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SUMMARY

A study of the determinants of utilization of
community health agents among rural communities was
conducted in the district (Awraja) of Buno-Bedelle, south
western part of Ethiopia. The main objectives of the study
were to determine the prevalence of utilization of CHAs and
to see the relation between utilization of CHAs and
knowledge, attitude and participaticon of the community.

There were a total of 311 CHAs trained in the Awraja,
up to May 1988. Only 221 were found during a survey
conducted in May 1988. 80 PAs were randomly selected from
those where a CHA had been found regardless of
functionality. A structured guestionnaire was administered
to a systematic sampling of 2400 heads of households.

It was found that 83.6% of the study population used
at least one service of the CHA in the past vear. The most
used services wers preventive and promotive activities,
particularly, health education and home visits (59.7% and 58.0%
respectively). The least used services were treatment activities,
death and birth registration. Utilizers of CHA services had
better access to safe water supply and sanitary facilities.
People who are members of PPCAs, literate, have knowledge about
CHAs and their services, have a positive attitude towards
CHAs and their services, and participated in the selection
of their CHAs and related matters are more 1likely to be
utilizers of CHAs. It was also found that a positive
attitude towards CHAs and their services was the best

predictor of utilization of CHAs.



INTRODUCT TOMN

Primary Health Care is beina promoted in many parts of
the world as a means of improving the health status of the
people. It can be dinserted into a broad spectrum of
political, socioeconomic and cultural settings, ranging
from those in which basic health services are well
developed and supported by auxiliaries working from
institutions at the village level to areas in which
coverage is poor and most health needs are handled by
indigenous practitioners. The key agent of Primary Health
Care 1is the community health worker (CHW) who is based in
the community. performs a wide range of health related

tasks, and encourages new development initiatives.

In areas where most of the population resides very far
from government health institutions, training and placement
of CHWs 1is a sound approach to the axtension of health
care services. It is assumed that with minimal training
they will bhe effective in the promotion of health and

prevention of diseases.

In Ethiopia the Community Health Agent (CHA), a type
of CHW, (the other type 1is Traditional BRirth Attendant) is
expected to perform a wide range of functions, that

generally include:

- Health education

- Environmental health activities



B

- Treatmenpt of cimnle and common ailments

- MOH and Familv planning

- Contral of communicable diseases

- Referrals, record keepina and cnllecting data on
vital events and

- Community Develonment Activities.

Training of CHAs in Buno Bedele Awraja is conducted in
a health center by a statf nurse, an MCH nurse (if
available) and a sanitarian. There 1is also one national
center in Rale Administrative region, (Agarfa Multipurpose
Farmers, Training Center) that gives training to CHAs in
addition tc otner disciplines. The total duration of the
former course is 12 weeks. It has both theoretical and
practical sessions but much of the traininag time is
allocated to the theoretical part. The course includes
topice on rarsonai hygiene, environmental'Ganitation,
common communicable diseases (cause, diagnosis, treatment,
nrevention and control measures), MCH and family nlanning,
nutrition, collecting and reporting of health information,
and the use. handling and side effects of selected drugs.
They attend practical sessions in the out-patient
department on how to take history. Aas well as how to
examine and treat patients with common diseases and

injuries,



Trainees are selected from peasant associations and
tirban dewellers associations in rural areas and towns,
respectively, according to the criteria set by the Ministry
of Health. It 1is assumed that community memhers are
involved in the recruitment and selection of their CHAs.
Thev are also expected to bhear the cost for the training of
the CHA, to construct a health post, to equip him/her with
essential furniture and stationery, to give financial
support to the CHA, to cover the cost for buying drugs, and
to supervise the CHA administrativelyv. However. saome
external donor agencies T1ike UNICEF and others collaborate
with the Ministry of Health in the trainina proaramme by
covering the cost of training and providing first aid kits.
Technical supervison of CHAs is the duty of health

assistants working in the area.

Training of CHAs and TBAs in Buno-RBedelle Awraja was
started in 1978. Since this time a total of 311 CHA’s were
trained and deploved 1in the Awraja. Nearly 250,000 birr
was spent on training the CHAs (excluding the cost for
refresher courses and for trainers). The attrition rate is
very high and the whereabouts of more than 100 CHAs is
unknown to the health institutions to whom they are

expected to report.



According to the results of a recent survey conducted
in the Awraja, A0% of the CHAs are ponfunctionina (see
footnote 1); most of the CHAs cet no remuneration, have no
drugs to dispense, no health nost. no stationery and have
never been technically and administratively supervised. 1In

short, they are neglected and Teft unsupported (1),

As mentioned above, a great sum of money was spent 1in
the training of the CHAs and in providina them with first
aid kits. Precjous time of trainers and trainees was
consumed 1in the traininag, Much trust was 1aid by the
government cn CHAs with regard to the delivery of community
health services to the population. A 1ot of non-
functioning CHAs means a very critical problem for a
country with very meaagre resources. The one auestion left
unanswere:! is to what extent the CHAs are respected and

utilized hy the community membars.

