1% 0.046 ** 

Have all the skills and competencies needed 
to promote, and be engaged in, local public 
health partnerships with institutions 

156 133 50 69 408 17.85 

84.8% 88.7% 75.8% 92.0% 85.9% 0.007 ** 

Have all the skills and competencies 
needed to undertake essential 
operational research 

116 76 29 54 275 19.46 

62.4% 53.9% 44.6% 75.0% 59.3% 0.003 ** 

** Statistically significant association between Region and skill & competencies 
 
 
 
 
 
 



  

 
 

Section B by Type of Training 

  Type of training 

Total 

Significance 
(χ2 and P-

value) Generic Post Basic 

 Have all the skills and competencies needed to assess 
community health needs 

98 307 405 1.74 

79.7% 84.3% 83.2% 0.419 

Have all the skills and competencies needed to plan, 
organize, direct and evaluate programs at various levels 

99 314 413 6.38 

79.8% 88.0% 85.9% 0.041 ** 

Have all the skills and competencies needed to collect, 
document, process and analyze health and health related 
data from health institutions, communities and other 
sources. 

103 316 419 3.26 

83.7% 87.5% 86.6% 
0.195 

Have all the skills and competencies needed to conduct or 
coordinate continuing education and on-the-job training  

100 332 432 8.61 

82.6% 92.0% 89.6% 0.013** 

Have all the skills and competencies needed to manage 
common ambulatory problems  

119 354 473 0.513 

96.0% 97.3% 96.9% 0.474 

Have all the skills and competencies needed to manage in-
patient problems 

98 295 393 0.842 

79.7% 83.3% 82.4% 0.359 
Have all the skills and competencies needed to 
implement comprehensive primary health care 
activities  

116 351 467 2.31 

94.3% 97.2% 96.5% 0.129 

Have all the skills and competencies needed to organize 
and lead teams to prevent and control disaster and 
emergency situations 

93 303 396 7.04 

76.2% 86.1% 83.5% 0.03** 

Have all the skills and competencies needed to 
perform minor surgical and obstetric procedures  

59 179 238 0.269 

50.9% 51.3% 51.2% 0.874 

Have all the skills and competencies needed to perform 
common emergency surgical and obstetric procedures 

19 25 44 9.9 

15.7% 7.0% 9.2% 0.007** 

Have all the skills and competencies needed to diagnose 
and refer difficult cases  

114 329 443 3.36 

94.2% 91.4% 92.1% 0.186 

Have all the skills and competencies needed to 
mobilize communities for health action 

110 333 443 0.241 

92.4% 93.3% 93.1% 0.886 

Have all the skills and competencies needed to promote, 
and be engaged in, local public health partnerships with 
institutions 

100 295 395 3.63 

82.0% 86.8% 85.5% 0.163 

Have all the skills and competencies needed to 
undertake essential operational research 

76 194 270 1.61 

64.4% 57.7% 59.5% 0.445 

** Statistically significant association between type of training and skill & competencies 
 
 
 
 
 
 
 

Section C by Region 



  

 
 

  

Region 

Total 

Statistical 
Significance 

 (χ2 and P-value) Tigray 
Oromi

a SNNP Harari
 Classrooms for basic sciences training.     175 125 57 37 394 32.8 

88.8% 82.2% 80.3% 56.9% 81.2% 0.000** 
If yes, are they adequate for your training 
needs  

97 65 33 17 212 7.0 
61.4% 58.3% 67.3% 41.5% 59.0% 0.071 

Have Computers 56 66 21 18 161 9.68 
31.3% 44.3% 30.9% 26.1% 34.6% 0.021** 

Computers are adequate 23 6 4 5 39 16.8 
40.4% 9.2% 18.2% 26.3% 23.3% 0.001** 

Computer Software 
30 27 7 8 72 3.76 

16.8% 19.1% 10.4% 11.4% 15.8% 0.288 

Internet access 
11 24 3 6 44 13.7 

5.9% 16.4% 4.2% 8.0% 9.2% 0.003** 
LCD Projector 102 78 29 21 230 17.9 

55.7% 52.7% 40.8% 28.8% 48.4% 0.000** 
Overhead projector 181 139 59 44 423 56.4 

93.3% 90.3% 81.9% 58.7% 85.5% 0.000** 
Spare Parts ( e.g. bulb) 34 30 17 20 101 2.07 

