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ABSTRACT

Since the launching of the Primary Health
Care Program in Ethiopia, 6717 Community Health
Agents (CHAs) and 6107 Traditional Birth Attend-
ants (TBAs) have been selected by their local
communities and trained by the Ministry of Healthe
Then they were sent back to their respective local-
ities and expected to perform disease prevention,
health promotion and rehabilitation services,

In Sidamo Administrative Region, 436 CHAs and
632 TBAs have been trained. Out of these, 118 CHAs
and 236 TBAs are found in Sidama Awraja (provincel), .
Thus to find out how effectively they are being used
20 peasant associations which have both CHAs and TBAs
were studied,

Out of the total number of CHAs and TBAs that
were trained in the region, only 117 (26.8%) of the
CHAs and 242 (38.3%) of the TBAs were found working
in the entire region. Similarly 34 (28,8%) of the
CHAs and 117 (49.6%) of the TBAs were found working
in Sidama Awraja.

The CHAs who were working, with the exception of
Wacho, were found to have a problem with recording
preventive activities performed in their localities,

Over 90% of the TBAs were not able to identify
the most common signs of pregnancy and the danger—
ous signs of pregnancy. In addition, only two of
the TBAs mentioned that they washed their hands
before touching the woman during labor. Only one
TBA mentioned the importance of sunshine. One
stated how she managed a retained placenta and none
of them mentioned anything about child spacing.

It is therefore, suggested that a strong
national policy for training and support for the
use of CHAs and TBAs be formulated, '
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1. INTRODUCTION

In Ethiopia as elsewhere in developing coun-—
tries communicable diseases, deficiency diseases
and the problem of unhygienic environment predom-
inate. The great burden of these problems falls
largely on rural areas where the majority of the
population (88,7%) live and work, (1)«

When the features of health saervices in our
country are looked upon we find that more health
facilities are located in the big towns, some of
which absorb two thirds of the already limited
resources. On the other hand in rural areas
people have to travel a long distance to obtain
treatment or remain behind to depend on traditional
healers and herbalists for their healthk. (2)°

It is clear that many of these problems have
long been dealt with in developed countries through
the tremendous achievements of science and medicin.,
(3)» Hence to close this gap.and give a remedy to
achieve a universal coverage, the World Health
Organization (WHO) called for a new approach, "Health
For All By the Year 2000.™ (4) -+ This is to be acheived
by the Primary Health Care approach which emphasizes
equitable distribution, active community participa-
tion, use of appropriate technology, multisectoral
coordination and focus on prevéntion. It is in
this sense that many countries in the developing
worid including Ethiopia have committed themselves
to implement the strategies of the slogan "Health
For All By the Year 2000."

The health service structure of Ethiopia has a
broad base with community health service at the
bottom and it is staffed by CHAs and TBAs.



The Community Health Agent is one who can

read and write, understands the local situation and

is willing to work for the community. He or she is

selected by the community members to be trained

2s a Community Health Agent; then is trained by

the Ministry of Health for three or six wmonths.

He/she
by the

is expected to be paid in cash or in kind

community where he or she is selected from

and trained for. The community is expected to

provide a working room or hut to be used only for

the health activities.

Expected activities to be performed are:

provision of health education depending

on the local conditions

initiating and encouraging the community
members for health activities such as

latrine construction, provision of safe

and clean drinking water, promotion of
nutrition, and carrying out sanitation
activities. )

provision of maternal and child health ser-
vices

carrying out vaccination program

control of communicable diseases that usually
arise in an epidemic form

giving treatment for minor illnesses and send-
ing those beyond his capacity to the nearest
health unit

collecting health information and reporting
the performed activities to the nearest
health unit

The Traditional Birth Attendant is one who is

known in the community for her/his experience in

attending birth for several years but is lacking

aseptic technique during delivery attendance.



She or he is selected by the community mem-
bers to be trained as a trained TBA and then is
trained by the Ministry of Health for two or three
weeks., The TBA is expected to perform activities
such as:

- attending normal deliveries keeping aseptic

technique

- referring those with difficult and abnormal

labor as early as possible to the nearest
health unit

- providing maternal and child health services

~ identifying the high risk mothers as early

as possible

- collecting health information

- reporting the performed activities to the

CHA or nearest health unit

Up to the end of 1977 Ethiopian Calendar a
total of 6717 CHAs and 6107 TBAs were trained and
sent back to their respective communities,
(Personal Communication, Ato Tsegaye Alemu, Ministry
of Health) When one looks at the activities that
are expected to be carried out by CHAs and TBAs
one sees that almost all the activities are disease
preventive and health promotive which can be per-
formed at the grass root level., This is aimed at
keeping the physical, mental and social well-being
of an individual, and for that individual to lead.
a "socially and economically productive lifc.' (5,6) *

Andersen (7) states that community health
service encompasses many medical and self-care
activities such as coordination and integration of
those activities which are directly related to the
health of the community. This « cans that community

health is concerned with the av 1lability and



accessibility of health care for all rather than
the individual few,

Therefore, a growing concern with the national
health condition demands an appropriate response in
meeting the needs of the people. For example in
Ghana (8) a three-tier system of health manpower
development is being carried out to solve the
problem of unwillingness of highly trained personnel
to work in the rural community where the utmost need
isy 1(8,9,10,11)

Rahnema (9,P10) clearly states that, although
they can be useful, good hospitals or highly qual-
ified doctors alone cannot do much to bring about
the implementation of health care and cannot pro-
vide the health needs of the many. The reason is
that the majority of those in need of health care
live mostly in rural communities,.

WHO (12) in Guidelines for Training Community
Health Workers in Nutrition states that in develop-
ing countries the majority of the rural population
do not receive even the most basic care and they
are malnourished from the very first day of life,
It is true that if a person is not healthy he
cannot produce enough to eat. If he does not eat
enough he-is not healthy.

Thus to close the gap that exists between the
urban and rural and to bring equitable distribution,
these front-line workers (CHAs and TBAs) are the
main instruments in the development of health ser-
vices in the community, But they need to be moti-
vated, encouraged, well supported and recognized
in their communities.

As we all very well know, community health
encompasses all health and iz:dl th related

activities such as educ~i.in~n, _riculture, numan



ecology (environmental sanitation), water supply
and safe housing conditions.

However, this thesis does not include all
the health and health related activities but it
tries only to identify the health aspects in
relation to community health service in rural

communities in the light of Primary Health Care.

l.1 Background Information

Ethiopia is situated in the northeastern part
of Africa in the area known as the "Horn of Africa.™
The geographical boundaries of Ethiopia are the
Red Sea coast in the northeast, Sudan in the west,
Kenya in the south, “he Republic of Somalia and
Djibuti in the east. _

Ethiopia's surface area is 1,251,200 sqguare
kilometers with varied elevations ranging from 100
meters below sea level at the Danakil Depression
to 4620 meters above sea level at the Ras Dejene
Peak in the Semien Mountains,. (13,14,15,16)

Three kinds of climatical zones are éxperienced
in the country. Namely, "kolla," "wainadega" and
"dega." The ""wainadega'" and ""dega' zones comprise
temperate and cold weather conditions which usually
carry heavy rains. The "kolla" zone represents the
lowland areas of the country where hot and dry
weather with scarce rainfall predominates.

There are 14 administrative regions and Asseb
Administration which are further divided by 102
awfajas«i . - 7). These are again divided
into 572 woredas (districts). The w®:eda is the
smallest administrative unit., (17)e _

According to May, 1984, Natior.al Census, the
total population is 42,019,4]. wiilh a density of

33,6 persons per square kilometcr. Out of “he total



population 37,276,563 (88,7%) live in rural

areas and 4,742,855 (11.3%) in urban areas. The
male population amounts to 20,948,670 and the
female population 21,071,141. The sex-ratio of

the population in urban areas is 86 per 100 females
and in rural areas 101 per 100 females. However,
for overall population it is 99 per 100 females,
(18) « The rate of natural increase is 2.8 %.

(18, B. vii) .

Table I gives the distribution of population
in each Administrative Region and Table II gives
the distribution of population by age and sex.

It should be noted that the surface area of each
administrative region and the density of the

population in each region are giver. (2, 18 P.viii),



Table I. Population Distribution by Administrative

Regions in '000.

