
Enhancing Leadership, Management and
Governance Competencies for Performance
Improvements at Primary Health Care Entities in
Ethiopia: A Quasi-Experimental Study Design
Mesele Damte Argaw  (  mdamte5@gmail.com )

JSJ Research & Training Institution, Inc. https://orcid.org/0000-0002-9558-6619
Binyam Fekadu Desta 

JSI Research & Training Institute Inc
Sualiha Abdlkader Muktar 

JSI Research & Training Institute Inc
Nurhan Tew�k 

Ethiopia Ministry of Health
Bekele Belayhun Tefera 

Path�nder International
Wondwosen Shiferaw Abera 

JSI Research &Training Institute Inc
Temesgen Ayehu Bele 

Ethiopia Ministry of Health
Selahadin Seid Buseir 

Ethiopia Ministry of Health
Deirdre Rogers 

JSI Research & Training Institute Inc
Kristin Ei�er 

JSI Research & Training Institute Inc

Research

Keywords: Leadership, Management, and Governance, Performance Improvement, Training, Ethiopia

Posted Date: March 20th, 2020

DOI: https://doi.org/10.21203/rs.3.rs-18051/v1

License:   This work is licensed under a Creative Commons Attribution 4.0 International License.  
Read Full License

https://doi.org/10.21203/rs.3.rs-18051/v1
mailto:mdamte5@gmail.com
https://orcid.org/0000-0002-9558-6619
https://doi.org/10.21203/rs.3.rs-18051/v1
https://creativecommons.org/licenses/by/4.0/




1 

 

Enhancing Leadership, Management and Governance Competencies for Performance 1 

Improvements at Primary Health Care Entities in Ethiopia: A Quasi-Experimental Study 2 

Design  3 

 4 

Mesele Damte Argaw1,*, Binyam Fekadu Desta1, Sualiha Abdlkader Muktar1, Nurhan Tewfik2, Bekele 5 

Belayhun Tefera3, Wondwosen Shiferaw Abera1, Temesgen Ayehu Bele4, Selahadin Seid Buseir2, Deirdre 6 

Rogers5, Kristin Eifler5 7 

 8 

1USAID Transform: Primary Health Care, JSI Research & Training Institute, Inc.  9 

P.O. Box 1392 code 1110, Addis Ababa, Ethiopia 10 
2Federal Ministry of Health, Human Resource Development Directorate Addis Ababa, Ethiopia  11 
3USAID Transform: Primary Health Care, Pathfinder International, Addis Ababa, Ethiopia  12 
4Federal Ministry of Health, Health Extension and Primary Health Services Directorate, Addis Ababa, 13 

Ethiopia 14 
5JSI Research & Training Institute, Inc., Boston, USA 15 

 16 

 17 

 18 

*Corresponding author 19 

E-mail address: mdamte5@gmail.com; mesele_damte@et.jsi.com 20 

E-mail address:  21 

MDA: *mdamte5@gmail.com  22 

BFD: binyam_desta@jsi.com 23 

SAM: sualiha_abdikader@et.jsi.com 24 

NT: nurhan.tewfik@moh.gov.et 25 

BBT: BBelayihun@pathfinder.org 26 

WSA: wondwosen_shiferaw@et.jsi.com 27 

TAB: temesgen.ayehu@moh.gov.et 28 

SSB: selha.99@gmail.com 29 

DR: deirdre_rogers@jsi.com 30 

KE: kristin_eifler@jsi.com 31 

 32 

 33 

mailto:binyam_desta@jsi.com
mailto:sualiha_abdikader@et.jsi.com
mailto:BBelayihun@pathfinder.org
mailto:wondwosen_shiferaw@et.jsi.com
mailto:temesgen.ayehu@moh.gov.et
mailto:selha.99@gmail.com


2 

 

 34 

Abstract  35 

Background: Leadership, management, and governance (LMG) interventions play a significant role in 36 

improving management systems, enhancing work climate, and creating responsive health systems. The 37 

Federal Ministry of Health with the support of USAID Transform: Primary Health Care project, 38 

cascaded its basic LMG trainings and interventions to primary health care staff. The purpose of this 39 

evaluation was to measure the changes observed on performance improvement at primary health care 40 

entities after implementing the interventions for one year. The results of this research will help policy 41 

makers, program managers, and implementers to make informed decisions in the area of performance 42 

improvement.  43 

 44 

Methods: The study used a quasi-experimental pre-post survey design to assess the changes observed 45 

as a result of LMG in performance management at primary health care entities. It was conducted from 46 

