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ABSTRACT

Background: Urban health extension program is an innovatmeeghment plan to ensure health
equity by creating demand for essential healthisesvthrough the provision of appropriate
health information at a household level. It aimedrgproving community’s health status through
their active participation and utilization of ser@s, which depends on their satisfaction and
acceptance of the program. However, there is nysdone on community’s satisfaction on the

services provided by urban health extension prognathiopia.

Objective: To assess the level of community satisfactiomdran health extension program and
factors associated with it in Hosanna town, Southdpia.

Methods: Community based cross sectional study, using lpthntitative and qualitative
methods were employed from March 1-30/2013. Thentiiagive data were collected by using
interviewer administered structured questionnaoesample size of 407 respondents. Data
analysis was done by using SPSS. Descriptive statisbivariate analysis and multiple
regressions were employed and the result was tescim words and figures. P-value less than
0.05 and 95% confidence interval was used to deasociation between independent and the
dependent variables. Qualitative data were colletiteough FGD with Kebele health committee

members and model families in Hossana town.

Results 67.4% of the respondents were satisfied with isesv provided by urban health
extension program. The study shows that commuhipiesception on technical competency
(3=0.425; 95% CI 0.084, 0.34), interpersonal refethip ([3=0.506; 95% CI 0.216, 0.797), and
perceived accessibility of service (3=0.752; 9590064, 0.86) were independent predictors of
satisfaction (P<0.05). In addition, marital statkspwledge and attitude of respondents were
also associated with satisfaction of the community.

Conclusion and recommendation:The finding of this study showed that community&qeption

on health extension workers interaction had a Baamit influence on satisfaction of the community
as well as on the implementation of urban healtteresion program. Therefore, urban health
extension professionals and Hossana town healticiad§f should give more emphasis on the

improvement of their relationship with the commuyrit enhance utilization of service.
Keywords: Urban health extension program, satisfaction
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CHAPTER ONE:

INTRODUCTION

1.1BACKROUND

Health extension program is “a package of basid assential promotive, preventive and
curative health services targeting households a community, based on the principle of
Primary Health Care (PHC) to improve the familisalth”(1). It is initiated in 2003, as part of
the health sector development program, by expangimgsical health infrastructure (i.e.,
establishing a health posts) and training and depjoa cadre of female Health Extension
Workers (HEWSs)(2).

The main objective of HEP is improving access ajdtg to essential health interventions at the
community levels by ensuring ownership and pargitgn of the community; increasing health
awareness and skills among community members; wipyathe utilization of PHC services;

and promote life style conducive for good heal#h)(3By so doing, it leads to the adoption of
positive behavior and to create healthy environnfBht HEWs are trained and equipped with
appropriate supplies to provide basic and essepta@hotive, preventive and selected curative

services(6).

HEP has been implemented in three settings depgmatinthe socioeconomic, cultural, and
environmental conditions. These are the agrariarP;HiBe pastoralist HEP; and the urban
HEP(7). The urban HEP is started in 2009 by GORasibnal level to ensure health equity by
creating demand for essential health services girdbe provision of health information at a
household level and access to services througiraéfdo health facilities, in order to address
the health crisis and the HIV/AIDS epidemic in urtzeas (8).

UHEP is expected to provide 15 health packages. sEmeices were grouped into four main
themes: hygiene and environmental sanitation, faméalth care, prevention and control of
communicable and non-communicable diseases, and/ipjevention, control, first aid, referral

and linkages(11). Community utilization of the seevis directly affected by their satisfaction
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with the services they receive. Asking the commumwibat they perceive about the service they
have received is an important step towards impgpWre quality of care, and to ensuring that

primary health care services are meeting commusmseds (43).

UHEP in Hosanna town is commenced in 2002 E.C Iplogeng 32 urban health extension
professionals, which received four months pre-serttiaining course on urban health extension
program. In general studies related to HEP in t&t pvere mainly carried out in rural areas due
to the elegantly program focused and implementediial areas. However, recently programs
started in urban area to address urban healthensband there has been an increased need to

understand satisfaction of the community towaresservice provided by HEP.
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1.2STATEMENT OF THE PROBLEM

Even though different activities were conductedjbyernment of Ethiopia to improve the health
of the population, still there is a high rate ofrimdity and mortality and also the health status i

relatively poor(10). This is largely attributed poeventable infectious diseases and nutritional
deficiencies associated with poor hygienic condgjoimproper waste disposal practices, poor
health service utilization and insufficient accéssclean water. Infectious and communicable
diseases account for about 60-80 % of the heatthigms in the country (12).

Ethiopia is one of the least urbanized countrieheworld with only 16.7% of the populations
are living in urban areas in 2010(13) and theyduaracterized as having a rich array of health
and social services in comparison to rural aregs@@éwever rapid migration from rural areas
in search of job, education and for improved livieg well as natural population growth are
putting further pressure on limited resources add in cities, especially in low-income
countries which leads city dwellers to face hedldzards and new health challenges have

emerged(16).

UHEP has been adopted to address these healtrepr®lnh urban areas by the GOE at national
level to provide equitable disease prevention aalth promotion services for urban population,

which leads to the adoption of positive behaviad altimately, improved health outcomes(17).

For effective implementation of community basednaniy health care programs, the community
has to trust and satisfied by the services providgdHEP(18). Therefore, understanding
community’s satisfaction on the services providgduoban health extension program is an
important step to improve implementation strategssl approaches in community-based
programs(1,19). In addition to this, it is cleaatttcommunity satisfaction with the services
provided by HEWSs is critical for improved coveraged, hopefully, better delivery of

services(20).

Satisfied people are more likely than dissatisiegs to continue using services provided by
HEWSs and maintain their relationships with HEW&dl as they contribute to the effectiveness
of the program (3, 4). A useful way of doing théshly carrying out community-based surveys

who have used the health services (44).
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Different studies were conducted in rural Ethiopegarding health extension program by
focusing on communities’ satisfaction towards tmegpam. However, since the inception of
UHEP in Ethiopia, no other researches were conduct@ssess satisfaction of the community.

Therefore, this study, try to give an insight abthg overall satisfaction of the community

towards UHEP and the service provided by UHEPsasafna town.
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CHAPTER TWO

2.1LITERATURE REVIEW

Satisfaction of the community towards primary healare services was derived from the sense
that the program is addressing important healtli$(@&). Different studies conducted to assess
community’s satisfaction towards PHC services shdiiferent level of satisfaction. 60.7% of
the study participants in Kuwait(28) and 74.1% mdia were satisfied with the overall

services(29).

The study conducted in Kembata zone and Jimma Pavealed that majority, 87.7% and 69.9%
of the respondents respectively were satisfied Hey gervices delivered by health extension
workers (36, 41). Higher satisfaction of the comitwyn92%, is also reported among

respondents from the study conducted in WolayiteeZ31).

There is a perceived risk that HEWs may bet equipped with the necessary skills and
competence to properly implement the health extengackages with the training they received.
According to CNHDESs evaluation report, communigesisfaction on the skill of the HEWs
was relatively lower than the other measuréstechnical quality. About 82.5 to 91.2% of
respondents stated that HEWs gave complete mafudas, understood their problems,
appeared to be skillful, made helpful suggest treated with respect, explained things in
understandable way, made them free to asktigme, helped them to understand their

illness, and discussed the treatment optigns(1

According to the study conducted by CNHDE, thes$atition of the community on the overall
HEP services has improved over the years. The peoderespondents who rated the overall
service as good or excellent has increasedn f55.8% in 2007 to 84.2% in 2010. The
increased satisfaction of the community on the alVétEP service was also indicated by the
significant increase in the percent of resfms who would visit the health post again
and who would recommend the service for otlpmople — from 64.9% and 64.7%,
respectively in 2007 to 85.6% and 86.9%, rethpely in 2010. Satisfaction on family
planning increased from 45.7% in 2007 to 59.6%00M&1,30).
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Socio-demographic characteristics of the commuaity significant factors in evaluating their
satisfaction with health care services in geneaakhbeen researched in many studies. In a study
conducted in Kuwait and Saudi Arabia shows thataherall satisfaction of respondents with
Primary Health Care Services differs among males females. In both studies, females are

more satisfied than males with PHC services (28).

A cross sectional study conducted in Wolayita zemaws that, house hold respondents whose
age group found between 20-24 are four timeee likely satisfied by service provided by

HEWSs when compared to household respondents wilgemup 35years and above(31).

Educational level of peoples has also an impacutiization of community based health
services. A study conducted in India shows thapeoadents’ educational level have effect on
the level of satisfaction; because of illiteracydagnorance, the awareness and accessibility
about other health facilities is limited among tlespondents(32). In contrast to this, a study
conducted in Egypt reported that the level of patigatisfaction with PHC services is not

affected by gender and educational level(33).

In a community-based survey conducted among retpief medical care who live at home, the
predictors of being highly satisfied include inged education and income. In addition to this, a
technical skill of health care providers is morepartant than interpersonal skills and the
frequency of contact between health care providerd the community has increased the
probability of being highly satisfied(34).

In a study conducted in china to assess resideatgsfaction with community health services
shows that disadvantaged groups like the eldeHgse only with an elementary level of
education and those earning a lower level of inchiaee lower satisfaction. In addition to this,
the way of communication with health care provideas increase residents’ satisfaction with
health care services(35).

