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Background: Although the existing evidence suggests that the implementation of the health,
developmental army (HDA) brought promising successes towards the delivery of Health
Extension Programs (HEPs), pieces of evidence have shown that there are problems related to
its functionality. Therefore, this study explored barriers to the functionality of HDAs.
Methods: A descriptive qualitative study was conducted from March 11 to April 7,2019, in the
Debre Libanos District, Oromia, Ethiopia. The study participants were purposively recruited
from six kebeles. They were recently delivered mothers, pregnant women, other reproductive age
group community members, health workers, kebele chairman, HDA team leaders, and religious
leaders. Five in-depth interviews, seven key informant interviews, and four focus group discus-
sions were conducted with a total of 52 participants. Data were audio-recorded, transcribed
verbatim, and translated. The inductive thematic analysis approach was used and the data were
coded, categorized, and themes were developed using Atlas ti.7.1. software package.

Results: The barriers to the functionality of HDAs were organized into four major themes. First, it
was affected by structure, monitoring, or supervision-related challenges. Second, community-
related barriers such as perceptions and attitudes towards HDAs, and the need for incentives or
compensation from the HDAs affected the functionality. Third, it was affected by the lack of multi-
sectoral collaboration to strengthen, monitor, or supervise the HDAs. Lastly, behavior, residence, or
shortage of health extension workers affected its implementation. In addition, the study found that,
as a result of poor functionality of HDAs, service utilization was decreased, especially antenatal
care, postnatal care, sick newborn treatment, etc.

Conclusion: The functionality of HDAs was affected by a variety of barriers. Therefore, there
is a need to develop different strategies and take action to address the explored barriers to
improve their capacity and implementation status for increasing health care service utilization.
Keywords: Health Developmental Army, health extension worker, Health Extension
Program, community health volunteers, barriers, Ethiopia

Background

Health Developmental Army (HDA) is a network comprising women who have
adopted better health behavior through completing the packages of Health
Extension Program (HEP) with five other women who have not yet completed so
that they can influence the later to practice a healthy lifestyle.'” The HDA team
leaders and members voluntarily (working without payment) conduct the activities,
and in Ethiopia, it was established in 2011. It is organized under the facilitation of
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health centers, health extension workers (HEWs) and
kebele administrations.'™ Functional team leaders meet
every 2 weeks."” The network is established to support
the HEWs for successful implementation of the 16 HEP
packages, which focuses on basic promotive, preventive
and curative health services.* They are the most impor-
tant frontiers, especially, for maternal, newborn and child
health interventions, which include the provision of
antenatal and postnatal counseling and service, promotion
of institutional delivery, identification of maternal and
newborn danger signs and referral, identification of sick
newborn and referral.'-*

They play a role in being role models for others,
monitoring the implementation of the one to five network
plans, gathering and analyzing the data, identifying the
bottlenecks and the way forward, and sharing the best
experiences. They are also responsible for mobilizing
communities to improve the community’s capacity to
bring sustainable behavioral changes for improved health
outcomes.' > Specific to maternal, neonatal and child
health care services, they are responsible for identifying
families who need services, developing the healthcare-
seeking behavior of the community members, promoting
the availability of services delivered at the community and
health facility level, introducing new health cultures that
significantly reduce mortality.>

Moreover, evidence from various countries in the
world indicated that community volunteers are involved
in health service intervention programs, and significantly
contributed to improving community health, especially in
developing countries where there is a shortage of health
care providers.®'" For instance, pieces of evidence from
Ethiopia indicated that these volunteers brought a reduc-
tion in maternal and child morbidities and mortalities;
improved maternal, neonatal and child health services
such as immunization, skilled delivery, antenatal care vis-
its by sharing information for mothers; notifying the pre-
sence of delivering women; improve health-seeking
behaviors and facilitate early referral to reduce the delay
of seeking care. They conduct these activities under close
supervision of HEWs; who provide the health extension
packages at the grassroots level (ie, health post and home-
to-home to reach all mothers and newborns).” '