; Ai?igiStra_L.Noo of.PersonnggE?it“;AEEa gi;s_:
| Regions Urban fRural  ion §Km.2 Pof f
. : i | ; OPe
| Arsi i 133,1:1,529.1 1,662.2 24.1 69.0%
| Bale L 77.2] 929.3 1,006,5!127.1 7.9!
| EBritrea | 407.112,207.6 2,614.7) 93.7 ! 28.0

| Gondar | 223.612,681.8 2,905.4i 79.6| 36.5

| Gojam | 263.4,2,981.5 3,244.9' 61.2| 53,0
| Gamo Goffa ? 73.3:1,174.9 1,248.0 40.3{ 31.0
| Hararghe | 314.6/ 3,837.1 4,151.7§272,3i 15.3]
| Illubabor 66,23 897, 1 963,3i 46.4i 20.8}
| Kefa | 150.8,2,299.5 2,450.4] 56,6 43.3

| Shewa | 749.2 7,341.3 8,090.6 85.0| 95.2
i Sidamo i 249.2;3,541.4 3,790.6?119,8; 31.6|
! Tigray | 198,00 2,211.7 2,409.7 64,9§ 37,1
| Wolo ' 250.1 3,359.8 3,609.9 82.1! 44.0|
| Wolega f 143,452,226.% 2,369.7 70,5 33.6]
. Asseb Admin.,  31.0 58.3 89.3 27.4 | 3.3i
. Addis Ababa §1,412.q ——m | 1,412,6 .2;7063.0f
| Total ;4,7420§37,276OQ42,019,41251.2g _33°6L

Source 3 Ministry of Health, 1986. Comprehensive Health

service Directory, P.VIII.

T e e e i e



Table II. Population by Age and Sex in '000.
f POPULATION i
hge ? Male Female ! Total
Group INumber I« i Number %  |Number %
. . '_ L

0-4 3,71843] 17.6| 3,761.9 | 17.8 7,480.,2l 179

5-9 3,441.8) 16.3| 3,397.7]16.1| 6,839.5] 16.2
10-14 2,755,01 13.1| 2,563.1 12.1 | 5,318,0! 12,6
15-19 1,972,4! 9.4 ! 1,846,2| 8.7] 3,818.6| 9.1
20-24 | 1,449.2; 6.9 1,588.6| 7.5| 3,037.9] 7.2
25-29 1,214,7] 5.8| 1,515.8 7.2| 2,730.5| 6.5
30-34 1,136.6] 5.4 1,341.7| 6.3| 2,478.3| 5.9
35-39 1,045.3] 5.0 1,152.0| 5.4| 2,197.3! 5.2
l40-44 924.0 4.4 959.0 | 4.5 1,882.9| 4.5
[45-49 769.0! 3.6 75603 | 3.6| 1,525.2| 3.6
150-54 :  642.5! 3.0 595,3 | 2.8 1,237.8] 2.9
155-59 | 537.4| 2.5 464,31 2.2| 1,001,7: 2.4
160-64 | 461.6] 2,2 381.7| 1.8/ .843.3| 2.0
165 + | 1,013.2] 4.7 77546 | 346| 1,788.8: 4,3

; i & : i
{"Total '21,080.6 100,0] 21,104,3 100,0]42,185.0100.0
3 i ]
Source: Central Statistical office, 1984,

Note:~ The variation seen in the total population size is
because of different sources used in the study,



The country's economy is primarily agri-
cultural and pastoral. It is estimated that over
90% of the population is engaged in farming which
is carried out in two sectors: peasant (farmers)
production and state farms (government) production,

Cereals, pulses, oil seeds, fruits, vegetables
and coffee are the main products. In 1983/84 a
total of 5,774,400 hectares of land were cult-—
ivated and 64,179,600 gquintals of crops were pro-—
ducec.. (19), Coffee, hides, skin, oil seceds, fruits
and vegetables are exported. Imports include
finished goods, petroleum and other raw materials,

There are a number of rivers which could
develop the economy of the country if potentiated
wells, In addition, around the Rift Valley areas,
guite a number of lakes abundant in fish and
enormous amount of unexploited thermal power
exist. Efforts are being made to develop the
industrial and mining sector of the country's

2Conomy.
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Train, bus and air transportation services
are provided to enhance communicatione.

It is estimated that 8.2% of the population
is using latrines and 6.2% is using safe water. (20).

Utmost efforts are made to organize both
urban and rural populations into their respective
associations, that is, the peasant associations
and the urban dwellers associations. The peasant
association is made up of a group of farmers from
one or more kebeles (communities). A kebele is an
area consisting of 40 hectares with a minimum num-
ber of 80 families., Depending on their economic
level the farmers associations are organized into
service cooperatives and producers cooperatives,
The details are beyond the scope of this paper,
Hence up to the end of 1977 Ethiopian Calendar,
20,157 peasant associations, 3964 service coop-
eratives and 1856 producers cooperatives have been
organizec¢., (21), Similarly the urban dwellers,
depending on the size of the population and status
of the town are organized into kebeles, higher and
municipal associations., Up to the end of 1976
Ethiopian Calendar 1239 kebeles, 204 higher and
27 municipal associations have been organized. (2.,
The task and efforts of organizing the people in
the political, social and economic spheres continued
and at present the Workers Party of Ethiopia (WPE)

is giving overall leadership in the country.
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l.2. Organization of Health Services

Historically, firm and formalized health
services began in Ethiopia when "Bureau de L!
Hygiene Publique" was established in 1906. (13,23).
It was followed by the organization of the Ministry
of Health in 1948 by the Order No. 4 indicating
the government's full responsibility for the deliv-
ery of health care to the people., (13 P.16) « There
were four Five Year Development Plan Periods prior
to the Revolution of which the second Five Year
Plan gave due consideration to health. After the
Revolution, the National Democratic Revolution
Program came into being giving a guiding principle
for provision of health services which is clearly
stated, "To ensure full and meaningful life for
the broad masses, all the necessary efforts will
be undertaken to provide adequate health servicec."
(24) »

Based on this, the Ministry of Health form-
ulated its policy focusing on prevention and con-
trol of communicable diseases giving priority to
the rural areas,

To achieve this, the Ministry of Health has
organized a six-tier health service system and

this is shown in Figure 1,
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No. of Health No. of Population
Institutions

7%

I 3,
‘Re=\

Fer— \
/éral \\ _ ,
7 ,'Hospita}_\ 6,000,000
/‘ Regional
28 /' Hospital 1,500,000
L
/ Rural or .
49 Medium Hospital 850,000
420 Health Center \ 100,000 |
4,200 Health Station \ 10,000
: ¥ e o N . ; f
/ \
42,000 f Community Health Service v1,000
: %

Figure 1. Six=Tier Level of Health Services
System with Estimated Number of Health Institutions
and the Population. (24) -
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1.3, Major Health Problems

As it was mentioned above, major hecalth
problems in our country are communicable diseases
and diseases of nutritional deficiencies. Seventy-
five to eighty percent of these problems affect
the people in one or another way. (13 P.3) .
Single room houses built without proper ventil-
ation which are also used for all types of
household services create a suitable breeding
place for flies, mosquitoes, bedbugs, lice and
fleas., As the result debilitating and killing
diseases flare up. In addition, inadequate water
supply, some of the living habits, lack of con-
cern and proper planning, lack of relevant and
adequately trained health personnel, inadequate
funds both for construction and use of health
facilities and geographical barriers play an

important role in worsening the health condition,
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lede Vital Statistics

Crude Birth Rate 46,0/1000 population
Crude Death Rate 18.1/1000 population
Rate of Natural Increase 2.8 %

Infant Mortality Rate 144,0/1000 live births
Child Mortality (1-4 years) 92.0/1000

Life Expectancy at Birth 46 years (25).

Ise5a4 Others

Health Service Coverage 43 %
Literacy Rate 63 %
Percentage of National Health Budget

for the year, 1976 Ethiopian

Calendar dod % (18 P,7)+
Per Capita for Health in Birr 2,19 (18 P.10).

Figure 2 shows the map of Ethiopila with its

14 Administrative Regions and neighboring countries.
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1.6, Objectives of the Study

The National Census of May, 1984, revealed
that 88.7% of our population lives in rural areas
where 75-80% of our health problems predominate,
It is believed that 80% of these health problems
could be prevented by using simple preventive
measures and appropriate technology. Therefore,
a number of CHAs and TBAs are deployed to carry
out the activities that were mentioned above.

The general objective of the study is to find
out how effectively the CHAs and TBAs are being

‘used and functioning.

1,6.1., Specific objectives

l1.6.1.1. to identifv whether the trained CHAs
and TBAs are performing the activities
they are expected to do.

1.6.1.2, to identify types and characteristics
of CHAs and TBAs

le6¢1l.3. to identify the appropriate support
needed to facilitate the community
health service.

1.,6.1.4. Based on the findings, to suggest
possible recommendations that would
help to develop and strengthen the

community health service,
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2. MATERIALS AND METHODS

Sidama Awraja din Sidamo Administrative
Region was the study area. The study subjects
were CHAs and TBAs, members of Peasant Assoc-
iations and peasants in the selected Peasant
Associlations,.

The reasons for selecting Sidamo Admin-
istrative Region are:

~ Sidamo has trained a relatively large

number of CHAs and TBAs next to its
neighboring Administrative Region, Bale

- Surveys on the use of CHAs and TBAs were

not yet done as they were in the two
adjacent regions, Bale and Gamo Goffa,.

