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SUMMARY

Nine hundred households from thirty separate communities

were surveyed in one urban district, Ketena 5 in the city

of Addis Ababa, and one rural district, Chebo-Gurege, to
assess community involvement in decision-making, planning

and implementation of seven opecific community health activities.,
The health activities selected were recruitment and support

of CHAs and TBAs, construction of a health post, construction
of latrine and refuse pits, immunization program activity and
provision of safe water sunply. The study communities were
also assessed with respect to the availability of community
health services by looking at the activity of CHAs and TBAs
and the existence of a health post and activity of the local
health committee, while the rate of immunization coverage in

the under two year olds and pregnant women was also determined.

In all three areas of community involvement i.e decision-
making, implementation and planning, rural communities scored
higher than urban communities, with the exception of
environmental activities where urhan communities were slightly
more involved than rural communities in imnlementation but

not in the decision-making and nlanning aspects.

Lower community involverient in urhon areas was associated



with lower activity in their community health services and
in some cases almost a total lack of such community health
services, whereas rural communiticrs had a higher level of
activity and existence of commmity health services.
However, despite a lower level of community inveolvement and
lower activity in the communit~ health servieces, urban
communities had moderately high levels of immunization
coverage in the under two veanr =lds, suggesting that
immunization coverage can be achiecved despite the recorded
weakness in such areas. The close association of community
involvement and activity in the community health services
does seem to be at least partly responsible for the
relatively high levels of immunization coverage obtained
there and may indicates the greater importance of such

features in rural 1life.

Study of the fifteen rural communities in more detail
revealed gradations of CHS activity, community involvement
and immunization coverage. Comparisons of areas of high,
moderate and low coverage supported the overall conclusions

and in addition revealed some other interesting feoatures,

The fact that a distance of less than 5 kme to the nenrest
conventional health unit appeared to exert a negntive
effect on the activity of community health servieces, proved

to be a feature of rural ns uweel!' e vrtoan o sammimitios,

¥idd



The different level of involi-ment of the rural and urhan
community in CHS ecould be »alanted to the varintions in
demographic, socio-ccanomi: structure of loenl
organizations noted between ths tuo communities. In rural
communities, most of the heade of households were older,
male dominated, full employed, homogencous with respect to
culture and ethnicity as well as urgent need of health
service, with strong organization of peasant associations,

producers cooperatives and villigization schemes.

Urban heads of households wvere, on the.otherhand,
characterized by vounger nge, single marital status, more
female heads, relatively higch unemployment, greoater
heterogeneity in ethnicity and culture and loose local
organization and coordination in health development as

well as greater accessibility to conventional health units.

In both rural and urban communities, they still would
prefer external support of their health service,
particularly from the government, indicating a need for
strengthening PHC managements and enhanced community
education about the benefits of self reliance in health, as
in other matters. In general, a surprising appreciation
and acceptance of community health workers wans expressed
with the largest number of complainte being directed
towards the inadequate numher- of them available and their

inability to treat a wider rope of health problems,

i



COMMUNTTY 1TNVOLVEMENT

IN COMMUNITY HEALTI SERVICE

CHAPTER [
INTRODUCTION

In 1975 a UNTCEF/WHO study showed that less than 20% of the
rural population in most developing commtrins recnive hasieo
health care on a regular basis (1). Durine thi=s =same period
in Ethiopia, less than 20% of the population had arcess to
health service (2). Community invn]voment is widels
recognized as one of the most impor'-nt strntegine nceded
to ensure the extension of essentinl health enre to the
masses (3). Although this principle is glohally
acknowledged, there is little agreement on what the term
means and it is interpreted in widely varying wnre. Reasons
why it is needed, who should participate, in what they
should participate and how, are still being debated.
Participation has been misinterpreted as the mobilization
of the people’s resources such as monecy, lnhar nﬁA
materials, for government-planncd and econtprelled prodrams,
Such contributions from the people ars u=unlly deairahle,

but they are only one aspeet of participation (1),

True community participation is a proecess thronch ohich the
people gain greatar rantral aver the sorial . palitFeal,

economic: and envirvenméntas ]l Fo@dFRips lel @EEinggs. * dgagw



health. By acquiring appropriate knowleddge, =kills,
organizational capacities and a heightened sense of
individual and collective responsibility, low-income
communities can achieve remarkable improvements in health

status through their efforts.(5)

The Community must participate, not just in implementation,

but in every stage of the health program. (06)

in situation analysis

- in defining the main health problems (planning)

- in setting priorities for the program (dccision making)
- in implementing activities

- in monitoring and evaluating the results.