Although several actions have been undertaken, the
actions and requirements should be reviewed and put in
place to make the network strong enough to play a role in
reducing maternal and newborn morbidity and mortality
through promoting health and enhancing health-seeking

behavior and utilization. For instance, a study conducted
in the current study setting indicates that the HDAs team
leaders were not functional or did not conduct activities
expected from them.' Existing evidence indicated that the
performance of community health workers was challenged
from lack or irregularity of supportive supervision, high
workload without monetary compensation, lack of family
support, or lack of motivation or appreciation.”'!'¢-2°
However, little was known about the barriers affecting
their functionality in the study setting or the context of
our country, Ethiopia. Therefore, this study explored bar-
riers to the functional implementation of HDA teams.
Moreover, exploring and understanding its barriers is cri-
tical and useful for reorganizing and/or strengthening the
network, and empowering them to play a substantial role
in maternal and newborn health-seeking behavior and uti-
lization. The findings of the study would be helpful for
local and national program planners to develop strategies
that address the barriers and enhance the delivery of HEP.

Methods
Study Design, Setting and Period

A descriptive qualitative study design was conducted from
March 11 to April 7, 2019, in the Debre Libanos District.
The district is located around 90 km away from Addis
Ababa in the Northwest direction. The population of the
district was estimated to be 64,305 (Debre Libanos district
health office annual plan, 2018/2019, unpublished data).
Nearly, 77.1% and 22.9% of the population lived in rural
(ie, farmers) and urban, respectively. About 99.29% of the
inhabitants practiced Ethiopian Orthodox Christianity. The
majority of them were Oromo in ethnicity followed by
Amhara.>' There were 2 health centers, 10 functional
health posts (ie, 2 urban and 8 rural), 1 nonfunctional
health post (ie, no health extension worker) and 3 private
primary clinics. The district also had 4 health officers, 1
BSc nurse, 20 clinical nurses, 1 public nurse, 4 laboratory
technicians, 2 druggists, 5 midwifery nurses, 14 rural and
5 urban HEWs (Debre Libanos district health office annual
plan, 2018/2019, unpublished data).

Ethiopian Health Care System Structure

Currently, Ethiopia follows a three-tier health care system:
Primary, Secondary and Tertiary levels of care. A primary
health care system is found at the grassroots level that
(each serving 60,000—
(each

comprises primary hospitals

100,000 population), health centers serving

I o 4 https:

Dove!

Journal of Multidisciplinary Healthcare 2022:15


https://www.dovepress.com
https://www.dovepress.com

Dove

Tareke et al

15,000-25,000 Population) and health posts (each serving
3000-5000 population). A primary hospital provides
emergency, inpatient and ambulatory services, and referral
sites for health centers. Also, it acts as a practical training
center for nurses and other health professionals. In addi-
tion, the primary health care level has a primary health
care unit structure in which a health center and five satel-
lite health posts are linked together through referral and
supervision. Health post is the lowest-level health system
facility and the point where HEP is delivered near the
community. Exceptionally, in an urban setting, the health
care system is organized with a health center as a primary
entry point (each serving about 40,000 populations).
Therefore, this is a stage when community volunteers,
HDAs, enter the health system to facilitate and play a
role in delivering HEP."*>2> Accordingly, there were an
estimated number of 45,414, 195864 (FMOH. Annual
Performance report, 2020, unpublished data) and 223
(Debre Libanos district health office annual plan, 2018/
2019, unpublished data) HDAs nationally, in Oromia
regional state and Debre Libanos district, respectively.
The secondary health care system includes a general hos-
pital (each serving 1-1.5 million people) that act as a
referral center for primary hospitals, and also a training
center for health officers, nurses and emergency surgeons.
A tertiary health care system includes a specialized hospi-
tal, a referral center for general hospitals (each serving

3.5-5 million pGOple).1»22*25

Study Participants and Participant

Recruitment
A total of five in-depth interviews, seven key informant
interviews, and four focus group discussions were con-
ducted with 52 diversified groups of individuals. The
participants were purposively recruited participants from
six kebeles (ie, the lowest level of administration in the
Ethiopian government that consists of 3000-5000 catch-
ment populations). The kebeles were selected considering
the number of catchment kebeles per health center, diver-
sity in distance from the health center, rural versus urban
residence, and performance of the HEWs. The participants
involved in an in-depth interview were HDA team leaders.
The key informants were health workers, HEWs, religious
leaders, and kebele chairman.

