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Abstract

The involvement of the CHW (community health workers) in drug provision has increased
the availability of essential drugs lowest feasible cost to the population at the peripheral level.
Some experts remain cautious about this approach, because of concerns that allowing
CHWs to distribute anti-infective will increase the inappropriate use of drugs and
accelerate the development of drug resistance. So this thesis assessed the knowledge
and practice of HEWSs regarding the medicines they handle in Sidama Zone.

A cross-sectional study was conducted from December 2011 to January 2012. A
structured questionnaire was used to collect data from a total of 55 HEWs available in
the health posts (HP).Thirty HPs were selected from 3 districts. Medical record

review was also made.

Results showed that only 36.4% respondents were aware of the correct adult doses of
Chloroquine and 29% and 40% of the respondents could not tell the dose of
Coartem® and Chloroquine without referring to the treatment guideline, respectively.
Fifty-two(94.5%) of the respondents did not knew the drug interaction between
Coartem® and oral contraceptives and only 12.5% of the respondents were aware of
food requirement while taking Coartem®. Only 3.6% and 29(52.7%) of HEWSs
reported correct doses of Amoxicillin and Cotrimoxazole, respectively. Of a total of

356 prescriptions, 50(14%) were not consistent with recommended guidelines.

Therefore, the Zonal health department/ Woreda Health Office should organize
refresher trainings for the HEWSs to improve their knowledge about doses, drug
interactions and contraindications of antimalarial drugs and antibiotics. And they
should also encourage the consistency of the HEWSs practice to the recommended

guidelines regarding appropriate treatment choices.
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1. Introduction
1.1. Background

The community health worker (CHW) has been the distinguishing feature of primary
health care (PHC) programmes in many developing countries since the Alma-Ata
conference in 1978. Many countries launched a national scheme resulting in the
nationwide training of CHWs. The general goal of these schemes was similar: to
achieving “Health for All” by providing equitable, accessible and low cost health care
to the majority of the population (WHO, 1978).

Essential drugs are important elements of primary health care and should be available
at various levels of primary health care at the lowest feasible cost. In many countries,
to attain such an objective, drugs are provided by the CHW (WHO, 1995).Access to
essential drugs (ED) is fundamental to the good performance of the health care
delivery system. The provision of safe, effective and affordable essential drugs of
good quality in the right quantity to the whole population in particular the poor is

therefore a priority in health and drug policy (Quick, 2003).

The involvement of the CHW in drug provision has two important aspects. On the one
hand, the goal of making essential drugs available at the lowest feasible cost to the
population at the peripheral level. On the other hand, the CHWSs’ involvement in drug
provision may result in strengthening their position in the community. Although the
concept of rational use of drugs by consumers has not been explicitly stressed in the
WHO-defined PHC, this can be expected to be promoted through the availability of
essential drugs as well as by the educative activities of the CHW (WHO, 1995).

Ethiopia is one of the countries in the world which has adopted PHC as a national
strategy since 1978. A new initiative, the Health Service Extension Programme
(HSEP), was launched in 2003 with aims to improve primary health care services in
rural areas through an innovative community-based approach that focuses on
prevention, healthy living and basic curative care. It, therefore, introduced a new

cadre of health worker, Health Extension Worker (HEW), and defined a package of



essential interventions including provision of essential drugs for them to deliver from
village health posts (FMoH, 2005a).



1.2. Statement of the problem

Access to ED is low in developing countries and it is worse in rural settings. There is
no exception to Ethiopia in this regard. So involving HEWs in provision of essential
medicines is not questionable to improve its accessibility. Studies showed that there is
high degree of irrational drug use in Ethiopia, even in health care facilities where
qualified professionals are working (FMOH/WHO, 2003). This has raised the concern
over the involvement of HEWs in drug provision. The concern was pronounced
mainly because of the fact that HEWSs have received short period of training and the
service was relatively new and majority of the drugs they handle are anti-infective
(Artemeter-lumefantrine,  Amoxicillin,  Co-trimoxazole, etc), where there
inappropriate use may create burden of drug resistance . A study conducted in Dessie
regional laboratory on susceptibility of four specious of bacteria to the commonly
used antibiotics showed high rate of resistance of the bacteria (72-92 %) to
Amoxicillin, Chlorampheniciol, Cotrimoxazole, Erythromycin and Tetracycline
(Kibret and Abera,2010).

In spite of those facts there are no studies done on the knowledge and practice of
HEWSs regarding the medicine they handle in the country. But there are researches
that are done on HEWs in different parts of the country focused on the outcomes and
efficiency of the HEP, the cost effectiveness of the use of HEWSs, the improvement of
coverage of essential health service, and so on. So this study is aimed to fill the gaps
in information on knowledge and practice of HEWs regarding the medicine they
handle in selected districts of Sidama zone. The result generated will be used by
policy makers and local administrators to identify the gaps and design appropriate
intervention on rational use of essential drugs in the study districts in particular and

the country in general.



2. Literature review

2.1. Historical background of community health workers

The concept of PHC emerged during the 1970s when ideas about health care began to
change generally and specifically in relation to the developing world. The declaration
of Alma-Ata was clear about the values pursued: social justice and the right to better
health for all, participation and solidarity. The Alma-Ata Conference mobilized a
“PHC movement” (Nikki and David, 2008).

Since then many countries have started to follow the approach of PHC to reach rural
communities where most of the preventable health problems exist. This is because
PHC focuses on disease prevention and health promotion. It is the type of healthcare
delivery sometimes described as ‘by the people, of the people and for the people.’ It
involves the community in the whole process of healthcare delivery and encourages
them to maintain their own health (WHO, 1978).

In line with the PHC approach, there has been a considerable expansion in human
resources for health. This has occurred particularly at the ‘auxiliary’ or ‘paramedical’
level in developing countries, and especially in the immediate post-Alma Ata period,
in the CHW cadre. Despite this, many poor countries, especially the least developed,
have too few health workers to provide universal coverage, and in all countries there
continues to be significant mal-distribution of, and imbalances between, various types
of health workers (Nikki and David, 2008).

CHWs are community based workers that help individuals and groups in their own
communities to access health and social services, and educate community members
about various health issues. WHO has elaborated the definition of CHWs as “(they)
should be members of the communities where they work, should be selected by the
communities, should be answerable to the communities for their activities, should be
supported by the health system but not necessarily a part of its organization, and have

shorter training than professional workers”(WHO,2007 ).



During the 1970s, in many countries CHW programmes followed a developmental
approach as a way to expand access to primary health care, related to the declaration
of Alma-Ata (WHO, 1978). More recently, CHWSs have been seen as an extension of
health systems, particularly to reach out to population groups in underserved
areas.They can also provide local outreach of health services that might otherwise be
unavailable; they often provide a link between communities and formal health
services (WHO, 2007).

CHWs act as the first line of contact with the health system in most low and middle
income countries. These workers are selected community members who are trained in
general primary care functions (e.g., treatment of diarrhoea, immunisations, health
education and nutrition, environmental sanitation, and malaria control) or in specific
activities (for example , Directly Observable Treatment-Short Course (DOTS)

supervision, family planning, rehabilitation, and nutrition) (WHO,2007).

Most developing countries and even some developed ones experimented with the use
of CHW in it different approaches using different names such as Village Health
Workers, Barefoot Doctors, Health Aides or Medical Assistants, among others
(Kwame, 2004).

In many Africa countries, CHWs have fulfilled generalist health functions, specialist
health roles, in such areas as nutrition, reproductive health, and malaria control, and
wider roles as community advocates and change agents. Evidence suggests that these
workers have increased coverage of a range of services over the last 30 years
(CNHDE, 2006).The restricted evidence available on the use of CHWs from Gambia,
South Africa, Tanzania, Zambia, Madagascar, and Ghana suggests that these workers
enhance the performance of community level health programmes and some evidence
shows that they are cost-effective. Health services such as condom distribution, food
and hygiene counselling, distribution of insecticide impregnated bed nets, and
nutrition education can safely be provided by trained community workers (Charles
and Barbara, 2004).



2.2. Overview of Health Extension Program in Ethiopia

Ethiopia is a country with 85% of its population living in rural areas. Between 70%
and 80% of the diseases that affect its population are preventable. Despite this,
Ethiopia previously had a health policy that focused on curative and urban-centred
health services until the government of the Federal Democratic Republic of Ethiopia
launched its new health policy in 1993 (FMOH, 1993).

After critical analysis of health problems of the nation, the Ethiopia government
develops health policy, which uses decentralization and democratization as a tool to
address the problem of under privileged rural people (FMOH, 1993). This Policy has
been realized after formulation of health sector development program (HSDP), a
vehicle by which the national health policy was implemented and implementing. The
1% HSDP-1 and the 2" HSDP-I1 had been completed with encouraging results and
potential experiences gained. The HSDP- Il took a stock of experiences from the
implementation of HSDP-I and further aimed to the delivery of cost effective
preventive and promotive health care services through an integrated and articulated
plan of health extension program (HEP) which was implemented almost through
HSDP-I11 (2005/6- 2009/10) (FMoH, 2004).