In other words, community involvement is active involvement
of people living together in some form of social organizatio
and cohesion in the planning, operation and control of PHC

using local, national,and other resources (7).

The term involvement as used here means the highest form of
participation. The definition developed at the 1978
conference 05 PHC held at Alma-Ata elaborated on what
constitutes community involvement as being a process by whi
individuals and families assume responsihility for their ow
health and welfare and for that of their community and
develop the capacity to contribute to the community’'s
development. Through invalvement they come to know their o

situation better and are maotivated to =2olve their common



problems. This enahles them to hecome masters of their own
development instead of passive beneficinries of development
aid. They, therefore, need to realize that they arec not
obliged to accept conventionnl solutions that are unsuitable
to them. They have to acquire the capacity to appraise a
situation, weigh the various possibilities and estimate what
their own contribution can be. While the community must be
willing to learn, the health system is responsible for
explaining and advising and for providing clear information
about the favorable and adverse consequences of the

interventions being proposcd, as well as their relative costs(7)

The term involvement is preferable to participation because
it implies a deeper and more personal jidentification of
members of the community with PHC (8). Community invalvement
has been advocated for various reasons. White has described
ten reasons as follows:

(1) more will be accomplished

(2) services can be provided at lower cost

(3) participation has intrinsic value for participants

(4) it can be a catalyst for development efforts

(5) it leads to a sense of responsibility for projects

(6) it guarantees that a felt need is involved

(7) it ensures things are done the right way

(8) it makes use of indigennus knouleddge and expertise

(9) freedom from dever ienee s profrscicnnls

(L0) conscientizatisn of peapl . prculi= (),



The question as to who should participate in community health
development has been intensely disrussed. In general, it is
agreed that the socio-economic condition of the community
determines the extent of community involvement. The level of
control of communities on the political, social and economic

system will then affect their mode of participation (10).

Many of the early health strategies directed at improving
health for the majority of the world’s population have had
minimal impact because they failed to actively inveolve
communities in their health affairs. Adeption of PHC has

hoped to correct this by emphasizing community invelvement(11).

In developing countries, where millions of people are
without basic health care, government effort alone can not
ensure that people will be able to lead a healthyr, socially
productive lives, and increased and more effective efforts
are neceded to involve the communitins, Throuch ncotive
involvement in delivery, maiitenance and uti'ization of
health services it is hoped that equity in distribntion of

the health services can be realized as well (12),

Analysis of past health development in Ethiopia reveals that
most attempts to improve the health status of the people
have been confined to the health sector alone. Where the
community has been involved, participation has ucually been
confined to implementaticn nlans =nd vapely e lietod

participation in planming arid doeision meling, ool
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attempts have been made to alter this in Fthiopia and to
involve communities in planning and decision manking as well

as implementation (13).

To improve their low health service coverage people in
Ethiopia have been encouraged to high levels of community
participation in the hope that their active involvement
would accelerate the availability and coverage of basic
health services (13). However, despite this well-

intentioned attempt to increase coverage and availability
of health services, no studies are available that evaluate

the effectiveness of involving onmmunitiés or assess
factors associated with effectiveness of such strategies.
Indeed few studies are available in the world literature to
document the positive effect of community participation on
health status and fewer still attempt to measure the level
or type of involvement needed for a positive effect on
basic health paramete?s despite the widespread acceptance

of such views.