Twelve participants were recruited for each focus group
discussion, but 7-12 individuals have participated. The parti-
cipants were from women who gave birth within 2 months

before data collection, families of women who gave birth,
mother-in-law, fathers-in-law, pregnant mothers, and other
reproductive age group people. Participants from health facil-
ities were recruited based on their role in the implementation
and monitoring or supervising of HDAs. At the kebele level,
study participants were recruited based on having rich infor-
mation on the organization, structure, and role of HDAs
towards facilitating health care service utilization among com-

munity members.

Data Collection Instrument and
Procedures

Data were collected through in-depth interviews, key
informant interviews and focus group discussions using a
semi-structured guide (Supplementary File). The guide

was developed by the principal investigator in the
English language in relation to the research questions
considering local knowledge and cultural sensitivities.
Then, the guides were translated into Afan Oromo and
Ambharic languages and back-translated into English by
an independent translator. The guides were developed to
cover topics related to 1) community-related barriers to
HDAs implementation; 2) health facility-related barriers to
HDAs implementation; 3) HEWs-related barriers of
HDASs’ implementation.

The principal investigator was the modulator throughout
the in-depth interviews, key informant interviews and focus
group discussions. Before starting the interview and discus-
sion, the purpose of the study and the topic of discussion were
explained well to study participants. Individual-based written
informed consents were taken, and separate consents were
obtained to record their voice. The moderator used a topic
guide to conduct the interviews and modulate the focus group
discussions aiming to cover all relevant topics. The in-depth
interviews and focus group discussions were conducted in
their natural settings; the in-depth interviews were conducted
with women, religious, one to five and HDA leaders in their
homes, focus group discussions at the community level, and
interviews with health workers and kebele chairman at their
office. The in-depth interviews were conducted on a one-on-
one basis between the principal investigator and participant,
but the focus group discussions were conducted by the princi-
pal investigator as a modulator and research assistant as a note-
taker and audio-recorder. On average, the focus group discus-
sions lasted from 1:15 to 1:41 hour and the interviews with
community members lasted from 21:33 to 43:51 minutes and
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interviews with health workers lasted from 0:39:40 to 1:12
hour.

Data Analysis

Inductive thematic analysis was employed to analyze the
data using Atlas.ti 7.1. software version. The analysis was
started in the field debriefing the data with a research
assistant. The audio-recorded material was transcribed
verbatim. Field notes were incorporated within the tran-
scription simultaneously. Then, the transcriptions were
checked for completeness and consistency. Then, all
focus group discussions and in-depth interview transcripts
were translated from Afan Oromo and Ambharic languages
to English by the principal investigator and research assis-
tant. The completeness and consistency of the translations
were checked with the transcriptions.

Then, reading and re-reading the transcription were
done to extract important points from the description.
Line-by-line coding was done starting from the richest
data on Atlas ti 7.1. Then, inter-coder consistency was
checked and the codebook manual was developed. After
that, the principal investigator coded the whole translations
using the codebook manual as a guide to ensure code
consistency and credibility. Again, the principal investiga-
tor repeated the coding system to check intra-coder con-
sistency. Potential categories and themes were developed
by clustering codes and categories, respectively, which
answer the research questions. The principal investigator
repeated the coding system four times after the first code-
book was developed while refining the codebook, cate-
gories, and themes.

Trustworthiness (Rigor)

To ensure the trustworthiness of the study findings, differ-
ent techniques were used.'>**?%? First, the guiding ques-
tions were developed concerning the research objectives
and pretested at a neighboring district. Second, data were
collected from diversified groups of participants recruited
from six kebeles. Third, a daily-based data debriefing was
done with a research assistant. Fourth, member checking
was conducted by presenting the summary of major
themes to study participants at the end of each interview
and focus group discussion, conducting a discussion with
them on the issues for checking consistency and under-
standability. Also, the transcriptions and translations, a
summary of core points and some confusing ideas were
shared with the study participants for clarity and to check
the interpretations. Then, they provided their comments

and critiques on the raised points and consensus was
made on unclear ideas. Therefore, during subsequent inter-
views and focus group discussions, findings from emer-
ging data were briefly presented to participants for
confirmation and refutation.