Footnote 1

A CHA w2s considered 25 functionina if he fulfilled all of
the following four paoints:

1, if h=/she was reportina to his/her supervising health
institutions on a monthly basis;

2, 1if ne/she was keeping records of birth and death:

3. 1if he/she was giving health education sessions;

4. 1if he/she made home visits,.

If a CHA did not fulfill the above criteria he/she
was considered as nonfunctioning.
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Althouah methodologically difficult, the level of
functionina of CHAs can be measured via community
utilization of the services rendered by CHAs. This study
wiil trv *to assess the utilization of the services
deliverad by CHAs 1in their respective communities. Ir
addition, it will examine some of the factors associated

with utilization of CHA services.
OBJECTIVE
The objectives of this study are:

1. To assess the utilization of CHAs in the rural
communicies in the Awraja.

2, To examnine the reTationAbetween the utilization of the
CHA s=arvices and involvement of the community members
in the selection of CHA=, and their knowledoe and

attiti.de towards CHA's.

The results of the study could provide the necessary
clues that are important to =oive these oroblems 1in the
near future, Thev will ultimately help to strengthen
community nealth services, which are the cornerstones for
the unviersal aoal of "Health for A11" hy the Year 2000

through the PHC approach.



LTTERATURE REVIEW

General health services in Ethionia include a network
of health staticens, 1including community health services,
health centers and hospitalis (2}, The Kebele or community
health service is community based plaving a vital role in
the deliverv of PHC. It serves 2 community of
approximately 1000 people (3). In Buno-Bedelle Awraja the
mean size of population served bv one CHW 1is 1279, ranging
from 293 to 8323 (1). The CHW acts as a 1link between the
community and the conventional health services (health
stations, health centers and hospitals). Technical advice,
traininag and supervision only is bprovided hy the Ministry
of Health (2).

Following the revolution of 1974, the aeneral health
policy 1in Ethiopia was orﬁented towards improving the
health of the rural nopulation, throuah the provision of
health service units and community participation (2). By
1984 a 10-vear plan was developed. Tts maior obiectives
included 80-85% coverage of the population with basic
health services. and the frainina and develooment of CHAs
and TBAs, the strengthenina of urban health facilities,
control of communicable diseases. 1improved environmental

health, and maternal and child health and immunization.



THE CONCEPT OF COMMUNITY HEALTH WORKER

Thare are different names 1in different countries for
community health workers: such as village health aides
(Kenva). health cadres (Tndonesial). and bare foot doctors.
countryside doctors or simply health aides (China). For
examnle. the barefoot doctor in China was actuallv neither
a doctor of medicine nor barefoot. He or usually she, was
an aagricultural worker trained as a paramedic. When these
barefoot doctors first appeared in Chuan Sha, the rice-
growina reagion of east China near Shanghai. where with
their medical kits thev often went barefoot in the fields,
as was the custom. their neasant patients affectionately
called them "barefoot doctors”. Beginning in January 1985,
the Ministry of Health of the Peonle’s Renublic of China
abolished the term "barefoct doctors” and renamed them
either "countrvside doctors” if thev nassed the aqualifvina
examination or "health aides” 1if they failed the
examination (4).

Also the duration of basic trainina for the CHW varies
from an initial corientation period of five days followed hy
in-service training, in the case of the village health
communicator in Thailand. to two years in Iran (5). They
also differ areatly from each other in selection. training.
tasks, relationship with the community and the formal
health services. sunervision and reward mechanisms. Thev
may work full time or part time, alone or as a member of a
team. Thev may halona to the indigenous health care system

or work beside it.



Desnite these differences there 1is a common
understandina of what is meant hv a communitv health
worker. Most community health workers are described as
neonle who Aare selected bv the community and from the
community. A WHO review of national experience in the use
of CHW described them as a nersaon from the community who
is trained to function in the community 1in close

relationshin with the health care svetem (/).

A later definition suagested that CHWs are generally
Tocal inhabitants given a limited amount aof traininag to
provide specific basic health and nutrition services to the
members of their surroundina communities, Thev are
expected to remain 1in their home village or neighborhood
and usually onlv work part-time as health workers. They
may be vclunteers or receiving salarv. They are aenerally

f

not . however, civil servants ar nrofessional amnlovees

2

the MOH (7). This definition of CHWs is more or Tless

aimilar to the definition of CHWs in Fthiopia,

Brvant makes the comment that the CHW is not only a
health worker hut alsn a gsystem involving a network of

functions and relationships that converge on and emanate

from him. He claims that to see tha CHW merely as a health
worker misses the essential nature of the concept, risks
failure hecause of underestimatina the sunnort reauired.nd
detracts from its areatest potential namely achieving