Ethiopia currently has a strong central commitment to
community involvement through mass organizations in such
national programs as the literacy campaidn, villagization
and collective farms, as well as in health. Health policy
in Ethiopia since 1976 has placed emphasis on promoticn of
self-reliance and communitsy involvement, in particular
emphasizing rural health services and dismn=s provention

and control (14%4). Yet despite the enmphnsi- placed on



community participation and its obvious importance little
is known about how it can most effectively be achieved or

which strategies work best in rural or urban settings.

This study was undertaken to look at community
participation in rural and urban communities in Ethiopia,
to see how such ﬁarticipation was related to the health
services available in the community, and to see whether
such participation and activity resulted in better coverage
in one of the main health programs offered by the community

health service, that of immunization.

Objectives of the study

The general objective of the study was to look at the
relationship between community participation, available
community health services and rates of health service
coverage in immunization in rural and urban communities and

to see what relationships exist between them.
Specific Objectives:

[ To differentiate levels of involvement of communities
in the planning, decision-making and implementation phases

of community health service activities.

2 To determine availability of health service within the
community using the presence of a health post, activity of
the community health agent and the activity of the

community health committee as cuides,



3. To assess the community health service utilization

using specific parameters of immunization coverage.

4, To compare aspects and relationships between community
participation, health service activity and health care

coverage in rural and urban areas.



CHAPTER TT
STATE OF KNOWLEDGE

The concept of community invoalvement as an integral part of
community development has ancient roots., How a community
organized itself for development was of interest to Plato.
He argued that grass-root participation was necessary to
sustain development in a community. Aristotle in his
Politic mentions the necessity of involving the ind{vidual
in decisions that affect his life. This he noted Jleads to
motivation of individuals in activities Aimpd at their

social betterment (15).

With the progress of medical science in the last century,
much attention was given to modern technology without due
concern to social and environmental conditions. This
approach led to provision of a high level of medical care
to a limited number of individuals while the majority
received little or no health care. Since such medical
service was individual-centered, community participation
received little attention. This in turn led to the belief
that health was solely in the hands of medical
professionals. Thus the idea that health is a community

affair, was not a popular notion at this stage (1),

In the middle of this ceonturs it 1as renlized that health
improvements would not he s:-hi- i culely thransh the

efforts of health profeasios b . % Peint oblaiic e



WHO/UNICEF in 1975 identified community partiecipation as
one of the key factors in =ucrcessful health programs in
countries as diverse as China, Cuba, Indonesia, India,
Guatemala, Bangladesh and Nizeria (17). Such studies
provided the working documents for the Alma-Ata conference
on Primary Health Care of 1978 which appealed to member
states to adopt the strategy of community participation
after due consideration of the prevailing socio-economic

and cultural conditions in each country.

The United Nations Research Tnstitute fnf Social
Development (UNRISD) was initiated in 1979 to provide
participatory research. Their findings have indicated that
the involvement of communities in identification of
problems encourages them to identify felt needs and seek

appropriate solutions (18).

From these and other experiences the concept of community
participation was formalized in a strategy for providing
basic health services and has been adopted by the N

General Assembly (18).

The literature contains descriptive articles about aspects
of community involvement but no methods have been adgreed
upon for measurement of either the extent or effectiveness
of such involvement. Expericnces of community health
service programs in the Philipaines (19)and Feuador (20)

have rovealed ungsatisfaetory avelvement of hoth Fha
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community and health workers. In other reports from
Senegal (21), Cuba and China, the community and health
workers were actively involved in supporting and

coordinating community health service (22).

Studies in the Americas and the Caribhean have also
attempted qualitative measurement of type or area of
involvement of communities in provision of health service.
Communities were assessed in three areas of planning,
execution (implementation) and evaluation and given a
subjective score of moderate, minimal or no community
involvement. Participation in evaluation in this study was

found particularly difficult to assess (23).

Criteria for quantitative assessment of community
participation in health programs was discussed and a
theoretical formula proposed for measurement by Agudelo in
Colombia in 1985. Using this approach, he found that the
method detected changes in two communities that occurred
during a one year period. Although the findings dezecribed
suggest that the method is quite sensitive, validity and
reliability would require more studies especially further

field trials (24).