Fifth, data were triangulated by collecting data through in-
depth interviews and focus group discussions (method trian-
gulation) from perspectives of different community members,
key informants, clients and health care providers (data trian-
gulation). Sixth, the principal investigator spent enough time
on this study setting, interacting with study participants during
the recruitment, data collection and analysis, and member
checking (ie, prolonged engagement). During this time, he
observed various aspects like the closure of health posts on
working hours, time spent by HEWs in the health posts, their
punctuality and traveling to and from town, presence or
absence of arrangements such as pregnant women conferences,
supervision and mentoring for the HEWs or HDAs, the
decrease in the trend of maternal and newborn health service
utilization from secondary data, etc. These observations
enabled the researcher to confirm the findings of the interviews
and FGDs. Seventh; the principal investigator created rapport
by discussing the importance of this study with zonal health
department staff, district health office staff, health center staff
and study participants (ie, spoken with a range of people) and
developed a trusting relationship with them. Eight, contradict-
ing ideas or deviant cases that emerged in the data were
analyzed by enquiring in-depth information from potential
study participants on the consecutive data collection periods
[Negative case analysis] and the analysis and interpretation
were tested against audio tapped data and notes taken before
producing the final document (inferential adequacy). Ninth, the
whole research process, participants’ diverse perspectives and
experiences, methodology, interpretation of results, and con-
tributions of research assistants were explained (thick
Description) to ensure transferability and dependability.

Tenth, the principal investigator is a public health
officer in his educational background who had working
experience of the health center and took training in areas
related to HDAs issues. The investigator was also an
expert in health promotion and health behavior and has
research experience in conducting in-depth interviews and
focus group discussions (Researcher self-reflectivity and
bracketing). Eleventh, the whole research process, para-
digm, and findings of this study were audited and verified
by the research assistant, colleagues and another person

who has experience in qualitative research (audit trial).
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Result

Participants’ Socio-Demographics

The majority of study participants were married women with
ages ranging from 31 to 40 years. The mean age of partici-
pants was 37.6 years (range: 21-73 years). Predominantly,
they were from rural and all of the participants were Oromo
in ethnicity and Orthodox in religion (Table 1).

The study found key barriers affected the implementa-
tion of HDA and was grouped into four major themes:
structure, monitoring and supervision-related challenges;
HEWs-
related challenges, and community-related challenges. In

intersectoral collaboration-related challenges;

addition, the study also explored the study participants
perceived negative health consequences or impacts of
non-functional HDAs on health service utilization.

Barriers for the Functional
Implementation of HDA

Barriers to HDA functional implementation, in the con-
text of this study, imply any perceived or actual barriers

Table | Demographic Characteristics of Participants in Debre
Libanos District, North Shoa, Oromia, Ethiopia, 2019 (n=62)

that affected the implementation status of the HDAs and
were mentioned by the study participants. Therefore, the
study explored barriers that were organized into four
major themes. There is a relationship between the
explored themes and no demarcation was kept while
presenting the barriers. For instance, the HEW-related
barriers have a strong relationship with the structure,
monitoring or supervision, and community-related bar-
riers. This is because the residence, commitment and
shortage of the HEWs resulted in not strengthening,
supervising, or monitoring the HDAs, and changing
the perception of the community members towards the
HDAs. Additionally, poor intersectoral collaboration has
a nearly similar effect on the structure, monitoring or
supervision with that of the HEW-related barriers
(Figure 1). Therefore, anyone who reads this work
should have understood these concepts.