21.4% 27.0% 27.9% 28.6% 25.2% 0.556 
Library 162 75 46 48 331 53.5 

86.6% 50.0% 63.0% 66.7% 68.7% 0.000** 
Library is adequate 70 19 18 20 127 13.1 

50.7% 26% 51.4% 47.6% 44.1% 0.004** 
Laboratories 51 43 25 23 142 1.11 

31.1% 30.7% 37.3% 33.8% 32.3% 0.775 
Laboratories are adequate 27 12 11 10 60 1.7 

40.9% 30% 44% 38.5% 38.2% 0.63 
Text books 152 99 57 54 362 23.08 

89.4% 68.8% 86.4% 80.6% 81.0% 0.000** 
Text books are adequate 111 31 30 28 200 38.9 

70.7% 31% 54.4% 52.8.4
% 54.8% 0.000** 

Modules 123 44 30 36 233 44.96 
69.9% 31.9% 50.8% 53.7% 53.0% 0.000** 

Modules are adequate 80 19 16 21 136 13.3 
66.1% 39.6% 42.1% 52.5% 55.1% 0.004** 

Lecture Notes 159 133 62 59 413 2.81 
87.4% 91.7% 92.5% 86.8% 89.4% 0.421 

Lesson Notes are adequate 121 70 36 43 270 18.7 
78.6% 54.7% 62.1% 68.3% 67% 0.000** 

Others, models, manuals and lecture notes 121 58 31 40 250 31.3 
69.5% 40.0% 44.3% 57.1% 54.5% 0.000** 

Basic consumables and other supplies 
(e.g. gowns, gloves, bandages, percussion 
hammer, X-rays et 

52 67 30 28 177 6.58 

31.5% 45.0% 42.9% 40.0% 39.0% 0.086 

** Statistically significant association between Region and facilities 
 

Section C by Type of Training 
  Type of Course Total Statistical 



  

 
 

Generic Post Basic 

Significance  
(χ2 and P-value) 

 Classrooms for basic sciences training.     83 299 382 7.56 
72.2% 83.8% 80.9% 0.006** 

If yes, are they adequate for your training needs  
42 162 204 2.66 

51.2% 61.4% 59% 0.103 
Have Computers 27 128 155 6.85 

24.1% 37.6% 34.3% 0.009** 
Computers are adequate 10 28 38 1.36 

32.3% 22.2% 24.2% 0.243 

Computer Software 
13 57 70 2.19 

11.4% 17.3% 15.8% 0.138 

Internet access 
10 33 43 0.218 

8.2% 9.6% 9.2% 0.641 
LCD Projector 42 185 227 11.89 

35.3% 53.6% 48.9% 0.001** 
Overhead projector 86 323 409 29.65 

69.9% 90.2% 85.0% 0.000** 
Spare Parts ( e.g bulb) 30 70 100 0.046 

26.3% 25.3% 25.6% 0.83 
Library 88 233 321 1.38 

72.7% 67.0% 68.4% 0.239 
Library is adequate 43 82 125 8.12 

58.9% 39.6% 44.6% 0.004** 
Laboratories 42 96 138 2.52 

38.5% 30.3% 32.4% 0.112 
Laboratories are adequate 21 37 58 1.1 

43.8% 34.9% 37.7% 0.294 
Text books 98 251 349 2.64 

86.0% 78.7% 80.6% 0.091 
Text books are adequate 58 139 197 2.4 

62.4% 53.1% 55.5% 0.121 
Modules 64 162 226 1.01 

57.1% 51.6% 53.1% 0.312 
Modules are adequate 38 96 134 0.143 

57.6% 54.9% 55.6% 0.705 
Lecture Notes 102 298 400 0.215 

87.9% 89.5% 89.1% 0.643 
Lesson Notes are adequate 77 189 266 3.53 

75.5% 65.5% 68% 0.06 
Others, models, manuals and lecture notes 67 177 244 1.28 

59.3% 53.2% 54.7% 0.257 
Basic consumables and other supplies (e.g. 
gowns, gloves, bandages, percussion hammer, 
X-rays et 

56 113 169 7.99 

49.6% 34.6% 38.4% 0.005** 

** Statistically significant association between type of training and facilities 
 
 

Section D by Region 
  Region Total Statistical 



  