universal coveraae in meetina health and develonment needs (2},



UTILIZATION OF CHW SERVICES

The actual utilization of CHW services varies widely
from country to country. Because of their areater
accessibility and accentahility, it 1dis avpected that the
presence of a CHW in the community will improve utilization
rates, The Kudus / Blora etudv in Thndonesia has renorted
that between 77% and 91% of households reported at least
one visit to a health cadre for il1lness care in the
previous 18 months (9). This same study found high levels
of contact throuah home visite 74 0% and a7%. TIn Gembonaem
and Brambangan (Indonesia). respondents reported on all
illness cas2s in the previous 9 monthes, according to where
they sought treatment. In bhoth villages, treatment by CHWs
was the mozt common (24% and 28% resnectivelv). A7% of all
households surveved in Glaaah reported at least one contact
with a CHW in the month preceedina tha interview, These

data stronaly support the expectation that CHWs can

sianificantly expand tha coveraae of illness care (9),

A househcld survey of two subdistricts with a
populatinn of 0 0A00 +in TIndonesia was conducted to
establish whether the CHW proagram increased equity and
coveraas The reciilts showed that CHW services achieved
areater coveraae than clinic services and reached
pronortionatelv morse noor househalde and individuale than

did £Tinice (9. Thus. the program was having some

penafits,
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An evaluation of CHWs in India showed that common
digsenases wera heina treated. Aalthouah insufficient
attention was given to promotive and preventive activities.
This studv alen found that communitv mobilizatinn was weak
but that most community membhers and health service staff
were satisfied with the services of CHWs (10), Similarlv a
studvy of fthe current functions of CHWs in Tanzania was
conducted usina multinie aonroachés for data collection.
It was found that CHWs were appreciated by villaagers and
haalth staff aithouah their effectiveness was unclear (11).
currently in Ethiopia. a number of studies have shown that
tha dron-nyut rate amona CHWe 1ie varv hiach (1 & 123 From thie

it might be evpected that utilization is verv low. however
no fiaures on this are available,

DETERMINAN™S OF CHW UTILIZATION

a)

Many factors hav en nronosad to exnlain why some

D

CHWs are freauently used and others rarelvy so. These
include degire of the communitv to nrovide renumeration to
the CHW, participation in his/her selection, and knowledae

lrces, Tt mav alsn denend nn the

ahout his/her resc
visibility of preventive services initiated by CHW 1in the

areae nof canitation.

Accordine to Waood community sunnart is the mnst
important requiremant and the hardest to achieve. For
proiectes with a clear and point =uch =22 a buildira it is

much easier to get community supnort. For an an-going



activity like PHC. however. community support cnhlv comes

with real understandina bv the communitv of what jt ie

]

expected. or wants to support. Wood mentions cost as on
of the constrainte., The main sources of funds include the
government tThrouah budaetarv allocations. the community
throuah the mobilization of community resources. and fee-
for-services. or anv combination of these. Wood claims that
if communities are anina to nav faor the service. thev are

more likelv to concentrate on curative services (13).

A1l CHWe dn pnrovide some basic rcurative car The

D

extent to which thev emphasize curative services as opposed
tn nromotive and preventive functions varies from countrv
to country. In countries 1ike Botswana. Papa New Guinea,
and the Solaman Islande the CHW does a 1ot of clinic-bhased
or curative work with less or very little activitvy in the
community and in the area nf preventiva and nromotive
health. In some countries. such as China. Costa Rica,
Guatemala. Ethiopia Meozambhiaue. Nenal, Venezuela. the
tasks of the CHW are mainly preventive and promotional. 1In
countries where the CHW has hsen emnhasizina nreventive and
promotive activities. however. encouraging results have
heen renorted. narticularlv in the areas of environmental
sanitation. provision and protection of water supply and

aniyrces. and health education (&),



Community participation in the selection and plannina
of CHWe and their artivitiee haa nften heen raisad as an
important determinant of utilization. The Saradidi rural
health development nroaram has been successful in an
environment which is agenerally hostile to community
narticipation and one with severalv T1imited resources and
opportunities. The proiect has succeeded because it was

t
heaun. nlanned. oraanized imnlemented. manaaed and

evaluated by the community (14.15).

Lack of communitv narticipation often stems from a

lack of understanding of the role of the CHW bv local
leaders (168). The experience of most countries underscores
the importance of takina measures to inform and educate the

community abhout the activities of the CHW and about PHC in

(D]

ageneral (5).

Costa Rica and Libheria. for instance have made
conscious efforts to educate and sensitize community
leaders and members of the villaae health committee about
the role and functions of their respective CHWs and the
nart that the communities are expected to nlav. These
leaders are. in turn, expected to transmit such information
to other memhers of the communitv and to stimulate

community participation (19).