In 2009/10 more than 30,000 HEWSs were trained and deployed throughout the
country and full coverage of all rural villages has been reached. As a result of the
HEP, the health extension worker to population ratio has increased from 1: 23,775 in
2004/05 to 1: 2,437 in 2008/09. And access to improved sanitation increased from
27% at baseline to 36% (World Bank, 2011).HEP has created greater awareness of
how to prevent communicable diseases such as malaria, tuberculosis (TB), HIV/AIDS
and water borne diseases. It is reported that malaria is no longer epidemic and also
diarrhnea and other water born diseases and eye infections are decreasing.
Improvements have been observed in vaccination coverage, and coverage of maternal
health services (Hailom, 2011).

The main objective of HSDP is to improve equitable access to preventive essential
health intervention through community /kebele/ based health services with strong

focus on sustained preventive health actions and increased health awareness among
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the community. The health extension service is being provided as a package focusing

on preventive health measures targeting households particularly women/mothers at

the kebele level through a health post to serve approximately 5, 000 people (FMoH,

2005a). Every health post is staffed by two female HEWs, who are high school

graduates with one year training. The training program for the HEWs includes 16

major packages grouped under four components (FMoH, 2005b). The essential health

services packages include:

1. Diseases prevention and control- to reduce morbidity, disability and mortality

>
>
>

HIV/AIDS and other STIs (sexually transmitted infections) prevention
and control

TB prevention and control

Malaria prevention and control

First aid and emergency measures

2. Family health services-to strengthen and gradual expansion of family planning,

maternal and child health, youth and nutrition services.

>
>
>
>

Maternal and child health
Family planning
Immunization

Adolescent reproductive health and Nutrition

3. Hygiene and environmental sanitation

>

YV V V V V

>

Safe excreta disposal

Solid and liquid waste disposal
Water supply and safety measures
Food hygiene and safety measures
Healthy home environment
Control of insect and rodents

Personal hygiene

4. Health Education and communication- the main objective of this component is to

bring about behavioral change through intensive and continued investment of

knowledge to the community.



HEWSs’ major task is increasing knowledge and skills of communities and households
to deal with preventable diseases and be able to access services available at clinics
and hospitals. Since the HEP considers maternal and child health tracer indicators of
good health, HEWs give special attention to family health. In addition to conducting
preventive family health education and sanitation, the HEWSs supervise intake of
Directly Observable Treatment-Short Course for TB and antiretroviral treatment for
HIV/AIDS at household/community level; conduct rapid diagnostic tests for malaria
and administer anti-malaria drugs; attend uncomplicated childbirth; refer patients to
nearby health centers; supply of essential drug and collect vital statistics ( Hailom,
2011).

HEWSs spend 75 percent of their working hours visiting families at household level
and performing outreach activities for health promotion at a community level. The
remaining of their time is spent providing services including immunizations and
injectable contraceptives at the health posts. Moreover, they are trained to provide
first aid services, conduct safe and clean deliveries, diagnose and treat malaria,
diarrhoea, and intestinal parasites. In 2010 the government added the diagnosis and
treatment of pneumonia to the HEP, following an evidence-based analysis of the
potential impact of different packages of high-impact interventions. The addition
represents a significant step toward tackling a primary cause of child mortality
(FMoH, 2009).

Lists of standards medicine, other supplies and equipments for the health post first

was initially prepared in 2005 and modified recently with the inclusion of additional
drugs for the treatment of child pneumonia (FMoH, 2009; FMoH, 2004; FMoH,
2005a).The list of drugs include:Contraceptives (oral, injectables and implants),Oral
Antimalarial drugs (Coartem and Chloroquine),ORS, Paracetamol, Cotrimoxazole,
Amoxicillin and Vaccines (BCG, OPV, PENTA, TT, PCV, and Measles) (FMoH,
2009).



Knowledge and practice of Community Health Workers

Minimally trained CHWSs have increasingly been introduced in many countries to
increase the availability of trained health workers in mostly rural communities where
their availability has been scarce (Winch et al.2005).The use of CHWs to provide
treatment of variety of health problems within the patients’ village is a common
approach in Latin America, Asia, and sub-Saharan Africa for the control of malaria
and implementation of other health interventions. Despite this evidence of the benefits
of improving access to treatment using CHWS, some experts remain cautious about
this approach, because of concerns that allowing CHWs to distribute anti-infective
will increase the inappropriate use of drugs and accelerate the development of drug
resistance (Greenwood et al, 1998;Bloland and Ettling, 1999; Umar et al, 2002).
There are factors related to inappropriate drug use (irrational drug use) including drug
knowledge and training which indeed major factors are and additionally out dated
prescribing practices, heavy patient load, pressure from peers and patients are

common.

For a correct diagnosis to be made the prescriber must have adequate knowledge, the
study conducted on assessment of knowledge, attitude and skills of lady health
workers in Pakistan 36% of the study participants showed that insufficient knowledge
especially with regards of doses of common medicines and 78% have knowledge in

relation to the vaccination schedule (Khan et al, 2006).

CHWSs’ drug use for common childhood illnesses surveyed in Kenya in 1998, 1999,
and in 2001 showed that the proportions of children treated “adequately” were only
57.8%, 35.5%, and 38.9%, respectively, for children with a severe classification and
27.7%, 77.3%, and 74.3%, respectively, for children with a moderate classification.
CHWs adequately treated 90.5% of malaria cases. Most mistakes were made in
assessing symptoms, classifying illnesses, and prescribing correct doses of
medications. No CHWSs gave correct instructions on making and administering oral
rehydration solution to caregivers whose child had diarrhoea but no dehydration;
analogous results for administering Cotrimoxazole (for pneumonia) and Paracetamol
(for malaria) were 33.3% and 74.7%, respectively (Kelly et al., 2001).



Another result from evaluation report of CHW in four districts in Ruwanda shows that
the correct treatment dosage for age was given in 98% of the casese in Ruhango and
in 97% of the cases in Kirehe . Twenty-five percent in Ruhango and 30% in Kirehe
were not given the correct dosage for age respectively for pneumonia and diarrhoea.
The lower performance of treatment dosage has been noticed in Gisagara (average
score=81%) and lower for fever (78%) (RRMH, 2009).
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3.1.

3.2.

Objective

General objective

To assess the knowledge and practice of HEW regarding the medicine they
handle in Sidama Zone, SNNPR.

Specific objectives

To determine the knowledge of HEWSs about the medicines they handle in

Sidama Zone.
To determine the drug use pattern at the health posts

To identify appropriateness of drug treatment given to the patient by HEWSs
with regard to the recommended treatment guideline.

11



4. Materials and methods

4.1. Study area

The study was carried out in three districts of Sidama Zone in the Southern Nations,
Nationalities Peoples Regional State (SNNPR). Sidam Zone is one of the 13 zones in
the region and is located about 275 kms from Addis Ababa along the main highway to
Moyale- Kenya. The zone is named after the Sidama people, whose homeland is
located in this zone. Sidama Zone is bordered on the south by the Oromia region
except for a short stretch in the middle where it shares a border with Gedeo Zone on
the west by the Bilate River which separates it from Wolayita zone and on the North
and East by the Oromia region. Hawassa town is the administrative center for Sidama
Zone.

Administratively, the zone is organized into nineteen districts and two city
administrations. During the study period there were three hospitals, 116 health centers
and 507 health posts which are government owned. 1130 rural HEWSs and 55 urban
HEWs are deployed in 507 health posts. As per report from Zonal Health Department,
Malaria, Tuberculosis, Malnutrition and HIV/AIDS fueled by overcrowding were the

main health problems of the Zone.

4.2. Study design

A cross-sectional descriptive study was conducted in the health posts of selected
districts of the Sidama Zone to assess the knowledge and practice of HEWs regarding
the medicines they handle. The study was conducted between May 2012 — October
2012.

4.3. Population and sampling

4.3.1. Source population

All HEWs deployed in health posts located in Sidama Zone, and all patient medical
records of health post in the Zone are source for the study population and patient

medical records respectively.

12



4.3.2. Study Population

The study population includes all health extension workers working in health posts of
the selected districts. Medical records of patients were used to generate drug use
pattern and to assess the appropriateness of the prescription according to the

recommended guidelines.
4.3.2.1. Inclusion and exclusion criteria

All HEWs working in the rural health posts of the selected districts and who were
voluntary to participate in the study were included as respondents of the study.

Patient/client medical records in the selected health post which are readable and have
information like; patient name, age, weight for some drugs, drug name, dose,

frequency of administration, length of therapy) were included in the study.