 
 

Tigray Oromia SNNP Harari 

Significance 
(χ2 and P-value) 

Basic sciences instructors   120 42 38 34 234 33.4 
65.2% 34.1% 54.3% 69.4% 54.9% 0.000** 

General practitioners  139 103 54 57 353 2.16 
73.2% 70.1% 75.0% 79.2% 73.4% 0.54 

Surgeons   169 115 49 49 382 20.56 
87.1% 76.7% 68.1% 65.3% 77.8% 0.000** 

Ob/Gyn specialists  96 125 56 46 323 46.92 
50.3% 83.9% 76.7% 61.3% 66.2% 0.000** 

 Internists   172 21 23 46 262 196.2 
88.7% 14.8% 32.9% 61.3% 54.5% 0.000** 

Nurse 118 104 55 48 325 3.94 
67.8% 74.8% 77.5% 66.7% 71.3% 0.267 

Pediatricians 13 40 19 45 117 82.3 
7.2% 27.6% 26.4% 60.8% 24.8% 0.000** 

Public health Specialists 44 7 17 22 90 29.3 
24.7% 4.9% 23.3% 31.0% 19.4% 0.000** 

Supervisors, managers and 
administrators  

96 61 26 45 228 10.75 
52.5% 44.2% 37.1% 61.6% 49.1% 0.013** 

** Statistically significant association between Region and instructors 
 

Section D by Type of Training 

  

Type of training 
Total 

 

Statistical 
Significance  

(χ2 and P-value) Generic Post Basic 
Basic sciences instructors   71 158 229 15.13 

72.4% 50.2% 55.4% 0.000** 
General practitioners  91 252 343 1.09 

77.1% 72.2% 73.4% 0.296 
Surgeons   82 289 371 9.16 

67.8% 81.4% 77.9% 0.002** 
Ob/Gyn specialists  85 229 314 0.551 

69.1% 65.4% 66.4% 0.458 
 Internists   89 167 256 21.66 

73.0% 48.5% 54.9% 0.000** 
Nurse 91 225 316 2.36 

77.1% 69.7% 71.7% 0.124 
Pediatricians 62 51 113 62.15 

51.2% 15.2% 24.7% 0.000** 
Public health Specialists 37 51 88 14.15 

31.4% 15.4% 19.6% 0.000** 
Supervisors, managers and administrators  73 147 220 8.67 

60.3% 44.7% 48.9% 0.003** 

** Statistically significant association between type of training and instructors  
 
 

Comparison of students and coordinators/instructors on Section B 
  Students Coordinators Zcal 



  

 
 

  N % N % 
 Have all the skills and competencies needed to assess 
community health needs 415 82.7 35 85.4 0.44 
Have all the skills and competencies needed to plan, organize, 
direct and evaluate programs at various levels 428 86.1 35 89.7 0.64 
Have all the skills and competencies needed to collect, 
document, process and analyze health and health related data 
from health institutions, communities and other sources. 

433 86.6 35 89.7 
0.56 

Have all the skills and competencies needed to conduct or
coordinate continuing education and on-the-job training  445 89.5 36 92.3 0.55 
Have all the skills and competencies needed to manage common 
ambulatory problems  488 96.8 37 100.0 1.10 
Have all the skills and competencies needed to manage in-
patient problems 406 82.5 33 82.5 0.00 
Have all the skills and competencies needed to implement 
comprehensive primary health care activities  482 96.6      
Have all the skills and competencies needed to organize and lead 
teams to prevent and control disaster and emergency situations 410 83.7 33 86.8 0.51 
Have all the skills and competencies needed to perform minor 
surgical and obstetric procedures  243 50.6 18 64.3 1.41 
Have all the skills and competencies needed to perform 
common emergency surgical and obstetric procedures 46 9.3 0 0.0  
Have all the skills and competencies needed to diagnose and 
refer difficult cases  457 92.0 36 92.3 0.07 
Have all the skills and competencies needed to mobilize 
communities for health action 457 93.1 39 97.5 1.08 
Have all the skills and competencies needed to promote, and be 
engaged in, local public health partnerships with institutions 408 85.9 35 94.6 1.49 
Have all the skills and competencies needed to undertake 
essential operational research 275 59.3 26 70.3 1.32 
** (Zcal  > Zα/2(0.025)=1.96) The variations between the proportions (Coordinators and students) is 

statistically significant at 5% level of significance. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Comparison of students and coordinators/instructors on Section C 
  Students Coordinators Statistical 