23 seninr students at 10

o

The results of a <tudv of

medical colleges in different narts of India demonstrate

how 1ittle students understand the concent of PHC. 54.4% of

them even called it bad. The basic aspects of the CHW



scheme such as description. selection process, and training
Aaspecte were known to onlv z2hout 12% af tThe students:

16.82% had no jdea at all about the scheme (17}.

Community leaders and community oraanizations which
are expected to mobilize support for the CHW. are often not
nrepared and activated for <cuch responsihilities, It was
found that 1in Thailand one of the maior obstacles to
resource mnhilization at the communitv level was the lack
of understandina amona community members of the concepnt of
PHC. In Botswana. one of the nrableme that the familv
welfare educator proaram faced was the lack of information
about the oroaram. not onlv amona health workers but also
amona members of the community (5). In Papua New Guinea.

many community members were not aven aware of what their

CHWs did (18).

Gill stressed that communitv satijsfaction remains an
open auestion. He claims that for most communities.
curative and emeraency care are first nriorities and where
CHWs cannot nrovide such help thevy mav not be valued (19).

He also claims that riaorous evaluation of CHW proarams are
rare. This is partly because manvy of the proarams have not

been 1in nlace for Tlona but more importantly. there are

D

enormous methodoloaical nroblems of research desian and
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MATERTAL AND METHODS

DESIGN

The studv used a cross-sectional desian to desarihe the
utilization rates of CHAs and to analvze concurrent
snciodemoaranhic and knowledae factors in relation to

utilization.

SOURCE POPULATION

The source ponulation for the studv was the rural

population of Buno-Bedelle Awraia. I1lubabor Administrative

Reaion. The studv was conducted in all the nine woredas,

Y

which includes 263 peasant associations. The names and

epeciftic addresses nf all the 211 CHAs trained up tn Mav
1988 were obtained, A survev conducted 6 months earlier
found 221 (87%) of thesa CHAs, lisina these CHA staffed

PAs as the samplina frame. 80 PAs were selected randomlv

regardless »nf functionality. Excluded from the survev were:

1. A1l Kebeles under the UDAs
2. A1l Peasant Associations whose CHA were not found
durina the survevy.

A1l PA=s that have ejther no trained CHA or more than

w0

one CHA.
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STUDY POPULATION

The total number of households was obtained from the
offices of each kebele in all of the 80 sample PAs. From
each. 30 heads of households were selected for the etudv byv

systematic samplina (every 5th household) (see Fiaure 1).

samnle size was calculated usina differences between
two proportions (Py = Proportion of households not usina
CHA services with hiah pnarticination in CHA selection and Ps
= Proportion of households usina CHA services with hiah
pnarticination in CHA selection,

Dy = .30 ainha = .01 z (alpha) = 2.58

.45 beta = .08 7 (heta) = 1.896
Usina the formula-

n="7z..0 (1= ) + 2z .o (1-p,) + 0o {(1-n ), 1

the aroup size was calculated to be 381. Utilizers were

eatimated to be 20% of the nopulation. The sample size was

therefore calculated +to be 2000 but it was increased to

2400.
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MEASUREMENT

A structured ouestionnaire was nrenared to collect
information from respondents on their utilization of CHA
services. The auestionnaire was first written in Enalish
and back-translated into Amahric. The interview was

conducted in the respnondents’ native lanauadge oromiana.

The auestionnaire included 40 items concernina the

followina information (see Appendix):

a. Demodgraphic information regardina the respondent’s aage.
sex. marital status. educational status and ocrunation.

h, Utilization of the services provided bv CHAs in the

nast vesr such as health education. curative services.

vital events reagistration. deliverv services and homa
visits.

c. Knowledae reaardincg the CHAs and services provided.

d. Attitude towards the CHA and CHS

e. Partizination in CHA recruitment. and

f. Water and sanitarv facilities available (used as

indirect measures of CHA achtivitv).

DATA COLLECTION

Twe sanitarians and one staff nurse workina in a
health center were aiven a one-dav traininag in how to

conduct the studv and used as field sunervisors for the



interviewers, Twenty interviewers were selected accordina
t.o the followina criteria:

a. Completed 12th arade

h. Resident in that Awraia

c. Speak the native lanauaaqe

A manual for interviewers was prepared and a two dayv
orientation was given to all the interviewers. Pretestina
of the auestionnaire was deone in three peasant associations

on a total of 60 households. Data for the studvy were

collected in a 2-week neriod.

DATA ANALYSIS

Data was analvzed usina an SPSS/PC+ comnuter nackaae,
Freauency distributions were calculated for the different
variahles included in the auestionnaire, For the nurnose
of comparison and statistical analvsis new variables were
created by combinina auestionnaire items measurina the same
concept. The sum of points aiven for each constituted the

composite score.

a. Utilization of CHA. One noint was aiven if the nerson
used a CHA for each of the followina events. The

possible ranae of scores was 0-10.