A study conducted in India, shows that respondest® highly satisfied with the immunization
services provided by PHC, competency of the headtle provider, and behavior of the health
care provider(32).
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A community satisfaction survey at national levelicated that 60% of the respondents rated all
components of the HEP services as very satisfaatorgatisfactory, with family planning
receiving the highest score (76.5 %) (38). Respotsda the evaluation report of HEP expressed
relatively high degree of satisfaction for servicémmily planning (76.5%), HIV education
(76.2%), vector control (76%), Health education.§%5) and immunization (74.9%) (1).
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Conceptual framework

(Developed after reviewing different literatures)

Socio-demographic \

characteristics

- Sex

- Age

- Education

- Income

- Marital status
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- Knowledge about UHEP satisfaction of the

l/ Community perception on \\

- Technical competency of
UHE-Ps

- Interpersonal relation

- Time spent with HEWs

- Communication

- Accessibility of service

- J

Figure 1: Conceptual framework of the study
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2.2SIGNIFICANCE OF THE STUDY

Urban health extension program is a newly introducemmunity based approach to address
urban health problems. The program is believed, thahelps to achieve the millennium

development goals (MDGS), if it is strictly implented. Moreover, in the long term, it is hoped
that the program may bring equity in health senpoavision in urban areas. The program has
been operational since 2009 in the study area &nd possible to assess community’s

satisfaction on urban health extension program.

Studying satisfaction of the community on urbanltheaxtension program has an important role
in improving the quality of health service. Whesatisfied patients are more likely to take an
active role in their own health care. In additiorthis, health professionals may also benefit from
satisfaction surveys to identify areas for senvitgrovement and it forwards best ways to

empower the community to utilize community basedltheservices.

Therefore, understanding community satisfactiomdran health extension program helps health
professional and administrators to improve the isesvdelivered by UHEP and address the
major factors associated with their satisfactionatdition to this, the data may also provide
baseline information to program managers, reseesch®n-government organizations and

policy makers working on urban health extensiorgpam.
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2.3RESEARCH QUESTION
RQ1: What is the level of satisfaction of the commuron urban health extension program in

Hosanna town?

RQ2: What are the predictors of community satisfaQion
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CHAPTER THREE

OBJECTIVE OF THE STUDY

General Objective

To assess satisfaction level of the community dmel dssociated factors on urban health

extension program in hosanna town, south Ethiopia.

Specific Objectives
v' To assess the level of community satisfaction dmamrhealth extension program in
Hosanna town.

v To identify the factors associated with satisfatid the community
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CHAPTER FOUR

METHOD AND MATERIALS

4.1STUDY AREA AND PERIOD

The study was conducted from March 1 to 30, 2018{assana town.

Hossana town is the capital of Hadiya Zone, whiclocated 232 km from Addis Ababa,
the capital of Ethiopia, and 194 km from regionaly cHawassa. The town is
administratively organized into 3-sub city and ®&les.

According to the 2007 national census projecte@Q®1/2012, the total population of
Hossana town is estimated to be 92,733, of thi875,(49.47%) are male and
46,858(50.53%) are female. The total householdsdon Hossana town 14,045.

According to the semi-annual report of Hossanaaitministration health office for 2005
FY, there is 1 Hospital, 3 health centers, and gmmacy in the town. 1 private higher
clinic, 17 middle level clinics, 7 lower level cigs, 3 pharmacies, 11 drug stores and 1
private diagnostic laboratory are available in Hoss town. The government health
institutions provide service by assigning 127 Healtofessionals of different categories,
i.e, 12 Health Officers, 15 Mid-wives, 44 NursesEBvironmental Health officers, 9
Laboratory technicians, 1 Pharmacy Technician, 8gDists and 32 Urban health

extension workers/professionals.

Urban health extension program was started in 209ossana town by deploying 32
health extension workers in all kebeles with aorafi one health extension worker to 440
households (39).

4.2STUDY DESIGN

A community based cross sectional study using Qatiitative and quantitative methods

was employed.
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4. 3POPULATION

4.3.1 SOURCE POPULATION
All' households found in Hosanna town were usedssuace population.

4.3.2 STUDY POPULATION
For quantitative study

+ The sampled heads of households in hosanna town
For qualitative study
+ Purposively selected Kebele health committee mesnbad model

families in Hossana town

4.3.3 STUDY UNIT
The study units were households.

4. AELIGIBILITY CRITERIA

4.4.1 INCLUSION CRITERIA
» Respondents aged above 18 years

» Respondents who live for more than 6 months irstbhdy area

4.4.2 EXCLUSION CRITERIA

» Respondents who are unable to respond to questien® illness

4.5SAMPLE SIZE DETERMINATION AND SAMPLING PROCEDURE

45.1 SAMPLE SIZE

For quantitative study

The sample size was determined by using single lptpn proportion formula

considering the following parameters;

Since there is no similar studies on urban healtension program, sample size
was calculated by assuming that 50% of the pomuiare satisfied with UHEP.

P=50%

Z(l_g): Z-score at 95% confidence interval = 1.96

2
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45.2

d= Acceptable margin of error = 5%
The Possible Non-response rate=10%

The formula for calculating the sample size (n) is:

(z(%))2 P(1-P)

d2

~ (1.96)20.5 (0.5)
T (052

n = 384

Final sample size by considering 10% possible msponse rate, it becomé26

Households.

Qualitative data collection and sampling

Qualitative data were collected by conducting fogusup discussion (FGD)
among participants who were not included in thentjtative study. Four FGDs
were conducted involving a total of 29, approxiety 6-8 participants in each
group, with in the age range of 24-60 years old ey were drawn from four
Kebeles, two FGDs with model families and two FGDgh Kebele health

committee members.

SAMPLING PROCEDURE

For Quantitative Study

All eight kebeles found in the town were consgtde in the sampling process
for the selection of the study participanifie total sample size was
distributed to all kebeles proportionate to thewusehold size. The final

respondents in each Kebele were selected by systemandom sampling

method. Sampling interval was calculated for eaebeles to select sampled
households. When more than one eligible respondast found in a house,
lottery method was used to select one respondehenWhere is no eligible

respondent in the selected house, it is considesenon-response.

14 |Page



[

Hosanna town

\

4 4 7
[Sech dur Bethel| Bobicho| Naremo| Heto [MeIAmbr Lich T Arada\
2057HH 1708HH 1779HH| 1778HH| 1781HH 1592HH Amba 1609HH
1741HH
. \. PN J

Figure 2. Schematic presentation of sampling proeed
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For Qualitative Study
Purposive sampling method was used to select jpatits for focus group discussion
from Kebele health committee members and modelli@snin Hossana town to get in

depth information about community satisfaction obam health extension program.

4.6DATA COLLECTION AND MEASUREMENT

4.6.1 INSTRUMENTS FOR QUANTITATIVE STUDY

Quantitative data were collected by using structugjaestionnaire. The questionnaire
adapted from various previous studies (40, 41442 conducted in rural areas, it was
developed in English and translated into Amhariel&diyisa, then back translated to
English by person blind to the original English sien to facilitate reliable responses

and to keep the original meaning of the instrument.
The questionnaire consists of the following parts;

Socio-demographic characteristics. Socio-demographic characteristics assessed
include age, gender, ethnicity, religion, occupadiostatus, marital status, educational

status and income measured on different scales.

Knowledge: - Knowledge of respondents about UHEP was assesdbd/vilems. Each
item was rated by “yes or no” question. Each itermesponse was summed to get
knowledge score, which ranges from 0-7. A higheorscindicated good level of

knowledge.

Attitude: - Attitude of respondents on UHEP was addresséd four items. Each item
was rated on a 5-point Likert scale ranging from gttongly disagree to (5) strongly
agree which ranges from 4-20. These 4 items wesedban the following questions:
UHEP can bring health improvement in the commuriitye services provided by UHEP
can addresses the needs of the community, Thecssnprovided by UHEP are
appropriate to deal with urban health problems, @REP increases health awareness
among community members. The scale has high idtezaasistency (Cronbach’s
alpha=0.806). The score of all items was summed haglkler score reflect favourable

attitude.
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Perception of the community:- perception of the respondents on UHEP was medsur
with five aspects of perception. These are:

= Perceived technical competency

10 items measured perceived technical competeneljalility coefficient
showed that the scale has high internal consistanuyng items (Cronbach’s
alpha = 0.678). Each item was measured on a 5-jik@nt scale ranging from
strongly disagree (1) to strongly agree (5) whigids a score of 10-50. Some
of the questions were: UHEPSs are competent to eletervices; | have some
doubt about the ability of UHE-Ps, etc. The scdralbitems were summed
after reversing negatively worded questions andhdrigscore reflects higher
perceived technical competency.

= Perceived interpersonal relationship

Perceived interpersonal relationship with healtlieesion workers has 5
items. Each item was measured on a 5-point lileatesranging from strongly
disagree (1) to strongly agree (5) which yieldsars of 5-25. The scale has
high internal consistency among items (Cronbaclpha =0.752). These 5
items were based on the following questions: UHEaBtstoo impersonal;
UHE-Ps treats me in a very friendly manner; UHEsRsuld give me more
respect; and UHE-Ps always do their best to keegram worrying. The
score of all items were summed and higher scoileatsf higher perceived

interpersonal relationship.

= Perceived time spent

It was measured with 2 items. The scale has hitgrrial consistency among
items (Cronbach’s alpha =0.835). Each item was oredson a 5-point likert
scale ranging from strongly disagree (1) to strgragiree (5). These 2 items
were based on the following questions: UHE-Ps daa gdvice/service in a
hurry way when they advice me; and UHE-Ps usuglbnd plenty of time
with me. The score of all items were summed antidrigcore reflects higher

perceived time spent with health extension workers.
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= Perceived way of communication

It was measured with 7 items. The scale has hitgrnal consistency among
items (Cronbach’s alpha =0.834). Each item was oredson a 5-point likert
scale ranging from strongly disagree (1) to strpragiree (5) yielding a total
score of 7-35. Some of the items were: ability tmmunicate with the
community, communication in health education sessiiscussing about
private matters, and communication with UHE-Psvaag/ helpful for health.
Each items were summed and higher score refleatseived favourable

communication.