Structure, Monitoring or Supervision-

Related Barriers

Study participants mentioned that, from the beginning, the
HDAs were not organized to the level of playing a role and
supporting HEWs in providing or delivering the health exten-
sion packages to the community members. In addition, it was

Characteristic Category % also mentioned that the community members did not know
Age (years) 20-30 27.42 their team members or the teams did not know each other.
3140 37.10 However, the HEWs report in a written document to the
41-50 11.29 health center or district health office without its availability
51-60 4.38 . . . .
on the ground. This affected the implementation of the activ-
>60 323 .
Sex Male 2581 ities expected from the HDAs.
Female >8.06 There is a problem with this issue. Previously, we were
Marital status Single 6.45 .. .
Married 7581 obtaining reports as the HDAs were organized well.
Widowed L6l Howeyer, when w§ l(?ok at the ground le.vel, it 1s. not v.vell
Education status No formal education 33.87 organized or functioning. (34 years old, in-depth interview
Primary education 32.26 participant, health worker)
S d ducati 6.45 .. .. .-
econdaly ecueation The majority of the study participants indicated that the
Diploma and above 11.29 . o
Religion Orthodox 100 HEWs, kebele chairmen, health centers, district health
Occupation Housewife 48.39 offices and other sectors did not provide regular monitor-
Farmers 9.68 ing or supervision to HDAs. They mentioned that the
Merchant 323 supportive supervisions were discontinued in a meanwhile
HEW 9.68 due to lack of attention and from poor commitment of the
Health ke 6.45 .. . .
catih worker health, political and other sectors. This affected the imple-
Kebele chairman 3.23 . L .
Priest L6l mentation of activities conducted by HDAs in the study
Ethnicity Oromo 100 setting.
Residency Urban 11.29 . . .
- 72.58 Previously, there were regular supportive supervisions
provided to health developmental armies. However,
Journal of Multidisciplinary Healthcare 2022:15 https: 107
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e Perception and attitude towards HDAs
e HDAs need of incentive or compensations

Community related challenges

A /
Y
o e Organize,
District| health HEWs related strength,
office and health challenges monitor
center related e Residency and
challenges o Shortage supervise HDA progral'n Health
e Lack of $.  Commitment HDA >| Implementation impact
supervising or structure
monitoring
HEWs
7N A N
v \ Y

Intersectoral related challenges
e Lack of working together with the health sector to enhance the performance of HDAs

Figure | Schematic representation of the workflow of barriers affecting the functional implementation of Health Developmental Army in the Debre Libanos district,

Oromia, Ethiopia, 2019.

currently, no one is providing it for them. (58 years old,
focus group discussion participant, community member)

The health extension workers are responsible to provide
supportive supervision to the health developmental armies.
However, they only reach health post and return without
accomplishing their duties. (30 years old, in-depth inter-
view participant, health worker)

On the other hand, it was mentioned that the health
workers from the health center did not provide suppor-
tive supervision of the HEWs weekly indicating weak
health center and health posts linkage. This was hap-
pening from a poor commitment of the health workers
or lack of transportation or accommodation expenses,
especially for those health center staff. The health
workers who participated in this study mentioned that
they expense non-reimbursed pocket money while
going to the health post for supervision. This created
dissatisfaction among them, which in turn, affected the
implementation of activities conducted by HDAs.

There is a weak linkage between the health center and
health posts. We do not provide supportive supervision to

the health extension workers or health developmental
armies regularly as per the schedule. (30 years old, in-
depth interview participant, health worker)

Intersectoral Collaboration-Related

Barriers

The study also found that kebele command posts, women
leagues, political administrations, agricultural and other
sectors were expected to support the HEWs and involve
in supporting, monitoring or supervising the HDAs.
However, it was mentioned that there were no such activ-
ities conducted by these sectors. They perceived that it was

a mandate of health sectors to supervise or monitor them.

The kebele command post is the major contributor to
affect the implementation status of health developmental
armies. This is because they did not support the health
extension workers in monitoring or supervising the health
developmental armies. Previously, other sectors like
women and child office were also supporting them, but
currently, they do not. (34 years old, in-depth interview
participant, HEW)

https:
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Health Extension Workers (HEW)-

Related Barriers

In the context of this study, these challenges include any
problems reported by the study participants from the
HEWs side that affected the implementation of HDAs.
This theme is further categorized into three categories:
shortage, residence and commitment/behavior of the
HEWs.

Shortage of HEWs

In the study setting, two health posts had only one HEW
and one health post had HEW. Due to this, it was men-
tioned that health posts were closed during working hours,
and HDAs did not obtain adequate support, monitoring or
supervision from HEWs.