Significant 
(Zcal) N % N % 



  

 
 

 Classrooms for basic sciences training.     394 81.2 37 86.0 0.78 
If yes, are they adequate for your training needs  210 59.0 19 61.3 0.25 
Have Computers 161 34.6 24 60.0 3.20** 
Computers are adequate 38 23.3 8 26.7 0.40 
Computer Software 72 15.8 9 23.7 1.27 
Internet access 44 9.2 3 8.6 0.13 
LCD Projector 230 48.4 36 81.8 4.24** 
Overhead projector 423 85.5 38 90.5 0.90 
Spare Parts ( e.g bulb) 101 25.2 11 31.4 0.81 
Library 331 68.7 38 84.4 2.21** 
Library is adequate 127 44.1 15 44.1 0.00 
Laboratories 142 32.3 26 61.9 3.84** 
Laboratories are adequate 60 38.2 8 28.6 0.97 
Text books 362 81.0 41 95.3 2.35** 
Text books are adequate 200 54.8 17 44.7 1.18 
Modules 233 53.0 28 71.8 2.26** 
Modules are adequate 136 55.1 17 63.0 0.78 
Lecture Notes 413 89.4 40 95.2 1.20 
Lesson Notes are adequate 270 67.0 28 68.3 0.17 
Others, models, manuals and lecture notes 250 54.5 27 67.5 1.59 
Basic consumables and other supplies  177 39.0 25 59.5 2.59** 

 
** (Zcal  > Zα/2(0.025)=1.96) The variations between the proportions (Coordinators and students) is 

statistically significant at 5% level of significance. 
 

Comparison of students and coordinators/instructors on Section D 
  Students Coordinators Statistical 

Significant 
(Zcal) N % N % 

Basic sciences instructors 234 54.9 11 44.0 1.07 
General practitioners 353 73.4 23 59.0 1.93 
Surgeons 382 77.8 23 62.2 2.17** 
Ob/Gyn specialists 323 66.2 20 54.1 1.50 
Internists 262 54.5 10 26.3 3.35** 
Nurses 325 71.3 28 84.8 1.68 
 Pediatricians 117 24.8 7 19.4 0.72 
 Public health specialists 90 19.4 11 28.9 1.42 
Supervisors, managers and administrators 228 49.1 18 51.4 0.26 
** (Zcal  > Zα/2(0.025)=1.96). The variations between the proportions (Coordinators and students) is 

statistically significant at 5% level of significance. 
 



  

 
 

PRELIMINARY ANALYSIS OF INSTRUCTOR/COORDINATOR SURVEY 
Background Characteristics of respondents 

  N % 
Sex   
Male 42 91.3 
female 4 8.7 
Total 46 100.0 
Region   
Tigray 10 21.7 
Oromia 15 32.6 
SNNP 16 34.8 
Harari 5 10.9 
Total 46 100.0 
Role   
Coordinators 9 19.6 
Instructors 32 69.6 
Both 5 10.9 
Total 46 100.0 
Profession   
Gen. Practitioner 24 57.1 
Internist 2 4.8 
Obs/Gyn 2 4.8 
Public health specialist 6 14.3 
Surgeon 6 14.3 
Others 2 4.8 
Total 42 100.0 
System 4  
Total 46  
Role for students of   
post basic only 23 51.1 
Generic only 4 8.9 
Post basic and generic 18 40.0 
Total 45 100.0 
System 1  
Total 46  

 
Coordinators/instructors role by regions 

 
 
 
 
 
 
 
 
 

 
 

 

Region 

Total Tigray Oromia SNNP Harari 
Coordinators 2(20.0%) 3(20.0%) 3(18.8%) 1(20.0%) 9(19.6%)

Instructors 7(70.0%) 11(73.3%) 11(68.8%) 3(60.0%) 32(69.6%)
Both 1(10.0%) 1(6.7%) 2(12.5%) 1(20.0%) 5(10.9%)
Total 10(100.0%) 15(100.0%) 16(100.0%) 5(100.0%) 46(100.0%)



  

 
 

Section B by Region 
 

  

Region 

Total Tigray Oromia SNNP Harari 
Students will have all the skills and competencies needed to assess 
community health needs 

9 9 12 5 35
100.0% 75.0% 80.0% 100.0% 85.4%

Students will have all the skills and competencies needed to plan, 
organize, direct and evaluate programs at various levels 

9 10 11 5 35
100.0% 90.9% 78.6% 100.0% 89.7%

Students will have all the skills and competencies needed to collect, 
document, process and analyze health and health related data from 
health institutions. 