= Perceived accessibility

Perceived accessibility of service is measured Wwititems. Each item was
measured on a 5-point likert scale ranging fronorsgly disagree (1) to
strongly agree (5) yielding a total score of 5-R8liability check showed that
high reliability coefficient (Cronbach’s alpha =Q@4. These 5 items were
based on the following questions: | can easily WdE-Ps; | can get service
whenever | need it; the time that | can get serae convenient(good) for
me; UHE-Ps office is conveniently located; and h'tl@get them in their
office. Each items were summed after reversing thegg worded questions

and higher score reflects perceived accessibifith® service.

Satisfaction with UHEP

Satisfaction of the community was measured wittes. Each item was measured on a
5-point likert scale ranging from strongly disag(ggto strongly agree (5) which yields a
total score of 5-25. The scale has high internaisistency among items (Cronbach’s
alpha =0.951). These 5 items were based on thewmly questions: | am totally
satisfied with the services; not satisfied with Hegvices; totally satisfied with UHE-Ps
technical skills; | can use again services; andllladvise my friends or relatives to use
services. Negatively worded questions were reverseed to sum each items and higher

score reflects higher satisfaction with UHEP.
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Instruments for Qualitative Study

Interview guideline was used to guide the FGD. Tim@n points that was addressed
during discussion were attitude of the communityUHE-Ps and services provided by
UHEP, perceived relationship with HEWs and satisbac of the community on the
services provided by UHEP.

4.6.2 PRE-TESTING OF THE QUESTIONNAIRE
A pre-test of the questionnaire was done using $pgarticipants) of the sample size of
the study in Wolayita Sodo town, to check for d¢laof the questions and to eliminate

ambiguity, difficult wordings or unacceptable quess.

4.7STUDY VARIABLES

Dependent variables

» Satisfaction of the community on urban health esitam program

Independent variables

» Socio demographic variables(age, sex, religionifaiatatus, ethnicity,
educational level, occupation and income)

» Knowledge of the community

> Attitude of the community

Intermediate variables

Perceived Technical competency of UHE-Ps
Perceived Interpersonal relationship
Perceived Time spent with HEWs

Perceived way of communication

YV V VYV V VY

Perceived accessibility of service
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4.8DATA COLLECTION METHODS AND COLLECTORS
For Quantitative Study
The data was collected by face-to-face interviemaistructured questionnaire. Eight
10" grade complete data collectors were recruitedi&a collection and four B.Sc health
professionals for supervision of data collectiongesss. One day training was given for
data collectors and supervisors by the principakstigator on contents of the tool,

relevant data collection principles and procedbegsre data collection.

For Qualitative Study
Interview guideline was used to guide the FGD. épal investigator has moderated the
FGD and it was conducted in Kebele offices. In &ddj tape recorder was used to

record the discussion.

4.9 DATA PROCESSING AND ANALYSIS

For Quantitative Data

First data was checked manually for completenedstamas coded, entered and analyzed
with SPSS version 16.0. Descriptive statistics arghn score were used to summarize
data and bivariate analysis was conducted to seadsociation of independent variables
and satisfaction. All variables with p-value<0.08ridg the bivariate analysis were
entered to multivariate linear regression for farthanalysis. The final model was
constructed using stepwise linear regression taontiiye independent predictors of

satisfaction. P-value <0.05 was used to declatisstal significance.

For Qualitative Data
The data from FGD was transcribed verbatim fronomger and transcripts were checked
for reliability. The data was analyzed manuallydayegorizing into different themes and

triangulated with the quantitative study.
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4.10 DATA QUALITY CONTROL
Questionnaire was prepared in English, translate® iAmharic and Hadiyisa, and back
translated to English in order to check consistenfcthe two versions. The tools were

also pre-tested by using 5% of the sample size.

A one-day intensive training was given to data emtirs and supervisors. Frequent
supervision by supervisors and principal investigatwas also done during data
collection. The filled questionnaires was checkadcbmpleteness, accuracy, and clarity.
When error or incompleteness encountered, it wdseaded on the following day before

starting next day activities.

4.11 OPERATIONAL DEFINITION OF TERMS

Knowledge:- The knowledge score was summed and dividedtimtolevels which are
good knowledge and poor knowledge using the meawlaudge score as the cutoff
point.

Attitude: - The attitude score was summed and divided into tewels which are
favourable attitude and unfavorable attitude ugshreymean attitude score as the cutoff
point.

Overall satisfaction on UHEP- The rating of the UHEP by the beneficiary comity
members, which is measured by 5 point likert scaleging from ‘strongly agree’ to
‘strongly disagree’. The score of all items was swed and the mean value was used as a

cut point to label satisfaction.
Perceived Technical competency: €Community’s opinion of technical competency of
UHE-Ps in providing services. 10 items addressed higher score indicates perceived

high technical competence.
Perceived interpersonal relationship: —Communities opinion about the relationship

with UHE-Ps. It was addressed by 5 items. A higloare reflects good relationship.
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Perceived time spent:— community’s opinion of time spent with HEWSs. Was
addressed by 2 questions and a higher score meff@etceived higher time spent.
Perceived way of communication= Perceived community’s opinion with their way of
communication with urban health extension workérsvas addressed with 7 questions.
A higher score indicates favourable communication.

Perceived accessibility: communities opinion on the accessibility of thevem. It was
addressed by 5 items. A higher score indicatesepard accessibility of the service.
Model family:- Heads of household trained by urban health siderprofessionals for
96 hours (3 months) on the fifteen health extenpakages.

Urban Health extension program— A program designed to a achieve equity in health

care in urban areas in 15 different packages lgeteng households.

Urban Health extension-Professionals A diploma nurse trained for four months

about preventive and promotive health servicesigealvat community level

4.12 ETHICAL CONSIDERATION
The study was conducted after securing ethical ayapr from Jimma University
postgraduate health research coordinating offie@midsion was sought from SNNPR
health Bureau, Hadiya zone Health department argb&ta city health office. Finally,
after informing the participants about the purpo$estudy, benefit and risk associated
with study, oral consent was asked from each stoakyicipants before conducting
interview. The participants were also informed thheir response will be kept

confidential and their name will not be mentioned.
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4.13 DISSEMINATION PLAN
The result of this thesis can be presented to Jimniersity collage of Public Health
and medical science. The study finding is also campated to Hossana town, Zonal
and Regional authorities who deserve the resultsallif, effort will be made for

publication to disseminate internationally.
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CHAPTER FIVE

RESULT

5.1Socio-Demographic Characteristics

Four hundred seven respondents were interviewettigg a response rate of 95.5%. Out of the
total respondents, 73.2% of them were females%4f/the respondents are between 25-34 age
category. The mean age of respondents was+#33.% years. Three hundred thirty five (82.3%)
of the respondents were married. Regarding eduwtistatus, 32.2% of the respondents are
college graduates and 29.5% of them had attendeohdary school. Concerning religious
affiliation, 65.8% of the respondents were protes@hristian. Occupationally, 34.2% of the
respondents were government employees and 33.7%eoh were housewife. By ethnic
composition, majority of the respondents were HadB9.8%) and the average monthly income
of respondents was 1050 ETB.

Regarding family classification with regard to hba¢xtension achievements, only eighty-two
(20.1%) of the respondents were recognized as niadglies. Table 1)
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Table 1. Socio demographic characteristics of the respatglen Hossana town, South
Ethiopia, March 2013

Background Frequency Percentage
characteristics
Sex Female 298 73.2
Male 109 26.8
Age 18-24 75 18.4
25-34 178 43.8
35-44 87 21.4
45-54 36 8.8
55+ 31 7.6
Marital status Married 335 82.3
Single 48 11.8
Divorced 16 3.9
Widowed 8 2.0
Educational level llliterate 45 11.0
Grade 1-8 111 27.3
Grade 9.12 120 29.5
College and above 131 32.2
Religion Protestant 268 65.8
Orthodox 88 21.6
Muslim 27 6.6
Catholic 24 5.9
Occupation Gov't employee 139 34.2
House wife 137 33.7
Merchant 59 7.6
Daily laborer 31 14.5
Others* 41 10.1
Ethnicity Hadiya 284 69.8
Kembata 43 10.5
Amhara 41 10.1
Gurage 22 54
Others** 17 4.2
Average monthly <500 169 41.5
family income 501-750 22 5.4
751-1000 65 16.0
>1000 151 37.1
Classified as model Yes 82 20.1
family No 326 79.9
*Farmer, student ** Silte, Wolayita, Tigre
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5.2Respondent’s Knowledge and Attitude towards UHEP

Community’'s knowledge about urban health extensppngram was assessed by seven
guestions. All the items were summed to get thpardents knowledge score. The mean score
of community’s knowledge about UHEP is 4.852 with $1.156 and 278(68.3%) of them

scored above or equal to the mean knowledge s€aues, 68.3% of the respondents have good

knowledge.

Table 2 Communities knowledge about UHEP in Hossana to8auyth Ethiopia, March
2013

Variables Yes No
N (%) N (%)

Know about urban health extension progra 369(90.7%) 38(9.3%)
Know the wurban health extension 350(86.0%) 57(14.0%)
Professional of your Kebele
Know the services provided by UHEP 346(85.0%) 61(15.0%)
UHEP focus only on mothers and children. 268(65.8%) 139(34.2%)
UHEP provides health education 259(63.6%) 148(36.4%)
important health problems
UHEP is aimed at providing curative health 212(52.1%) 195(47.9%)
services for urban population
UHEP focused on providing disea 317(72.9%) 90(22.1%)
prevention activities

Mean 4.852
Total Knowledge score SD 1.156
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Similarly, attitude of the community towards urblagalth extension program was measured by
five point likert scale measurement. Four itemsemased to measure respondent’s attitude on
the program and they were summed to get attitudeesdccordingly, the mean value of
community attitude was 15.728 with S{2.814. Two hundred fifty eight (70.1%) of the
respondents rated their attitude above or equahéomean value. Therefore, 70% of the

respondents have had favourable attitude towatzbnunealth extension program.