— Observationally, it has different econ-

omic background from others, for example,
Bale,
- It has a relatively better econemic

potential for development.
2.1. Background Information about Sidamo

Sidamo is one of the 14 administrative regions
and is located in the southern part of Ethiopia.
The capital town, Awasa, at a distance of 275 kilo-
meters, is connected with Addis Ababa by asphalt
road. The same road connects Kenya with Ethiopia
at Moyale at a distance of 500 kilometers from
Awasa or at 775 kilometers from Addis Ababa,

The geographical boundaries are: Arsi and
Shoa in the north, Bale in the east, Gamo Goffa
and Keffa in thec west, Somalia in the cast and
Kenya in the south. Surface area of the region
is 119,800 square kilometers. Administratively
it is divided into six awrajas and 34 wpredas,
According to May, 1984, census the total populatiown
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is 3,790,579 with a density of 3l1l.6 persons per
square kilometer. (2) -

Diversified nationalities like Sidama,
Waleita, Gedeo, Cromo, Burji, Amhara and Gurage
inhabit the regiorn. (26). Like any other part of
the country three types of climatical conditions
are experienced in the region. The Rift Valley
passes through it down to Kenya. Heavy rainfall
takes place from June to September. Cattle rear-—
ing in the lowland areas and enset growing in the
northern highland areas are some of the known
occupations. Coffee is a cash crop and enset is
the staple diet. The region ranks second to
Keffa in coffee production., In addition, it is
known for its gold mining project,.

Lake Abazya, the second largest lake in the
country which has abundant fish is located in
this region. Lake Awasa is another lake to be
mentioned for its tourism attraction.

Land transport, postal and telecommunication
services are available. In general, the region
is rich in economic potential,

There are five hospitals, 11 heclth centers
and 150 health stations. Health personnel of all
types working in these health institutions are
576. Four hundred and thirty six CHAs and 632
TBAs have been trained in the region,

Table ITI shows the total population of the

region by age and seX.
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Table ITII, Population Distribution by iAge and Sex

in '000 (Sidamo administrative Region) 1984, CSO,.

[

Age i Popul~tion
Group | Malcs | Females 1"fotal
i

!

S

Number % Number | % umber | %
i

|

| 0=4 . 323.4 | 17.00 335.5 17.8 658.,9. 17.4

| 5-9 | 353.8 | 18.6{ 3344 17.7 688,2| 18.2
) |

!

|

10-14 | 281.3 | 15.0. 255.7 13,6/ 537.0! 14.2
15-19 | 183.6 ! 9.6/ 171.8°' 9,1j 355.3| 9.4 |

| 20=24 | 127.7 | 6.7 143.5' 7.6 BTE.L| Tel
| 2520 | 105.0 | 5.5 137.7, 7.3 242.7 6.4
. 30-34 | 91,7 | 4¢8| 117:71 6.2 205.48 545
!35,39 { 82,2 4.3 10000‘ 5.3, 182.2 4,8
| 40-a4 | 75.3 | 4,0| 84.3| 4.5 159.61 4.2
! 45-49 | 64,7 | 344] 63.4: 3.4; 128,2 3.4
'50-54 | 51.0' 3,1 43.2) 2.3 9a.1] 2.5
| 55-59 | 41.3: 2.2 28,5 | 1,5! 69.91 1.8
| 60-64 ; 37.6 | 2.0| 23,1{ -1 so.ei 1.6
| 65+ 85.7 4.5| 47.7, 2.5; 133.4) 3.5

| Total ‘1904.25 100,0}1886,3j 100,0]3790.6 | 1oo.qj

Figure 3 shows map of Sidamo Administrative
Region with its six awrajas and neighboring admin--
istrative regions,

Figure 4 illustrates the Organizational Chart
of the Regional Health Department.
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Figure 2. Oryganizational Chart of Regiona:

Health Departmeat, 1871 E.C.
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Source: Ministry of Health, Addis Ababa
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2.2  Sidama Awraja

Sidama Awraja is one of the six awrajas of
Sidamo Administrative Region with a surface area
of 6794 square kilometers. Shoa and Arsi Adminis-
trative Regions border on the north and northeast,
Bale Administrative Region and Jemjem Awraja in
the east, Gedeo Awraja in the south and Walaita
Awraja in the west.

There are 8 woredas administratively which
are connected by all weather roads with the awraja
capital, Yirgalem., Telephone communication and
postal services are available. The addis Ababa-
Nairobi road cuts and passes through it.

Sidama Awraja is well known for its coffee
growing as a cash crop and "enset® for staple diet.
Maize, sorghum, wheat and other cereals are also
grown., The total population of the awraja is
1,415,830 with a density of 208.4 persons per square
kilometer. It is mainly inhabited by a rural pop-
ulation which makes a total of 94.3%. Of the total
population, 714,708 are males and females are
701,122, Children under five years of age make up
648,17C. (27)¢ The awraja population is organized

into mass organizations like any other part of the

region,
Number of Peasant Associations 529
REWA 547
REYA 567
Service Cooperatives 38

Urban Dwellers Associations37
Total 1768
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2.3 Additional Highlights

2.30.1la Education
— Elementary Schools (1-6)

Junior high schools (7-8)
- Senior high schools (9-12)
- Junior Agriculture College
- Vocational Training School
- Kindergarten

Total

2e30.2s Health facilities

—~ Hospital

- Health Centers

- Health Stations

— Community Health Services

- Health Assistant School
Total

2,33+ Available health personnel

- Medical Doctors, all types

- Nurses, all types

- Health Assistants

- Sanitarians

- Laboratory technicians

- Community Health Agents

-~ Traditional Birth Attendants
Total

1381

14
209

317
3

74

8

35

108

2

4

138

_236
511(28),

Common health problems in the awraja are not

different from other areas of the country.

Commun=-—

icable diseases, nutritional problems, diarrheal

diseases, respiratory infections and malaria are

some of the main problems to be mentioned.

Figure 5 shows map of Sidama swraja with its
P J

weoredas and neighboring awrajas.

Figure 6 indicates the Organizational Chart of

province and district health services.



a-1g39

: 24

YIZLAYTA

phogy 2407

Y
i LAY =
N oF e T e e
S, Sazs oF - . S R

—
==

IPRIS

‘SE’F?JG l\n
?:a i

¢yl E71nE B HOONAVH

TVIVEMY -YINVAIS




Figure 6. Organizational Chart of Province and
District Health Jervices, 1971 E.C,.
Regicnal Health
Department
Po——
Province Health
Seruice
Plannin% . .
DatfogoﬂleCt" Administration

1

1?og§5—5 Training Ed+4 Pharmacy { [CDC
- ucation Co= Traditional Coordinatio
S "ordinaticn Medicine
District Ilealth
Service

Administration

3

FDC Coord=- Community Health Health
ination ‘ Service Service

Source: Ministry of Health, Addis

Apaba
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In Sidamo from Hamle 1, 1972 to Scne 30, 1978
Ethiopian Calendar, 436 CHAs and 632 TBAs were
trained and sent back to their respective communities.
Out of these, 118 CHAs and 236 TBAs were found in
the study area, Sidama Awraja, at the time of the
study. The recasons for selecting Sidama Awraja
were the same as those for choosing the region,

Appropriate criteria for inclusion or exclusion
in the study were established. The first criterion
was to include the peasant associations which have
one or more CHAs and one or more TBAs jointly. The
second criterion was to include CHAs and TBAs who
were trained and sent back to their respective
peasant associations since Hamle 1, 1972 to Sene 30,
1978, Ethiopian Calendar inclusive.

Based on thaese criteria 54 peasant associations
with one or more CHA and 77 peasant associztions
with one or more TBAs were identified in the awraja.
Out of these, 42 peasant associations were found
to fulfill the established criteria. However, 22
were found that they could not be reached by the
investigator because of serious logistic problems,
These problems were: 1lack of funds, lack of time,
inavailability of transport, shortage of manpower,
and inaccessibilitye. Hence, they were excluded
from the study. Finally 20 peasant associations
were left which made 48% of the peasant associations
that fulfilled the cstablished criteria. Strat-
ification of the 22 which were inaccessible was also
thought of but because of the limitations mentioned
above, it was decided to include only the 20 peasant
associations in the study.

For the data collection threz types of quest-
ionnaire forms, Form No. 1 for CHA, Form No. 2
for TBA and Form No. 3 for the peasant associations
were prepared in Amharic. Directions were stated.
on the forms on how to collect the data. That is,



to use a pencil and make a check mark in the space
provided and fill in the blanks with one or two
words where necded.

According to the project proposal, when the
date for interview approached, an official letter
and money for transport and per diem were obtained
from the Department of Community Hesalth in the
Medical Faculty. Then the interview took place
accordinglye.

The questionnaires were pretested on a similar
population in the same region and in the same awraja.
The necessary amendments were made before the data
collection took place.

The data were collected by myself and three
interpreters who were senior Health Assistantse.
They spoke the Sidamo language fluently. Since the
language was their mother tongue; a language pro-
blem was not observed during the data collection,
The interview was preceded in each study locality
by an introduction including who we were and why
we were there., The interview period was from
Sene 25 to Hamle 10, 1978 Ethiopian Calendar,

The interview took place in usual working
places, that is, at home; in health posts and
offices. Utmost effortws made to keep the inter-—
view area suitable so that the CHAs and TBAs could
freely respond.