9 11 10 5 35

100.0% 91.7% 76.9% 100.0% 89.7%
Students have all the skills and competencies needed to conduct or 
coordinate continuing education and on-the-job training 

9 10 13 4 36
100.0% 90.9% 92.9% 80.0% 92.3%

Students will have all the skills and competencies needed to manage 
common ambulatory problems  

4 14 14 5 37
100.0% 100.0% 100.0% 100.0% 100.0%

Students will have the skills and competencies needed to manage in-
patient problems  

4 13 12 4 33
80.0% 92.9% 75.0% 80.0% 82.5%

Students will have all the skills and competencies needed to organize 
and lead teams to prevent and control disaster and emergency 
situations 

8 12 10 3 33

100.0% 100.0% 71.4% 75.0% 86.8%
Students will have all the skills and competencies needed to perform 
minor surgical and obstetric procedures  

2 11 4 1 18
66.7% 84.6% 44.4% 33.3% 64.3%
0.0% 0.0% 0.0% 0.0% 0.0%

students will have skills and competencies needed to diagnose refer 
difficult cases  

4 13 15 4 36
80.0% 92.9% 100.0% 80.0% 92.3%

Students will have all the skills and competencies needed to mobilize  
communities for health action 

9 11 14 5 39
100.0% 91.7% 100.0% 100.0% 97.5%

Students will have all the skills and competencies needed to promote, 
and be engaged in, local public health partnerships  

8 10 13 4 35
100.0% 100.0% 92.9% 80.0% 94.6%

Students will have all the skills and competencies needed to undertake 
essential operational research 

8 8 6 4 26

100.0% 61.5% 50.0% 100.0% 70.3%

 
 
 
 
 
 
 
 
 
 
 
 
 
 

Section C by Region 



  

 
 

  

Region 

Total Tigray Oromia SNNP Harari 
Classrooms for basic sciences training. 8 11 13 5 37

88.9% 78.6% 86.7% 100.0% 86.0%
If yes, are they adequate for your training needs? 4 8 5 2 19

50.0% 80.0% 55.6% 50.0% 61.3%
Computers 8 4 9 3 24

88.9% 33.3% 64.3% 60.0% 60.0%
If yes, are they adequate for your training needs? 2 3 2 1 8

28.6% 37.5% 18.2% 25.0% 26.7%
 Computer software 3 3 2 1 9

37.5% 23.1% 16.7% 20.0% 23.7%
 Internet access 0 2 1 0 3

0.0% 20.0% 7.1% 0.0% 8.6%
LCD projector 8 13 11 4 36

88.9% 86.7% 73.3% 80.0% 81.8%
Overhead projector 9 13 12 4 38

100.0% 92.9% 85.7% 80.0% 90.5%
Spare parts (e.g.  bulbs) 2 4 4 1 11

25.0% 36.4% 36.4% 20.0% 31.4%
 Library (including EPHTI modules,  EPHTI teaching notes, reference 
books and  medical/public health journals ) 

9 11 14 4 38
90.0% 78.6% 87.5% 80.0% 84.4%

If yes, is the library adequate for your training needs? 3 5 4 3 15
42.9% 50.0% 30.8% 75.0% 44.1%

Laboratories 6 10 8 2 26
66.7% 71.4% 57.1% 40.0% 61.9%

If yes, are the laboratories adequate for your training needs? 3 2 1 1 7
60.0% 20.0% 12.5% 50.0% 28 %

Textbooks 9 14 13 5 41

90.0% 100.0% 92.9% 100.0% 95.3%
If yes, are the textbooks adequate for your training needs? 4 4 7 2 17

50.0% 33.3% 50.0% 50.0% 44.7%
Modules 7 8 8 5 28

77.8% 61.5% 66.7% 100.0% 71.8%
If yes, are the training modules adequate for your training needs? 6 4 4 3 17