In the qualitative study, majority of the FGD paipants have good attitude towards urban
health extension program. Health problems like AND'S, improper utilization of latrine, child

health problems, poor solid waste disposal mecharm$ households, poor environmental
sanitation etc were addressed by urban health sgterprogram. For example, one of the

discussant from Kebele health committee said:

“...Truly speaking since urban health extension prodesds started working in our
kebele, we are giving due emphasis for environnhesgaitation activities. We have
prepared separate solid and liquid waste disposainpour household. Which helped us
to prevent ourselves and our family from differeealth problems’(42 years old female

participant)
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Table 3: Communities attitude towards UHEP in Hossana to®outh Ethiopia, March
2013

ltems Favorable Unfavorable Mean+SD
attitude attitude
UHEP improves community 187 (50.8%) 181 (49.2 %) 4.47+0.61
health
UHEP addresses community 93 (25.3%) 275 (74.7%) 4.0740.81
needs
UHEP is appropriate to deal with 295 (80.2%) 73 (19.9%) 3.76+0.89

urban problems

UHEP increase health 249 (67.7%) 119 (32.3%) 3.43+1.13
awareness of community

Overall attitude score 258(70.1%) 110(29.9%) 15.728t2.814

Community participation

Concerning community participation in the plannismgd implementation of the program, 250
(61.4%) of them did not participate in the plannprgcess. In the qualitative study, majority of
the respondents ascertained that their participahothe planning and implementation of the
program helps to achieve the desired outcome. Hveagh they had good relationship with
health extension workers during home visit, theyndb involve the community in the planning

of the program. One of the discussant said that:

“...I heard about the type of services providedusgan health extension program from
health extension workers. | did not attend in argetimgs for planning of the service
provided by health extension program. If | can papate in the planning, | will
contribute what is expected from me in the impleéatem of the program.” A 46-years

old male discussant)

Besides this, some of the FGD patrticipants saitttiey are participating in the environmental

sanitation activities organized by health extensionkers.
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“...There was environmental sanitation campaigr la®nth to clean the stagnant water
in our area. Which is the main source of malariadhe Kebele and many people gets ill
because of this. Then one day all the Kebele rasdgathered and cleaned the area.”

(A 42 years male discussant

Relationship with health extension workers

Regarding the relationship of health extension wskvith the community, 356 (96.7%) of the
respondents have good relationship with urban heaitension professionals. One of the FGD

participants said that:

“...She (HEW) acts like my child when she comasydiome. In addition, she discusses
with me about my personal health problems with eesand in a friendly manner. She

sees my problem as hersA @48 years old female discusspant

Females’ competency

One hundred eighty six (50.5%) of the respondeais that females are competent to deliver
services. The participants in the qualitative stal$p supported this idea. They prefer to discuss

frankly their personal health issues with fematgher than males.

“...It is easier for me to discuss all my issueshwiemales. If health extension workers
are males, | cannot discuss my personal healthlprob freely. For example if | want to
ask them about family planning, | can only talkefyewith females.” 27 years female

discussant)
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Table 4. Respondents experience with urban health extengrofessionals in Hossana
town, South Ethiopia, March 2013

Variables Frequency Percentage
Participated in planning and Yes 118 32.1
implementation of UHEP No 250 61.4
Relationship with UHE-Ps Excellent 87 23.6
Very good 145 39.4
Good 124 33.7
Poor 11 3.0
Very poor 1 0.3
Females are competent to deliver service Yes 186 50.5

No 182 49.5

Exposure to health extension packages

Three hundred sixty eight (90.4%) of the resporglevere visited or get advice/service from
urban health extension professionals one year twitire study period. Even though urban health
extension program is designed to give servicesiulifferent packages, urban health extension
professionals give more attention to some of tlog@ms. For example, 91.8% and 89.7% of the
respondents received service on environmental egaomit and latrine use, respectively. While
programs like Malaria prevention, TB/Leprosy prev@m non-communicable disease
prevention and accident prevention activities wgikeen least attention even though they are

serious health problems in urban areg(re3).
The result of qualitative study also supports ithes.

“...Before the assignment of UHE-Ps nobody give dtiention to personal hygiene &
environmental sanitation. But, after their deployipeve have separate solid and liquid
waste disposal pit and we also give more attentowour families’ and environmental
hygiene as well as we get the necessary advice fimmat home.” A 50 years female
FGD participant)
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Similarly, another FGD participant said that:

“...We learnt from HEWSs that by doing simple trsrgf home we can protect ourselves
from diseases. Keeping our houses and environnleah qrotects us from different
diseases. These are simple things, that anybodydoarsince we started keeping our
homes clean, our children and family members hakeadthy life. As well as we can get
family planning methods easily at home without gdim health facilities. We are also
feeding our children as per the training given Ime tHEWSsS.” (A 45 years old male

discussant)

In addition to this, some of the respondents ste$se need of other programs like monitoring

of blood pressure during home visits. One of th®FRBcussant says:

“...For example, | have hypertension and | carottg health facility every time to check
my blood pressure. If they check my blood presauh®me, | can take care of my health

status accordingly without having medical cost5@years old female participant
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Figure 3: Community exposure thealth extension packagesHossana town, South Ethiop
March 2013.

5.3Perception of the Community on Satisfaction S-Scales

Community’s perception orthe services provided by urban health extensiorgrara was
assessed in five key aspects of satisfaction. Tlase perceivedtechnical competenc
perceivednterpersonal relationshiperceived time spent, perceivedmmunication with urba
health extesion professionals arperceived accessibility of the servjaehicl were rated using
five point likert scale from strgly disagree to strongly agree. The mean scoral@lated for
each sulscales of satisfacticafter they are summed up and conveited hundre: percent for

possible comparison.
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The highest mean score was found for perceived HE@#Smunication with the community
(81.59+7.83). The FGD discussants also give more attentiiomealth extension workers
communication during service provision. The way HE¥dmmunicate with the community is

important for improving utilization of the serviceEUHEP.

A relatively higher mean score was observed focgiged interpersonal relationship with HEWs
(77.0£7.0). Result from the qualitative study shows samfinding. Majority of the discussants

said that HEWs have good relationship with themrdphome visit and outreach services.

The mean score for perceived technical competereay ¥8.468.26. Majority of the FGD
discussants also said that HEWs have good knowladdeexperience with the service they

deliver. For instance, one of the discussant $wd t

“...when she come to my home she discusses aboutmijies health. She knows
everything about my issues and | get good resp&mose her (HEW).” @9 years old

female discussant)

Higher mean score also observed for communitiesepéion on accessibility of services
(74.81+16.1). The findings of qualitative study also shoensistent results. Majority of them
said that they can get services of UHEP like farpignning service near their home in kebele

health offices and during outreach when they waatt. One of the FGD discussant said that

“When | need to take family planning service, | garto their office. And | can get any
type of family planning method without any problémaddition to this, she also brings

different family planning methods during home VigiR9 years old female discussant)

A relatively lower mean score was also observedh@ceived time spent with health extension
workers (60.76:6.84). Result from qualitative finding also suppgditiis idea. Most discussants

said HEWs come and visit our home in a hurry way ey spend shorter time with us.
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Table 5 Perception of the community on interaction witbalth extension workers in
Hossana town, South Ethiopia, March 2013

No of Range of

Variables ltems Mean SD possible score
Perceived technical competency 10 73.46 8.26 20-100
Perceived interpersonal r/n ship 5 77.00 7.00 20-100
Perceived time spent 2 60.76 6.84 20-100
Perceived way of communication 7 81.59 7.83 20-100
Perceived accessibility 5 74.81 16.10 20-100

5.4The Overall Community Satisfaction

The overall patient satisfaction on UHEP was rabgdfive point likert scale ranging from
strongly disagree to strongly agree. The study shibwvat the mean score of overall community
satisfaction on UHEP was 72.82 with $122.09 (possible range of responses 20-100). 67f4% o
the respondents rated overall satisfaction scoogeabr equal to the mean value. Thus, 67.4% of
the respondents are satisfied with the servicesiged by urban health extension program in

Hossana townTable §.

In the qualitative study, majority of the FGD paiiants expressed as satisfied in general with
the service received from urban health extensiofepsionals. Majority of the FGD discussants
said the type of service delivered by UHEP addeesskan health problems. For instance, one

of the FGD attendants says:

“...In general, the service they provide for us is gbedause the service is important to
address most of urban health problems and it reacile segment of the population;

whether poor or rich can get the servi€¢88 years old male participant)
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Other participants mainly concerned in interactiongh health extension workers as base for
satisfaction, expressed their relationship withntha&s caring, good communication skills, and

based on respect. For example, 40 years old, wexymss this issue like this

“...When she came to my home, she discusses wigolitay/ with respect and she gives
me adequate time to discuss about my personal hegalbblems, this makes me

satisfied.” (A 40 years old female discussant)

Table 6: Overall satisfaction of respondents on UHEP insblna town, South Ethiopia,
March 2013

Neither Strongly Mean+SD
Strong| agree nor agree
Items gy _ g Agree J
disagree Disagree  disagree
Satisfied with the 17 (4.6% 63 (17.1% - 132 156 (42.4% 3.94+1.23
services (35.9%)
Not satisfied with the 111 (30.2% 179 - 57 (15.5% 21 (5.7% 3.82+1.18
services (48.6%)
Satisfied with UHE- 12 (3.3% 84 (22.8% 2 (0.5% 204 66 (17.9% 3.62t1.11
Ps skills (55.4%)
Use again services o 29 (7.9% 86 (23.4% 1(0.3% 193 59 (16.0%  3.45+1.23
UHEP (52.4%)
Recommend others 39(10.6% 81 (22.0% 7 (1.9% 187 54 (14.7% 3.37+1.26
to use services of (50.8%)
UHEP
Total satisfaction score Mean 72.82
SD 22.09

35|Page



5.5Predictors of overall community satisfaction

5.6.1 Socio-Demographic Variables as Predictors of Satision

Linear regression analysis was used to build theehon assessing the association between
socio-demographic variables and satisfaction ofctvamunity. Marital status and ethnicity of
the respondents were predictors of satisfactiorilewdge, sex, educational status, occupation,

religion, and income were not associated with &ation of the community.