4.3.3. Sampling

Health Post: First the region and Sidama Zone particularly were selected because of
the convenience to the principal investigator interms of transport and financial
requirement. The Districts in Sidama Zones were stratified according to their
proximity to the zonal capital and convenience for transportation (accessibility) into
remote, medium and accessible groups where each stratum consisting eight, seven and
six districts respectively. Wondogenet from accessible Districts, Borecha from
medium accessible Districts and Hula from remote Districts were selected randomly.
Then considering the time, financial, and the transportation capacity ;10 health posts
from the accessible district, 15 health posts from the medium stratum and five health
posts from the remote stratum were included in the study. A total of 30 health posts

were included in the study.

Health extension workers: All (55) HEWSs, who were available during the data

collection period, and working in the selected health posts were included in the study.

Lists of patient medical records from December 2011 to January 2012 were reviewed
to assess the drug use pattern and appropriateness of drug treatment according to the
recommended practice guideline. A total of 424 patient medical records were

calculated using single population formula. This number was distributed throughout the

13



participating HPs.Fourteen patient medical records were selected from each HP with
systematic random sampling. Only medication record of under 5 children was
assessed because for over five age groups the record was not available in all of the
health posts being assessed.

The following assumption was used to calculate the sample size required for patient

document review:

n = number of the study subjects

Z = critical value at 95% confidence interval (1.96)

p =Assumed compliance to the recommended treatment guideline = 50 %( 0.5) to get
a maximum sample size as there was no previous study conducted similar to this
study

d = the margin of error taken (0.05 taken).

Using a single proportion formula;

n=(za/2) 2. P(1-P)
d2
n= (1.96)2. 0.5(1-0.5)
(0.05) 2
n= 384

And adding 10% for non response, the total sample size after the correction was 424.

14



Figure 1: schematic representation of sampling steps for the districts and health post

in Sidama Zone.

SNNPR
Sidama Zone
Stratum 1 Stratum 2 Stratum 3
8 remote Districts 6 moderately accessible 5 accessible
districts districts
Convenient
v v sampling
Hula District Borecha District Wondogenet
41HP District (13HP
(23 HP) ( ) ( )
Y
\ 15 HP Convenient
5 HP :
sampling
10 HP

30 HP included in
the study
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4.4. Operational definitions

Appropriate drug treatment: a drug treatment was considered appropriate if the
prescription conformed to the recommended treatment guidelines for HEWs.

Knowledge of medicine: was in this context used as a common term, including,

dosages, side effects, drug interactions and precautions.

45. Data collection tools and data collection

Structured check lists were used to assess the availability of drugs, equipment and
materials at the health posts based on the recommended drugs and materials for the
health posts (FMoH,2005a)(Annex-1).

A questionnaire was prepared based on the recommended practice and job description
of the HEWSs. The questionnaire was first prepared in the English, and later translated
into Amharic and then to English. The questionnaire was prepared in order to capture
relevant socio-demographic characteristics and knowledge related issues about drugs
dispensed by HEWSs. Questions covered in the knowledge section included areas like
the drug choice for the treatment of diseases (Malaria, Pneumonia and Non —
pneumonia), dosage of the drugs, side-effects, presence of contraindications, drug
food interactions and storage conditions. In addition vaccination dose and schedule
and contraceptive related questions like what are the basic principles of hormonal
contraceptives? How should the client take the combined oral contraceptive
pills(COC)? Side effects of COC? Contra indications for combined COC? And what
would be your advice for a client who forgets to take her pills? Were included (see

annex-2).

Pre-testing of the questionnaire was done to assess the clarity, understandability and
completeness of each question. The pre-test was done on health extension workers
working in HPs that were not included in the study. Based on the result the instrument
was modified. The following were some of the amendments made after the pre-test:
item 110 “Have you received any refresher training about health extension packages

since you graduated?” was modified to “Have you received any refresher training

16



about health extension packages in last year?” a “do nothing” option in item 219 and

221 was modified to “advice to take home remedies”.

Two trained degree holder nurse supervisors and six diploma level data collectors,
who are pharmacy personnel with experience of data collection, were participated in
the data collection process. Half day intensive training was given to the data collectors
and supervisors on how to conduct the data collection. During the training, the data
collectors were oriented on the objectives of the study, how to collect data and ensure
confidentiality of information obtained. They were also trained how to collect the
relevant information from the clinical records of clients available at the health post

level.

The data collectors submitted the filled questionnaire to their respective supervisor,
and then all the collected data was checked for completeness, accuracy and

consistency by the supervisors and principal investigator.

Medical record review was done to assess the drug use practice at the health posts
with regard to the appropriateness of the treatment choices and with respect to the
standard treatment recommendations for health posts. The drug use pattern and

disease pattern at the health posts were also assessed from the medical record review.

To assess the adherence of HEWSs to STGs, non—pneumonia, pneumonia and malaria

were chosen.

4.6. Data entry and analysis

Data collected using checklists and questionnaires were coded and entered using
SPSS version 16.0. Data analysis was done using descriptive statistics including

frequencies and percentage distributions.
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4.7. Ethical Consideration

Ethical approval was obtained from the ethics review committee of the School of
Pharmacy, Addis Ababa University. The necessary permission to undertake the study
was also obtained from SNNPR health bureau, Sidama Zone health department and
local district health offices. The study was conducted in the selected health facilities
after permission from the health facilities. Participants of the study were asked for
consent before participating in the study. During the consent process, they were
provided with information regarding the purpose of the study, why and how they were
selected, and what is expected of them and that they can withdraw from the study at
any time. Participants were also assured about confidentiality of the information
obtained in the course of the study by not using personal identifiers and analyzing the
data in aggregates. Regarding clinical record review permission was obtained from
HEWSs coordinating the HPs and the investigator made sure that confidentiality was

maintained at all times.
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5. Result

5.1. HEWs knowledge regarding the medicines they handle

5.1.1. Socio demographic characteristics of HEWSs

Table 1, shows the socio demographic characteristics of the study participants. Out of
57 HEWSs working in the selected 30 health posts, 55 (96.5%) were available during

the data collection period and have participated in the study. Almost half 28 (50.9%)
of the HEWSs were in age between 26-30 years. Eight (14.5%) of the HEWSs have
college diploma (10+3). About 86% of the HEWs were followers’ of protestant

religion and 72.7% were married. Of the total respondents 30(54.5%) had served in
their current post as HEWSs for 5-7 years, and 25 (45.5%) of them worked for 2-4

years.

Table 1, Socio demographic characteristics of health extension workers in the selected

health posts in Sidama Zone, Ethiopia, 2012.

Variables n(%)
Age

21-25 26(47.3)

26-30 28(50.9)

31+ 1(1.8)
Religion

Protestant 47(85.5)

Others (Orthodox, Catholic, Muslim) 8(14.6)
Marital status

Single 15(27.3)

Married 40(72.7)
Academic level

10+1 47(85.5)

10+3 8(14.5)
Years served

2-4 25(45.5)

5-7 30(54.5)
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5.1.2. HEW?’s service delivery and refresher training needs

The HEWSs were asked to list activities of health extension packages they think are
best performed in the respective kebeles, they have been working. Accordingly,
nearly 39 (70%) identified family planning and vaccination services at outreach level
and while, 14 (25%) stated pit latrine construction and anti natal care. Only 12 (21%)
mentioned HIV/AIDS, STI and condom distribution are among the interventions best
performed in their HPs.

Maternal and child health (delivery, ANC, PNC), diagnosis and prevention of TB and
HIV/AIDS were reported by 33 (60%) of the HEWSs surveyed as difficult to
accomplish jobs from the list of activities in HE packages. The reasons mentioned for
difficulty of accomplishing the health extension packages include, shortage of
supplies and equipment 27 (49.1%), lack of awareness in the society 21 (38.2%) and
inadequate training 19 (34.5%). Additionally 20 (36.4%) of the respondents reported
that lack of adequate skill regarding the health extension packages was the reason
from the HEWSs side. Other reasons identified were poor participation of the
community 4 (7.3%), inadequate number of HEWs 3 (5.5%), lack of vehicles 3
(5.5%) and shortage of water and electricity 1 (1.8%).

HEWSs were asked if they had refresher course in the last year prior to the study and,
40 (72%) of them reported that they have received one or two refresher trainings.
None of the respondents received specific “standalone” training on rational use of
drugs; however they have noted that topics related to rational drug use were discussed
as a part of other trainings. Regarding the respondents need for refresher training 48
(87.3%) stated that they need to be refreshed on how to conduct a safe delivery and,
29 (52.7%) wanted to get refresher training on TB/HIV diagnosis and management,
VCT and community conversation. How to administer  vaccination 16 (29.1%),
insertion and removal of implants 13 (23.6%), ANC 11 (20%) and drug use and
supply management 10 (18.2%) were the other areas on which the HEWSs wanted to

get refresher training.
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5.1.3. Knowledge of HEWSs about antimalarial drugs

Most 39 (70.9%) respondents reported that they diagnose malaria using Rapid
Diagnostic Tests (RDT), 12 (21.8%) reported use of both RDT and clinical symptom
and only 4 (7.3%) reported relying on clinical symptoms.