... For example, for this broad kebele, we have only one
health extension worker. How can one health extension
workers reach all health, developmental armies within this
kebele? (34 years old, focus group discussion participant,
community member)

Residency of HEWs

Residency of the HEWs was also mentioned as a major
challenge for the successful implementation of HDAs.
They mentioned that except for two of them, the rest of
rural HEWs lives in district town and work traveling from
there due to lack of residence home within the kebele and
at nearby the community. Due to this; they were not
available at the health posts timely on working hours, on
weekends and holidays to support, monitor or supervise
the HDAs.

At the current time, the health developmental armies do
not conduct activities due to problem-related to the health
extension workers. They live and work traveling from the
district town. Due to this problem, they do not supervise
and conduct a meeting with health, developmental armies.
(30 years old, in-depth interview participant, HDA team
leader)

Commitment/Behavior

The study participants were mentioned that most of the
time, health posts were closed during working hours. It
was indicated that the HEWs were available at the health
post for 3—4 hours per day for a maximum of 3 days per
week. They did not take adequate time to plan, transfer

knowledge and skill, or discuss issues with the HDAs;
affecting the implementation of HDAs.

The health posts might be open once per week. The health
posts are only open for the expanded program for immu-
nization, but not for other activities. With this condition,
we do not expect that the health developmental armies
successfully implement their activities. (32 years old,
male, in-depth-interview participant, health worker)

Community-Related Barriers

In the context of this study, community-related challenges
imply that any problems reported by the study participants
from the community member side affected the implemen-
tation of HDAs. This theme is further categorized into two

categories: the community’s perception and attitude
towards HDAs, and HDAs need for incentive or
compensation.

Communities Perception and Attitude
Towards HDA

Study participants also mentioned that community mem-
bers had a negative attitude towards HDAs. They indicated
that conflict was commonly occurring while discussing
issues of interest within team members or broad commu-
nity, and also taking action. Due to this, the community
members perceived it as an enemy that affected their
harmony, affecting the implementation of activities con-
ducted by HDAs.

Some people perceive health developmental army as a
source of conflict among the community members during
their discussion and setting solution. (34 years old, in-
depth interview participant, health extension worker)

HDA-Related Barriers: Need of Incentive

or Compensation

Study participants mentioned that the HDAs voluntarily
played a significant role to change the community’s health-
seeking behavior. However, there was no recognition or
compensation given to them from the concerned bodies
(ie, the district health office, health center or other sectors).
Therefore, they mentioned that for the sustainability of the
program and better performance, there should be compen-
sations in-kind or material for extra services they rendered

to communities.
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There is no support we receive from the District or the
health center. [ am doing this voluntarily, because, I would
like to see the change in my community. It will be great if
we receive recognition either from the District or the
Health Center. (38 years old, female, HDA leader)

The Negative Consequences or Impacts
of Non-Functional HDAs on Health

Service Utilization

Study participants mentioned that due to the non-function-
ality of the HDAs, the community’s health-seeking beha-
vior and utilization were decreased. Especially, the trend
maternal, neonatal and child health care services such as
antenatal care, pregnant women’s conference, skilled
delivery, postnatal care, immunization, and community-
based newborn care service utilization such as commu-
nity-based management of newborn possible serious bac-
terial infection was decreased.

If HDA identifies pregnant women as early as possible,
then pregnant women'’s conference will be conducted. This
increases service utilization. However, it is very low.
Currently, due to a lack of functional the HDAs, home
delivery becomes increased. (30 years old, in-depth inter-
view participant, health worker)

Discussion

This study found structure, monitoring or supervision-
related barriers; community-related barriers (community
perception and attitude towards HDAs, and HDAs need
of incentive or compensation), inter-sectorial collabora-
tion-related barriers, and HEW-related barriers (shortage,
residence and commitment) that affected the functional
implementation of HDAs. This study also explored the
communities’ and health care providers’ perspectives on
the negative consequences that resulted in service utiliza-
tion from the non-functionality of the HDAs.