Accordingly, the satisfaction score of single resgents’ is decreased by an average of 7.95 (I3;
95% CI: -15.45, -0.45) as compared to those wharaeied respondentsSé¢e table )/

Table 7. Socio-demographic predictors of community sa@sif@n in Hossana town,
March 2013

Back ground Un 95% ClI P-value
characteristics standardized 3
N (%) for B
Marital Married* 335(82.3%)
status
Single 48(11.8%) -7.956 -15.45, -0.45 0.038
Divorced 16(3.9%) 2.239 -10.00, 14.48 0.719
Widowed 8(2.0%) 2.373 -14.20, 18.95 0.778
Ethnicity Hadiya* 254(69.8%)
Kembata 43(10.6%) 3.712 -7.295, 7.305 0.999
Amhara 41(10.1%) 3.889 1.704, 17.001 0.017
Gurage 22(5.4%) 5.505 -13.73, 7.91 0.597
Others 17(4.2%) 6.236 -6.494, 18.032 0.355

*Reference category (Category with highest frequenctaken as reference category)

36| Page



5.6.2 Attitude and Knowledge as Predictors of Satisfactio

The association between respondents attitude aowl&dge on the service provided by urban
health extension program with satisfaction was yaes by multiple linear regression though
stepwise method. Bivariate analysis shows thatoredgnts’ knowledge and attitude towards

UHEP were associated with satisfaction of the comityiu

Multivariate analysis also shows that both attittated knowledge towards UHEP predicts
community’s satisfaction with UHEP. Accordingly,rfa unit increase in the attitude score of
respondents, the satisfaction score increases gvarage of 3.0023( 95%CI: 02.26, 3.74).
Similarly, the satisfaction score of respondemsréase by an average of 2.302, as knowledge

score increases by one uriee table 8)

Table 8 Knowledge and attitude of respondents on UHER gsedictor of satisfaction
in Hossana town, South Ethiopia March 2013

Variable Un standardized 13 95% ClI for 3 P- value
(Constant) 13.98 -1.302, 29.27 0.000
Attitude 3.002 2.26, 3.74 0.001
Knowledge 2.302 0.163, 4.44 0.035

5.6.3 Communities’ Perception on UHEP as Predictors oft&faction

The association between satisfaction and percepfidne community on the services delivered
by urban health extension professionals was andlyme multiple linear regression analysis
through stepwise method to build the model. Thislehexplained 49.7% of the variation in
community satisfaction. In the model perceived tecdl competency, perceived interpersonal
relationship, perceived way of communication, peee time spent with health care workers
and perceived accessibility of the services wectuded in the model as independent predictors

of community satisfaction on urban health extengimygram.
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Bivariate analysis shows that perceived technicampmetency, perceived interpersonal
relationship and perceived accessibility of thevises have significant association with
satisfaction of the community, while perceived tisgent with health care workers had not

significantly associated.

However, analysis with multivariate linear regressishowed that only perceived technical
competency, perceived interpersonal relationshipmarceived accessibility of the service were

significantly associated with satisfaction of tlerenunity.

Accordingly, as respondents perceived technical pgiency score increases by one unit, the
level of satisfaction increases by an average 0(8295% CI 0.16, 0.68). Similarly, for a one
unit increase in respondents perceived interpetsefationship with health extension workers,
level of satisfaction increases by an average Q5®5% CI 0.216, 0.797). In addition, for a
one unit increase of respondents perception onsaittkty of service, the respondents
satisfaction had an average increase of 0.8595% CI 0.64, 0.86)See Table 9)

Table 90 Community perception as predictors of communitgtisfaction among
respondents of Hossana town, South Ethiopia, M&@13

Explanatory variable Un standardized 3 95% P-value
Clfor 3

Constant -53.67 -72.00, -35.33 0.000

Perceived technical competency 0.425 0.16, 0.68 0.001

Perceived interpersonal relation 0.506 0.21, 0.79 0.001

Perceived accessibility 0.752 0.64, 0.86 0.001
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CHAPTER SIX

DISCUSSION

The study aimed to assess satisfaction of the camtynan urban health extension program. In
the study, the mean score of community satisfaabiorthe services provided by urban health
extension program for five items was 72.82 with $P2.09. The items covers | am totally
satisfied with services of UHEP, I'm not satisfiedh the services of UHEP, I'm satisfied with
the skills of UHE-Ps, | will come again to UHE-Psdal will advise my friends or relatives to
see UHE-Ps. Generally, 67.4% of the respondentsatisfied with the services provided by
urban health extension program in Hossana townrs Eha lower from the study conducted in
Jimma zone, in which 69.9% of the respondents watisfied with the services provided by
health extension workers (41). This might be beeaidslifference in study area, status of HEWs
and approaches of urban health extension profession

According to the urban health extension manual,(&l) households were expected to be
graduated as model families, however in this stualy 20% of the respondents were recognized
as model families. This is because of lack of ciegplementation guide in urban areas, for
instance, the USAID survey on urban health extengimgram implementation identified that
Kebele administrators were also expected to appmvevho will be model household, an
additional criterion. In addition to this, the l@rgime (96 hours) required to train one group of
model families and the number of packages expeftted them to graduate were the main
challenges (8).

Majority of the respondents said that they prefandles to receive services of urban health
extension program. This result is consistent witreostudies conducted in rural areas (36). This
is because of their closeness to mothers becauslkeeo$ervices of UHEP mainly addresses
maternal and child health as well as during serpie®/ision mostly mothers are available at

home.

The objectives of HEP can be achieved if the comtyushould be involved in planning,
implementing, and having a say about their own theahd health care(23). In this study,
majority (61.4%) the respondents were not partieigpan the planning and implementation of

the program. This finding is consistent with sumynaf findings presented by Expert review
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panel (18). This may be because of majority ofrgpondents are government employees and
they have no time to participate in different megs$i arranged by urban health extension

professionals.

More than 90% of the respondents get advice/sefuare urban health extension professionals
in the last one year prior to the study. This icmbigher than that of studies conducted in rural
health extension in Wolayita zone (36). The higimbar of households get information/advice
because of the newly implemented strategy calledlitih development army /HDA/, a network
of up to five people under the leadership of ora th recognized as a model family. The leader
is expected to lead the group of households andugily influence them with positive attitudes

and skills towards healthy behaviour (8).

Respondents exposed better to some of the heatdnsan packages like environmental
sanitation and latrine use, and lower to malariev@ntion, TB/Leprosy, non-communicable
disease and accident prevention activities. Ttealtés comparable with the study conducted in
rural areas of Jimma zone (41). This is mainly beeaof their simplicity to implement these
packages and the program is directly adapted frhemural program.

Among the socio-demographic variables, maritalustaif the respondents was the only socio-
demographic predictor of community satisfactione Batisfaction score of single respondents’ is
decreased by an average of 1.989 as comparedse tfionarried respondents. This is consistent
with the review conducted to assess the associatfosocio-demographic variables with
satisfaction (45).

Concerning communities’ relationship with healthtezsion workers, majority of the
respondents stated their relation as good, very gow excellent. This is consistent with the
study conducted in Tigray region (46). This is nhainecause most of the users of the service
were women as well as the service is provided Inyafe HEWSs, which makes their relation

easy.

Communities’ knowledge and attitude towards urbaalth extension program is significantly
associated with satisfaction of the community angarvices provided by urban health extension

program.
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This study also shows that, perceived technicalpmiency, perceived interpersonal relationship
and perceived accessibility of the service wereeresthdent predictors of satisfaction of the
community (P<0.05). Other studies conducted in Irinalth extension and PHC services
showed that perceived way of communication, peszkirespect, perceived technical skill and
competency of health extension workers were prediaif satisfaction (32, 34, 35, 41, 45). Even
though it is difficult to compare the perceptionusban respondents with that of rural residents
and with that of PHC services, but there are santfs which are common to both settings like

perceived way of communication and perceived tediompetency of health care providers.
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Strength of the study
»  Both qualitative and qualitative methods of dathection was used

» Reliability of the instrument was checked

Limitation of the study

» Social desirability bias by the respondents, thiee gositive responses about urban health
extension professionals.

» Since the design of the study is cross-sectiohalpés not permit for distinction between
cause and effect relationships in the associations.

» Lack of adequate literatures to support this figdin
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CHAPTER SEVEN

CONCLUSION & RECOMMENDATION

7.1 CONCLUSION

Both the quantitative and qualitative componentshef present study have clearly shown that
majority of the respondents were satisfied with $kevices provided by urban health extension
program. The study also shows that marital stafusespondents is the socio-demographic

predictor of community satisfaction.

Majority of the respondents prefer females to dgliservice of urban health extension program

because of their closeness with mothers to didtiesspersonal issues.

Respondents have favourable attitude and good lkumel towards urban health extension

program and they were also associated with satisfaof the community.

Community perception on technical competency atetprersonal relationship with urban health
extension professionals as well as on the accéssitii service were identified as independent
predictors of community satisfaction; implying thiatreased communities’ perception on health

extension workers relationship has a positive ¢fbeccommunity satisfaction.

43 |Page



7.2 RECOMMENDATION

Based on the results of the study the followingpremendations forwarded
Health Extension workers:-

v' Improve their interpersonal relationship and theiay of communication with the
community through frequent and ongoing interacisra means to enhance community

satisfaction with urban health extension program.