Most of the interviewed HEWSs knew the first line treatment for P.vivax malaria
[children 53 (96.4%) and adults 52 (94.5%)] and all respondents knew the first line
treatment for P. falciparum malaria for both adults and children. However, most
respondents did not know the first line antimalarial in a pregnant women with P.vivax
41 (74.5 %) and 45 (81.8%) for P. falciparum.

As shown on Table 2, only 36.4% and 70.9% of the respondents were aware of the
correct adult doses of Chloroquine and Coartem®, respectively. Nearly one-thrid
(29%) and 22 (40%) of the respondents could not tell the dose of Coartem® and
Chloroquine without referring the malaria treatment guideline, respectively. About 13
(23.6%) of the respondents stated incorrect doses of Chloroquine. However, all
respondents were able to state the correct frequency and duration of both drugs for the

treatment of malaria.

Table 2 Knowledge of health extension workers about doses of Coartem® and

Chloroquine in the selected health posts in Sidama Zone, Ethiopia, 2012.

Dose N(%0)

Dose of Coartem®
Aware of correct dose for all ages 39(70.9)
Could not tell without referring the treatment guideline 16(29.1)

Adult dose of Chloroquine

Aware of correct adult doses 20(36.4)
Incorrect 13(23.6)
Could not tell without referring the treatment guideline 22(40)
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According to 52 (94.5%) of HEWSs, Coartem® is contraindicated for pregnant
women. Other contraindications reported include; infants with less than 5 kg weight
27 (49.1%), breast feeding mother with infant less than 3month of age or 5 kg of
weight 21 (38.2%) and person with previous hypersensitivity to the drug 10 (18.2%).
Three (5.5%) of the respondents had reported that there is no contraindication for
Coartem® (Table 3).

About 35 (63.6%) of the respondents reported that they always ask a woman whether
she is pregnant or not before prescribing antimalarial drugs. 52 (94.5%) of the
respondents did not have information about the potential Coartem®-contraceptive

interaction.

The majority of the HEWSs 42 (76.4%) reported that there are no specific food
requirement by patients taking Coartem® and while 6 (10.9%) said that they do not
know anything about the food requirement while taking Coartem®. Only 7 (12.5%) of
the HEWSs knew the presence of specific food requirement that patients with malaria
need to take as part of their treatment with Coartem®. However, only very few 2
(3.6%) stated that fatty meal/milk was important to enhance the absorption of
Coartem® (Table 3).

The health extension workers were asked regarding the advice they would give if the
patient vomits out the Antimalaria drug. Most of the respondents 45(81.8%) reported
that they would advise the patient to take another dose of the medication if vomiting

occurred within half an hour of taking the medication.
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Table 3, Knowledge of health extension workers about characteristics of antimalarial
drugs in the selected health posts in Sidama Zone, Ethiopia, 2012.

Characteristics n(%o)

Contraindication of Coartem®¥*

Pregnancy 52(94.5)
Infant less than 5 kg 27(49.1)
Breast feeding mother with infant < 3 m and 5kg 21(38.2)
Person with previous hypersensitivity 10(18.2)
No contraindication 3(5.5)

Know precautions of taking hormonal contraceptive
with Coartem®?

No 52(94.5)
No precaution is needed 3(5.5)
Know food requirement for Coartem®?

Yes 7(12.7)
No 42(76.4)

Advice if the patient vomits out?

Take the dose in less than half an hour 45(81.8)
Take the dose any time 5(9%)

Take double dose in next time of administration 3(5.5 %)
No action 2(3.6%)

Side effects?

Know 49(89.1)
Do not know 4(7.3)
No side effect 2(3.6)

*Percent may exceed 100% as multiple answers are possible
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Nearly nine out of ten of the respondents (89.1%) are aware that antimalarial drugs
have side effects, but only 25 (51 %) and 31 (63 %) of the HEWSs were able to
mention at least one of the side effects of Chloroquine and Coartem®, respectively.
Four of the respondents (7.3%) did not know of any potential side effects of
antimalarial drugs and 2 (3.6 %) said antimalarial drugs do not produce any side
effects (Table 4). As shown in table 4, nausea 9 (36%), vomiting 5 (20%) and skeletal
muscle weakness 4 (16%) were some of the mentioned side effects of Chloroquine.
While commonly reported side effects of Coartem® included anorexia 3 (16.6%),
nausea 3 (16.6%) and vomiting 3 (16.6%). All of the respondents knew the correct
storage condition of the antimalarial drugs.

Table 4 Reported side effects of Chloroquine and Coartem® by health extension

workers in the selected health posts in Sidama Zone, Ethiopia 2012.

Side effects N(%0)

Side effects of Chloroquine (n=25)

Nausea 10(40)
Vomiting 5(20)
Skeletal muscle weakness 4(16)
Dizziness 3(12)
Diarrhoea 3(12)

Side effect of Coartem (n=18)

Anorexia 5(27.7)
Nausea 5(27.7)
Vomiting 3(16.6)
Head ache 3(16.6)
Dizziness 2(11)
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5.1.4. Knowledge of HEWSs about antibiotics

As table 5 summarizes, nearly half of the respondents knew the correct dose of
Cotrimoxazole and 45 (81.8%) had stated the correct frequency and duration of
administration. Only 2 (3.6%) of the respondents were able to describe the doses of

Amoxicillin correctly.

Table 5 Knowledge of health extension workers about child dosage of Cotrimoxazole
and Amoxicillin in the selected health posts in Sidama Zone, Ethiopia, 2012.

Drug n(%o)

Cotrimoxazole dose

Correct 29 (52.7)
Incorrect 15 (27.3)
Couldn’t tell without referring the treatment 11 (20)
guideline

Amoxicillin dose

Correct 2 (3.6)
Incorrect 41 (74.5)
Couldn’t tell without referring the treatment 12 (21.8)
guideline

The HEWSs were asked their recommendation to treat pneumonia and most 50
(90.9%) of the respondents reported Cotrimoxazole would be the first choice of
treatment. while 5 (9.1%) respondents replied Amoxicillin would be their first choice
of treatment for pneumonia. On the other hand 23 (41.8%) of HEWs stated that

Amoxicillin would be the choice of drug for treatment of child with non-pneumonia.

Most 44 (80%) respondents reported that Cotrimoxazole is contraindicated for
children age less than 2 months old and 6 (10.9%) of respondents stated that
Cotrimoxazole could be prescribed for all children irrespective of their age. When
asked what they would do if they come across with child less than 2 months of age

with pneumonia; nearly half of the respondents replied they would refer the case, 10
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(18.2%) stated that they would prescribe Cotrimoxazole and while 15 (27.3%) of did

not know what measure they would take when they come across with such cases (see

table 6).

Table 6 knowledge of health extension workers regarding recommended antibiotics for

the treatment of pneumonia in the selected health posts in Sidama Zone, Ethiopia, 2012.

Characteristics n(%)
Recommended antibiotics for pneumonia?

Prescribe Co-trimoxazole 50(90.9)
Prescribe Amoxicillin 5(9.1)
Recommended treatment for non- pneumonia?

Prescribe Amoxicillin 23(41.8)
Advice to take home remedies 19(34.5)
Refer the case 10(18.2)
Prescribe Co-trimoxazole 3(5.5)
Cotrimoxazole age contraindication?

Less than 2 month 44(80)
Less than 5 month 3(5.5)
No contraindication 6(10.9)
Do not know 2(3.6)
Treatment choice for < 2 m age with pneumonia?

Refer to the case 26(47.3)
Cotrimoxazole 10(18.2)
Amoxicillin 4(7.3)
Do not know 15(27.3)

*percentages add to 100.
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5.1.5. Knowledge of HEWSs about vaccines

As summarized in table 7, majority (83.6%) of the respondents knew vaccines to be
given at birth. All of the respondents had correctly mentioned the type of orally given
vaccine and vaccine to be given to woman in child bearing age. Almost all 53 (96.4%)
of the respondents reported the correct dose and schedule of immunization. Of the
total respondents 53 (96.4%) had correctly described the storage condition of

vaccines.

Table 7 Knowledge of health extension workers about Vaccines in selected health posts
in Sidama Zone, Ethiopia, 2012.

Knowledge questions N(%)*

Vaccines given at birth?

OPV and BCG 46(83.6)
Only BCG 7(12.7)
Only OPV 2(3.6)

Vaccine given orally? *

OPV 55(100)
Dose and schedule of immunization of the child?*

Correct 53(96.4)

Incorrect 2(3.5)

*percentages add to 100

5.1.6. Knowledge of HEWSs about contraceptives
Table 8 indicates that majority 52 (94.5%) of the respondents described at least one of

the mechanisms of hormonal contraceptives. All of the respondents replied correctly
timing that COC should be taken by a woman. Irregular menstruation 32 (58.2%),
nausea 21 (38.2%), headache 20(36.4%) and weight gain19 (34.5%) were the most
frequently side effects mentioned by the respondents. Four (7.3%) respondents
reported that COC have no side effects. The respondents were asked to identify the
contraindications of COC, 40 (72.7%) and 25 (45.5%) were able to mention high

blood pressure and breast feeding as contraindications of COC, respectively. It was
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surprising that only 7(12.7%) of the respondent knew the contraindication of COC in

TB patients taking Rifampicin. Almost all 52 (94.5%) of respondents knew the

information the advice to give to clients who forgets to take one or two successive

pills.