1. Person attended deliverv
2., Rirth reaistration
2., Treatment of case 1

4., Treatment of case 2



10,

Sanitation

19

Treatmaent of case 3

Death reajstration

Home visit

Health education

Preference for Rx of diarrhea

Anv ather service

and water sunnlv. For each of the followina

services/facilities pnrovided in the communitv. 1 point

was ajven.

2

3.

The nossihle ranae of scores was 0-3.

Safe water supply
Latrine available

Safe method of solid waste disposal.

Knowledae reaardina CHAs and CHSs. Knowledae about

each of the followina items contrihuted 1 noint. The

possible range of scores was 0-13.

Existence of CHA

Name of the CHA

Services offered hv the CHA

Number of services known (contributed up to
4 points)

Work nlace of CHA

Drua availability

Who provides druas

Remuneration of the CHA

Who provides the CHAs salary

What problems exist in CHA services



b.

0

Sanitation and water =supnlv,

Treatment of case 3
Death reagistration

Home visit

Health education

19

Preference for Rx of diarrhea

Anv other service

For each of the followina

services/facilities provided in the communitvy. 1 point

was aijven.

2

3.

The nossihle ranae

Safe water supply

iatrine availahle

of scores was 0-3.

Safe method of solid waste disposal.

Knowledae reaardina CHAs and CHSs. Knowledaa about

possible range of scores was 0-

4

2.

10.

Existence of CHA
Name of the CHA
Services offered bv
Number of services
4 points)

Work nlace of CHA
Drua availabilityv
Who provides druas

Remuneration of the

each of the followina items contributed 1 noint. The

18.

the CHA

known (contributed up to

CHA

Who provides the CHAs salary

What nroblems exist

in CHA services



d. Attitude. A positive response to each of the followina

items contribhuted 1 nnint. nossihle ranae of scores 0-7.

1. BSatisfaction with the service

2. Communitv should pav the CHA’s salarv
3. Community should provide druas

4. Willinaness to reward CHA

5. Helpfulness of CHA

6. CHA is the riaht nerson for the iob

7. Attitude towards the CHS 1in general.

e. Participnation. Partizcination 1in the followina
activities contributed 1 point. The nossihle ranae of

scores was 0-2.

1. In the selection of the CHA

2., In problem discussion.

Usina the szares comnuted for the ahove new variables,
utilizers (score of 1-68) and non utilizers (score of 0)
were cnmnared usine ohi souare and rate ratics. To
determine whether knowledae. attitude or participation best
predicted utilization., a multinle rearession analvsis

between the dependent variable utilization and the

nradictor variables was done.



d. Attitude, A positive response to each of the followina

items contributed 1 noint. nossible ranae of scores 0-7.

1. Satisfaction with the service

Community should nav the CHA’s salarv

N

3. Community should provide druas

4. Willinaness to reward CHA

5. Helnfulness of CHA

6. CHA is the riaht nerson for the iob

7. Attitude towards the CHS in aeneral.

Participation. Particination 1in the Ffollowina

D

activities contributed 1 noint. The nossible ranage of

scores was 0-2.

1. TIn the selection of the CHA

2. 1In problem discussion.

Usirna the scores comnuted for the above new variables,
utilizers (score of 1-6) and non utilizers (score of 0)
were comnared usina chi souare and rate ratijios. T
determine whether knowledae. attitude or participation best
nredicted utilization. a multinle resaression analvsis
between the dependent variable utilization and the

predictor variabius was done.
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RESULTS

POPULATION CHARACTERISTIC

Table 1 nresents the demoarapnhic charactericstics of

the study population.

A total of 2400 heads of households were included 1in
the study. As expected most are members of PAs. are males

and farmers.

WATER SUPPLY AND SANITATION

One of the duties of the CHA is to identifv and
implement appropriate measures for the prevention and
control of communicable diseases. Their main role in this
respect is to mobilize the communitv. to nrotect water
sources, dia garbhsae nits and censtruct latrines. throuah
health education and home visitina. Thus. water supnly and
sanitation were taken as an indirect measures of the

effectiveness of the CHA.

It was found that 44.6% of the studv nobulation fetch
water from a relativelv safe sources. 39.3% have their own
disposal (refer to table 2). As will be discussed 1in the
later section a statisticallv sianificant association was
found between the indirect measures and utilization of

CHAs .
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UTILIZATION OF CHAs

The numher of neonle usina eiaoht CHA services is

presented in table 3,

It was found that 46.3% of the studv ponuiation said
that someone from their familvy had used a "CHA service" in
the nast vear. However. for reasons that will be discussed
later. a very hiah percent of the studvy population attended
health education sessions (59.7%) and have had their homes
visited for health activities (58.0%) bv their CHA in the
past 12 morths, The next most freauently utilized
services, 1in descendina order of freauency. were
reajstration of bhirths. deaths and ftreatment of diarrhea,.

Treatment of other illnesses was verv rare.