Town health officials:-

v' Hossana town health officials should give additidr@inings to urban health extension
professionals to improve their knowledge and irdgoa/relation with the community.

v The town health officials should prepare differesticial mobilization activities to
improve knowledge and attitude of the community dodg urban health extension
program, which enhances utilization of the service.

Researchers:-

v' Further research should be done with wider scopetler settings of urban health
extension program implementation like school andtly@enters to assess satisfaction as

well as to contribute to the effectiveness of thegpam.
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ANNEX

QUESTIONNAIRE

JIMMA UNIVERSITY COLLEGE OF PUBLIC HEALTH AND MEDIC AL SCIENCES
DEPARTMENT OF HEALTH EDUCATION AND BEHAVIOURAL SCIE NCES

Questionnaire designed to assess community’s aetish on urban health extension program in
Hossana town, South Ethiopia 2013

Identification of the respondents

kebele House number
Respondent ID

Consent Form for study participants

Greetings:

Hello, how are you?

My name is . | am working in the aed® team of postgraduate thesis of
Jimma University. | would like to interview you @&w questions about your experience and
opinion of urban health extension program.

The objective of this study is to assess commusatysfaction in Hossana town towards urban
health extension program, which is important to nowe services provided by urban health
extension program so as to improve the health bBmurresidents. Your cooperation and
willingness for the interview is helpful in identihg problems related to the program. Your
name will not be written in this form. All informah that you give will be kept strictly
confidential. Your participation is voluntary andu are not obliged to answer any question
which you do not wish to answer. You may refusartswer any question and choose to stop the
interview at any time. The information you provide is extremely important and valuable, as it
will help the Government and the health profesdomavolved in health extension package
service provision to improve services delivery.

Do | have your permission to continue?
1- Yes 2-No

If the answer is yes, thanks! Conduct the interview
If the answer is no, Thanks! Proceed to the negitdd
Date of interview Time started Time finished
Supervisors name signature
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I. SOCIO-DEMOGRAPHIC CHARACTERISTICS OF RESPONDENT S

S.No

Questions

Response

Remark

001

Age

002

Sex

2. Female

003

Education status

2
3

1 llliterate

Grade 1 -8
Grade 9-12

4 College and above

004

Occupation

1.Farmer

S T o

Governmental employee

Daily laborer
Merchant

House wife

Other(specify------- )

005

Marital

W N L

. Single

Married
Divorced
Widowed

006

Religion

a & WD

. Orthodox

Protestant
Muslim
Catholic
Other(specify

007

Ethnicity

. Hadiya

Kembata
Amhara

Gurage

Others(specify------ )

008

Average monthly family

income(Birr)

50| Page




Il. Knowledge about UHEP

S.No Questions Response Remark
101 Do you know about urban health extension program?®. Yes
2. No
102 Do you know the urban health extension Professiptalyes
of your Kebele?
2. No
10¢ Do you know the services provided by UHEP? 1.Yes
2. No
104 The services of UHEP focus only on mothers ahdYes
children.
2. No
10% UHEP provides health education and advice abdutyes
important health problems for urban population.
2. No
106 UHEP is aimed at providing curative health servicésYes
for urban population
2. No
107 UHEP focused on providing disease preventidnYes
activities
2. No
108 During the last 12 months, did UHE-Ps visit your | 1. Yes
home?
2. No
109 If yes, on what areas did you receive advice oftheaucation from UHE-Ps?

About nutrition

About family planning
About antenatal care
About immunization
About delivery

About breast feeding
About latrine use

About personal hygiene

1. Yes
1. Yes
1. Yes
1. Yes
1. Yes
1. Yes
1. Yes
1. Yes

2. No




1) About environmental sanitation 1. Yes 2. No
j) About HIV/AIDs prevention and control 1. Yes 2N
k) About TB and Leprosy prevention and control 1.Yes 2.No
[) About Malaria prevention and control 1. Yes 2 N
m) About non-communicable disease prevention & control 1. Yes 2. No
n) About mental health 1. Yes 2. No
0) About accident prevention 1. Yes 2. No
p) Other (specify)
110 What is your family status with regard [td. Model family
health extension achievements:
2. Not model family
111 During the last 12 months, did you participate Yes
in planning and implementation activities |of
UHEP? 2. No
112 How do you rate your relationship with health. Excellent
extension workers? 2. Very good
3. Good
4. Poor
5. Very poor
113 Do you think that females are competent| fio Yes
deliver services?
2. No
. Attitude of the community on UHEP
> @ (¢} 8 >
S.No Statements g % % g Sg: g Sg:
52|82 |¥ |5°
)
201 | UHEP can bring health improvement in the comitgun| 1 2 3 4 5
202 | The services provided by UHEP can addresgesdéds 2 3 4 5
of the community
203 | The services provided by UHEP are appropriatdetal| 1 2 3 4 5
with urban health problems
204 | UHEP increases health awareness among cortymunil 2 3 4 5
members
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V. Communities perception on UHEP

298 |8 (g 34
SN Statements é g g é % é %
0] " T T 5 n

HEPs technical competency

301 | UHE-Ps are competent to deliver services 1 2 3 4

302 | The service provided by UHE-Ps is good 1 2

303 | | have some doubt about the ability of UHE-Ps whas| 1 2 3
been assigned in our kebele.

304 | UHE-Ps are very knowledgeable on the service 1 2 3 4
deliver

305 | UHE-Ps lack experience with the services thrediyer 1 2 3

306 | UHE-Ps are very well trained on the servicey thive 1 2 3

307 | UHE-Ps lacks necessary skills to identify comityy 1 2 3
problems

308 | | am not comfortable with the service | haveereed| 1 2 3 4
from UHE-Ps

309 | Females are more competent than males andshioeyd| 1 2 3 4
continue their job

310 | Health extension workers can correctly givedtipn for| 1 2 3 4
immunization

Interpersonal manner

401 | UHE-Ps act too impersonal towards me when trest| 1 2 3 4
me

402 | The UHE-Ps treats me in a very friendly and cows$g 1 2 3 4
manner

403 | UHE-Ps who treated me should give me more respeq 1 2

404 | UHE-Ps have a genuine interest in me as a persem| 1 2 3
they treat me

405 | UHE-Ps always do their best to keep me from wogyin 1 2 3 4
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Time spent with HEWs

501 | UHE-Ps can give advice/service in a hurry way dyy 1 2 3 4 5
home visit
502 | UHE-Ps usually spend plenty of time with me 1 2 3 4 5

Communication

601 | UHE-Ps have the ability to convince the comnyw 1 2 3 4

about importance of UHEP

602 | UHE-Ps sometimes ignore what | tell them 1 2

603 | UHE-Ps can effectively communicate in healthcadion| 1 2 3

session

604 | During my contact with UHE-Ps, | can freely talkoab| 1 2 3 4

private matters

605 | UHE-Ps listen carefully to what | say 1 2 3

606 | UHE-Ps have good relationship with the community 1 2 3

607 | My relationship with UHE-Ps are very helpful for my 1 2
health

Items for accessibility and convenience

701 || can easily find UHE-Ps when | need them 1 2 3

702 | | can get service from UHE-Ps whenever | need it 1 2 3

703 | The time that | can get service of HEP 1 2 3

convenient(good) for me

704 | The office of UHE-Ps is conveniently located 1 2 3
705 | When | go to UHE-Ps office, | don't get themtheir| 1 2 3
office
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V. Overall satisfaction of the community

Overall satisfaction of the community

801 | | am totally satisfied with the services pr@ddoy UHEP| 1 2 3 4 5

802 | | am not totally satisfied with the servicespded by| 1 2 3 4 5
UHEP

803 | | am totally satisfied with UHE-Ps technicaillsk 1 2 3 4 5

804 | | can visit again UHE-Ps 1 2 3 4 5

805 | | will advise my friends or relatives to visit UHEP 1 2 3 4 5

INDEPTH INTERVIEW GUIDE
1. What do you know about urban health extension prmogne?

2. How do you describe the importance of UHEP?

3. How do you describe the service provided by HEWs8He: which service people need
but not provided by HEWs? Why?)

What is your recommendation on HEWSs being female?

How do you describe the competency of HEWs? Why?

How do you describe the relationship of HEWs wite tommunity?

What do you think is the importance of this relagbip?

Do you patrticipate in implementation of HEP at Kledevel?

© © N o a &

How do you describe your satisfaction with the gsryprovided by HEWs?

10. What are the major factors that you think contrébtat the dissatisfaction of clients?
11.What is your suggestion to improve the servicesveedd by urban health extension
program?