Table 8 knowledge of health extension workers about Contraceptives in the selected

health posts in Sidama Zone, Ethiopia, 2012.

Characteristics N(%0)
Mechanism of action of hormonal contraceptives?*
Making cervical mucus too thick 42(76.4)
Prevent ovulation 29(52.7)
Making the lining of the uterus too thin 14(25.5)
Do not know 3(5.5)
Side effects of COC*
Irregular menstruation 32(58.2)
Nausea 21(38.2)
Headache 20(36.4)
Weight gain 19(34.5)
Breast Tenderness 7(12.7)
No side effect 4(7.3)
I don’t know 3(5.5)
Contra indications for COC*
Pregnancy 52(94.5)
High BP 40(72.7)
Heart disease 29(52.7)
Breast feeding mother 25(45.5)
Women with goiter 16(29.1)
Breast cancer 8(14.5)
Women who smoke and who are over 35 years old 7(12.7)
TB patient taking Rifampicin 7(12.7)

*Percent may exceed 100% as multiple answers are possible
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5.2.  Availability of drugs, equipment and materials in the studied
health posts

The inventory made on the available drugs in the health posts showed that
antimalarial drugs: Coartem® and Chloroquine were available in 19(63.3%) and
21(70%) of the health posts, respectively. Eleven (36.7%) of the health posts reported
there was Coartem stock out in the three months preceding the date of the data
collection. Cotrimixazole and Amoxicillin were available in 29(96.7%) and 27(90%)
of the health posts respectively.ORS was in stock in 25(83.3%) of the health posts.
Five (16.7%) of the health posts reported that there was stock out of ORS in the three
months preceding the study period. Tetracycline eye ointment and Paracetamol were
available in 12(40%) and 8(26.7%) health posts respectively.

Refrigerator was available in 21(70%) of health posts, however the refrigerators were
functional in only 14 (66.6%) of the health posts. All types of vaccines recommended
to be handled at the health post level were available in 14(46.7%) health posts which
have functional refrigerator. Oral contraceptives, contraceptive injection and implant
were available in 24(80%), 30(100%) and 25(83.3%) of health posts respectively.
About 13.3% of health posts reported stock outs of oral contraceptive in the three

months preceding the study.

Guideline for malaria case management was available in majority (90%) of the health

posts and IMCI chart booklet was available in all health posts.

5.3. Drug use practice for under five children at the studied health
posts

A total of 401 medical record reviews of children less than five years old were made
for 30 health posts in Sidama zone for which data were available. The median age of
children whose medical records were reviewed was 23 month (3 month -59
month).More than half 230 (57.4%) of the children were female.

Diarrhea and malaria were the most common diagnosis made by the HEWSs
representing 152 (37.9%) and 104 (25.9%), respectively. Pneumonia and fever each
accounted for 87 (21.7%) of the diagnosis. Cough was diagnosed in 47 (11.7%) cases,
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while malnutrition and eye infection were diagnosed in 35 (8.7%) and 2 (0.5%) of the
cases respectively.

A total of 422 prescriptions were made for 356 children less than five years old and
45 did not receive any drug treatment. Oral Rehydration Salt, Cotrimoxazole and
Coartem® were the most commonly prescribed drugs for the children accounting for
118 (27.9%), 114 (27%) and 111 (26.3%) of the prescriptions made, respectively.
Chloroquine and Amoxicillin were prescribed in 26 (6.2%) and 27 (6.4%) of the
cases. The other drugs prescribed were, Paracetamol, Zinc and TTC, prescribed to less
than 14 (6.2%) of the cases. In the rest (2.8%) of the cases no drug prescriptions were

made.

Majority 306 (86%) of the prescribed drugs were consistent with the recommended
guideline for the diagnosis made. Fifty (14%) of the treatment choice was identified to
be inappropriate to the diagnosis made. The inappropriate treatment choices include
prescription of Cotrimoxazole for diagnosis of 23 (5.7%) cases of cough, 20 (5%)

cases of diarrhea and Coartem® was prescribed for 7 (1.7%) of cough cases.
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6. Discussion

This study tried to assess the knowledge and practice of HEWs towards the medicines
they handle in selected districts of Sidama Zone. Attempt was made to compare the
findings of this study with information included in the different national guidelines
including: National malaria diagnosis and treatment guideline for health workers in
Ethiopia, IMCI guideline for HEWSs, Family health extension package, and
Vaccination service extension package (FMoH, 2003a; FMoH 2003b; FMoH, 2009).

The findings of this study showed that the HEWSs were involved in providing different
services to the community like ANC, PNC, environmental sanitation, family planning
services, advice about pit latrine construction and providing vaccination at outreach
level and HIV/AIDS and other STI and malaria prevention and control. More than
half (60%) of HEWSs reported that they had difficulty of accomplishing activities
included in the maternal and child health packages. The reasons given for their
inability include shortage of supplies and equipment, lack of awareness in the society,
inadequate training and lack of adequate skill. About 72 % of the interviewed HEWSs
also reported that they received one to two refresher training in the year prior to
survey date while 28% of them did not receive refresher trainings. Most reported that
they want to get additional trainings on management of normal labour, on plan of
vaccination programs, use of monitoring charts. HIV/AIDS and STIs control and
prevention, VCT, lack of awareness in the society, on how to insert and remove
implants and drug use and supply management are the other areas where the HEWSs
wanted to get refresher trainings. Motivation of health extension workers through
continuing education can be enhanced by determining their needs and providing

supportive work place supervision.

Majority of the respondents knew the first line treatment of malaria caused by
P.vivax. And all respondents correctly stated the first line treatment of malaria caused
by P.falciparum. This result shows that the knowledge of malaria treatment choice in
non pregnant adult was satisfactory. However, disturbing finding of this study was
that more than two-third of the respondents did not know the recommended treatment
of malaria in pregnant woman. This showed that pregnant women might not properly

treated which have a negative impact on both maternal and child health.
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Thirty-nine (70.9%) of the respondents were aware of the correct doses of Coartem®
for all ages, and 20 (36.4%) stated correct adult doses for Chlorogine. And nearly
one-third (29.1%) and about 22 (40%) of the respondents could not tell the doses of
Coartem® and Chloroquine respectively without referring to the malaria treatment
guideline. knowledge about the dose and frequency of administration of antimalarial
drug are essential bits of required information to enable proper medicine use.

Majority of HEWSs knew about contraindications of Coartem® in pregnancy but only
less than half of the respondents knew contraindications in breastfeeding woman with
infant less than three month/5kg and in infant less than 5 kg. This could lead to
irrational treatment and might result in unnecessary adverse effects to infants. HEWs
knowledge about SEs were limited, about 56.4% and 43.6% of the respondents could
not mention any of the side effects of Coartem® and Chloroquine, respectively,
although these are quite important for medication safety, adherence and efficacy. It is
important to note that some of the side effects that were reported such as headache,
nausea and vomiting are also symptoms of malaria and therefore might not be as a

result of the drug.

In the present study almost all (94.5%) of the respondents did not know the precaution
to take while prescribing Coartem® for a woman taking hormonal contraceptive. This
might reduce the effectiveness of hormonal contraceptives and might result in
unwanted pregnancies. Oral absorption of Coartem® is enhanced by concomitant
consumption of fat-containing food, In this study, very few respondents (12.7 %)
stated that “food intake” is one of the necessary requirements for Coartem® therapy
regarding type of food needed, i.e., whether “milk or fatty meal”, only 2 (3.6%)
respondents were able to mention this correctly. This could increase the risk of
recrudescence in the patient and contributes to drug resistance. The result of this study
showed that most of the respondents were aware what to do in cases where the

patients vomit out the antimalarial drug.

According to the national IMCI guideline for HEWSs, the HEWs are expected to
manage simple pneumonia with oral Cotrimoxazole (for children 2 month up to 12
month of age : 40 mg Trimethoprim +200 mg Sulphamethoxazole and 12 month up to
5 year: 60 mg trimethoprim + 300mg sulphamethoxazole) twice daily for 5 days and

in child diagnosed with malnutrition the choice of treatment is amoxicillin (125 mg
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for child 2 month up to 12 month and 250mg for child 12 month up to 5 year) (
(FMoH, 2009). The present study results indicated that, the HEWs have unsatisfactory
knowledge about doses of antibiotics (Cotrimoxazole and Amoxicillin). Incorrect
doses of Amoxicillin (74.5%) and Cotrimoxazole (27.3%) were reported .This could
lead to irrational drug use.