Overall. 832.6% of the studv nonulatinn resnonded that
they or one of their fami'v members had received at least
one of the listed services in the nast vear. An
interestina findina. here. is that althouah the overall

aercentade of utilization 1is R2.6%. onlv 46.3% of the studyv

J
"

population claimed that the service came from a CHA. The
othersa, presumahlv. received the service hut did not know

that it came from a CHA.



Table 1

Demoaranhic Characteristics of the

Studyv ponulation

Variahle

Associaticn

PAs
PPCAs

Sex

Female
Male

Aae aroup

16-24 vrs.
25~34 vrs.
35-44 vrs.
45-54 vrs.
RR-B64 vrs.
85+ vIrs.

Education

T11terate
Literacy campaianer
Formal school

Marital status

Sinale
Married
Senarated
Divorced
Widowed

Occupational status
Farmer

Gov't emplovee
Others

Freauency (%)
(N=2400)

1920
480

29
2361

127
470
6673
437
302
341

6R0
1239
511

23
2293
12

54

2349

26
25

(80
(20

L0%)
.0%)

(1.6%)

(98

-4%)

(5.23%)

(19
(27

(20.

(12

(14.

(27
(51
(21

.6%)
-6%)
7%)
6%
2%)

-1%)
.6%)
. 3%)

{1.4%)

(95

.5%)

(0.5%)

(0.3%)
(2.3%)

(87

.9%)

(1.1%)
(1.0%)
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Table 2

Water Sunnlv and Sanitation

Variabhlia Freauencyv (%)
(N = 2400)

Water supply

River/nond 776 (32.3%)
Unprotected snrina/wel] 545 (22.7%)
Protected sprina/wel] 1071 (44.6%)
Nonh - response 2 (0.4%)
Latrine Fac:lity
Avajlahla 943 (29,3%)
Not available 1447 (66,3%)
Non resoonse 10 (0.4%)

Solid waste disposal

Onen *ieald 1640 (68,3%)
Garbas= pit 658 (27.4%)
Rurnira A7 (3.6%)
Non rosponse 165 (0.7%)

Note. Watsr sunniyv and sanitation could be used as an
indirect measure of the CHA's activities in the area of

prevention.



Tahle 2

Utilization of CHA Services

Tvne of Sarvice Utilizers Fliaihlex
Frea (%) (100%)
Health education 1433 (59,.7) 2400
Home visit 1391 (58.0) 2400
Anv tvpe of CHA services 1111 (46,2) 2400
Birth reaistration 167 (24.1) 652
Preference for diarrhea Rx 525 (21.9) 2400
Death reaistration 28 (10.9) 258
Treatment nf sick cases 15 (1.4) 1110
Deliverv service i (0.0) 652

*The tota: number of peonle eliaible for the service 1is
less than the studv nooulation for certain services,

Note. Health education and home visits are initiated by the

CHA and therefore ara not nacessarilv indicative of the

respondent’s attitude or motivation to seek services.



FACTORS ASSOCIATED WITH UTILIZATION OF CHA SERVICES

Tahle 4 presents the statistics resultinag from the

bivariate analvses of utilization and determinants.

1. Tvpe of association

In Ethionia farmers are nraanized at the arassroot
(kebele) level 1in three different tvpes of associations:
Peasant service co-onerative association (PSCA). and
peasant bprodiucers cooperative association (PPCA). and
peasant association (PA) which is neither of the nrevious
ones. Since the maiority (areater than 90%) of the PAs 1in
the studv Awraia are members of PSCAs. the studvy compared

onlv two tvoes of Association (PAs and PPCAs).

It was found that there is a statistically sjanificant
association between utilization of CHA service and tvpe of

aasociation (x2(1) = 24.41. n < .0001), Members of PPCAs

are twice as likelvy as PAs to utilize CHA services.

2. FEducational Status

A statisticallv sianificant association hetween
utilization of CHA services and level of education was
observed (x2 (2) = 17.12. n < .0013.  Peonle who had formal
schoolina or attended the literacy camnaian prodram were
more likely to utilize CHA service than those who were

illiterate.



2. Water supply and sanitation ("Indirect measures”)

Indirect evidence of fthe CHAs effectiveness in the

areas of water and sanitation were also stronaly
associated with utilization of CHA services. Utilijzers of

CHA services were, more likelvy than non-utilizers to have

2 of the 3 services (x2 (2) = 144.56., p < .0001).

4, Knowledae

Knowledae of the studv nonulation reaardina CHAs and
CHSs was assessed (see table 5). It was found that
areater than 90% of the studv nonulation were aware of the
existence of the CHA in their kebeles. knew his usual work
nlace and his name. Onlv 70.49% of the studv nonulation
knew at le=st one dutv of a CHA. The most commonly known
duties wee health education and anvironmental health

activities.



Tahle 4

Factors Associated with Utilization of CHA Services

Association *%x

P.A’s
P.P.C.A’'s

0

Education *x

I1literate

Utilizers (1-6)
= 2007)

(N

Fren,

Literacy camp.