75.0% 57.1% 50.0% 75.0% 63.0%
If yes, are the lesson notes adequate for your training needs? 7 10 8 3 28

77.8% 66.7% 61.5% 75.0% 68.3%
Other teaching materials (e.g. models, modules, manuals, lecture notes) 8 7 7 5 27

88.9% 53.8% 53.8% 100.0% 67.5%
Basic consumables and other supplies  7 8 8 2 25

77.8% 57.1% 57.1% 40.0% 59.5%

 
Section D by Region 

  Region Total 



  

 
 

Tigray Oromia SNNP Harari 
Basic sciences instructors 2 1 5 3 11

66.7% 12.5% 55.6% 60.0% 44.0%
General practitioners 1 5 15 2 23

14.3% 38.5% 93.8% 66.7% 59.0%
Surgeons 2 5 14 2 23

33.3% 45.5% 93.3% 40.0% 62.2%
Ob/Gyn specialists 0 6 13 1 20

0.0% 54.5% 86.7% 20.0% 54.1%
Internists 3 4 2 1 10

50.0% 28.6% 15.4% 20.0% 26.3%
Nurses 5 9 12 2 28

83.3% 90.0% 100.0% 40.0% 84.8%
 Pediatricians 0 4 1 2 7

0.0% 30.8% 7.7% 50.0% 19.4%
 Public health specialists 5 2 2 2 11

50.0% 18.2% 15.4% 50.0% 28.9%
Supervisors, managers and administrators 4 5 8 1 18

57.1% 45.5% 66.7% 20.0% 51.4%

 
Section E by Region 

  

Region 

Total Tigray Oromia SNNP Harari 
Receive training in teaching methods from the Carter Center 5 5 4 2 16

50.0% 38.5% 26.7% 40.0% 37.2%
If yes, did the training prepare you well for the training task?  2 0 2 0 4

100.0% 0% 66.70% 0% 66.7%
Received training in scientific writing skills 2 2 2 0 6

20.0% 16.7% 13.3% 0.0% 14.3%
The training prepare me well for the training task 2 1 2 1 6

100.0% 25.0% 50.0% 100.0% 54.5%
Received training in HIV/AIDS Core Competencies 3 4 7 4 18

30.0% 33.3% 46.7% 80.0% 42.9%
The training prepare me well for the training task 3 3 6 4 16

100.0% 60.0% 100.0% 100.0% 88.9%

 
 
 
 
 
 

Section F by Region 
  Region Total 



  

 
 

Tigray Oromia SNNP Harari 
EPHTI modules available at training site 9 6 11 4 30

90.0% 46.2% 84.6% 80.0% 73.2%
Modules available in sufficient numbers for the trainees 6 2 5 2 15

75.0% 28.6% 50.0% 50.0% 51.7%
 EPHTI lesson notes available at  training site 8 12 11 4 35

80.0% 92.3% 84.6% 80.0% 85.4%
EPHTI lessons available in sufficient numbers for the trainees 5 6 2 2 15

62.5% 54.5% 25.0% 66.7% 50.0%
EPHTI  teaching materials are up-to-date 5 11 7 4 27

50.0% 91.7% 63.6% 80.0% 71.1%
Are the materials relevant for the training needs of health officers? 9 13 14 4 40

90.0% 100.0% 100.0% 80.0% 95.2%
Additional textbooks/reference materials available at the training site 8 9 9 4 30

80.0% 75.0% 60.0% 80.0% 71.4%
Use the EPHI training modules and training materials 9 9 11 4 33

90.0% 81.8% 78.6% 80.0% 82.5%

 
Section G by Region 

  

Region 

Total Tigray Oromia SNNP Harari 
The overall management and coordination of the program is 
satisfactory 

5 7 7 3 22
50.0% 63.6% 50.0% 60.0% 55.0%

Get adequate support for the program from regional health bureaus 1 3 5 3 12
10.0% 27.3% 35.7% 60.0% 30.0%

Get adequate support for the program from the affiliated university 5 9 5 3 22
55.6% 81.8% 38.5% 75.0% 59.5%

Get adequate and regular medical/laboratory supplies for the training 
program 

2 2 2 1 7
25.0% 20.0% 13.3% 20.0% 18.4%

Get adequate and regular supplies of teaching materials/aids 5 10 6 4 25

55.6% 83.3% 42.9% 80.0% 62.5%
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