12. Any additional ideas
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AMHARIC VERSION QUESTIONNAIRE

NF7 LLacit PUNLHa0 AT PUh9S A27T0 TPUCT bASE Pm.S AmANPS A1 WWEL TI°UCT hed

0200 hAA Orass bl vnstan At mS LaETa? TC1EIP AL PATDT hChd ATIOP +HDIP
PaoMPPL TP

+00 POt PC

PaomPPe a\P T

hoomed N8+ 0108 0698 aomePe CCI°
AaAg° -

0%, LNAA:: Al PPACD. 1897 RLOCAT PLVL PP PTG T UG (&7 AOA
P’z 1@ A9l MG AOETO7 TC1E9° H6P P00 TPEPT AarmPP 1a.::

PHY TG 947 0L OmS KWhAETAT TE1GP AL PATFAT AChF A0 10:: U TG MG
KAAETAT TE1CI° KIATT ATTAAN PTLAMO- avL8 NEHT 10 12 AAHY (mpG BWhAETAT TE169° HE P
AS MG AhAETAT AAaP-PP AL CATT Aavaht ATIDP PACH NNC ANFPOAD. NGAG 1D-:: (aomed
AL PACAL O9° OLI° TIYrtPT LTINS TTVEDI° 1IC ALMPAT® hPLUI° ACAP PULAMT? avlBP T
TATEPrE Ao PavF HIL apm@d hrG ACAL QA0 0 NF LhGOGA:: apmed PTLhSOID- NACH
GPLATE F LP? NaPmPh OP+ avav\d PTILLATHT TIIED-I° AT PO TING LFAN 1 (FomILgP
N5 D9° Alt IR AN PTI° ACAP 27.0am<T +hhAT e8P T AntaT MG bhAET07 TE1IP
AINNT aPrENNA AG aPAAA AATLLAT NGHE PRI AAD-::

(o7Ld AL APAFG LT 1PTT?
N AP NPT ATPQTY/T OLTLPTAD- 16 hAF/é
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Il. 707 Otevant

A ta AmS Khak707 TC1CP H6f PAQT THN, ATT10P 9+HE aomeP

+.& anee avi\(\ At90T
101 | aA k7 S KhABYAT TEAGI® LO.PN? 1. A?
2. hA@.pg°
102 | ePOALTFUT PG KNAETAT AATP<P PO.LFA? 1. A?
2. hA@.pg°
103 | Ot mS AhAE707 TCEALP®  7LAM AIAINPTT | 1. A9
L. P? 2. heLAP
104 | ot .S WNAETAT TCAG® ChGHTE VIGTTT OF M7t |1 AP
Aeom0P LmPTIN? 2. hRLAJ°
105 | oht? mS AhOE707 TECP® S AhOETI? AP TF [ 1. 49
PG TIPVCT ATITTT 2mPTIA 2. hLLAYP
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3. 0A PLav - AL AIAINT h? AhLLAIP
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5. aA OAL ANt h?P hLLAT®
6. a-t TIPat? Otavant h?P hLLAT®
7. QA a008% (Lt AmPPI° AP hLLAIP
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9. AA AhAM, 78Vs Amand h?P hL.LAJ®
10. AT Ae 0/h0 aPhANAS aP$nmC? (terant h?P hLLAT°
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301 | Pt mS KhOrE707 QAT PPTF ATAINCT Aeeamt Nk | 1 2 3 4 5
S Ta.

302 | Ot MG AT QAP PPTF e9LAM- ATANCPT T | 1 2 3 4 5
ST,

303 | NANANLET? 27104 MG QA PPT QANF@. .t | 1 2 3 4 5
TCMNE AT

304 | Pt mS KWhOETA? QAP T ANTLAM-T A0t O | 1 2 3 4 5
h@.P T AATF@.

305 | Pt m.G BhAETAT AAG-2P T NTLAM-F AT HEE | 1 2 3 4 5
N ATPL AATF .

306 | Pht9? m.G hhak 7007 QA 2PF (7LAMT A1 10T HEP | 1 2 3 4 5
¢ AAMS OALPA

307 | eht9? MG hhivk707 AT CPTF eUNLTANT PG T | 1 2 3 4 5
ATALT (1P LTVTPH

308 | tht9? MG wWhok707 QAP F eoLAm-t A1t | 1 2 3 4 5
AHI° ARavFTigP

309 | O FF h@o?&F oF0k OAPE A0 ET Al NF AOm- | 1 2 3 4 5
2104

310 | PG ADOETA? QA PP+ b0t O Fhhd eamt SFAn | 1 2 3 4 5

hm.§ Khak707 0A>-PPT OC PAFAT 17T OhavAhrt

401 | PmS AhaE707 QA fPF APIAITT PE ARNCT | 1 2 3 4 5
PAF@.gP

402 | 8m.S KhOETAT QA0 P (174 v-33 F7hAhNG AT 1 2 3 4 5

403 | Pm.S KhaE707 QA CPF A1t LAMT Av-? haa. | 1 2 3 4 5
PNAM ALNN47 £70A

404 | m.S AHhaE707? QAP F PNC ALAMT ATLLANTF@. T9C | 1 2 3 4 5
AT, 005854

405 | MG BhOETAT QAP T CTUFATFM.T U+ PLCTASA 1 2 3 4 5

60| Page




hn.§ Khak707 000>-PF OC 0820+ A%

501 | PmS AhE707 QAGPP A7e AZ& 1H 9°hC atam™ 4
nngP +Fp-Ant

502 | G AhorE707 00> (& LH AT FOLEAT 4

+e00.rt

601 | PmG AhAE707 A CPT MG hhat707 TEAIP 4
62 VLAY 9974007 |3 AATF@.

602 | em.S KWhOETA? AAG-PPF A 797L LH PI°TIP1LF AT 11C 4
Ta eAn

603 | MmG UGt aeaes, 1H MG khaE707 QAP 4
huZtat 2¢ 027N 20k

604 | hnG wWhas707 AAe>CPT IC N15750F OPT 294 4
PEET 191 T1Lt hTAAU-

605 | 8m.S AhAE7A7 NN CPF 9°°12+F@.7 Fhhd LA 4

606 | fmS WhtE707 AAe>PPF hvNital IC T4 ATFrE 4
AT,

607 | G AhOE707 OAe>PPT OC PAT 10t m7rb? 4
AaonNP NNI° L mPavg i

9o hG AINIET NPCOT P990F T Al

701 | .S AHhaE707 AAPCPFT (9PN A%t A5 FPAV- 4

702 | hm.§ Ahat707 AAe>-2P T Adt 9T 04ATh-0F 4
0%t A15 AU~

703 | .S AhaE707 A1dadet 299730 A%t (9P IVE 1. 4

704 | 8m.S AhatT0T AT 09T 02 NPCOT 1T 4

705 | @8 m.S KhtE707 AP F (L N0t A% ONLC 4
ANTGF @90
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V. AChJ

O AmS AhOETA? TCACI® AL PATFA WChF

801 | mS HhOE707 TCEA® 07LAM- AT vtk | 1 2 3 4 5
hlhFAu-
802 | .G WhETA7 TEL NL.AM AINNRT hdlhud® | 1 2 3 4 5
803 | NG KLhnE707? QAP F N+ hihFAv- 1 2 3 4 5
804 | @2 m.S Ahark707 QAP+ 1297 AB4AU- 1 2 3 4 5
805 | ALFR7iHave: WL (AN OmS AhOETA7 TP | 1 2 3 4 5
PULAM- AT NNTT A .mPar: harheFPAU-
P20t TEPT

AA MG AMOETAT TELI° 9°7 P@. P2

MG ANAETAT T MPoDIT W18t LING-FA?

MG WAAETAT? TEACI® 2TLAM TEACTTT MPTDI7T W18t LINAN?
PM.G ANOETAT AAT-PP (1 aPIPT W18t LavAEFA?

PM.G hNOETAT QAT PP NPT W1 LavAEFN?

Pm.S HNAETAT? AAT>-PP OC PAPT ATTrE Wil £RIN?
MG KhAE707 TC1GI® 908 AL +HATE.A. PO PA?

3
4
5
6. Pm.S KHhOETNT QATPPP DOC PAPTT TTFTE Wit LINGFA?
7
8
9

OmS KhOETA? T AL Lhet hChF 977 LaPAAN?

10. U0&TAN AMS KOOETO7 AR AChT AT8LTLM. £LLM. FP1L1M. NAD. LOON?

. MG WOOETT TECIPT ATTAAN PACODP ANTELT o212
+enT16 7401 AP+
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HADIYISA VERSION QUESTIONNAIRE

Jimm universtei minadaphphi fayya’omm sayins losa’nkollagr fayya’ooma egerimmi
haalaxx losa’'n baxxancha

Hadiyyi Zonane hossa’n minadaphph fayya’om programeayoo goodo’o la’mmina guduk
xa'mmich forma

Qabale’e mi’'n xigo
Xa’'mmicha annanmmistgo
Xammich illage gudukki eyyenxxxa’mmich forma xummab

Isummi yamamookko. Ani baxommoki jimmyenste’l mastert digree’l

sarayyakam kitaaph mateyyo’'mmi tuutich hanatettbeero’l fayya’oommi hegeegonne
xa'mmicha hincaaimi'ate. Ka saryyi horoor woshi adlab fayyaomanne yoo lirancha
laimminate. Ku sarayy minadaph fayyomina hasanootstio isaako awwaado uwwodlia
caakkisohane. Ebkkina fayya’oomina hassiso dhaarfaggomanne baxoo baxaan ogora
laimmina ki'n harammat hasisooko xa’mmichanne aggedkkako’'isaa summa kurimm

hasisooyyo. Xa’mmichchina dabachcha uwwimm xaledakko.

Dabachcha uwwimm xanamokkok ki'n eyyitinet ihubikiti dabarimmina hasamoobee’l

xa'mmichchi hee’ulas urimmi teim higimmi xanamookko
Xa’'mmicha dabarimmina eyyite issitakka’a?

Dabachchi eyya yoohane ihulas galaxoomo.

Awwona yoo idone higghe.

Hasomoyyo yitakamane ihulas awwonaa yoo xammamaggliomma.

Xa’'mmich hunchuk balli
Xa’'mmich asheeramusoat
Xa’'mmich beedukk soat

Alansaanch summi____ fuma'a______
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Lulei nagasha

xigo

Xa’'mmicha

dabachcha

saaraya

001

umura

002

Albachcha

1.goona

2.meentoo

003

Losa’'n duha’a

1.losubee’ane
2. 1-8 baxxancha
3. 9-12 baxxancha

4.12 baxxanchi hanaan

004

Marcho baxoh?