August 28, 2017 to September 30, 2018 in Amhara, Oromia, Tigray, and Southern Nations, Nationalities 47 

and Peoples Regions. The data was collected through document review and interviewer and self-48 

administered questionnaires across 136 health facilities, in which there are 293 health workers who 49 

attended the LMG training; and 333 health workers who did not attend the training. In addition, training 50 

records were reviewed to capture change in knowledge and skill through pre-post training and, baseline 51 

and end-line performance improvement project achievements, respectively. The data were analyzed 52 

using SSPS IBM V 20.  53 

 54 

Results: The response rates were 100% for staff who attended the training; and 87% for staff who did 55 

not attend the training. Of those who attended the training, 235 (80.9%) and 252 (86%) trainees scored 56 

above 70% on post-test, and 80% or more achieved the desired measurable results of their performance 57 

improvement projects. Using the above-mentioned criteria, composite scores were compiled from post-58 

test and performance improvement project results. The result showed that 70% (205/293) of basic LMG 59 

trainees completed the course. As a result of the LMG trainings, management systems, work climate, 60 

and responsiveness of the health system to challenges significantly improved (p<0.001). Because of the 61 

leadership projects, an additional 2,290.3 units of health service coverage were gained.  62 

 63 

Conclusions: The performance of the primary health care entities was significantly improved as a result 64 

of enhanced knowledge and skills through LMG trainings, and leadership projects implemented at 65 

primary health care entities. We recommend providing LMG trainings for more health workers and 66 

managers working at primary health care entities to accelerate implementation of prioritized health 67 

sector interventions helpful to achieving the Sustainable Development Goals as a global target. 68 

Evaluation of effectiveness and efficiency of the basic LMG training package is recommended. 69 

 70 

Keywords: Leadership, Management, and Governance; Performance Improvement; Training; Ethiopia. 71 

 72 

 73 

 74 

 75 

 76 

 77 
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1. Introduction  78 

According to the World Health Organization (WHO), a health system is defined as ‘all organizations, 79 

people, and actions whose primary intent is to promote, restore or maintain health.’ The WHO health 80 

systems framework identifies six essential building blocks, or key functions: service delivery; health 81 

workforce; information; medical products, vaccines, and technologies; financing; and leadership and 82 

governance. To strengthen a health system, in addition to managing the interactions among the six 83 

building blocks, each building block needs to be strengthened [1]. However, lack of “leadership. 84 

governance and managerial capacity” at all levels of the health systems was identified as a major 85 

constraint to scale up proven and affordable services in low and middle-income countries [2] [3].  86 

Ethiopia’s Federal Ministry of Health (FMOH) defines four pillars of excellence in health namely, service 87 

delivery; quality improvement and assurance; leadership and governance; and health system capacity to 88 

achieve its vision of “healthy, productive and prosperous Ethiopians.” [4] Leadership, management, and 89 

governance (LMG) interventions thus play a significant role in improving management systems, enhancing 90 

work climate, and creating responsive systems that are more accessible, with better quality and 91 

expanded service availability at affordable cost [5] [6].  92 

 93 

USAID funds the five-year (2017–2021) Transform: Primary Health Care (PHC) project, which is led by 94 

Pathfinder International and implemented by a consortium of international and local development 95 

partners (JSI Research & Training Institute, Inc. [JSI], Abt Associates Inc., Malaria Consortium, 96 

EnCompass, and Ethiopian Midwives Association). During its first year, the project provided technical 97 

support in 300 woredas (districts) and has since expanded to 360 woredas in four agrarian regions, 98 

(Amhara, Oromia, Southern Nation Nationalities and Peoples [SNNP], and Tigray) in Ethiopia. The 99 

project aims to contribute to the accomplishments of the Government of Ethiopia’s Health Sector 100 

Transformation Plan and to prevent maternal and child death [7].  101 

 102 

Ethiopia adopted and implemented several LMG trainings to strengthen health systems and build 103 

services that are accessible to more people by developing inspired leaders, sound management systems, 104 

and transparent practices within and among individuals, networks, organizations, and governments. 105 

Some of these training modalities are: Leadership for strategic information [8] - a year-long training for 106 

policy makers, and strategic decision makers; Leadership, management, and governance [9] - a set of 107 

three different trainings for policy makers and district, health center and hospital managers implemented 108 

through four workshops completed over 6–9 months; Primary health care unit management 109 

development program [10] - which consisted of four workshops over 6–12 months per district;  and 110 