The People’s Democratic Republie of Iithiopia is a country
with a multitude of nationalities and grent diversity of
cultures and customs. Traditionally there are manv

expressions of community participation in Fthioapian such as
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"edtr" for mourning cercmony, "ekub" for saving money and
"mehaber" for various social self-help as oceurs in

construction of a house.

Since the revolution in 1271, community associations,
organized as Urban Dwellors Associntions in urban areas and
Peasant Associations in rural areas, have been formed
throughout the country. Their functions are political and
social including education and health development, guidance
of the masses and economi~ development. They choose local
development priorities and raise local development funds.
The government sees the other mass organizations for youth,
women, professionals and trade union associations as a key
resource for assisting the Urban Duellers and Peasants
Associations in developing their community health services.
Specific health programs in Fthiopia such as the malaria
control program have had community inveolvement with up to
90.7% of the local people involved in sprayving operations

in certain sites in 1985 (25).

Attempts to measure community involvement have bren made by
Agudelo using planning, control(decision-mnking), execution
(implementation) and evaluation. Particular difficulties
were encountered in his study in measuring cvaluation and

no quantitative measurement was done (286),.

Somewhat more information i< available in the literature

regarding community healil z2ervice althavsh moast of it alaso
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is of a descriptive nature. 1t is usually defined as the
part of the national health service delivery éystﬂm at the
most peripheral level vhere it interfaces with the
community and includes nl!l eclements of primary health care.
The specifics differ from country to country and obviously
influence the services available and coverage. Community
health services in Ethiopia include all eight elements of

Primary Health Care.

The community health service hns been planned to be staffed
by a Community Health Agent (CHA) and a trained Traditional
Birth Attendant (TBA). One CHA and one TRA are to he
assigned for every 1000 people. They are meant to be
coordinated and supported through the guidanre of the
health committee and work both in and out of the health
post established near the kabele office., A small revolving
fund is to be supplied by the communitx for purchase
supplies, basic drugs, ete. (26). Fthiopian has heen
particularly active in providing such community health
workers and training them for their duties. There are
9,644 community or kebkele health service units established
in residential area in urban and rural. While a total of
9,516 CHAs and 7,957 TBAs have beren selected and trained as

of September 1987 (27).

Training of the CHAs and TRAs in Fthiopin hos bheen going on
for over ten years witlh iusernnesd actirity in the past four

years. TBAs are 4§ raivg® e mag, we ey, fe dgee b S 0@ ay mf
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high risk pregnancies, provision of antenatal and postnatal
care and safe delivery practices. CHAs receive three months
training in environmentai sanitation, health education,

community mobilization, prevention of disease and treatment

of simple common diseaseszs (292).

Both TBAs and CHAs are selerrted by their community,
although the degree of involvement in the selection may
vary with some workers being selected only by community

leaders without involving the communities.(28)

TBAs are remunerated in kind or cash in hoth urban and
rural by their clients. The CHAs are rewarded by the
contribution of labor for their farming in rural areas. In
urban areas such as Addis Ababa, they are municipal
employees and paid a salary monthly. As a result of being
paid employees in the urban setting, CHAs in Addis Ababa
have become clerical workers and few of them spend even

minimal time in health activities.

A study in three region of Ethiopia (1981), by Hailu Meche
et al, on training and usec of Community llealth Agents,
showed an attrition rate ot 28%. Factors impliecnted in the
drop-out included poor involvement of the community during
recruitment and training, lack of technical supervision and
poor support of the Communi!; Heanjth Agonts in the field
(29). Similar findings wvere aizo soted is the PHC Review

in Ethiaopia; 1885/86. The powio tiv ot Crom interviows
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with trained Traditionnl Birth Attendants that 85% of them
has problems of renumeration and replenishing of delivery

kits (30).