Formal school
Knowledae *x¥x

Score

"

N-4
5=7
" 8_q
N > 9

0
Attitude *xx

Score €
"

V%JJ
8 =R

Participation x

Score

n = O

Note: Rate

Chi sauyare sianificance

* p <
Xk n <
XXX n <

1571
436

o

1033
447

178
674
Q14
241

411
923
673

1180

776
al

(%)

(78.3)
(21.7)

(25.8)
{ 51,5
(23.0)

(8.9)

(36.6)
(45.5)
(12.0)

{20.5}
(46.0)
(23.5)

(58.8)
(38.7)
(2.8)

Non utilizers
(0) (N=2393)

Frea. (%)

321
42

247
131
15

260
129

(89.3)
(10.7)

_— e —
[ ) I - |
D W
— D
R S

(61.4)

(34.4)
(12.7)

t1.58)

(62.9)
(33.3)
(2.8)

{66.2)
(32.8)
(1.0

b

RR

.19

37

503

D~ D
~

C.I
(95%)

(1.54.3.11)

(1:06+1:76)
(3.10.8.17)

(4.27.7.52)
(14.4.29.9)
(19.0. 118)

(3.30.5.43)
(15.4.40.0)

(1.06.1.68)
(0.96,8.25)

ratios calculated usina the first catearv as the
referent.

.01
L0001
.0001

leval
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The mean score for knowledae was 6.83 with a standard
deviation of 2.586 and a ranas from 0 to 12, The knowledae

score was divided into four lavels.

A statisticallv sianificant differance hetweaen
utilizers and non-utilizers of CHA services was found when
their level of knowledae was taken into consideration (x2
(3) = 498.72. n < .0001) Those with scores of 8 and above

out. of 13 were much more l1ikelv to be utilizers.
R, Attitude

Scores out of 7 reflect the extent to which the
parson holds a positive attitude toward the CHA and his
services, The mean attitude score was 3.48 with a standard
deviation of 1.66 and a ranage from 0 to 7. The
statisticallvy sianificant diffarence 1in attitude between
utilizers and non utilizers indicated that those with a
score of 3 and above were more likelv to bhe utilizers

(x2(2) = 328.43. n < .0001).
6. Particination

60% of the studv population did not participate 1in
either the selection of their CHA or 1in discussions that
were related to CHSs. Onlv 2.2% of the studv ponulation

participated in both the selection and in discussions,
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Those with participation in one or more of these
0 X i 3 g s 3 2
activities were more likely to utilize the services (x~ (2)

= 8.27. B € .01).

A multinle r=aarassion was conducted to control for
overlans amona the factors and to determine which was the
best nredictor of CHA utilization. Tt was found that
attitude towards CHAs and their services was the best
nredictor of CHA utilization. Community participnation was

the least predictive.



Table &

Percentaae of Samnle Ponulation Havina Knowledae,

Ponsitive Attitude and Particination

Variable

Knowledae reaardina

1. Presence of CHA
2. Work placa of their CHA
2. Name of their CHA
4. Duties of a CHA
Health education
Environmental Health act
First aid/treatment
FE.P.I aaitation
Fnidemic renort
Home visits
Birth reaistration
Other services
5. Availahilitv of drua
6. Sourc= of monev for buvina druas
7. Remuneration status of their CHA
8. Who remunerates their CHA
a. Prohlems / ohstacles
Attitude
1. 8atisfied bv the service they aot
2. Community should provide druas
2, Copmunitv should reward CHA
4, Willina to reward the CHA
§E. CHA services imnroved health
6. Positive attitude toward CHA
7. Positive attitude toward CHS

Participnation

1s
2

In discussions reaardina CHS

Freanuency

22486
22156
2208
1702

1032
888
523
406
250

53

156

1894
384
1886
26
958

489
348
249
18886
208
1665
1994

974
224

21

93.

44 .
14.
35,
78.
33.
69.
83,

40,

O OWm

DWW OwPOD

0 = 0 DD

- P DN DD



DITSCUSSTON

In the nregsent stitdv. tha nercaentace aof nonulation
that had access to safe drinkineg water and Tatrine
facilitv was hicher than for the Awraiazs nonulation as a
whole accordina %o a 1986 RIBS studv, The fiaures for the
Tater were 20% and 20% respectively for safe water suonly
and latrine facilitv (20). This difference can be
attributed pertiallv to a time aan of two and half vears
between the two studies and the launchina of the
villaaization scheme in 1984 in the Awraia. It could also
be due to the differences in the samnle population
characteriatics included in the two studies. The nresent

studyvy inclided onlv Kebeles where there were CHAs.