A check (/) mark in the space for appropriate
answer was used. Short answers of one or two words
were filled in the blank with a pencil. For absent-
ees, repeat visits on the same day were made. No
repeat visits were made on the second or third
day. Substitutes for CHAs or TBAs were not inter-
viewed. Questions were repeated if the inter-
viewee requested it,

Table IV shows the number of peasant associations
with the number of CHAs and TBAs by g 'edas. See
also the studied area on map of Sidaw: Awraja on
Page 24,
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Table IV. Number of Peasant Associations with

CHAs and TBAs by Wor=da

|Ser. Name of Peasant |No. ofjNo. ofi Fopul- i Wereda !
N64 Association CHAs | TBAs | ation | j
01 | Aredagale 1 1 | 7,994 |Dale
02 | Bunabuka 1 1 | 9,084 |Aleta
i Wondo
03 | Chafasine 1 1 | 4,078 | Awasa
04 ! Chukolemela 2 1 9,200 |Aleta |
Wondo
05 | Fura 1 2 10,278 | Shebed~
_ ! ino
06 | Goida 2 3 54523 Dale
07 | Gure 1 2 9,320 Aleta
Wondo
08 | Halonagelma 3 3 i 9,860 Aleta
Wondo
09 | Hondowanabar- | ; Aleta
boro | 11,120 Wondo
110 | Kege 3 2 | 6,716 |Dale
11 | Korkenagunde 2 I 10,016 Aleta
Wondo
12 | Leilahoncho 2 2 | 10,028 Aleta
i Wondo
13 | Sshafena 1 2 4,820 Dale
14 | Shilicho 1 1 ! 12,080 | Aleta
) Wondo
15 | Shoye 2 4 8,700 Dale
16 } Sitamo 2 2 110,808 Aleta
Wondo
¥ } Pitirs 2 3 10,316 Aleta

9,648 | Dale
12,530 | Dale

' 10,024 Aleta
i Wondo

L
36 |182,143

18 | Waicho

19 | Wenenata

20 iWicha ® .obe
i

T TFotal

|
i
J Wondo
H
!
|
|

no

o

S
W)
I~

o PRI
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3. RESULTS

Data were obtained from 12 TBAs, 17 CHAs
and 19 peasant association members., Table V
shows the distribution of interviewed TBAs, CHAs

and peasant association members,

Table V, Distribution of Trained CHAs, TBAs and

Peasant Association Members by Woreda

i  Name of ¢ Category
ghea TBA CHA 1 Poasant
| Associations
Aleta Wondo 5 t 10 { i1
Awasa 1 - 1
Dale 5 i 6
Shebedino o1 1 1
Total - S T B 19 ;

3.1, Age Distribution

Four TBAs were below 40 years of age, five
were between 40 and 50 years and three were above
50 years of age. Median age for TBis was 4l.5
years.

Ten CHAs were below 35 years of age, five
were between 36 and 40 and two were above 40 years
of age. The median age of CHAs was 28 years.

Of the interviewed peasant association members
six were below 30 years of age, 10 were between
30 end 45 ycars of age and only three were above
45 years. The median age of the peasant association

members interviewed was 32 yearse.
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dode Qecupation

Ten TBAs were housewives and two were wid-
owed., All the CHAs were farmers. Of the peasant
association members, 16 were farmers, two were
clerks for the peasant association and one was a
student. The position of the peasant association
members was also obtained. Six were chairmen,
four were members, two were secretaries and seven

were others,
3.3. Religious Status

Ten TBAs were Christian, one was Muslim and
one was other .. Similarly 14 CHAs were Christian,
one was Muslim and two were others. Eleven peasant
association members were Christian, One was Muslim
and seven were others. For marital status, all of
the TBAs were married but two were widowed. Only
two CHAs and two peasant association members were

single.
3.4, Educational Level

It was found out that one TBA was illiterate,
six could read and write, threec had completed
adult literacy and two had completed grade 1-6
level, Similarly one CHA completad grade level
1-6, eight completed grade level 7-8, and eight
completed grade level 9-12. Likewise, six peasant
association members completed grade level 1-6,
one completed grade level 7-8 and 12 completed

grade level 9=12,
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3.5 Duration of Training

Only two TBAs took training for two weeks but
the rest took for three weeks. TFifteen CHAs
took their training for three months and the rest
took for six months. It was found out that all
TBAs and all CHAs were selected by their respect-
ive peasant associations. It was found out that
all of the CHAs and TBAs were training at Health

Centerse.

3.6, Information on CHAs.

A question was asked of the CHA as to how
many persons live in each of the peasant associa-
tions. Nine CHAs, two in Dale and seven in Aleta
Wondo knew exactly the number of persons that lived
in their community.

It was found that 15 CHAs had daily records
for activities that were performed by them and
they were using them correctly.

Information about source of water for con-
sumption was obtained. Two communities used un-—
protected springs, cicht communiti/ s used unpro-
tected rivers,; ten communities used unpiped wells
and 12 used protected springs. (It should be noted
that one community could have used more than one
source.,) In all of the communities it took less
than an hour on foot to reach the water source.

A question was asked about the availability
of latrines for the people. It was found out that
all of them had latrines and the majority of them
used them properly. All used open field for refuse
disposal. In all communities, cattle are kept in
the living quarters with people. In four commun-
ities it took less than an hour by foot to the
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nearest health unit and in 13 communities it took
one to three hours.

A question was asked about what type of health
problems frequently existed in their respective lo=-
calities. Information was obtained that in ten
localities malaria frequently existed, in nine
diarrhea, in six intestinal parasites and gonorrhea,
in two typhus, tuberculosis in two,; nutritional de=-
ficiencies in two and scabies in one.

A question was asked to find out if people go
to the CHAs when they get sick. It was found that
in 15 communities people went to the CHA if they
got sick. Table VI shows the number of patients
seen daily by the CHA at the Health Poste.

Table VI. Number of Patients Seen by CHA S "
Daily at the Health Post

L e, of No., of {* Percentage |
Patients CHAs i
0 2 § 11.8 |
1-10 A § 35.3 |
11-20 2 5 11.8
21+ 7 i 4l.1
| Total ! 17 | 100.0

Fifteen peasant associations had health posts
with medicines and two did not have.

A question was forewarded to find out how often
and in what conditions the CHA ran the health post.
The information obtained indicated that almost all
of them had a working program. The activities at
the health post are run according to the schedule,
Table VII indicates how many days the CHA spends
at the health post each week,
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Table VII. Distribution of CHA's Weekly Working
Days in the Health Post

; No. of Days 'No. of CHAs jPercentage;
0 days per week ; .4 I 11.8 I
2 days per week j 9 | 52,9 |
3 days per week § 2 l 11,8 I
4 days per week ; 4 j 23.5i E
| Total Y | 100.02 |

As for provision of health education, it was
found that all of the CHAs gave health education,
Health education was conducted at meeting places,
health posts, schools, and in some cases by calling
people together. Environmental sanitation, methods
of communicable disease control, personal hygiene
and importance of clean water were topics which
were usually covered in health education. Inform-
ation on sanitation campaign activities was also
obtained. Two CHAs participated in clearing roads
and maintaining small bridges. Six CHAs particip-
ated in cleaning surrounding areas and nine CHAs
carried out general sanitation.

Information on EPI and on MCH services was
also obtained. Only two CHAs participated in EPI
program and carried out MCH services. A guestion
was asked to determine the knowledge aboeut epidem-
icse Thirteen CHAs knew what epidemic means and
four did not. Ten had experienced the occurrence
of epidemics since they had started working., Six-
teen CHAs knew what to do with patients beyond
their capacity and only one did not. _

As for reporting the performed activities,

11 reported to Ministry of Healtn, four to peasant
associations and two to both. Almost all of the

CHAs had good working relationship with TBAs,
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Frequency of supervision and inservice train-—
ing for the CHAs by the nearcst health unit was
determined. The findings are given in Table VIII

and IX respectively.

Table VIII, Number of Times CHAs are Supervisecd
by the Nearest Health Unit

| No. of Times No. of..CHAs | Percentage|
| l 1 i
| Weekly ' 3 ! V1T |
|  Monthly 7 | 41,2 |
Two times yearly 6 [ 3543 I
% One time yearly i - 5.8 !
1 5 I
i Total 17 5 100.0 _l
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Table IX. Number of CHAs Wheo Received .In—Service

Training from the Nearest Health Unit

] i
No. of Times % No. of CHis | Percenta%ﬁ
+ i
0 5 | 29.4
3 6 ? 35.3
2 I 35,3
i
Total 17 ! 10060
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Support of CHAs by their peasant association
in kind or cash was determined and Table X shows

the results,.

Table X. Number of CHAs Remunerated by their

Peasant Association

Status of No. of CHAs ! Percentage
Remuneration i i

Paid monthly

== =
T (TS

i
salary | 14 82,4
Not paid at all ! 3 f E7.6
| l
Total | 17 . 100,0
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Table XI shows the amount of payment in cash

for CHAS.