1.abuulaancho
2.gassi baxxancho
3.balli baxxancho
4.dadaraancho
5.mi'n amma

6.mullek yoolas caakkisstee

005

ldooxx duha’a

1.mine issubee’ane
2.mine issitobee’ane
3.meentichchoonse teim manchiinse anr
ann ikkoo’kotane

4 .menticho teim manch lehaakkohane

006

Amanaxx duha’a

1.ortodoksa
2.protestaanta
3.musiliima
4 kaatolika

5.mullan ihulasi nagasshe

007

Giira

1.hadiyya

2.kambaata

3.amhara

4.guraage

5.mullan ihulasi nagasshe

008

Mat aganan hinka’in siido
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Manadaph fayya’oom takki progra’m hegeegonne yoo gesimma la’mmina gudu
xa’'mmichcha

xigo | Xa’mmichcha Dabachcha sawwite
101 | Kta’m fayyoo’im takk program ki’'n gabalenne l.eyya
awwaadukuya yoo'isa Igakkamo? 2.laomoyyo
102 | Ki'n gabalei fayya’oomina losisamota lagakantoeie l.eyya
2.laomoyyo
103 | Kta’'m fayyoo’im takk program kata’'m manina l&la l.eyya
awadoko 2.laomoyyo
104 | Kta’'m fayyoo’im takk program minadab fayaoma l.eyya
egeriman hasisoko 2.laomoyyo
105 | Kta’'m fayyoo’im takk program faya’oma losisasen l.eyya
fayaoma lossan sidimina denamoo 2.laomoyyo
106 | Kta’m fayyoo’im takk program hasisokoki minadab l.eyya
fayaoma hech losisimina awadoko 2.laomoyyo
107 | Kta’m fayyoo’im takk program minadab fayaomkit | 1.eyya
yoo gossimma la’imina awadoko 2.laomoyyo
108 | Highu tomonne lohe aga’n woronne fayyoo’'m l.eyya
losisaancho ki'n mine wataha? 2.laomoyyo
109 | Dabach eyyaa yoohan ihulas mabikkina lossakko’o?
1.hrbaxxibkkina 1. eyya 2. eisayyo
2.abaroosa goodmbkina 1. eyya 2. eisayyo
3.garmilage yoo awwadbkina 1. eyya 2. eisayyo
4 ktibaax awwdbkina 1. eyya 2. eisayyo
5.garimm awwdbkina 1. eyya 2. eisayyo
6.shoo’m mi’n awwdbkina 1. eyya 2. eisayyo
7.gagmccurooma egerimbkina 1. eyya 2. eisayyo
8.hegeegmccurooma egerimabkina 1. eyya 2. eisayyo
9.ach ayv ads hoormina egermbkina 1. eyya 2. eisayyo
10.godafa’l jaboo shishira egermbkina 1. eyyo 2. eiyayyo
11.kachis jaboo egermbkina 1. eyya 2. eiyayyo
12.matimatonne higobe’l jaboo egermbkina l.eyya 2. eiyayyo
13.horoo’l woro ambadaxissoo jabbkina 1. eyya 2. eiyayyo
14.mulkeenom nagasssehe 1. eyya 2. eiyayyo
110 | Beero’l fayyoo’m baxonne hokanone ikekemmo? ehdin
aberossanne
2. la’ommoyo
111 | Mat hinchonne fayaoom bexannine wixittekea l.eyya
lagakamonhe? 2.laomoyyo
112 | Fayyoo’'m taklosisaanchone yoo edanchi mahafabo | 1.horyyem
danaamo
2. danaamo
3.eraneme
4.mham ihooyoo
113 | Fayyoo’'m tak losisaancho meentichote ihimm uamvi | 1.eyya
awwadonne hawo goochooko yitka’a swwitakamo? | 2.aocooyo
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Mindaph fayyoo’'m tak program hegeegonne yoo sawwitl®’'mmina gudakoo xa’mmichcha

xigo | Finto’o E | € e e
£ % % gt ‘% o | £ % o
SE1ES $SIEE 2S¢
IG({60|>28{G8|IT5%S
201 | Beero’l fayyoo’m ekisteenshin program | 1 2 3 4 5
minadaph fayyoom danoo’isaa hramookko
202 | Programa uwwoo fayyoo’'m awwaduuwi | 1 2 3 4 5
minadaph hawwo shollisookko
203 | Programa uwwoo fayyoo’'m awwaduuwi | 1 2 3 4 5
minadaph hawwo shollisookko
204 | Ciiluwi dishulese extenshin betan bey 1 2 3 4 5
mesommo

Minadaph fayyoo’'m progra’m kululetanne yoo woda’n usheexato laimmina gudakoo
xa’'mmichcha

Xig | Finto’'o E| € S S
0 eS8 |Eg |8 |8
og/ 2g/ §54E8|gE
£5| 535815815

Fayyoo’'m taklosisaa’n lachch gooroommi goossimma

301 | Beeroi fayyoo'm gaanga losisaan danamisa awwghd 2 3 4 5
uwwo keeno

302 | beero’l fayyoo’m gaanga losisaan uwwo awwaade 1 2 3 4 5

303 | Ni hegeegonne yoo fayyoo’'m heechch ganqg losisah 2 3 4 5
amma’nn eena xanommyyo.

304 | Beeroi fayyao'm gangi losisaan uwwamoo awwax 2 3 4 5
kululetanne danam lachch yookko

305 | Beero’l fayyoo’'m ganga losisaan jor hawwo afisa 1 2 3 4 5
lamooyyo.

306 | Beero’l fayyoo’'m ganga losisaan uwwamo awwado| 1 2 3 4 5
danaam losan yooko.

307 | Beer'l fayyoo'm ekisteenshin losisaan uwwamdo 2 3 4 5
awwaado mishaam isso losano massamaakko

308 | Beero’l fayyoo’'m ekisteenshin losisaan fayyoo'fn 2 3 4 5
hawwo annaaissimina xanamooyyo

309 | Beero’l fayyo'm losisaan uwwo awwaad lobakaia 2 3 4 5
makooyyo

310 | Beero’l fayyoo'm ekisteenshin losisaan kitihatim | 1 2 3 4 5
xanamoko
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401 | Fayyo’'m ekisteenshin losisaancho danamisa 4 5
aboyyitamo

402 | Fayyo’'m ekisteenshin losisaancho danamisa 4 5
aboyyitamo

403 | Fayyo’'m eksteenshin losisaa’n awwaado uwwimmiba 4 5
hayydmm hasisookko.

404 | Fayyo’'m ekisteenshin losisaancho danamisa 4 5
aboyyitamo

405 | Fayyo’'m eksteenshin losisaan malayy xanoo hunda 4 5
issamohane

Fayyo’'m ekisteenshin losisaan magire higisakkam sba

501 | Fayyo’'m ekisteenshin losisancho sogitano uvwnata| 1 4 5
gagabatette

502 | Fayyo’'m ekisteenshin losisaancho danamisa laiacal 4 5
atorssitamo

601 | Fayyo'm ekisteenshin progra’m kluleesanne minada 4 5
xanamoo keeno

602 | Fayyo'm ekisteenshin losisaan mat mat ammdne 4 5
kurakam woshsha. macceesameen hasamooyo.

603 | Fayyo'm losano uwwakam ammane fayya'th 4 5
ekisteenshin losisaan minadabinne shinnatamamoagkko.

604 | Fayyo'm ekisteenshin losisaan magqgire edammobm 4 5
ammane hasoomm quuxo muccuroomine kureena
Xanoommo.

605 | Fayyo'm ekisteenshin losisaan kurakkam woshdha 4 5
danamisa macceesamokko.

606 | Fayyo’'m ekisteenshin losisaanina minadabinmaala| 1 4 5
edanch yookko

607 | Fayyo'm ekisteenshin losisaaninne yoo edarich 4 5
fayyoma egerimmina awwaadhane.

Makkoo awwaado abbis beyyonne siidimm sawwite

701 | Fayyo'm ekisteenshin losisaan hasamu saatahne 4 5
siidamoommao.

702 | Fayyo'm ekisteenshin losisaan awwaado siidédna 4 5
hasumm saatanne sidaommo

703 | Fayyo’'m ekisteenshin losisaan awwaado siidooat |sL 4 5
erane

704 | Fayyo’'m ekisteenshin losisaan awwaado siidoeyyil 1 4 5
abbiso.

705 | Fayyo'm ekisteenshin losisaan biiro’'o maromin 4 5
ammane hee’amooyyo.
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Minadaph fayyo’'m ekisteensh programanne yoo woda’nisheexato

801 | Fayyo'm ekisteenshin program uwwoo awwaddnhe 2 3 4 5
liramammo

802 | Fayyo'm  ekisteenshin  programinne  uwwamdo 2 3 4 5
awwadonne liramumoyyo

803 | Fayyo'm ekisteenshin losisaa’n danaam baxorine | 2 3 4 5
liramammo

804 | Fayyo'm ekisteenshin losisaa'n beyyo odlifn 2 3 4 5
maroommo.

805 | Ibeshichcho, garmancho teim abaroosa fayyadlm 2 3 4 5
ekisteenshin  program awwaado awwaxampona
$0goommo.

Saga’l Xammichi awwonsa

Beero’l fayyoo’'m ekisteenshin program bikkina ladachch yoohonehe?

Beero’l fayyoo’'m ekisteenshin program bikkina caiakkena xanto’o?

Fayyoo’'m ekisteeshin losisaa’n awwado hinkid casd&nha xanto?

Fayyoo’m ekisteenshin losisaa’n meent ihubkina ansdwwite uwwitoo?

Fayyoo’'m ekisteenshin losisaa’n awwaado danam leclgohannhe?

Fayyoo’'m ekisteenshin baxaa’n awwaado mindabinehyoiat hinkidette?

Fayyoo’'m ekisteenshin baxaa’n lambennee minaddapbée’nne yoo hincit mahina

hasisoo?

8. Qabalenne yoo fayyoo’m ekisteenshin programardentdo?

9. Fayyoo’m ekisteenshin baxaa’n awwaado hinkid mootib?

10. Fayyoo’m awwaado sidomanni uwwakam awwaadonne ticdree’isa issookkok
marucho?

11.Beero’l fayyoo’'m ekisteenshin awwaado minadabimaafane elloo’isa baxakkona
hinkido’l sawwite uwwitoo?

12. Mull sawwit yoo lase nagasehe

No gakowhPRE
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