Transformational leadership program [11] - facilitated by the International Institute of Primary Health 111 

Care in Ethiopia for primary health care managers and program directors over five days.  112 

 113 

 114 

Data reported in this study cover the performance improvements observed as a result of implementing 115 

the basic LMG training and interventions at primary health care entities, which is a part of a 116 

comprehensive evaluation conducted to determine the effectiveness, and efficiency of the training. The 117 

need to redesign training content and approach will be considered to publish in peer reviewed journal 118 

subsequently. The aim of this study was to measure the changes in health service performance 119 

improvements as a result of interventions using the modified Kirkpatrick (1994) conceptual map of 120 

training evaluation [12] through implementation over the course of a one-year period. 121 
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2. Methodology  122 

2.1 Study Design 123 

This study employed a quasi-experimental pre-post design [13], [14], [15] and was conducted between 124 

August 28, 2017 and September 30, 2018 in Amhara, Oromia, SNNP, and Tigray Regions of Ethiopia. 125 

Kirkpatrick (1994) model is well known to analyses and evaluate training and educational programs. In 126 

addition, it considers different style of trainings, both formal & informal, and useful to determine 127 

aptitudes based on its four levels of criteria [16]. Therefore, for this study a modified Kirkpatrick (1994) 128 

model of training evaluation [12] [17] was used as a guiding framework for the data collection, analysis, 129 

and interpretation (Fig 1).  130 

 131 

2.2 Study Setting  132 

USAID Transform: PHC project is implemented in four agrarian Regions (Amhara, Oromia, SNNP, and 133 

Tigray) of Ethiopia (figure 2). According to the Health and Health-Related Indicators of Ethiopia 2016, 134 

the 77 million inhabitants of these regions represent 85.9% of the national population [18]. Each region 135 

is subdivided into zones and woredas which are the smallest government administration units. The 136 

project works in 300 (43.7%) woredas; 76 (45.2%) of which are in Amhara; 135 (44.8%) in Oromia; 70 137 

(42.4%) in SNNP; and 19 (36.5%) in Tigray Regions. The four regions have 76 primary hospitals; 1,531 138 

health centers; and 7,562 health posts [19]. In 2017, through the direct support of the project, 24 (8.0%) 139 

of districts had LMG trained healthcare workers and managers at all primary health care entities [19]. 140 

Adoption of Leadership, Management and Governance Interventions 141 

Based on the lessons from and national experience, the USAID Transform: PHC project developed block 142 

and segmented training packages with six to nine-month leadership projects to reach staff at primary 143 

health care facilities (Additional file 1). The project developed and implemented its LMG interventions 144 

using nationally endorsed course1 materials that allowed trainees to earn 78 continuous education units 145 

upon completion [9]. The five course modules include: (1) Introduction to Health Systems; (2) 146 

Introduction to Leadership, Management and Governance; (3) Improving Performance through Enhanced 147 

Leadership, Management and Governance; (4) Resource Management; and (5) Health Service Delivery 148 

Management. Each module consisted of units, sessions and sub-sessions designed to achieve desired 149 

competencies. These practices consist of: four leading practices (scanning; focusing; aligning and 150 

mobilizing; inspiring); four managing practices (planning; organizing; implementing; monitoring and 151 

evaluating); and five governing practices (cultivating accountability; engaging stakeholders; setting shared 152 

goals; stewarding resources; and continuous governance enhancement).  153 

Basic LMG Trainings and coaching interventions 154 

USAID: Transform Primary Health Care facilitated the two training modality option blocks (all at once) 155 

and segmented blocks (broken into a certain number of days over a period of time) for each of the five 156 

course modules. From June 8th – September 30th,  2017, ten block and fourteen segmented basic LMG 157 

trainings were facilitated and baseline measurements were taken. The details of participants in each 158 

category and region are presented in Table 1.  159 

 
1 EFMOH.2017. Leadership, Management and Governance In-service Training Manual for Health Managers at Hospital and 
Health Centers. Addis Ababa: EFMOH. The LMG training packages have been developed and approved by the Federal Ministry 
of Health.  
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Based on the national course syllabus, the LMG core teams developed and implemented performance 160 

improvement projects at their facilities for six-to-nine months, during which each team received three 161 

or four on-site coaching sessions [9]. The intended outcomes of the leadership projects included 162 

increasing the number of institutional deliveries; the proportion of modern contraceptive users; and the 163 

number of primary health care facilities that meet Ethiopian Health Service Transformation Guidelines 164 

standards (Additional file 2). The performance improvement or leadership projects also helped trainees 165 

use LMG training concepts to solve challenges at work. After implementation, each performance 166 

improvement or leadership project was assessed against its intended targets. From 25th December 2017 167 