Table XI., Number of CHAs Paid Monthly Salary in

Birr by Percentage

]

! Amount in Birr [ No., of CHAs Percentage
30 - 39 jfi 2 1463
40 =~ 49 l 5 3557
50 - 99 ’ 5 35,7
100 + | 2 34,3
I
|  Total | 14 100.0
i i}
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The number of years served as a CHA was also

determined and Table XII illustrates the resultse.

Table XIXI., Number of Years CHAs Served Since Their

Training
e i
wo. of Years ' No. of CHAs i Percentage |
1 -2 { 4 23,5
3 -5 3 1T T
6 - 8 l 10 5848 3
Total ] 17 100,0 |

3.7, Information on TBAs

A guestion was asked at what age the TBAs
started attending births. Information was ob-
tained that half of the TBAs began at the age of
40, four between the age of 20 and 25 and two at
the age of 40. It was also found out that one TBA
received attending experience from her grandmother,
three from their mothers and ecight from training.
To determine the knowledge and experience of TBAs
on sclected signs of pregnancy and iabori questions
were asked and the obtained results are given in

the following tables.
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Table XIIL., Number of TBAs Who Correctly Identified

Selected Signs of Pregnancy

|
TotaH
i
No. | %
:
|
|

Selected | Tdentified |Not Identified
Signs of i
Pregnancy No. . %

i

!
!
k.
!

Amenorrhea 1 | 8.3 11 | 91.7 | 12

Nausea and i

vomiting 1 8: 3 11 91.7 12

Nausea, vomit-—
ing, abdom-
inal distent-
ilon _ 1 B8e¢3 11 91.7 12

Amenorrhea,
abdominal
distention i

L6y 10 83,3 1.2

N

Breast change, !
abdominal ! !
distention I 2 16,71 10 83.3 L2

Abdominal § |
distention : 2 1667 | 10 83,3 | 12 i
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Table XIV. Number of TBAs Who Corrcctly Identified

Dangerous Signs of Pregnancy

Selected l’ Identified [Not Identified
Danger Signs

of Pregnancy ! No. ! %

Total

NO. %

i
!
f
'
L

Antepartum | i

hemorrhage _ £ Be 3 L § B8l.7 12

SNSRI METICSA &

Feet and face ;
swelling,
absence of
fetal
movement ] 8a3 11 Sle7 12

Absence of
fetal ;
movement 2 87 10 83.3 12

A.P.Hs,
absence of
fetal
movement i 3 [ 25.0 9 750 12
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Table XV. Number of TBAs Who Correctly TIdentified

Selected Signs of True Labor

of True
Labor

Selected S5igns|

Identified

Not Identified

Nos

%

Noo.

A

/o

g
|

4

Totalf

Abdominal
muscle
contraction

Vaginal dis-
charge,
membrane
rupture

Backache,
discharge,
contraction

Backache

Vaginal
discharge

Membrane
rupture

Backache,
vaginal
discharge

16.7

16,7

33.4

11

1X

i

11

10

10

91,7

© 6668

12

12

12

12

12

12

12
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Table XVI, Number of TBAs Who Correctly Identified
Selected Signs of Difficult Labor

Selected Signs| Identified | Not Identified , . . |

|
of Difficult ! ~ i
Labor ' No. % | Noe % }
:- r . e ]
| Leg and/or ; i !
hand pre- ! |
{ 12

| sentation i 1 | 843 L1 917

Cord prolapse,
labor over
24 hours,
heavy bleed-
ing before
labor 1 863 L3 917 12
Labor over 24

hours, heavy
bleeding | 1 e 3

11 91,7 12

Labor over .24
hours, cord
prolapse 2 16.7E 10| 83.3 | 12

| Labor over 24 : .
| hours o4 1 33,4 8 66.6 12

'
{ i
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To determine the ability of the TBAs on
identification of high risk mothers, a question
was forewarded. Table XVII 1illustrates the

obtained resultse.

Table XVII, Number of TBAs Who Correctly Identified
High Risk Groups

High Risk i Identified Not Identified'Total'
Groups ; jé
iNoo % | No. ! %
T : *
Elderly
Primipara e o s e e o
Short
Primipara e 1647 10 83.7 12
Very Young :
Primipara 3 25,0 9 750 La
Elderly and i
Short 1 8.3 11 |91.7 | 12
Short and i !
Young | 2 16.7 . 10 |83.7 | 12
13 )i 1 t

Seventy-five percent of the TBAs knew what
to do if a woman was not going to deliver normallye.
At the same time on the experience of hand washing
before touching the delivering woman, it was found
that only a few of them claimed to wash their
hands. Meanwhile, all of the TBAs had not seen
maternal mortality due to difficult labor,

To determine the expcerience of TBAs on the
care of newborns and post—-nates, gquestions were,
asked and the results are shown in Tables XVIII,
IXX, and XX,



Table XVIII,

Number of TBAs Who Correctly

Identified Type of Care Provided to a Newborn

Type of
Care

deentified !

Not Identifiecd

¥

1

,
o |

%

f
Totali

Check
respiration

Tie cord and

cut
Cut cord

Check resp-
iration,
cut cord

Cover with
clean cloth

Check resp-
iration, tie
Gord, cut;
cover with
clean cloth

|

L

16.7

8.3

10

i &

11

11

|
]
|
|

S1l,7

83.3

91a7

9Ls7

91.7

12 o)

%2

12

r2

12

12

12
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Table XIX. Number of TBAs Who Correctly Ident-

ified the Type of Maternal Care After Delivery

: - i
Type of Identified | Not Tdentifisd

Cara Total

(14

NOa 1' % NOo /o

Check if i !
placenta i ; I

is all out 2 1667 X0 5 83.3 12

. Check heawvy
bleeding,

placenta 2 1647 10 83.3 12

Clean area,
check
bleeding 2 L6e 7 10 83.3 12

Check
laceration,
placenta ll 8.3 11 91.7 12

Check bleed-
ing, lacer-
ation, clean 2 16,7 10 83:3 L2
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Table XX. Number of TBAs Who Correctly Ident-
ified the Type of Care Provided for Infants

Type of Identified Not Identified

o | Total

No,! % |

No. % %

Avoid uvula |
cutting,
butter
feeding 3 25,0 9 75,0 12

1
i
! :
|
|
i

Avoid butter
feeding 2 16.71 10 83.3 12

Avold butter,
uvula cut-
ting, vaccire

ate on time 1 8.3} 11 91T T2
Sunshine 1 8.3 11 91 .7 12
Feed breast I B8e3d1 1 91.7 12

None of the TBAS had scen death of a newborn
due to labor. It was found that nine of them had
delivery kits and two had finished their medicine,
It was also found that nine of them had super-
vision from the nearest health units. Information
was obtained on maternal mortality in the commun-
ity and it was found that it has decreased.

Question was asked as to how many deliveries
each of the TBAs had attended since their train-
ing, It was noticed that three had never been
called for. Nine had attended. The lecast number
of deliveries attended by one TBA was two, the
highest 118. Table XXI shows the number of de-
liveries attended by each of them since their

training.
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Table XXI. Number of Deliveries Attended by TBAs

by Peasant Association

Peasant P Type of Deliveries
Associntion {Normal !Difficult Referred | Total
Chukeo Lemela 80 38 2 120
Sitamo 84 10 6 100
Fura 90 i 3 94
Wacho 70 —— 6 76
Shoye 40 — 5 45
Goida 20 - 2 22
Chafasine 9 - -
Leila Honcho 4 e i 3
!Gure | 9 ; - E — 2

A question was asked to identify whether the
TBAs are paid by the pcasant associations or note
It was found that none of them were paid by the
peasant associations but they had charged Birr 1-4
per delivery. It was also found out that all of

them liked their profession.

3.8, Information on Peasant Associations

Questions on the ava&ilekility and use of
CHAs and TBAs were presented to the peasant
assoclation members. It was found that almost
all of them had CHAs and TBAs. Information was
also obtained that all of the CHAs and TBAs were
workinge.

To determine the occurrence of disecase prob-
lems encountered by TBAs and CHaAs in their respect-
ive communities since they completed their tinin-'»

ing, guecstions were asked and it was found that in
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all of them the occurrence of discascs wios
reduced. Similarly, maternal mortality and
newborn deaths were reduced. It was also found
that in all of them the activities of CHAs and
TBAs were useful.

In all, enset was the staple diet.s 1In some,
maize was added to enset. 1In all, coffee was pro-
duced as a cash crop. In one, ‘'chat" was added
to coffee as a cash crope.

