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Getting community-level training right: 
important lessons from Ethiopia 
Lesley Anne Long and Tedla Mulatu provide valuable insight into how the 
Ethiopia government and implementing agencies evaluated and adjusted a 
major training programme to make it fit for purpose 
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It is estimated that 1 billion people today will never 
see a health worker in their entire lives1 In developing 
countries, most of those who do will head directly to 
community health workers. These workers represent, by 
far, the main way that most developing country citizens 
access health services,2 yet so many remain profoundly 
under-trained.3 Even when training is provided, it is 
routinely ineffectual, in large part because of the loca-
tion: hundreds of miles from where the health work-
ers live.4 Refresher training, moreover, is infrequent or 
simply never happens.5 The consequence of this severe 
under-training of frontline health workers contributes 
to avoidable illness and deaths; annually, millions of 
children under 5 and their mothers continue to die.6 In 
sub-Saharan Africa in particular, little progress has been 
made in achieving the health Millennium Development 
Goats (MDG)s. Often all that is needed to save lives are 
simple health interventions, yet all too often, under-
trained frontline health workers do not have the basic 
knowledge and skills to intervene appropriately. HEAT 
was created as a direct response to these challenges.

Despite major progress in the last 15 years, Ethio-
pia’s healthcare system is one of sub-Saharan Africa’s 
least developed. Under-5 and maternal mortality rates, 
at 88 per 1000 and 470 per 100 0007,8 respectively, 
remain among the highest on the continent. This is due 
largely to the widely acknowledged crisis in the health 
workforce, where the density of health workers in all 
cadres is less than a third of the minimum needed as 
determined by the World Health Organization (WHO). 
The crisis is exacerbated in rural areas by the concentra-
tion of health professionals in urban centres, leading to 
inequitable access to healthcare within and between 
regions of the country.       

The Ethiopian Government’s determined response 
to this crisis has been well documented. In 2004 it 
launched an ambitious programme to train thousands of 
new healthcare staff, including 34 382 Health Extension 
Workers (HEWs) deployed to date in more than 15 000 
rural communities. This new cadre of frontline com-
munity health workers – mostly young women – quickly 
became the backbone of rural healthcare delivery, and 
last year was credited with considerable improvements 

in infant and under-5 mortality rates. At the UN General 
Assembly in New York in 2011, Raj Shah, head of the 
United States Agency for International Development 
(USAID), and Andrew Mitchell, then UK Secretary for 
International Development, highlighted the Health 
Extension Program (HEP) as bringing about a significant 
step towards achieving the MDGs. Mitchell stated that 
the programme was making ‘a real difference toward 
reducing poverty’ and that it offered a model for other 
countries in the region.9

However, despite several strengths, the early HEW 
training had some serious drawbacks, including variabil-
ity in how the curriculum was implemented, and thus 
inconsistency in its effectiveness, and inadequate cover-
age of maternal/child health topics. In response to this 
evaluation10 the Ministry of Health, under the leadership 
of Dr Tedros Adhanom (then Minister of Health) pub-
lished new ‘Level IV’ Occupational Standards together 
with a revised curriculum framework to equip HEWs 
to deliver enhanced health services. AMREF Ethiopia 
was commissioned to research the potential of distance 
learning as a cost-effective way to provide the new 
upgrading training at scale, as well as to keep HEWs 
in their posts and continue providing health services 
while learning. Following the AMREF Report (December 
2008), the Government invited The UK Open University 
(OU)11 to support development of the new ‘blended 
learning’12 Level IV curriculum. Thus HEAT was born.

The OU and AMREF, together with the financial 
support of UNICEF and technical support from WHO 

Graduation in Adama. The Oromia Regional Health 
Bureau in Ethiopia, with support from AMREF and the 
FMoH, graduated 795 health extension workers in Adama 
in January 2013 from five Health Science Colleges: 
Fiche, Nekemt, Metu, Negele, and Shashemene. 
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for practical skills training, worked with 57 Ethiopian 
health experts in the development of a 13-module cur-
riculum (450 hours of learning materials with emphasis 
on maternal/child health). 120 tutors and 38 programme 
coordinators in six regions were trained; and in early 
2011, almost 1200 students (previously trained at Level 
III) were registered on the pilot Level IV upgrading 
programme.