To assess the HEWSs knowledge about IMCI guideline, they were asked their
recommendation for treatment of pneumonia and non — pneumonia .The study results
indicated that majority (90.9%) of HEWs reported recommendation of Cotrimoxazole
which was in line with the guideline. High percentages identify a positive behavior
that should be reinforced or encouraged. However, inappropriate antibiotics
(Amoxicillin (41.8%) and Cotrimoxazole (5.5%)) recommendations were reported for
treatment of non - pneumonia. The treatment recommended by the national IMCI
guideline was home remedies, which was reported by less than one-third of the
respondents. Nearly 20% of respondents said they would refer cases of non-
pneumonia to the health center, which was not recommended on the guideline
(FMoH, 2009). This percentage identifies the need for improvement. The knowledge
of recommended treatment for non- pneumonia is very important as antibiotic use to
treat this illness is costly to the health system and also contributes to the development

of drug resistance.

Majority of the respondents have knowledge about Cotrimoxazole contraindication in
infant less than two month of age, but results of this study showed that their
knowledge regarding the treatment choice in this age group was low. Almost one-
third of the respondents did not know what to recommend and about 20%
recommended the contraindicated drug (Cotrimoxazole). This indicates that most of
the respondents were not familiar with the IMCI guideline and this could lead to

inappropriate treatment choices for infants in this age group.

The knowledge about vaccine doses, immunization schedule and type of vaccine to be
given to woman in child bearing age was high. The study result (96.4%) with regard
to the vaccination schedule was higher than study done in Pakistan on community
health workers (lady health workers) which is (78%) (Khan et al 2006).
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The results of this study showed that almost all respondents have knowledge about the
mechanism of hormonal contraceptives. Majority of the respondents knew at least one
of the side effects of COC. Among the reported SEs irregular menstruation (58.2%),
nausea (38.2%), headache (36.4%) and weight gain (34.5%) were the common ones.
Regarding the contraindications of COC, less than half of the HEWSs knew
contraindications of COC among breast feeding woman and 12.7% among TB
patients taking Rifampicin. As TB management (including DOT) was currently being
practiced by HEWs, they should have knowledge about the drug interaction between
COC and Rifampicin as the interaction between the two drugs affects the efficacy of

contraceptives.

The present study documented the availability of essential drugs recommended to the
health posts, treatment guidelines. Majority of the health posts have the recommended
drugs for IMCI, contraceptives and vaccines. Stock-outs were reported for important
drugs such as Coartem® and ORS. The health posts reported shortage of TTC eye
ointment and Paracetamol. Contraceptive were available in majority of the health
post. Although the results reflect that there is a gap in the drug supply system between
the health centers and the health posts, the over-all availability of the drugs needs to
be encouraged. It is encouraging that IMCI chart booklet was available in all health

posts, which will have an input to the quality of care provided by the health posts.

Results of the document review indicated that majority 306 (86%) of the prescribed
drugs were consistent with the recommended guideline for the diagnosis made. The
practice is satisfactory as compared with the recommendations in the STG. The IMCI
guideline for HEWs recommends no antibiotic treatment to non-pneumonia and
referral of diarrheal cases with dehydration and severe symptoms (FMoH, 2009).
However, in 14% of the cases, the choice of the treatment was not in line with the
standard treatment guideline. Cotrimoxazole was inappropriately prescribed for about
23 (5.7%) cases of cough and 20 (5%) cases of diahrrea. Coartem® was
inappropriately prescribed for 7 (1.7%) cases of cough. This might result from these
drugs were being given as a safeguard treatment to undiagnosed cases of bacterial
infection. This finding highlights the need for refresher trainings on the need to adhere

to recommended treatments in national guidelines. On the other hand only 14 (6.2%)

34



of cases were prescribed Paracetamol, zinc and TTC. Much lower use of these drugs
was likely due to lack of availability at the health posts.
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7. Limitations of the study

Lack of similar studies in the country and worldwide made comparison of

results difficult.
The districts and HPs were selected based on their convenience for

transportation. Therefore, the results of this study could not represent the

national picture.

36



8. Conclusion

Majority of HEWs had knowledge about the first line treatment of malaria in children
and non-pregnant adults. Among the important aspects of the antimalarial drugs
HEWSs knowledge about the age/weight specific doses and side effects were fairly
limited. In addition, majority of the respondents did not know the potential drug
interaction between Coartem® and hormonal contraceptives and the benefit of taking
Coartem® with fatty meal. Most of the HEWs did not know about the age specific
doses of Cotri-moxazole and Amoxicillin. In addition some antibiotic
recommendations for treatment of non-pneumonia made by HEWSs were not
consistent with the IMCI guideline. Almost all of the HEWs know the doses and
schedule of immunization and contraceptives. Only few had knowledge of
contraindicationof COC in TB patients taking Rifampicin. Diarrhea, malaria and
pneumonia are the most commonly diagnosed diseases and ORS, Cotri-moxazole and
Coartem®  were the commonly prescribed drugs at the health posts. Few of the
prescription were not consistent with the treatment guidelines, where Cotri-moxazole

and Coartem® were the drugs inappropriately prescribed.
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Recommendations

The ZHD/ Woreda Health Office should organize refresher trainings for the
HEWSs to improve their drug knowledge about doses, drug interactions and
contraindications of antimalarial drugs and antibiotics they handle at the health
posts.

The Woreda Health Office should encourage the consistency of the health
extension workers practice to the recommended guidelines regarding

appropriate treatment choices.
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Annex

Annex 1 Check list for availability of medicines and materials for the provision

of the Health extension program

Health Postcode Date
No. Items Yes | No | Stock-out in last
three month Yes/No
1. Availability of essential drugs
1.1. Chloroquine tablet
1.2. Coartem® tablet
1.3. Paracetamol tab/syrup
1.4. Mebendazole tablet
1.5. Amoxicillin pediatric tab/syrup
1.6. Cotrimoxazole pediatric syrup/ tab
1.7. Tetracycline eye ointment
1.8. Oral Rehydration Salt
1.9. Zinc tablet
1.10. Ergometrine tablets
2. Availability of contraceptives
2.1. Oral contraceptive pill
2.2. Contraceptive injection
2.3. Emergency contraceptive
2.4. Male condoms
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2.5.

Contraceptive implant

3. Availability of vaccines

3.1. Polio

3.2. BCG

3.3. Measels

3.4. PCV

3.5. PENTA

3.6. TT

3.7. DPT

4. Availability of reference materials
4.1. Malaria treatment guideline
4.2. IMCI chart booklet

5. Availability of refrigerator
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Annex 2 Questionnaire for data collection on knowledge and practice of Heath
Extension Workers (HEW) towards the drugs they handle

Addis Ababa University
School of Pharmacy

Department of Pharmaceutics and social pharmacy

1. Participant’s code number:
2. Health post’s code number:
Hello, my name is . | am working with the

research team of the Department of Pharmaceutics and social pharmacy, School of
Pharmacy, Addis Ababa University. | would like to ask you a few questions regarding
your knowledge about the medicine you handle .The interview would take 25-30
minutes of your time. The purpose of this study is to assess knowledge and practice of
HEWs about the drugs they handle in selected districts of Sidama Zone. This will be
helpful in improving the rational use of drugs in particular and the quality of the
health care services at the health post level in general. Your participation is
completely voluntary. You can refuse to answer any questions and/or withdraw from
the study at any time without a problem to you or the services you get in the health
post. All your responses will remain strictly confidential: the health post staff will not
have access to your responses, your name will not appear on the interview guide (will

not be recorded), and your responses will not be linked to your identity at any time.
Do | have your permission to continue? Yes L1 No [1

If Yes, Continue
Date of Interview
Time Started

Time Finished

Result of the interview: 1. Completed 2. Partially completed

3. The interviewee refused 4. Others--------------

For comments/questions please contact Ayalnesh shuke (0911 97 55 76) principal investigator

for the study
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Encircle your choice/s

Part one : Questions related to socio- demographic information

Ser. | Questions Answers
No.
101 | What is your sex? 1.Male
2.Female
102 | What is your age (in years)?
103 | Marital Status 1. Single
2. Married
3. Widowed
4. Divorced
104 | Education 1. 10+1.
2. 10+2
3. 10+3
4.0thers(specify)
105 | What is your religion? 1. Orthodox
2. Catholic
3. Protestant
4. Muslim
6. Others (specify)
106 | How long have you been working as Years.
HEW?
107 | Could you list five health extension

service packages that are functioning in

the setup you are Working?
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108

Could you list the health extension service
packages were you not able to accomplish

most?

109

What are the reasons for not
accomplishing the health extension

packages you listed above?

110

Have you received any refresher training
about health extension packages in last

year?

Yes

No

111

If your answer to question no. 110 is yes,

list the type of trainings you received

112

Have you received refresher training

related to the rational use of medicines?