To determinc whctﬁcf the CHAs and TBAs were
remunerated or not, a question was forewarded and
it was noticed that 15 peasant associations re-
munerated the CHA on a monthly salary base. The
lowest payment was Birr 36 and the highest was
Birr 175 with a median income of 60 Birr per
month. On the other hand the TBAs were not re-
munerated at all,

In regard to CHAs responsibility, it was
found that 14 CHAs were responsible to theilr
peasant associations, three to the FMinistry of
Health and two to both., As for the reporting of
the performance of the CHAs, seven were reporting
to the peasant association, six to the Ministry
of Health, three to both and threce were indeter-
mincda

Information on the control mcchanism of CHAs
was obtained. Nine peasant associations controlled
the CHas by checking the working hour 1list, seven
controlled by checking the work report, threce were
indetermined. A question was forewarded to ident-
ify the presence of other untrained TBAs. It was
found that in 14 peasant associztions untrained
TBAs were present, their number ranging from two
to 16.
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4, DISCUSSION

The idea of training and utilization of
CHAs and TBAs in Ethiopia emerged since 1972
Ethiopian Calendar. This was the time when the
social objectives, "Health For All by the Year
2000" began. It was aimed to be achieved through
Primary Health Care (PHC) approach.

The whole issue in Primary Health Care is to
maintain an equitable distribution of human and
material resources. Most often, the urban areas
with smaller population draw much of the resources
of a nation. This keeps on making the already
existing gap between countries of the world wider
and wider,.

Therefore, overwhelming health problems fall
upon the rural population which 1is already under-~
privileged. Hence it is clear that these problems
cannot be solved by medical doctors alone in any
country of the world. Rahi 8@ (9) states, "A
good hospital or highly qualified doctor alone
cannot do much to bring about this movement or
bridge the implementation gap,"

When disegso prevention, hcalth promotion,
rehabilitation and curative aspects of health
programs are looked upon, one can see that health
is the society's problem as a whole. Therefore,
the society must look for the solution if the
pains and sufferings are to be relieved,

It is in this context that Ethiopia has
established a Community Health Service (CHS)
structure on its Health Service Organization.

See Figure 1, Page 12 and Figure 4, Page 21,

Community health service is cheap and effect-
ive., In addition, it brings a wider coveragee.
But it reguirces the necessary support. Guidance
and adequate supervision are firm foundations for

CHS.
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WHO (29) has observed that conventiomal
health services are costly and slow in meeting
the basic health needs of the rural majority.
On the other hand CHS is believed to meet the
utmost demand of the population. Rahnema (9)
emphasizes that the community health worker 1is
the "key factor" in meceting the health needs of
a community as well as in creating awareness of
health and health development,

In Ethiopia to achieve this objective, 6717
CHAas and 6107 TBAs have been trained and returned
back to their communities. It was not only to
create awereness, but also to balance the shortage
of health manpower. In addition, it was to create
availability and accessibility of health services,
By and large it was meant to link the institution-
alized health services with that of the communitys.

However, although so many CHAs and TBAs were
trained, it was found that most of them were not
working. In Sidamo, out of 436 trained CHAs,
only 26,.,8% and out of 632 TBAg, only 38.2% are
found working. Similarly in Sidama Awraja, out of
118 CHAs only 28,8% and out of 236 TBis, 49,6%
are found working. (FEersonal Communication,
Asrat WoldeMeskel) s

These rates are similar to that of the est-
imated rate of 30% for the nation. (18 P.1l). It
seems that in Sidamo the utilization of CHas and
TBAs does not even make 30%. In Ethiopia, about
two years ago, a study was made on the use of
CHAs. It has revealed an attrition rate of 38%.
(30)« In a survey of need assessment which was
carried out in Bale Administrative Region, out
of 210 peasant Associations whizh have trained
CHAs it was revealed that only 32% of them had
organized CHS, (31). Lack of remuneration, finding
other jobs and heavy work load are some of the

main reasons guite often mentioncd.



In China, (32) out of 312 barefoot doctors,
33.4% related their complaints to training,

30.,6% to administrative management and 25.7% to
salary and allowances. In the study area (Sidama),
53% of CHAs related their complaints to administe—
rative problems, 35.3% felated to shortage of ned-
icine.

One of the reasons given among auxiliary
social workers in India was work overloai . (33)s
In our country the initial plan was to cover 500
persons by one CH . (13 P,20). In the 10 Years
Health Sector Plon, the plan is to cover 1000
people by one CHL. (24)s In the studied area the
number of persons covered by one CHS varied from
4000 to over 11,000 as indicated in Table IV. In
addition 53% of CHis have already shown a daily
patient load of 11 and above as shown in Table VI.
Thus it requires a serious attention at the time
of selection to train the CHAs,

The objective of the Ministry of Health in
the Ten Years Plan is to cover 80% of the pop-
ulation by MCH and EPI programs. However, as we
can see, a small percentage of CHAs have part-
icipated in the program. Since MCH and EPI
are important components of PHC, attention is

required to achieve the set objectives.

4,1, Selection and Training
It was found out that all of the CHAs and TBAs
were selected by their respective associationse.
Selection is one of the important steps which re-
quires particular attention.
In Ecuador (34), selection of TBAs takes
place in steps. First,; candidrtes are selected by

a local committee and then invited by written



letter. After that the identified candidates are
interviewed and looked upon by the training health
institution. At the time of sclection, the age,

the interest and the physical gquality of an individ=
ual are thoroughly screcened. Intercest of the nom=—
inee to work in- the community and the communiby®s
interest in the nominee is very important. Running
to £1il11l up a quota sometimes can cause serious mis-—
takes. This was clearly scen in Abela Galuko,

where the questionnaires were pretested. Then in
Weneneta and Kege, the TBis stated, "We are just
simply nominated and trained but so far no one
called for us to attend births.” The Ministry of
Health has selection criteria but sometimes they

arc overlooked. (35) * On the importance of select—
ion, Vaughan and Walt (36) from their experience,
state that who is selected for training and how

they are selected are vital to the success of village
health workers.

Although young people have energy and willing-—
ness to learn and work, Vaughan and Walt (36 P,107)
further give us a@n insight that failures in some
countries occurred by selecting men who are not
acceptable to women or young girls who do not have
the necessary power in the community.

In the study area over 83% of TBAs were within
the age group 35-70 years. This is similar to that
of TBAs'" age group in Ecuador, 30-65 years (34 P.17),
a little less than the lower boundary of the age
group of TBAs in the Philippines, 40=69 year:.

(34 P, 45) Age distribution of barefoot doctors
in China (32 P. 59) is . 20-39 years which is
almost the same as that of the age group of CHis,

20-41 years in Sidama.



At the time of selection noting the cheract-
eristics of CHAs and TBAs alone is not enough.
The status of the peasant associations should also
be known, This is because, according to the Plan,
community health service is meant to be administer-
ed by the local communitics, Therefore, the read-
iness and willingness of the peasant association
are the determining factors for the establishment

af CHS.

4,2, Supervision and Inservice Training

A lot has been said about supervision, For
maintenance of community health service as well
as other services, supervision 1s indispensables.
Without adeqguate supervision, no matter how strong-
ly a community health service is established, it
is liable to failure. Unpublished study report
from Gamo Goffa Regional Health Department states
that supervision, as a tcol to sustain optimal
activity on the part of CHAs and TBAs, is a major
supportive element for community health workercg (37).

Fendall, N.R.E, (38) states the objective of
training in the use of auxiliaries is to achieve
a much greater outrcach service at a lower coste.
On the other hand it is balancing a calculated
risk in the quality of service provided to the
individuzl against increase in the quality and
quantity of service provided to the community as a
whole,

WHO (13) in CGuidelines for Training Community
Health Workers in Nutrition states that training
is not completed in a set period of time or at
the end of the formal training course.

In Table VIITI although it is very difficult
to conclude, it seems that supervision is better
maintained than in-service training. The maximum

years of service as a CHA being 8ix years and
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within this period 65% of CHAs did not have in-
service training at all or experienced it only
once,

There 1s a problem of recording and report-
ing. At Shoye, there was not a record of any
kind three months prior to the interview, On the
other hand at Wacho there was up to date inform-
ation., The CHA had recorded cven when the TBA
stopped reporting to him. In some places they
do not have any record as to how many people they
were serving. In Alcta Wondo, seven peasant assoc-—
iations (CHAs) have a record for the correct number
of population they were serving. In Dale, two
CHAs out of the six visited had the correct number
of populaticn they were servinge.

The study has revealed massive problems in
the area of TBA activities. In Table XIITI a very
small number of TBAs correctly identified the most
common signs of pregnancy. Likewise in Table XIV
selected dangerous signs were identified correctly
by a small percentnge of TBAs. In Table XV al-
though better rates are seen, they arc not very
satisfactory. The same thing is true in Tables
XVI and XVII, Or Page 43 only two TBAs, one in
the pretested arcea and one in the studied area
stated that they wash>A their hands before they
touched the woman during labor.,

Cnly one TBA stated how she manages a re-—
tained placenta. 1In Table XX only one TBA stated
the importance of sunshine. None of them mentioned
anything about child spacing.

A study carried out in Gondar Administrative
Region on the characteristics and practices of
traditional birth attendants has shown that the
majority of them were not able to identify ab-
normal pregnancy and labor which is similar to
these findings. (39).
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Hence these findings do clearly suggest
and show us the direction that needs much effort,
Therefore utmost effort is required to maintain
our community health service areas for the very
fact that the majority of our population still

depends on the traditional practices.