CHAPTER 171

METHODS AND MATERTALS
1. STUDY POPULATION

One urban and one rural distvict were selected for study
based on the existence of wr!ll estabhlished community
health services, accessihil!itv of the arca and
representativeness of the arra as an urhan or rural
setting, respectively. Th:» urban district selected was
Ketena 5 in the city of Ad:di< Abhahn rhe}e the principal
investigator was the distri-t heal*h manager and had
detailed knowledge of the health wvorkers and their
activities. The rural district was thhnfﬁurngo in
Western Shoa region about 20 kms south west of Addis
Ababa. Chebo-Gurege was selercted randomly from the
eleven districts in Shoa region. Detailed background
information on Ketena 5 and Chebo Gurege is provided in

Annex TT1.
2. SAMPLE DESIGN

Households for inclusion in the study were selected hy
multi-stage and simple random sampling procedures. Three
sub-districts were chosen from both the urbhan and rural
districts selected for the ='adx, bx pullins names from
a hat. Five kebeles vire ideontifi-d, ac-in br random

sampling, in cach of o Bem el sviliea b o w i e e ey
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those kebeles in the sub-district which had establi=hed
community health services. Thirty five of the one
hundred and twenty kebeles in the three suh-districts
had established community health services. Thirty
households were selected randomly from each study
kebele. Houses had been given house numbers during the
past year, rural homes during immunization program

activities and urban homes hy the [IDAs.

The summary of the sampling frame is as follows:

SAMPLING FRAME

DISTRICTS rpe | rvrar |

(2) Ketrna & Chekhn-Gurege

Sub-districts Kefitvena

(6) DATCHO| [WOIL. TSSO |CHEHA

Kebeles

(30)

Households . L e+,

(900)
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A total of 900 households were included giving 20-25%

coverage of the kebeles in the districts with community
health services. This represented 5-10% of the total
population in the two districts., Equal numbers of house

holds (450) were included from both urban and rural
areas. Questionnaires were completed for all

households selected.

3. DATA COLLECTION

Questionnaires on availability of community health services
(Part 1), immunization coverage, community involvement and
demographic data (Part II) and an instruction manual for

interviewers were prepared.

The questions were translated into Amharic and pre—teéted
in two areas adjacent to‘the study kabeles. The pre-test
included 50 households. As a result of the pre-test it was
found that the rural community called the health post a
kebele clinic so the questions were reworded with this

change and finalized for the main study.

Interviewers with a minimum of grade 12 education, who had
previously participated in the literacy campaign and/or
the national census of 19841 were used. Nine and five
interviewers were recruited and trained for the rural

and urban areas respectively. Four sanitnrians were

also trained and assigned as finld supervisors, one in

the urban and three in the @ura! spon, to agsiast the
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principal investigator in superw-ision and coordination

of the interviewers,

3.1 Community Involvement

Community involvement was mensured in the three arecas of
planning, implementation and decision making. Community
involvement in CHS occurs in other areas bhut for this
study these three were selected for measurement. They

were defined broadly as follows:

a) Planning - involvement in the process of
identifying the need for the service either throuch
discussing it with others or participating in meetings

held to notify the community of the need for the service.

b) Decision making - involvement in doc}ding
place, time and strategy for implementation of the
activities either through attendance at meetings, or by

consenting to decisions reached by nthers.

c) Implementation - particripation in activities by

supply of material, money or Jabor for actual work.

The 900 heads of households were interviewed to
determine their involvement in planning, decision making
and implementation for seven aspecific communits health
service activities., The snerific health a~tivities were

selected on the basis of thaiv imnortanece to the
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community, on the basis of being one of the essential
activities in PHC and on their ease of measurement. The
seven activities included provision of immunization
sessions, recruitment and suvport of CHAs and TPRAs,
construction of health posts, latrines and refuse pits
and provision of a safe and andequate water supply.

(Annex TIT1).