The study found that there the HDAs were not mon-
itored or supervised well due to a lack of commitment
among HEWs, health workers, kebele chairman and other
sectors. However, the establishment of HDA mandates that
the health and other sectors are involved in organizing the
HDAs, and the HEWs are expected to provide monitoring
or supervision to the leaders every 2 weeks, aiming to
empower their capacity in identifying local problems,
prioritizing, implementing and evaluating activities related
to Health Extension Programs.> This implies there is a

lack of putting into practice the principles or strategies
endorsed by the Ministry of Health or higher health sec-
tors. Therefore, importantly, this underscores the necessity
of sticking to the implementation strategies, guidelines and
principles to conduct to regularly monitor and supervise
the HDAs. Similarly, this finding was supported by the
other findings that indicated that poor or limited super-
vision and support was a factor that negatively affected
barrier the implementation of HDAs.'®*®

The study also found that there were problems with a
health center or district health officials in monitoring or
supervising the HEWs. As a result, they were not available
at the health posts during working hours; affecting the
implementation of HDAs. This happened from lack of
commitment or burnout from expensing non-reimbursed
pocket money for travel and accommodation. However, in
the context of the Ethiopian health care system, through
health center-health post linkage, the HEWs should be
supervised every week by the health centers to improve
their knowledge and skill, identify and solve challenges
facing them, and support them in strengthening or devel-
oping the capacity of HDAs to enhance healthcare-seeking
behavior of the community members.”® Therefore, this
implies that there is a weak health center and post linkage
that needs to strengthen the linkage for better HDAs’
implementation on HEP. Moreover, this underscores that
the government should have to allocate accommodation
and travel expenses or facilitate transportation. In addition,
the government should restructure the health posts to a
higher level and assign other health professionals like
nurses at each health post for better service delivery and
to closely monitor or supervise the HEWs and HDAs.
Similarly, existing evidence support this finding that the
community health workers did not get regular supportive
supervision or monitoring the concerned bodies.'®!'? Also,
a study conducted in rural Zimbabwe emphasized the
importance of supportive supervision and indicated the
more community health workers get supportive supervi-
sion, the higher behavior change lesson scores would be
achieved.’

The study also found that the shortage of HEWs was
one of the challenges, which affected the implementation
status of HDAs. This affected the supportive supervision
or monitoring provided to the HDAs to improve their
capacity to enhance the utilization of HEP among the
community members. However, according to the
Ethiopian HEP, two HEWs should have to be assigned to
the health posts.”® Therefore, this underscores the need to
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fill the gap and assign the required number of HEWs per
health post.

Also, health posts were not opened during working
hours of the day over the course of a week from the living
conditions of HEWs. Almost all of them lived in the
district town due to a lack of residential houses. As a
result, they were not regularly monitored or supported
the HDAs, or the HDAs had no chance to get them as
they want. However, accordingly, they should have to live
in the village nearby the community.'**> Therefore, this
underscores that the kebele administrator along with the
health and other sectors should have to mobilize resources
and construct a residential home for them within the com-
munity. Also, they should have to live within the commu-
nity by renting a residential house and keep going to
provide the service and improve the capacity of the
HDAs till the residence house is built. On the contrary,
there was evidence which indicated that approximately
15% of health posts were open less than 5 days of the
week and also a little over half of them serve the commu-
nity weekends or holidays® and from an observational
time-motion study which showed that they open health
posts for 21 days showing health extension workers were
on duty for an average of 15.5 and they stayed on duty for
about 6 hours per day.*” This difference might probably be
due to differences in geographical location, availability of
residential homes constructed for them, their commitment
or due to lack of supportive supervision given to them
from health or other sectors.

This study also found that, except for the health sector,
there is a lack of different sector’s involvement in estab-
lishing, supervising and monitoring affected implementa-
tion of the HDAs. In contrast, inter-sectoral and multi-
sectoral collaboration is promoted for the improvement
of the health status of the population at large.*® This
implies that there was a poor inter-sectoral collaboration
in the district and which underscores the necessity of
putting into practice the principles and strategies in sup-
porting the health extension workers to reorganize, moni-
tor and supervise HDAs for successful implementation of
HEP. Similarly, the finding from other qualitative study
conducted in Ethiopia supports this finding.?®