4.3, Availability of Health Post
Eighty~-two percent of CHAs have health postse
Except Sitamo and Wichanadobe all of the rest were
single rooms. They are attached to other rooms
which are used as stores, shops, offices, halls,
and so on. In scme health posts, ploughs, hoes,
spraying pipes and the like are kept,
Medicines have their own norms and cannot
be kept with other stuffs. This type of health
post is not convenient for the CHAs and TBAs to
perform their activities, The present health
posts that are being used look more like drug
shops rather than health posts. On the other
hand where the TBA lives is often quite far
(not less than an hours walk) from the health
posto,
Therefore, 1t is suggested that health
pos ts should be constructed with locally available
materials in a separate block building with three
rooms and a veranda., This is so that:
- one room can be used to store medications
—~ one room can be used by the CHA
- one roon can be used by the TBA and the
veranda an be used as a waiting place
and as well for health education. In
addition, this invites an opportunity for
CHAs and TBAs to sit together and discuss .
about the health problems of their localitye. ‘
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4,4, Remuneration

In thinking of CHS in line with primary
health care, remuneration becomes an important
issue for the success or failure of CHS. The
reason is that very often community health work-
ers are expccted to work on a voluntary basis
which may not last longe.

Zoysa and Cole-King (42) gave us three
options to solve the problem of remuneration:
volunteer service, community support and support
from external sources,

In the studied area a mixed type of support
is being expcrienced. Those methods are:

- full salary payment from the community

- voluntary scrvices

- service fee charges
Out of 436 CHAs in Sidamo Administrative Region
53 (12.2%) are supported by monthly salary. Out
of 20 peasant associations studied, in 14, a
monthly salary is given; the highest, Birr 175
and the lowest, Birr 36 is paid with the median
income of Birr 60. Three were working on volun-—
tary basis.

The TBAs are not paid anything at all as a
salary but they charge a service fee of Birr 2-4
per delivery

Finally, due to the exclusion of 22
peasant associations, there could be a sclect—.
ion bias. But since it is a descriptive study,

I believe that the bias would not be a problemn,
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5. CONCLUSIONS AND RECOMMENDATICNS

The community is the base of everything.

It must be considered in terms of the social

unit of all interactions. In Community Health
Service the well being of the society is depend-
ent on the health of its people. So then to in-
volve the instruments responsible for maintaining
health in thecommunity becomes a central issue,
In addition it requires a deep commitment where
community health service becomes an =ssential
issue in the present era that we are in,

In Sidamo Administrative Region the study
has revealed to us that less than 30% of CHAs
and less than 50% of the TBAs that are trained
so far in the region are found to be workinga
The main cause for such a very low rate compared
to the total trained is the lack of support. It
could be attributed to the imbalance between the
trained number of front-line community health
workers and the few peasant associations who are
recady to accept CHAs and TBAs. The undeniable
fact is that nobody wants to work freely for long
in a communitye.

Those found working in the studied area are
CHAs who are paid a monthly salary by the service
cooperatives or producers cooperatives. For
example, the Wacho CHA is paid Birr 175 monthly
salary. He is controlled by the peasant associ-
ation, reports regularly, identifies health pro-
blems just like a government employee. He has
up to date information more than all of the rest,

—~ It is recommendcd that CHAs and TBAs be

selected and trained from among peasant
associations of Servicc Cooperatives and

Producers Cooperatives,
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- The government should support CHS estab-
lished in peasant associations whecre
Service Cooperativas and Producers Coop-
eratives are. Of course this h:s to be
done for 2 limited pcriod of time.

- Adults with family who are less likely to
move away should be selected and traincd.

- A career structure for CHAs and TBiAs should

be developed within the Ministry of Health,

Since only 30% or less of the trained CHAs
and TBAs are found working, I recommend that there
is a strong need for formulation of a national
policy on selection, training and use of CHAs and
TBAS .
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Appendix I

Addis ibaba University
Medical Faculty
Community Health Department

Date
Questionnaire Form Noe. 1
Prepared for the CHA

Directionss:

Please,
a) Use pencil
b) Fill in the blank with appropriate
answer in the space provided,
c¢) Make a check (v) mark in the appro-

priate box.

Administrative Region

Awraja

Wareda

Kebele/Village/Peasant Association

Identification

Name Age Sex
Ethnicity Occupation
Religion

Marital Status

Married {__| Single i,: Divorced D
Widowed :

Educational level

Literate | Illiterate ||

4,1 If literate, Read and Write [ %

Adult Literacy | Grade 1-6 §{ |

Grade 7—8! ] Grade 9-12 [ |
Who selected you to the training? Your own i ]
Your association | Health people |} :
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Questionnaire Form No. 1

5.1 Duration of training. Twc moenths :_:a

Three months [} Six months [__|
5«2 Place of training
Regional Health Department :]
Hospital |__| Health Center [__|
No. of persons living in the village
Males [_j Females D
Do you have a registration for your dailly
activity? Yes |:I No D
Tl If yes; do you use it? ¥Yes ]:[ No f::[
7.2 If no, why? No money D- Not needed [:j

Where do people get drinking water?

Protected river D Not protected E
Protected Spring D Not protected E__i
Piped well ]—__! Not Piped D
Cleaned ponds D Not cleaned _T:j

How long does it take to the water source on
foot?

Less than 1 hour D 1-2 hours :]

Are there latrines for the people?

Yes | No [ |

10.1 If yes, are they being used? Yes { |

No [__I
10,2 If no, why? Because of smell |__|
No use |__| Not accepted |__]
10.3 Where do the people dispose thelr refuse?
Burn |__] Bury [__1  Open field [}
10,4 Where do the people keep their cattle?
In living quarters :i Cowshed E
10.5 Have you done a sanitation campaign?
Yes D No ]__—_i

10.6 If yes, what type?

e
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Questionnaire Form No. 1

How long does it take to the nearest health
unit? Less than one hourf::j
1-3 hours [__| 4-6 hours | |
What are the most frequently seen health
problems in the village?
a) b)
c) d)
Do people come to you when sick?
Yes {__| No [
13,1 If yes, how many come daily?
1-10 [} 11=20 [ ] 21+ __1
TIs there a Health Post? Yes | | No [:j

el

14,1 If yes, is there medicine?
Yes || No [}
1l4.2 If no, why?

Do you give health education?

Yes | i N¢ |

15,1 If yes, place where you give health

education.
In health post | |

In schools | |

In meetings | |

Gathering people for health education E:]
15.2 Common topics covered in health education

a)

b)

c)

d)

e)
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20,

2la
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Cuestionnaire Form No. 1

Is there a vaccination program?
Yes [ No [__]
16.1 If yes, how often do you conduct?
Every week:{::] Every month E::j
16,2 What is your participation in the
vaccination program?
Agitation E:]
Keeping pecple in line [:]
Giving health education |__|
Do you run an MCH program? Yes I:] No[::]
17.1 How often is it given?
Every week E:j Every 2 weeksi::]
Once a month D___
Do you know what epidemic means?
Yes [::] No E:j
18.1 How do you know if an epidemic is taking
lace?
People tell E::I
More people come than ustal E:]
Was there any epidemic since you are trained?
Yes |} No ||
19,1 If yes, what type? a)

b)

c)

What will you do if you cannot treat the

patient?

To whom do you report about your work?
Peasant Association l:_-l Clinie f:___]

Health Center E:j Hospital E:j

How is the working relationship with the TBA?
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Questionnaire Form No., 1

23. Have you ever been supervised?
Yes ]_T_—I No D
23,1 If yes, how often? Once a weekl___-_—_j
Once a month ]:) Once a year D
Every 6 months D
24, Have you ever been given in-service training?
Yes __| No[ |
24,1 If yes, how many times so far?
Two times a year j_:l Once a year D
25. Are you paid by your peasant association?
Yes ':. No D
25,1 If yes, what type?
In cash D In kind D
25,2 If in cash, what amount
25,3 If in kind, what kind? Plough your
land {__| Share crops [__]
26. For how long have you served as a CHA?
27. Do you like your profession? Yes E:, No ]:l
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Appendix IT
Addis Ababa University
Medical Faculty
Community Health Department
Date

Questionnalre Form No. 2

Prepared for Traditional Birth Attendants

Directions:

2a

Please,
a) Use pencil
b) Fill in the blank with appropriate
answer in the space provided
c) Make a chack () mark in the appro-
priate box.

Administrative Region

Awraja

Woreda

Kebele/Village/Peasant Association

Identification

Name Age ____ Sex ____
Ethnicity _ Occupation
Religion

Marital Status

Married ] | Single | | Divorced] i
|

Widowed |

Educational level

e

Literate |__| Illiterate {__ |

—— e

4,1 If literate, Read and Write |

Adult literacy | l Grade 1-6 § |
Grade 7-8 [}  Grade 9-12 |



Vs

1.8k

11s
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Questionnaire Form No. 2

e

Who selected you to the training? Your own {__
Your associztion [::] Health paople[::j
5ol Duraticn of training
15 days [__| 20 days {__] 30 days ¥
5.2 Where did you receive the training?
Regional Health Department [:j_
Hospital [::] Health Center [::]
At what age did you start attending births?
Less than 20 ) at 20-24 || at 25-29 [ ]

at 30-34 | | at 35-39 || at 40+ [ ]

Was there a birth attendant in your family?