1.Yes
2. No

113

Which area of the health extension
package do you feel need refresher

course?
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Part Two: Questions related to knowledge of Anti-malaria drug

201 | How many patients in total do you see | NO- per day
per day or week? No per week
[Indicate either number of patients
per day or per week]
202 | In high malaria transmission period
how many patients with malaria do
you see per day/week?
) ) ) No. per day
[Indicate either number of patients
per day or per week ] No per week
203 | How do you diagnose malaria? 1. Rapid diagnostic Tests
(Please check all that apply) 2. Microscopy
3. Clinical symptom
4. Others (specify)
204 How do you decide which anti- | 1. Based on age
malaria treatment to prescribe to a | 2. Based on weight
patient? 3. Based on availability of drugs
4. Based on diagnostic tests
(Please check all that apply) _
available
5. Others (specify)
205 How often you ask a woman for | 1. Always
presence  of pregnancy before | 2. Most of the time
prescribing coartem? 3. Sometimes
4.When the client  requests
(Please check one) _ _
information
5. Never

48




206.1 | What is the first line treatment for Correct?
uncomplicated vivax malaria for Y N
adults in Ethiopia? 1 2

206.2 | What is the first line treatment for 1 2
uncomplicated vivax malaria for
children in Ethiopia?

206.3 | What is the first line treatment for 1 2
uncomplicated vivax malaria for
pregnant women in Ethiopia?

206.4 | What is the treatment for 1 2
uncomplicated falciparum malaria for
adults in Ethiopia?

206.5 | What is the treatment for 1 2
uncomplicated falciparum malaria for
children in Ethiopia?

206.6 | What is the treatment for 1 2
uncomplicated falciparum malaria for
pregnant women in Ethiopia?

207 What dose of Coartem® tablets do you prescribe/dispense to malaria

patients?

Fill in the table given.

Age / weight of the patient

Dose

Frequency

Duration

Y

N

Y

N

207.1 | 3 months to 3 years (4-14 kg)

207.2 | 3to 8 years (15-24 kg)

207.3 | 8to 12 years (25-35 kg)

207.4 | Adult( 35 kg)
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208 Contra -indication for Coartem® 1. Persons with a previous history of
(Please check all that apply) reaction after using the drug
2. Pregnant women
3. Breast feeding mothers with
infants less than 3 months of age
4. Infants less than 3 month and 5 kg
5. Others (specify)
88.Do not know
209 Do you know a precaution to take | 1. Yes
while giving Coartem® for woman | 2. No
taking hormonal contraceptive? 3. No precaution is needed
210 If your answer to question 209 is yes
, please specify the type of precaution
211 Is there any food requirement which | 1. Yes
should be fulfilled by a patient taking | 2. No
Coartem®? 88. Do not know
212 If your answer to question 211 is yes,

please specify the type of food

required?
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213 What dose of Chloroquine tablets/syrup do you prescribe/dispense to malaria
patients?
Fill in the table given.
Age / weight of the Dose Frequency | Duration
patient Correct? | Correct? | Correct?
Y N |Y N Y |N
213.1 5 — 6 /<4 months
213.2 7 —10 /4 — 11months
213.3 11-14/1 -2 years
213.4 1518 /3 — 4 years
2135 19 —24 /5 -7 years
213.6 25 — 35/ 8 — 10 years
213.7 36 —50/11 — 13 years
213.8 50+ /14+ years
214 If the patient vomits out the anti | 1. If he/she vomits less half an hour
malarial medicine what would be your |  .take another dose
advice? 2. Take the dose any time after the
(Please check one) vomit occurs
3. Take double dose in the next time
of administration
4. No action is necessary and continue
with schedule
5. Others (specify)
215 Do you know that antimalaria drugs | 1. Yes
have side effects? 2 No
3. No side effect
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216 What are the common side effects of | 1
Chloroquine ? 2
3.
4
88. Do not know
217 What are the common side effects of | 1.
Coartem®? 2.
3.
4,
88. Do not know
218 | Where do you think are anti-malaria | 1 |n a refrigerator (2-8 OC)

drugs stored?

(Please check one)

2. At aroom temperature (<30 0c)

3. Inahot and dry place

4. It can be stored anywhere

without a problem

Part three: Questions related to knowledge of Antibiotics

219

What would be your recommendation
child with

pneumonia?

for a symptom of

(Please check one)

1. Prescribe Amoxicillin

2. Prescribe Co-trimoxazole

3. Refer the case

4. Advise to take home remedies
5. Others (specify)

88. Do not know
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220 | What dose of the drugs given in the table do you prescribe/dispense to
patients? Fill in the table given.

No. Age / weight of Dose | Frequency | Duration

the patient YIN|Y N |Y [N

220.1 | Cotrimoxazole | 2-12 month/4-6 Kg
(pediatric

12 month -5 year
/10-19 Kg

tablet)

220.2 | Amoxacilline | 2-12 month/4-6 Kg

(250 mg) 12 month -5 year
/10-19 Kg

221 | What would be your recommendation | 1. Prescribe Amoxicillin
for a child with Acute Respiratory ) )
] 2. Prescribe Cotrimoxazole
[lIness (non- pneumonia)?

3. Refer the case
(Please check one)

4. Advise to take home remedies

5. Others (specify)

88. Do not know

222 | In which age group is cotrimoxazole Correct?

contraindicated?
Y N

223 | What would be your choice of | 1. Amoxicillin

antibiotic for treatment infant less 2 ]
) _ 2. Cotrimoxazole
month with pneumonia?
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(Please check one)

3. Others (specify)

2. Refer to the case

88. Do not know

224

Where do you think are antibiotic
drugs stored?

(Please check one)

1. In arefrigerator

3. Ina hot and dry place

a problem

2. At aroom temperature (< 30 Oc)

4. It can be stored anywhere without

Part four: Questions related to knowledge of vaccines

225

Which Vaccines are given at birth?

(Please check all that apply)

1. OPV

. BCG

. Measles

. PCV

. PENTA vaccine

. DPT

226

Which one of the following vaccine is

given orally?

(Please check one)

.BCG

. Measles

. OPV

. PENTA vaccine

. PCV

TIT

. DPT
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227 | Which type of vaccine is given to women | 1.DPT
in the child bearing age?
2.0PV
(Please check one)
3.PCV
4.TT
5.BCG
6.PENTA vaccine
7.Measels
228 | Write the dose and schedule of immunization of the child in the table given

below
Age of vaccination Type of vaccination | Dose Correct
Y N
At birth 1 2
1 2
At 6 week 1 2
1 2
At 10 week 1 2
1 2
At 14 week 1 2
1 2
At 9 month 1 2
1 2
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229

Where do you think are Vaccines stored?

(Please check one)

. All vaccines need to be frozen

. Some vaccines can be stored at

room temperature

. All vaccines should be kept in

refrigerator at 2 — 8°c

It can be stored anywhere
without a problem

Part five: Questions related to knowledge of Contraceptives

230 | How long does a typical appointment | Who come for first time _ minute
with your client, who come to take ) ]
contraceptive, last? Who come for refill __ minute

231 | Does a typical appointment include a 1. Always
discussion of family planning? 2. Most of the time

(Please check one) 3. Sometimes
4. When the client requests
information
5. Never

232 | What are the basic principles of | 1. Prevent ovulation
hormonal contraceptives? 2. Making cervical mucus too
(Please check all that apply) thick and difficult for the

sperm to pass
3. Making the lining of the uterus
too thin for the fertilized egg to
implant
88. Do not know
233 | How should the client take the combined

oral contraceptive pills?
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234

Side effects of combined oral
contraceptive pill

(Please check all that apply)

1.Nausea

2.Irregular menstruation
3.Headache
4.\Weight gain

5.Breast Tenderness

6.Others (specify

88. Do not know

235

Contra indications for combined oral
contraceptive pills are:

(Please check all that apply)

1.

2
3.
4
5

6.

Pregnancy

Heart diseases

High blood pressure
Breast-feeding mother
Women who smoke and who
are over 35 years old

Others (specify)

88. Do not know

236

What would be your advice for a client who forgets to take her pills?

(Please check all that apply)

1. If the client forgets to take her pill, she must be told to take the missed pill

and also continue on her normal schedule.

2. If the client forgets to take two successive pills she must be told to take the

pills and continue her normal schedule. In addition, she must be advised to

use condom.

3. If the client forgets to take her pill, she must be told continue on her

normal schedule without taking the missed pills.