– 30th March 2018, the assessment team, comprised of LMG experts from participating in-service 168 

training institutions, ZHDs, and the USAID Transform: PHC project, appraised the performance of each 169 

team and helped the core LMG team present its findings and results in a knowledge sharing events. 170 

 171 

2.3 Target Population 172 

The study targeted two groups of the population; namely, LMG trained health workers, and non- trained 173 

health workers employed in four intervention targeted regions. Trained health workers and managers 174 

with the support of USAID Transform: PHC project were targeted to measure their knowledge and skills 175 

on LMG practices gained as a result of the interventions. LMG trained and non-trained health workers 176 

perceived changes in management system, work climate and responsiveness of the health systems for new 177 

challenges were measured before and after intervention.   178 

 179 

2.4 Eligibility Criteria  180 

All study participants work in USAID Transform: PHC project led LMG intervention targeted primary 181 

health care entities. All basic LMG trainees and non-trained staff in the public health sector who 182 

volunteered to participate and those that had completed at the pre-post training interviews were 183 

targeted. However, health workers in facilities not targeted for LMG intervention, health workers who 184 

did not volunteer to participate and health workers who had not completed the pre-post interviews 185 

were exempted from in the study. 186 

2.4 Sampling Size and Sampling  187 

All twenty-four LMG intervention targeted woredas were purposively selected and three different 188 

sampling methods were used to calculate the desired sample sizes. 189 

The first sample size (n) for number of LMG trainees was calculated using Slovin’s formula [20]: 190 

n= N/1+N(e)2 191 

where:  192 

n= designates sample size for the study  193 

N= designates total number of employees  194 

e= designates maximum variability or margin of standard error at 95% confidence interval  195 

1= designates the probability of the event occurring 196 
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 197 

Therefore: 198 

n= N/1+N(e)2  199 

 200 

n= N/1+Ne2 n= [ 555/ 1+555*(0.05)2] 201 

n= 555/2.38 = 233; and 25% (non-response, refusal, and dropout) makes the sample size of 293 [21]. 202 

The sample size was allocated based on the number of trainees in each intervention woreda.   203 

The second sample size (ni) for non-trained staff was calculated using single population proportion 204 

formula: 205 

2

2

2
)1(

d

ppZ
ni

−
=



was employed [22]  206 

Where ni is sample size, P is the proportion of LMG non-trained staff who have the desire knowledge on 207 

thirteen practices, and d is the margin of error. 208 

In addition, the following assumption was used: Since P is 0.50% (p=0.50, q= 0.50), allowing 5% for 209 

expected margin of error (d) with 95% confidence level (Z α/2=1.96), the required sample size ni is 384. 210 

The sample size was distributed based on population proportion to size of LMG trainees in targeted 211 

health facilities.  212 

2.5 Data Collection  213 

The data were collected from basic LMG trainees and non-trained staff working in intervention primary 214 

health care entities using interviewer-administered and self-administered structured questionnaires, 215 

respectively. The questionnaires were prepared after thorough review of relevant literature and the 216 

National Leadership, Management, and Governance in-service training materials for hospital and health 217 

center managers [3] [9] [23].  218 

 219 

Sixteen data collectors, each with clinical, health management, social science, or public health training 220 

were recruited. Data collectors and supervisors were trained on the ethical principles, data collection 221 

tools, and interviewing techniques. Before the actual data collection started, all tools were piloted in 222 

USAID Transform: PHC project-supported woredas and amended accordingly.  223 

 224 

2.5.1 Leadership, Management and Governance knowledge and skill survey  225 

Data were collected to monitor post training self-efficacy, cognitive learning and training performances. 226 

The pre-post measurements were designed to capture the knowledge and skills of health workers on 227 

thirteen Leadership, Management and Governance practices. Similarly, the baseline and end-line 228 