The involvement of each head of household was determined
on an all-or-none basis, using a nominal scale of one or
zero in each of the three arca=s of plnnnfnd,
implementation and decision-miaking for each activity,
The % involvement for both rural and urban districts in
each of the three areas was calculated for seven
activities. Overall involvement for each activity was
calculated by subtracting those who were not involved in
any of the three areas from 100% and therefore indiecated
those involved in at least one aspect of any activity.
The percentage participation in specifiecally
immunization activity was used for comparison and was as
well determined separately far each village in the rural
area for comparison with immunization servieces obhtained,
community services available and distance from

conventional health unit among villacges.
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3.2 Community Health Service Availabhility

To quantify the availability of hasic community health
service in this study, n searing system was devised for
the three important aspectz seclectrd after review of the
Ethiopian system. The thrve a-yveects selected were the
activity of the CHAs and TRAs, the activity nf the
Health Committee and the construction of a health post.
A scoring system was used for ratinz activity of the
workers and the committee. Ohservation on site was used

to assess construction of the health post.

Field supervisors and interviocuwers colleected background
information from each kebele on the level of activity of
the community health committee, community health agent
and traditional birth attendant, as well as presence of
a health post and distance of a conventional health unit
from the village. At the same time, thev introduced the
interviewer to the community leaders, permission wns

s

obtained and the househnld survey organi-od.

Active Community Healtl

|-

Agents were defined as those who

carry out two out of the throe following activiticrs:
1. Assists with immuri- t*ion programmes, treats
minor ailments, provides ORS, otc.
2. Acts as secrctary to a funetienal health committee,
3. Reports on CHS actr: *!iecs monthis f"l. oboes s

office and supervi-ineg henlth units,
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Active TBAs were considered as those who carry out two of
the three following activities:
1. Delivered a baby within the last month at home.
2. Reports monthly on delivery activities to Women's
Association and supervising health units.
3. Was a member of health committee and attended

meeting in past month.

Active Health Committees were those that did 3 out of 5

of the following activities:
1. Scheduled and held meeting in past month,.
2. Organized CHS activities, such as cleaning campaign,
spring protection, immunization, etec. in last month.
3. Reported monthly on activities to sub-district
health committee.
4. Organized payment for CHWs in kind or cash.

5. Ensured community participation in CHS activities.

3.3 Immunization Coverage
Health service coverage for the areas was assessecd using

the following immunization coverage indicators:

i) % of children under 2 years with complete immunization.
(Complete immunization included RBCG, o DPTED and
measles immunization.)

ii) % of children under 2 vears vho had ROCG senr.

iii) % of women who were precnant at the time of the

survey who had received nne tetanus tovoid shet,
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iv) % of women who were pregnant at the time of the survey

who had received both tetanus tovoid shots.

The overall rates for each of the four indicators was

calculated for the rural and the urban areas. Village hy

village breakdown of immunization indicators was later done

for the rural area to determine if rural coverage could

be correlated with level of community involvement. For

comparison, each of the villages was rated as low,

medium or high level of immunization coverage based on

the following criteria:

Low : Complete immunization 0-21% and BCG coverage
0-49% of children under two years.

Medium: Complete immunization 25-140% and BCG 50-70%

4'of children under two years.
High: Complete immunization >40% and BCG >T0%

of children under two years.

Tetanus coverage rates were not included in as=sessing
overall coverage as the number of pregnant women in the

study villages were very few.
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RFSULTS

1. DESCRIPTION OF SURVEY HOUSEHOI DS

Descriptive data of the rural -nd w1t an houscholds as
well as information on community involvement in
community health services wns collected and analyzed

from 450 households in Keters 7, cityv of Addis Ababa

(urban) and 450 houscholds i: ' hobo-tUurege in Western
Shoa (rural) by interviewineg ('~ heands of households.
All selected heads of househ "' were interviecued so

there were no non-responders.