If the difference in the samnle bopulation is the
reason for the observed differences between the two
studies. the role of CHAs in enhancina water and sanitation
services cannot be ianored. Similar results have been
renorter from countries where the CHW has been emnhasizina
preventive and nromotive services, particularly in the
areas of environmental sanitation. provision and nrotection

of water supnlv and source. and health education (5).

83.6% of the ponulation used one of the services
rendered by CHAs. The results of the household survev in
Glacar. Trndonesia. showed that 67.,0% of 211l households
surveved reported at least one contact with a VHW in the

month preceedina the interview (9), Recause of the



differenca in the time pericd, one year versus one month,

it is difficult to compare the rates of utilization.

The percentage of population that used only one
service was 24.2%. Another 24.1% used two services.
Certain services were utilized more than others. The most
utilized services were health education and home visit
services. The least utilized services were treatment
activities and death registration. This contrasts with the
rate of utilization found in Indonesia, where between 77%
and 91% of households reported at least one visit to a
health worker for illness care in the previous 18 months.
However, similar to this study, high levels of contact

through home visits (74% and 87%) were reported (9).

In the present study there were 1110 family members
with illness in the two weeks prior to study period. From
these on ¥y 15 were treated or seen by a CHA. This very low
figure could be probably due to the shortage of drugs seen

in most of the CHSs that are present in the Awraja (1).

There were 652 deliveries, in the study population, in
the year prior to the study period. From this, only 1
and 157 (24.1%) deliveries were attended and registered,
respectively, by CHAs. This very low figure was probably
due to the lack of awareness of the services by the study
population. Another, but less 1important, reason was the

lack of stationery possessed by most CHAs (1).
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In general, it was found that the most used services,
health education and home visit (environmental health
activity), were the one most known by the community and the

least used were the least known.

In this study, it was found that the following
variables were associated with utilization of CHA services,
in order of importance: positive attitude towards CHAs and
their services, knowledge about CHA and CHS, and
participation in the selection and in related matters.
Because the association was only correlational, 1t'is not
clear whethzar attitude and knowledge ars determinants or

consequences of utilization.



CONCLUSIONS AND RECOMMENDAT IONS

The studvy findings have revealed that CHAs are well
utilized,particularly in areas of health education and
environmental health activities.

Utilizers of CHA services were significantly different
from non-utilizers in that utilizers are more likely:

- to have a positive attitude towards CHAs and their

services

- to have better understanding and kncwledge about the

CHAs and Cliss
- to have better education
- to have participated in the selecticn process and in
related matters.
Based on the results of the study the following
recommendat.ions were made:

1. Sens tizing the community about the concept, the role
of CHAs and th=ir responsibility in the program. This
sensitization of the community should be a continuous
process and aim tc achieve a positive attitude of the
community towards the program and the CHW.

2. If the situation allows, it is better to give priority to
train CHAs in PPCAs than in PAs.

3. It is better to defer training a CHA if one is nhot
guaranteed other related factors such as community
awareness and attitude.

4, Continuous evaluation of the program and operational

research in the area of CHS are important.
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23

24.

25.

2% .

28 .

30.

43

Do you/cr vour family member ever get services in the

past year from ithe CHA?

1 i Nc, Why?

2. Yes, what service?

for whom?

when?

(If the answer is "No" go to guestion number 24)
Were vou satisfied with the service you got?
1. Yes e 2
2. No
Are there drugs for use by the CHA?
1. Yes
2. HNo
I don’t know
If the answer is "ether "no” or "I don’t know" go to
guestion No. 26).

Who provides the money to buy the drugs?

Who do you think should provide money for buying

arugs?

Did “he CHA get rewarded for his service?
1. Yes
2. No
3. I don’t know
(If the answer 1is "yes" go to question 28, If "no" to

guestion 29 and if "I don’t know" to question 30)

IT yes, from where?

I¥ No, why not?

Whom do you believe should reward the CHA?
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32.

33.

34,

35.

36.

44

If you asked to reward him/her, are you willing to do

so?
1. Ne
2. Yes, how much?

or in what way?

Do you think the CHA is beneficial/helpful in
improving the health status of your community?
1. No
2. Yes )

Who selected the CHA?
1. I don’t know

2. I know (specify)

Where you/your family members participated

2:1s Yes

2.2. No
Did the CHA visited your home in the past year for
health activities?

1. No

2. Yes, for what?

when was his last visit?

Did the CHA gave health education in the past year?
1. Yes

2. No

(If the answer is "No" go to question No.

Have you/or your family members attended?
1. Yes

2. No

37)
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38.

39.

40.

45

Did the CHA have problems in delivering the service?
1. NoO
2. Yes, wha" 1 e
2
3
(If the answer i3 "No" go to question number 39)
Did the community discussed the problem(s)?
1. No

{

2. Yes, where you or your family members particﬁpétéd?

2.1. No
2.2. Yes
Do you think that the CHA is the right person for the
service?
1. No
2. Yes
Do you nave any suggestions that you believe would
improve your community health service?
:
25
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