4. Others (specify)
88 .Do not know
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Annex 3 Document review check list for to assess the pattern of drug use at the
health post and appropriateness of the treatment according to the recommended
guideline

Data collectors should not fill out the shaded rows or columns
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Annex 4 Amharic version of questionnaire for data collection on knowledge and
practice of Heath Extension Workers (HEW) towards the drugs they handle

MG AANETNT NAao-C DT Canl ' A+ TG AL £91.800 aom@d: 2004 4.9°
AS0 AN 2LOCAE
4Co0. T/t
4Co0.mn0 /T neA

CaompP <+t aohf £TC -
Mg nA® aohf RTC
em.S hANETN7 QAAoo-LPTF (TG E AavA+e LPLN 1T 07 PoLIANT PE

mS SOTAT Al ANAYU- AU OF T N80 AN RLNCAA:
4C0, T°VCT 0T P4CUINE TN TIPUCT AGA PTGT 027 AON T Naohdé-T AL
LA® TGT PG a7 OAoo-C PTG Covf T 015 NI°LT Pav19°19° PG hA“Y
LA@ A7 OMPAL ¢S TAINET Tt AL TP Lo 'Lt hP+I° TéT7
ATTAAN RLSA LUTT A@7 AL ALY MS A @-OT P7LeH T~ ooy ' AT
PtovAnt o0 TEETTT AMEPP T A®SAU-T oomBd: hIHP N79°1 h25-30 L¢P
PULONe A7 (LY 0T PCAL AT 4T oo-p- Noon (ICONP 4.2L751H AL Phav(irt
101 LY TGS T 0T oA TELI° P adooOHEP (1COP ARI® PY hHy MG hA
N7LEeTT T TIST@9° WININT AL 9°F39° Wl TROT £71L5LM AT PhaomBdT
N7 09° Oat T1RLT ORI TLEPTT hhovaoAd LTAMN:: NTSE @-0T AHid-Tt
TLELDT PoLAM-T I°AT ov-p oA NTLOAMC P7LM0E AT PCOAPI° 09° N7 @-9°
g NTSE ONT ARINARI®: A4 U-9° PoLavT 9°ATI hCAL 2717k 2C 0775 o-9°
avi\iv K S1N09°

NP5k AooATq LPE 1217 a®  [] hgeave [
PPN aoMRE AToOTE LFPLE NPT PO aomd LEIGA

Phaomee CHLLINT 7

ChEavlNt (9T

a0t A%

LA SPANN oMt ROk @Mt
1. 1A 3. L.PL5 PAPY
2. NheA P19 4. AA

58



(.51 A% @AT P2UTTHH? PMS AhOt 707 QAAoo-2PF PoofY'it ho-+19
AL 97800 aomBP: 2004 9.9°

faome+e aoAf #TC fma nA®- aonf RTC +7
PhEanlN Tt (9T AP0t A%t

heA- A7& ACOLT Ptaovht AmPAL oomed
101. 22 1. o7& 2. O

102. AL292- 97 PUA 10?7 hao-}-
103. PoNF v
1. eA0F
2. 0AH8C
3. hMIt@- et
4. ¢18C 327 N9°1 Lar
104. NAU'T @P T+ LALT 1/ L.L5
1. 10+1
2.10 +2
3.10+3
4. 0A: &0 —
105. 122951
1. ACt-£00
2. 0-+AN
3. TN 7T
4. ao-(A9°
5. AA=T 1 2700
106. MG AAOEZNT? QAL (LS 9°7 PUA 1H V1P I A? hao
107. 0mS WA®- OC AN 0B At 04 2A-F7 AP0 PGS AnO-E707
70y AP GHCHS
1.

2
3.
4
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108.

109.

110.

111.

eI PG AANET ThET 10 Aao+IC FIC 112 (AP
SHCTS)
1,
2.
3.
4.

© N o O

MG AAOETN ThCT7  Aoo+ING PHT4-01F 9°078F 9° 18 1m-?

1. 4.
2. 5.
3. 6.

MA@ hovl @0T NAMS KANETNT 7°h2ZT  Fen14  DAMS
oONL.@ Lo-PH-?

1. hP 2. hA@-+9°
ATPE . 110 ooAOPT h®P WPt AL a4 DAMS
PONSGVT@7 MG AanE707 72T GHCHSE?

1. 5.
2 6.
3. 7.
4 8.

112. 0AaoL 'Lt STUP amPP9° QAT Ten1é NAMS ONLD- La-Ph7?

1. h&P 2. A\@-$9°

13 ¢HFE PmS  AANTTH? ThZT  anlé 0AMS L7040 T -

LaoQAL F\?
1. 4.
2. 5.

3.
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hEA Uv-At oot b+ +S APLT PhAooht oomPd

V. P0Z-00 o' 1T7 Ptavhnt: TELPT

201.

202.

203.

204.

205.

Ne7 NA>FH  9°7 PUA Vaod° 357 PhoIn?
N7 nage 7t
N0 oPt+ 0¢7 NA9°r hoLen")TFa Vo> +3F o0t 9°7 fui
No vaod® ¢+ GTm-?

N+7 ((GVARZA
e vVao9°7 N9°7 aoh 10 P99.a0Ll9°¢ 7 (hh?& 0N A%14-F
LFAR)

1. RDT Neomd9®

2. MenEanT Noomey®

3. PV @7 PYa0g® PPANPT M99+

4. AA: 2IN0 —————

ADN Voo +F PULAMTT 0L @0 o' Adv®@NT PolmPboo-T HEL

P HE®7 10? (ha7% AL A%14-8 LFAA)
PYaOIHED T 6L 999

PYa0I 5 D7 ANt N9

Poo &Y' 4T Coo TV Vs I NPT
NI°Covd- avALEePT @Ml AL NavavlT
AN i 200
P0L- @0 oo hTIHHP 0bt 28T O 1RO0MC o7 WAoo PS7
7°7 LU W MEP® Lo PN? (A2 W1 NF LI°Layr)

1. U-A1LH,

2. AMHE @7 14

3. A187L 1h

4. el 0LPCONT TE+

5. mget hA@-PI°

o & 0 h =
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206. @07 ATh9° P9%aoCmv 17 POL-00 ooy hHY 03T OFAm@ AT7

@-0T LHCHS
T | PO ALYT | PUaI T D ALY | Povfavlf 9°Cem, PO
POL-00 oot

ngHhn APE
VAG T
14-0-mC O
APE

TNOTCP? | vAST
14-0-mC Ol

207. A7 NTAATC? o0 A+PH A@- ooO\m-t L9007 PhaCtH9® aom3S
CamANE U1 hHY 0T OFOAma ATT aoOlt 8700

0279 /aNLT(n.7) aoM’y N7 N7 | A7 PV
(M7 | 4 +7
207.1. | h3wC-3hao(5-14n..7)
207.2. | n3-8havt(14—240..7)
207.3. | n8-12hav-1(24-340..7)
207.4. | AP+ (h 34 1.7 0AL )

208. NJANTCI® @0 CHLH 11C 17 hACHI® AI8LmNS PoLhAhA-T (DT
CHEE STm?2(hA7L NAL A%14-8 FAN)
1. ao&Y'E7 hLv 0T tmPaoo@- AACE CONFAVGTFD APT
2. 190-mC
3. h3 @C/5 n.7 ANt NFF P¥Y7 V7 P9°FmA AST+
4. h h3 OC/5 h.? 0Lt 0FF Arr vist

5. 0hA f £700
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6. hA@.P9°

209. PCI°SA POAL aodMMLe APANA A ToNE T hACHI® neLaTnT
M aoo@O LU 0@7 TP Lo PN?
1. h??
2. hA@-P9°
3. 9°19° ALY TrdE hPOLATII°

210. AT PE .k 209 aoANLT AL NPT PCIPSA POAL aodMMLE ATHNA
Ao 0T bACTS® 0TLOATONT LH o0& PULM07 CTTPEm7
AT AL 200

211. A& hhCHI° PHIA®7 oo &' Af@OL LA NTANTCI @0 ¢+ £H
Vo> 15 (@ aoav )l LANT PHAP PI°N AL hA?

1. A2
2. °A9°
3. hA@-+9°
212. AT ¢ F.& 211 aoAOPT hP WP AMAL CI°INT ALY LIAA?

213.A7%¢ NeH1n @0 AFPH Vo915 e9LOAM-T7 An-ChP? CHIAD-7
a1 oomIG ChoANE U-BLFd v 02T 0Fomar AT @07
2900

NNLT(N.7)/ A 2 aom7 (Mh.'L7: ne7 | A7
a7 | PUA

Nhao-}-

( ) 1509%.% ('H) m 7| +9?

+71 | +72 | +7 3

213.1. 5 -6 /h4 oC £10

213.2. 7 - 10 /n4- 11oC

213.3. 11 - 14 /n1 - 2 hovit
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213.4. 15 - 18 /n3 - 4 hovit

213.5. 19 - 24 /n5 - 7 hovit

213.6. 25 - 35/ h8 - 10havt

213.7. 36 - 50 /n11- 13
havo-t

213.8. n50 n.7
NAL/n14hao - NAL

214. A7& Va9 +E CONLD7 0L-00 ao &Y'+ N.LhaoAh  9°7 ALY 9°nC
LOAMIA ? (7€ hoe-B NF LI°Lay)
1. PhovAN®: 7970, A% O3A hPr: AN W'L7 LA
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