In the rural area the age of heoads of househeolds rangead
from 156-64 years, with the most frequent age heing
between 60-64 vears. Few rural femnles were heads of
households, with the ratio of male to femnle heads heing
13.5 : 1 (Table 1). All except six heads of housechold
(1.3%) had been or were marrird. The literacsy rate of
rural heads of households wns 72.2% (Table 2). The
ethnicity of the rural community was 60.2% Oromo and 31%
Gurege. All were farmers. The familyx income was
assessed using the number of oxen owned,. 28.8% of rural
families owned one ox and 22.9% owned none. More than
four oxen were owned hy 8.2% Y families (Tahle 1},
Equating oxen owned with mo:t! ' ineore i5 daFPd aule By

ownership af ane o<wen was o0 e teed 8 L iy
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equivalent to a monthly incorme of fifty to one hundred
Birr. There were 52 pregnant mothers and 212 children
under two years old in the 150 rural families ineluded

in the survey.

In the urban area, the age of the heads of households
ranged from 20-64 years with the commonecst age group
being that of 35-39 years, more than 20 vears younger
than the rural community. Many more females were heads

of households with the ratio of male to female being 2.2

: 1. As in the rural community, few (2.2%) of the heads
of households had never been married. The literacwy rate
of the urban heads of houschold was higher than rural
with 90.7% being literate. The main ethniec group ;ere
Amara (54%), with Oromo (18%), Gurege (11.8%) and Tigrie
(8.9%) being present in fewer numbers. Occupations
included government employong (40%) and private employvee
(40%), while 20% were without permanent employment. The
reported average monthly income for half the families
(51%) was less than 100 Rirr per month. An income
greater than 300 Birr was reported by 16% of the
families (Table 3). There vere 21 pregnant mothers and
107 children under two years in the 150 urban families

covered by the survey.

In general the rural heads f haonsehslds core 21dar in

age with males predominatire. The urhan heads of
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households had more formal <cheaoline but a higher
unemployment rate. For bhoth groups reported familsx
income was low. Ethnicity was different in the twn
groups with more than 50% of the urban dwellers heing
Amara and smaller numbers being Oromo or Gurege. The
rural population had a neglisitble numher «of Amaras with

a majority of Oromos and Curede,

2. ASSESSMENT OF COMMUNTTY TMVOILVEMENT

i

Involvement of the heads ! linuseholds in provision of
community health service wn- ﬂnfprminod.in the three
broad categories of implemertation, decision-making and
planning for seven specific community health service
activities in rural areas. !nr the urban areas as there

were no health posts, only =iy activities were used.

Tn the rural area, 38% of the participants were involved
during the planning phase, while 10% of them vere
involved in decision-making and 64% in the
implementation of immunization activities. Overall 75%
of the heads of households were involved in at least
one of the three areas of irvolvement., The level of
involvement of rural people in recruitment and support
of TRAs and CHAs was also high with 14% and 58% involved
in planning, 59% and 61% in decision-making and 59% and
74% in actual support «of "'ie and “HAq poapcebive|v,

Somewhat less participaticon »as noted in vrevision of
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health posts and latrines with little variation across
the three areas of involvement. levels of involvement
in provision of refuse pits and safe water was also low

ranging from 11% to 29%.

In the urban district, 12% of the heads of households
‘participated in the planning, 15% in decision-making and
22% in implementation process of provision of
immunization sessions. Total participants in
immunization activities were ZR8% of those su}veynd.
Community involvement in recruitment and support of (CHWs
in urban areas was very low with only 5% and 9% of the
heads of households involved in decisions regnrding
recruitment of the TBAs and CllAs respectively. No
health posts were established so involvement in health
post creation was uniformly zero. Surprisingly, the
level of involvement of the community in lIatrine
building, waste management and provision of safe water
was high but only with regard to implementation, ranging
from 60% to 68%. Otherwise, except in the planning
phase of latrine construction, the involvement of urban
dwellers was low in planning and decision-making for
environmental activities (Takle 5). While the urhan
community was more involved in implementation of
environmental activities than the rural community, the
rural community was more in- .ol in planning and

decision-making of surh nce' it

s
”
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The specific breakdown of participation in the three
areas for each of the seven activitiecs for the rural
area (six for urban) revealed that invalvement of the
rural heads of households was 2 to 2 times higcher than
that of urban heads in planning and decision-making.
Rural rates of involvement in implementation were also
higher except for environmentnl netivities as already

noted.
3 ASSESSMENT OF COMMUMTTY [HFATLTH ACTTIVITTFS
3.1 Activity of Health Committee