The other challenge found in the study was that the
community had a poor perception or attitude towards
HDAs. The community members consider the HDA as
an enemy, which affected their social interaction from
the conflicts that occurred while discussing their compet-
ing interests or taking action. This might imply that the

community members did not understand the purpose of the
HDA or the way they had discussed or solved problems
might have wrong directions. Therefore, this underscores
the need to conduct a social and behavioral change com-
munication to change the community member’s perception
and develop positive attitudes towards HDAs and their
importance for the health care service utilization.
Similarly, this finding was supported by the finding of
another qualitative study that showed the opposition from
local community members was mentioned as a barrier to
the success of HDAs’ initiatives.”®

Lack of incentive or compensation provided to the
HDA team leaders was also identified as a challenge for
the successful implementation of the HDA. The study
found that there were no compensation or incentives pro-
vided to the HDAs from the health or other sectors. This
implies that the HDAs need material compensations for
the extra services they rendered to communities.
Therefore, there should be a provision of incentives like
motivation and recognition for their performance, even
though the program is established to involve the commu-
nity members and take part voluntarily."*> On the other
hand, the program will benefit if new HDA team leaders
will be regularly replaced to avoid burnout. Similarly, this
finding was supported by the finding of a study that indi-
cated that a study conducted in lack of recognition and
appreciation of accomplishments negatively affected their
motivation.'® Also, evidence indicated that they were
overloaded with different activities without incentive, pro-
motion or compensation, and lack of support from the
family from the perception that it has low economic
value of the family leading them to be stressed and/or
deprived.!”!®

This study also found that the negative consequences
resulted from the non-functionality of HDAs in the study
setting. It was indicated there key health care service
utilization, especially maternal and newborn health ser-
vices like the antenatal care, postnatal care, and delivery
services; health care seeking for sick newborns or maternal
health conditions was decreased, and there was a progres-
sive increase of home delivery. This implies the HDA was
very important for enhancing the health care service utili-
zation, which become decreased after the HDAs become
non-functional. Therefore, there is a need to improve reor-
ganizes the HDAs and make them functional by develop-
ing strategies to address the key challenges explored in
this study. In contrast, the findings of studies conducted in

different settings showed that there were achievements
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seen in health care service utilization from activities done
by HDAs. For example, it was indicated that HDAs have
been conducting early pregnant women identification,
facilitating and provision of antenatal care and postnatal
care service, identification of sick newborns, referring sick
newborns and children to health facilities, carrying out
social mobilization activities to increase the knowledge,
develop an attitude and health-seeking behavior of

12,14,25,31—
mothers, ' >!425:31-33

Strengths and Limitations

This study has several strengths. To the best of authors’
knowledge, this is the first study conducted in Ethiopia
that explored challenges for the successful implementation
of the HDA. A diversified group of participants was
involved in the study to generate ideas from different
perspectives. The focused groups allowed frank discussion
among attendees. The findings of this study significantly
help local planners and managers to improve the imple-
mentation of HDAs. This study also has limitations. There
might be a probability of social desirability bias. Literature
relating to the challenges of successful implementation of
the HDA was very limited.

Conclusions

From this study, it was understood that the functional
implementation of community volunteers in HDAs was
affected by both the community and health facility-related
barriers. The communities had negative perceptions and
unfavorable attitudes towards the network from the con-
flict arising while discussing issues. This might imply that
the HDA leaders lack skill in facilitating discussions or
criticize their members to a level of causing conflict.
Therefore, there is a need to empower the leader’s skill
to facilitate discussion, and social and behavioral change
communication needs to be done addressing the whole
community to change their perception and attitude towards
the purpose of the network. Also, HEW’s commitment,
residence and shortage affected its implementation.
Therefore, there HEWs need to be committed and regu-
larly monitor the volunteers to improve their capacity and
implementation to enhance health care service utilization
and reduce the negative health consequences. The health
and other sectors are advised to give due emphasis to the
implementation of HDA, solve the bottlenecks and reward
those who successfully achieved their performance. The
chain of monitoring and supportive supervision needs to

be strengthened both at the local and national level. The
researchers are also recommended to conduct studies on
similar issues broadly as regional and national given that
this study was only in one district.
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