Performance Improvement project achievements were rated with trained LMG coaches. Certified LMG 229 

training facilitators and project staff supervised all data collectors. The principal investigators and 230 

supervisors checked completeness and consistency of each filled questionnaire and made corrections on 231 

a daily basis. 232 

 233 
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The questionnaires had three sections: 1) instruction and consent forms to guide interviewers; 2) 234 

sociodemographic characteristics of participants; and 3) document review using data abstraction for 235 

scores of each trainee captured during classroom pre-posttests, and performance improvement project 236 

baseline and end-line achievements.   237 

2.5.2 Health System Strengthening survey 238 

Eighteen questions with a 10-point Likert Scale [24] were used to measure responses to statements 239 

presented to express to strengthened management system (9 items); enhanced work climate (5 items); 240 

and responsiveness or capacity of health system to overcome new challenges (4 items). The sample 241 

questionnaire for each category is presented in the below box1. To measure the changes on LMG 242 

practices of trainees were made as a self-assessment tool dedicated their perceived practices before and 243 

after the Basic LMG trainings offered. The respondents for this tool were LMG trainees and non-trained 244 

health workers in the intervention area’s primary health care entities. These were adapted from Clinical 245 

Leadership Competency Framework of the United Kingdom as cited in Mutale et al. (2017) [3]. The 246 

questionnaire was developed in English and translated into local languages (i.e., Amharic, Afan Oromo, 247 

and Tigrigna), then translated back to English. The tool was pre-tested for reliability and validity before 248 

being used in the current study [25].  249 

 250 

Prior to administration, reliability and validity of the data collection tools were assessed. The data were 251 

analyzed using SPSS IBM Version 20 [26]. The tools’ internal reliability was assessed using Cronbach’s 252 

alpha values. According to Hals (1986), if the Cronbach’s alpha value score is more than 0.6, the scale 253 

can be considered reliable. The tools have 18 questions in three categories; namely, nine questions 254 

on strengthened management system, five questions on enhanced work climate, and four questions 255 

on capacity to respond to change. The reliability test results were 0.839 for work climate, 0.895 for 256 

strengthened management systems, and 0.886 for capacity to respond to changes, which showed the 257 

scale used was internally consistent and reliable. 258 

A statistical test using multi-collinearity analysis through determining variance inflation factor (VIF) was 259 

run to check the tools’ divergent validity [14]. According to Menard (1995), if the VIF reported value 260 

exceeds 10, it implies the associated regression coefficients are poorly estimated because of multi-261 

collinearity [27]. In this pilot study, the collinearity test VIF results for work climate was 1.018, 2.94 262 

for strengthened management systems, and 6.443 for capacity respond to new change, no VIF value 263 

exceed 10. Hence, there was no observed serious multi-collinearity affecting the regression coefficient. 264 

Descriptive statistics were employed using frequencies, tables, and graphs. In addition, linear regression 265 

was used to test the relationship among each dependent and independent variable. Paired sample t-test 266 

and analysis of variance (ANOVA) were conducted to check whether there were significant differences 267 

in mean values by individual and organizational characteristics. Multivariable linear regression analysis 268 

was used to identify the predictors of LMG training effectiveness. 269 

 270 

2.8 Ethical Considerations  271 

Ethical clearance was obtained from regional institutional review boards. Before starting data collection, 272 

permission and support letters were collected from four regional state health bureaus. Data were 273 
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collected after getting full informed consent from every participant. Privacy, anonymity, and 274 

confidentiality were maintained throughout the data collection, analysis, and report writing activities.  275 

3. Results  276 

Table  2 presents the statistical summary of the socio-demographic data collected from trainees. One-277 

hundred and-three trainees (35.2%) were recruited from SNNPR; 62.5% of study participants (183) are 278 

between 26 and 35 years of age; the mean age with standard deviation (SD) was 29.9 ± 6.9 years. The 279 

majority (222/75.8%) of study participants were male. Seventy (58.0%) were nurses who had worked in 280 

the profession for an average of 7.6 years.   281 

 282 

 283 

Table 3 below presents the socio-demographic characteristics of non LMG trained staff in selected 284 

health facilities. The majority 38.4% were selected from Oromia region, and 78.7% of participants age 285 

category lies within 26- 35 years.   286 

 287 

One-hundred-thirty-six randomly selected health facilities from 21 (15.6%) Tigray, 35 (25.2%) Oromia, 288 