Yes] | _ No!_ l

7.1 If yes, your relation to him/her

|

How do you know if a woman is pregnant?
Amenorrhea [__] Nausea and vomiting [ ]
Breast change E:j Abdominal distention E:j
Bo you carry ou* antenatal clinic?

Yes | No | ]

9.1 If yes,; where?

9.2 If yes, what will you do?
Advise on nutrition‘f:]
Aadvise to rest [:j
Advise for physical check-up E:j

9.3 How many antenatal care did you do so far?

Dangerous signs during pregnancy
Ble eding [::j Dizziness.[::]
F'ace and feet swelling]:ZJ
Absent fetal movement [:j

Signs of true labor

Backache S [ Discharge j ] Contractions E:j

Membranes rupture [__ |



12,
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14.
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l6.
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18,

19°

20 .
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Questionnaire Form No, 2

Signs of difficult labor
Labor over 24 hours | |
Hand and/or leg presentation ¥ ]

Cord prolapse [}

Heavy bleeding before labor [ |
Identification of high risk group

Elderly primipara I |
Short and thin primipara ] l
Very young primipara D

What will you do if you
having difficult labor?

How many deliveries did

are trained?

15.1 How many normal?

15.2 How many abnormal?

know the woman is

you attend since you

15.3 How many did you refer?
At the time of birth attending, what will you

do before touching the woman?

Was there death of mothers due to labor since
you started attending birth? ¥Yes | | NO [__]

What care do you take for the newborn after

delivery?

Check breathing | |

Tie cord at two places| ]

Cut the cord with boiled blade [_|
Cover the baby with clean cloth [:]
What care do you take for the mother?
Check placenta out [::]

Check laceration\ 1

Check for heavy bleeding [}
Clean, cover perineum | |

Do you make home visits for post-nate?

%esl i

No[::j



Zik
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W Questionnaire Form No, 2
20,1 If you visit, the activities you perform
are:
Advice on baby feeding }___—I
Advice on uvula cutting |__|{
Advice to vaccinate on time [:_-j
Advice to put in sunshine [}
Advice on child spacing [__]
Do you have a delivery kit? ¥Yes Z:I No m
2l.1 If yes,are there medications?
Yes :[ No E
2l.2 What will you do if medicines in your

kit are finished?

Have you ever been supervised by the nearest
health personncl? Yes [ | No [__|
22.1 If yes, by whom? Health Station [::l
Health Center i_:_}
Hospital [_|
Regional Health Department { )
How is the condition of maternal deaths since
you are trained? Decreased [ | Increased [__J
No change E
Are you paid by your association?

Yes D No :‘

24,1 If yes, in cash[__] in kind [_]

24,2 If 1in cash amount monthly

24,3 If in kind, type

24,4 If no payment, do you ask for fee?
Yes | No [ |

24,5 If yes, how much? Please state

Do you like your profession?
Yes || No ]
Do women go to other birth attendants?

¥es [ | No [}
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Appendix IIT
Addis Ababa University
Medical Faculty

Community Health Department

Date

Questionnaire Form No, 3

Preparad for the Members of Study Village

Directions:

Lo

Please,
a) Use pencil
b) Fill in the blank with the appro-
priate answer in the s pace provided

¢) Make a check (v/) mark in the appro-

o}

priate box,

Administrative Region

Awraja
Woreda
Kebele/Village/Peasant Association

Identification: N

Name Age':__ Sex _____
Ethnicity Occupation

Religion

Marital status

Married {_—_____j Single i: Divorced l:j

Widowed |__|

Educational Level

Literate [_j Tlliterate [__]

4,1 If literate, read and write [
Adult literacy | | Grade 1-6 [__|
Grade 7-8 | | Grade 9-12 {__§



10,

1le

13

Questionnaire Form No. 3

Status in the Peasant Association
Chairman [__] Vice chairman [__]
Secretary [::} Others E:]
Is there CHA? Yes [::j No [::j
6.1 If no, why? Not ready |
Not necessary | |
Is there trained TBA in the village?
¥es D No D
7.1 If no, why? Not ready[::j
Not necessary |__J
Are the CHAs warking? Yes E:l No D
8.1 If yes, when did they start working?
Give year
8,2 Is there a health post? ¥Yes | | No | |
8.3 If yes, do the people use it?

¥es r_:‘ No —[—___[
8a4 If no, why?
Are the TBAs working? Yes|[_ | No{_ _]
9.1 If yes, since when? Give the year
9.2 If no, why? _
What is the condition of disease outbreak since
the CHA started work? Decreased |__|
Increased | _| No change [__|
How is the condition of maternal mortality
since the TBA started work? Decreased D
Increased [__| ©No change [ |
1ll.1l What about the death of newborns?

Decreased | | Increased |__}

No change :l
11,2 What about child mortality rate?

Decreased : Inctreased D

No change |__!
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Questionnaire Form No. 3

What type of food stuff do you commonly
produce?
Teff | Maize|[__] Enset{ | Others[__|
What is your cash crop? Maize [_| Coffee | ]
If the CHAs and TBAs are working, do you give
support? Yes [:| No D
14,1 If yes, what kind do you give?

In cash |:] In kind :{
14,2 If in cash, please give the amount

14,3 If in kind, what type support do you give?

Plough his.dand {__ ] Share crop [

154

16,

18
19.

Is the work of CHAs and TBAs useful?

Yes ]:l No l:[

To whom are the CHAs and TBAs responsible?
Peasants Association ||

Ministry of Health E:[

Not known [__J

Do they report? Yes E No I—__j

17.1 To whom do they report their performance?

How do you control them?

apcthere other untrained TBAs?

Yes ] No [ |

19.1 If yes, how many in number?
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Appendix IV

Content of CHA Training Course by Hours As Given
by the Ministry of Health (40)

Title Hours
of the . i :
Subject ! TheoryiPracticeLTotal ' %
General Intro- } i
duction 8 —— 8 l.4
Primary Health
; Care 8 6 14 2ad
!
Health Education 18 10 28 4.8

Personal Hygieng
and Environ-
mental Sani-
tation 24 24 48 8.1

Prevention and
Control of

| c.o. 24 24 48 8.1
|
| Nutrition and
| Diet 12 12 24 4.0
}
i
'~ Bome Economics 18 26 44 7.8
i MCH Services 36 36 72 1262
b
Anatomy and
Physiology 16 10 26 4o4
Examination and
Treatment 32 44 76 12a9

Precautions in
Using and
Handling Drugs
& Med. Equip-

| ment 16 12 28 4.8

Traditional med-
icine and

Treatment 8 8 16 207
Information

Collection 10 18 20 3.4
Working Guides 6 6 18 2.0
iField Experience - 102 102 173
loral, Written &
! Practical Exams! 12 12 24 44,0

T Total T'248 342 590 100.0
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Appendix V
* Contents of Training of TBAs (41)

Total time allotted - 160 hours or
8 hours a day for 20
working days
Toplics to be covered:
l. General introduction to health
2. Pregnancy
- Female reproductive organs
- Creation of conception
~ Observable body changes during pregnancy
- Care during pregnancy
- Possible dangerous signs of pregnancy
3. Delivery attendance
- Preparation
-~ Signs and, stages of labor
~ Presentation
4, Care of a newborn
5. Care of the mother after delivery
6. Nutrition and general care of the newborn
7. Precautions and postnatal care

8. Health information collection and reporting

* Upon completion and certification, the TBA is

provided with equipped delivery kit,
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Appendix VI

Working Definitions

Community Health Ssrvice -
Part of health care which is concerned with
the health of the whole population in a
community. It is in line with Primary Health
Care by the use of CHAs and TBAs in a Health
Post,

Community Health Agent -
This is a male or femals individual who is
selected by the local community and trained
by the Ministry of Health as a CHA for at
least 3-6 months in a health center or rural
hospital,

Traditional Birth Attendant -
This is a female or male individual who has
traditional experience in attending birth,
but selected by the community and trained
as a trained traditional birth attendant
for at least 2-3 weeks in health institution
as mentioned above.

Health Post -
It is a block building (house) constructed
with locally availeble material, having at
least three rooms with veranda.

Urban -
Areas with minimum population size 2000 cx
more if more than 5 0% of the population is
engaged in non-agricultural product.

Literate -
Persons 10 years and above who are able to read

and write,



APA
CHA
CHD
CHS
C.5.0.
REWA

REYA

TBA
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Appendix VII

List of Abbreviations

Antepartum hemorrhage

Community Health Agent
Community Health Department
Community Health Service
Central Statistical Office
Revolutionary Etnhiopian Women's
Association

Revolutionary Ethiopian Youth
Association

Traditional Birth Attendant
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