Almost 2 years on, how is the Level IV programme 
working? First, it is clear that many of the Level III 
students enrolled on the programme had relatively poor 
academic backgrounds and the new training followed 
too long (on average 6 years) after their last school 
experience for them to cope well with the self-study 
part of the programme. Tutors were not able to have 
sufficient contact with their students to facilitate their 
distance learning because of the long distances between 
the Health Science Colleges – the training institutions 
which provided Level IV tutors – and the HEWs’ places 
of work. For these reasons the Government determined 
that the HEWs on the Level IV programme required 
additional full-time support from instructors and in early 
2012 it embarked on an accelerated scale-up, using 
face to face classroom-based teaching of the HEAT cur-
riculum. 

HEWS graduate as ‘Community nurses’ and the 
programme continues to represent the largest single 
advanced training undertaking of a community health 
worker cadre in sub-Saharan Africa to improve the 
health and quality of life of rural communities.

The situation in 2013 looks promising: AMREF and 
the OU, with funding from the Barr Foundation13 and 
GSK,14 are working closely with the Ministry of Health 
(now under the leadership of the new Health Minister, 
Dr Kesetebirhan Admasu) to improve the knowledge 
and skills of another 3000 HEWs, with a further 3000 
planned to enroll each year on the programme for the 
next 4 years. The funding is also being used to strength-
en the capacity of 20 training institutions across 6 re-
gions as well as train a cadre of master tutors to raise the 
quality of student support throughout the programme. 

In creating and driving the development of the HEAT 
learning resources in partnership with the Govern-
ment of Ethiopia, UNICEF, AMREF and WHO, the OU 
has held at the core of its vision the need to provide 
access to high quality, up-to-date and relevant learn-
ing resources for community health workers and to 
make these freely available to be used and adapted for 
other counties in sub-Saharan Africa and more widely. 
Since creating HEAT, the OU has been working with 
potential partners in other countries (including Uganda, 
Somaliland, and Nepal) to explore with them how the 
HEAT materials can be versioned and used to strengthen 
existing community and frontline health worker training 
programmes. Alongside this activity, the OU has also 
developed projects that draw on and extend HEAT. 
These include the multi-disciplinary research by the OU 
and Addis Ababa University which is contributing to the 
awareness and management of autism in sub-Saharan 
Africa (as well as enhancing the HEAT mental health 
materials). ‘CREATE’ – child rights education resources 
for health professionals – was launched in February 

1  http://www.barrfoundation.org/ 

this year with partners in four countries in East Africa 
and draws heavily on the HEAT model and learning 
resources. In addition, the OU and partners are working 
on new projects on non-communicable diseases, water 
and sanitation, and agriculture extension worker train-
ing, all of which are planned to begin in 2013. 

What have we learned from the HEAT experience? 
First, that meaningful involvement of stakeholders 
through design and implementation is crucial – this 
includes working with the relevant Ministries, local offi-
cials, training institutions, NGOs, and end-users. Having 
a co-ordinating body on the ground (such as AMREF) 
can make a huge difference to effective implementation. 
Monitoring and evaluation plans should be developed 
from the start (not as ‘add-ons’ at the end of a project) to 
test usability and ensure on-going buy-in from stake-
holders. Establishing good communication channels 
between the partners is also essential – especially if mo-
mentum starts to flag in the project! There is no short-cut 
to investing in training tutors and supervisors for both 
theoretical and practical skills training – excellent cur-
riculum resources on their own are insufficient to em-
bed learning. Strategies for scale and sustainability need 
to be built into the project design from the start – there 
are too many ‘boutique’ pilots, which may work well 
as long as the funding lasts, but don’t have the partner-
ships needed to reach large numbers of health workers 
over an extended period of time. That said, and contrary 
to popular conviction expressed at conferences, pilots 
are not in themselves ‘bad’ if they are constructed as 
development and research phases of a more sustained 
programme of work that connects deeply with the key 
players in the health system. However, what works in a 
small development and research project may not work 
at scale or be replicable in other countries – building 
flexibility into a model is therefore hugely important. 
Creating learning resources that are carefully structured, 
pedagogically sound, written by local experts, and 
freely accessible, means they can easily be contextual-
ised for different settings and contribute to help support 
long-term transformational change at scale. We believe 
that interventions such as the programme in Ethiopia, 
which is grounded in partnerships and takes a systems 
approach via a blend of practical skills training, high 
quality HEAT learning resources, and capacity building 
for tutors offers considerable opportunities for multiplier 
effects at the local, national, and regional levels. 
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