37 (27.4%) Amhara and 43 (31.9%) SNNP regional states were included in the study. One-hundred-and 289 

eleven (82.2%) were health centers, 12 (8.9%) were primary hospitals, 11 were District Health Offices 290 

and 2 were Zone Health Department. Fifty-eight facilities were in high-performing districts (Table 3). 291 

3.1. Knowledge change Pre- and Post-training  292 

The LMG trainees’ knowledge mean pretest score with SD was 44.97% ± 15.50%. The post-test score 293 

was 78.11% ± 14.22%, which showed a significant gain in knowledge at post-test with t=-35.99, df=292, 294 

P<0.001. In this study, 80.9% (237) of trainees scored greater or equal to 70% on post-test. 295 

3.2. Performance change Baseline and End-line survey  296 

 297 

Of 136 performance improvement projects, 53 (38.9%) were developed on delivery service. Twenty-five 298 

(18.5%) focused on family planning and 25 (18.5%) on health systems strengthening (Figure 3). All 136 299 

core LMG teams were assessed; the performance improvement mean baseline score with SD was 38.35 300 

± 24.79 units and mean achieved end-line desired measurable result with SD was 52.22 ± 26.23 units. 301 

The majority (252/86.0%) of trainees completed their performance improvement projects and achieved 302 

80.0% or more of their desired measurable results. As a result of these projects, 2,290.6 units of desired 303 

measurable results were gained. The average net gain by each entity was 16.55 (95% CI: 12.26, 20.84) 304 

with SD (± 17.59) units. The result gained, with paired sample t-test t= -12.28, df= 292, p<0.001, was 305 

statistically significant.  306 

The technical support ensured sustainability through the development of new performance 307 

improvement projects by trainees; as of September 2018, 33.3% (45/135) core LMG teams had 308 

developed new performance improvement projects for the next six months. Of the new projects, 18 309 

(40%) focus on health systems strengthening; 12 (26.6%) on maternal and newborn health; 10 (22.2%) on 310 

family planning; 4 (8%) on community-based health insurance (CBHI); and 1 (2%) TB screening. 311 
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Figure 4 depicts the proportion of trainees who scored >70% in post-test and >80% in leadership 312 

projects. The result of the theory showed that trainees from block LMG training had a higher score, 313 

with a borderline significant difference at X2 = 5.61. P= 0.06. Similarly, the result of the end-line 314 

performance improvement or leadership project evaluation showed that trainees of the block LMG had 315 

a higher score, with a statistically significant difference at X2 =8.32. P= 0.01. Certification showed that 316 

more block LMG trainees completed the course than segmented trainees, with a statistically significant 317 

difference at X2 =7.16. P= 0.02. 318 

3.3. Health system improvement  319 

Tables 8 and 9 depict health system improvements observed as result of basic LMG trainings. Trainees 320 

assessed and measured the level of management system improvements, enhanced work climate, and 321 

responsiveness of the health system to face new challenges. The mean perceived pre and post-training 322 

scores on strengthening management system with SD was 5.75±233 and 8.03 ± 1.44, respectively. This 323 

perceived assessment revealed a significant improvement at post-training, with t= -18.54, df=292, 324 

P<0.001. Similarly, the average pre-and post-training scores on enhanced work climate were reported 325 

with SD of 5.75± 1.85 and 7.88 ± 1.64, respectively. This result showed a statistically significant 326 

improvement at post-training, with t= -23.97, df=292, P<0.001. Moreover, the average pre-and post-327 

training scores on capacity to respond to a new change (responsiveness) with SD were 5.64 ± 1.92 and 328 

7.81 ± 1.62, respectively. This result showed a statistically significant improvement at post-training, with 329 

t= -22.83, df=292, P<0.001. The overall pre and post-training health system improvement scores were 330 

5.69± 1.73 and 7.93 ± 1.43, respectively. The score showed a statistically significant improvement with 331 

t= -26.09, df=292, P<0.001 (Tables 4).  332 

Similarly, 333 non-trained staff were asked to measure their work climate, management systems, and 333 

health systems responsiveness to challenges in their respective health facilities before and after their 334 

peers participated in LMG training. The mean pre and post-training scores on strengthening 335 

management system with SD was 6.34 ± 1.87 and 7.35 ± 1.44, respectively. This perceived assessment 336 

revealed a significant improvement at post-training, with t= -11.99, df=332, P<0.001. Similarly, the 337 

average pre-and post-training scores on enhanced work climate were reported with SD of 6.12± 1.96 338 

and 7.38 ± 1.82, respectively. This result showed a statistically significant improvement at post-training, 339 

with t= -16.49, df=332, P<0.001. Moreover, the average pre-and post-training scores on capacity to 340 

respond to a new change (responsiveness) with SD were 6.19 ± 1.95 and 7.61 ± 1.90, respectively. This 341 

result showed a statistically significant improvement at post-training, with t= -17.58, df=332, P<0.001. 342 

The overall pre- and post-training health system improvement scores were 6.24± 1.76 and 7.51 ± 1.74, 343 

respectively. The score showed a statistically significant improvement with t= -17.09, df=332, P<0.001 344 

(Tables 4).  345 

 346 

 347 

 348 

 349 

 350 
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 351 

4. Discussion  352 

 353 

This quasi-experimental pre-post study is dedicated to evaluating USAID Transform: PHC project-354 

supported basic leadership, management, and governance training and interventions which was cascaded 355 

to primary health care workers and managers in four regional states of Ethiopia. The LMG training included 356 

didactic theoretical-based classroom trainings implemented either as a block or sequential training 357 

combined with subsequent implementation of performance improvement projects for six-to-nine months 358 

at trainees’ place of employment [9]. The knowledge and skills gained as a result of these trainings were 359 

demonstrated through pre-test, post-test, baseline, and end-line performance improvement project scores 360 

and continuing development of performance improvement projects in the health systems. The results 361 

revealed that the LMG training and interventions had a positive impact on the performance of 136 primary 362 

health care entities. Furthermore, more than one third of trainees had developed subsequent performance 363 

improvement projects. Hence, trainees confirmed the long-term effects of capacity enhancement on 364 

performance of the health system. The result demonstrated the need to enhance the LMG competencies 365 

among health workers and managers, whose pre-service professional education inclined to clinical care 366 

with limited coverage to the Leadership, Management and Governance practices. Hence, without building 367 

the LMG competencies of health workers and managers, the health system may not deliver quality essential 368 

health services to the community. This in turn limit their performance level and then lead to further 369 

frustration of health workers and health service mangers. This was in keeping with the Uneke et al. (2012) 370 

finding in Nigeria, where training significantly increased policy makers’ understanding of leadership and 371 

governance and improved human resources development, collaboration, system design, and accountability 372 

[28].  Similarly, the finding was concurred with Mutale et al (2017) report on the catalyzing effect of 373 

Leadership and management training in health system strengthening in Zambia [3]. 374 

The conceptual map and assumption of the LMG training was: enhancing  knowledge and skills on 375 

leading, managing and governing practices of health workers and managers at primary health care entities 376 

would significantly improve the performance of individuals, teams, organizations and health systems for 377 

better health outcomes [9] [29]. In this study, the performance of basic LMG trainees were assessed by 378 

measuring trainees’ post-training knowledge, skills, and behavioral patterns within primary health care 379 

facilities [30]. The majority 235 (81%) and 252 (86%) of trainees scored above 70% on post-test and 80% 380 

or more on DMRs of their performance improvement projects, respectively. In addition, both trained 381 

and non-trained staff appreciated the positive impact of the knowledge and skills acquired by trainees on 382 

improving the management systems, work climate, and health system responsiveness to new challenges 383 

in their workplace.  This finding was consistent with Packard et al (2015) reported after leadership 384 

development intervention the on-job performance participants and their supervisors were improved and 385 

level of self-efficacy were significantly increasing over time [31].  386 

The evaluation indicated that trainees contributed to the improvement of primary health care service 387 

coverage over 12 months of LMG interventions. This result was also attributed to the implementation of 388 

multi-faceted LMG intervention, which ranged from classroom training to leadership-project development 389 

and implementation. The performance improvement was observed as improved management system, and 390 

work climate in the study area. The findings also concur with La Rue et al. (2012), who assessed a 391 
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leadership development program in Kenya by comparing baseline, end-line, and post-intervention data 392 

[32]. Our findings also concurred with Rowe et al.’s (2018) systematic review, which reported professional 393 

health care provider practices were improved using multiple strategies rather than by a single strategy 394 

[33]. Similarly, Arinez et al (2002) confer that good leadership and management practices improve the 395 

work climate, staff satisfaction, motivation and performances [34]. 396 

 397 

5. Limitations of the study 398 

The major limitation of this study is related the employed quasi-experimental study design, unlike 399 

randomized study design it is difficult to conclude the causal association between the LMG intervention 400 

and the Performance improvements. Despite this limitation, the investigators tried to ensure the 401 

relationship through longitudinal follow-up, onsite coaching, and developing agreed action plans. Like many 402 

studies, this study has some limitations. The study only targeted LMG training intervention sites, hence, 403 

before generalizing, the results, should be interpreted based on the context. In addition, there were a 404 

significant number of non-responses among non-trained targeted staff.  405 

 406 

 6. Conclusions and recommendations   407 

The performance of the primary health care entities was significantly improved as a result of enhanced 408 

knowledge and skills through LMG trainings, and leadership projects implemented at primary health care 409 

entities. We recommend providing LMG trainings for more health workers and managers working at 410 

primary health care entities to accelerate implementation of prioritized health sector interventions 411 

helpful to achieving the Sustainable Development Goals as a global target. Evaluation of effectiveness and 412 

efficiency of the basic LMG training package is recommended. 413 
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 592 

Figure1: Conceptual Map of LMG Training Evaluation [12], [16] 593 

A conceptual map adopted to evaluate the Leadership, Management and Governance Trainings in Ethiopia. The 594 

framework depicts to the relations of self-efficacy, cognitive and training performance with individual and 595 

organizational factors in contributing for better health outcome. 596 

Figure 2.: Map of Ethiopia showing USAID Transform Primary Heath Care project supported woredas. 597 

Map of Ethiopia depicting the USAID Transform: PHC project supported woredas. The green colored woredas 598 

are high performers, yellow colored woredas are medium performers and red colored woredas are low 599 

performers in terms of maternal and child health indicators. 600 

Figure 3: Proportion of health service coverage change of 136 leadership projects by program category, 601 

September 2018.  602 

Bar chart showing eight major performance improvement projects developed by 136 core LMG teams and the 603 

average proportion on the baseline and end-line results. 604 

Figure 4: Certification of Trainees2 after evaluation using posttest scores (Theory) and end-line leadership project 605 

performance assessment, September 2018.  606 

Bar chart showing the proportion of basic LMG trainees who complete the training using the criteria of post test 607 

scores, and performance improvement achievement by training approaches. 608 

Table 1. Participants trained According to the Two Models of LMG, by Region and Sex, September 2018 609 

The number of Leadership, Management and Governance trainees by region and training approaches.   610 

Table 2: Socio-demographic characteristics of basic LMG for health facility manager trainees (n=292), September 611 

2018 612 

The socio-demographic characteristics of Basic LMG trainees enrolled in this research.  613 

Table 3: Socio-demographic characteristics of non- trained staff (n1=333) and targeted health facilities  614 

(n2=136), September 2018 615 

The socio-demographic characteristics of non- trained staff in LMG intervention facilities, who participated in this 616 

research. In addition, the table presents the characteristics of selected LMG intervention primary health care 617 

entities. 618 

Table 4: Work climate, management system strength, and ability to respond to challenges before and after 619 

assessment by LMG trained and non-trained staff, September 2018 620 

 
2115 people attended block LMG training; 138 attended segmented I approach, and 40 attended segmented II 

approach. 
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The mean and standard deviation scores on perceived work climate, management system and responsiveness to 621 

changes by trained and non-trained staffs. 622 

Box 1: Sample Questionnaire  623 

The box presents sample items from composite scales representing the three categories namely, management 624 

system, work climate, and responsiveness. 625 

 626 



Figures

Figure 2

Conceptual Map of LMG Training Evaluation [12], [16] A conceptual map adopted to evaluate the
Leadership, Management and Governance Trainings in Ethiopia. The framework depicts to the relations
of self-e�cacy, cognitive and training performance with individual and organizational factors in
contributing for better health outcome.



Figure 4

Map of Ethiopia showing USAID Transform Primary Heath Care project supported woredas. Map of
Ethiopia depicting the USAID Transform: PHC project supported woredas. The green colored woredas are
high performers, yellow colored woredas are medium performers and red colored woredas are low
performers in terms of maternal and child health indicators.



Figure 6

Proportion of health service coverage change of 136 leadership projects by program category, September
2018. Bar chart showing eight major performance improvement projects developed by 136 core LMG
teams and the average proportion on the baseline and end-line results.



Figure 8

Certi�cation of Trainees after evaluation using posttest scores (Theory) and end-line leadership project
performance assessment, September 2018.
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