In the rural area all fifteen study villages had
selected health committees. 11 (72%) of the 15 were
considered active. In the urban area only five (33%) of
15 Urban Dwellers Associations (UDAs) health committees
were considered active, although all fifteen UUDAs had

selected a health committee.
L I Construction of a Health Post

67% (10 out of 15) of the 1 al villages had built health
posts. None of the UDAs had built n health post,

Reasons given for the lack of a health post in the five
rural villages were that theyv were nnt advised that a

health post should be built (753/150 housecholders or

)]

50%); that they were not aw:  ofon! hoenlth ueest

(4040580 ar 27 %) andfoerF $het 0l s 1y flpsr A
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unit had established health ;inzts. whereas 4 of the 6
kebeles within 10-15 kms ra.d;u= of =uch units had built

posts.

In general, health post estallishmrent wns assoriated
with active health commitices and a~tive CHAS and was
highest in villages greater thon 5 Ims radius from a

conventional health unit.
3.8 Activity of Community " ~1th “crkers

60% of (9/15) of the CHAs an?! 7% (10/15) of TRAs were
judged to be active in the rursl area vhile only 20%
(3/15) of CHAs and 60% (6/17) of TRAs were considered to
be active in the urban area. 2 of 9 (R9%) active CHAs
in the rural area were found where there were active
health committees. Two of the three active urban (CHAs

were associated with active health committees,

In the rural area, one of the three CHAs (33%) vithin a
5 kms radius of a health unit were active and two out of
six (33%) of those within a [0-15 kms radius were
active, whereas four of si~ (£7%) «f those in the 5-10
km radius were active. In tke urban aren, all
communities were within & Lwme bt only 2 af the 17 CHAS

(20%) were active in community health servicos.

In the rural area the leve! of activity of community

health committces and CHAs o0 dn that 7t ha nphan
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area, reaching anyvwhere {yom 200-200% higher. BRoth
establishment of a healtk pn=t nd activity of CHAs were
better within 5-10 kms of a covwvent onal health unit and
lower when the unit was very olose (5 kms) or very far

(10 kms).

Heads of households were interv:ewed ahout various
aspects of support and maintenance ot CHAs. The
majority'felt that the government should be responsible
for support and maintenancs~ ..f CHAs. A minority of
respondents proposed that =support shnuld‘be provided by
community organizations and i few suggested collection

of fees from clients and n=r of wvolunteer workers({Table 6).

In Chebo-Gurege, 89% (399) of the households had
received services rendered hy THAs an one or more
occasions during the two weelks prior to the survey. The
services consisted of the {cllowving: henlth eduecation,
home visit, treatment of minor ailmmnts ané injury, ORS
distribution, ete. 63% (251/292) of families who
received service rendered Ly CllAs were satisfied with
the care provided. Of those familics who rececived eare
and were not satisfied the fa!lowing reasons were diven:
25% (37/148) felt there were not encugh His to s rovide
effective care. 55% (82/1!2! ecomplained that CHAs had
inadequate knowledge of 1.0 ! boal h pr-bloms, 20%
{30/148) did mot fFasl ruplif. 0 Yo ~weapead an oo giver

service,
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In Ketena 5 those interviewed commented that the CHAs were
not providing health care but did facilitate the
immunization sessions, cleaning campaign, etc. The
community tended to view urban CHAs as general service

workers rather than as a health service providers.
4. ASSESSMENT OF HEALTH SERVICE COVERAGE

In rural areas, vaccination coverage was complete in
44.3% (94/212) of children under two years. Specific
ages of the children was not determined so it was not
possible to say how many of the children under two vears
of age were eligible for complete vaccination (i.e.
greater than nine months old) so the actual coverage
rate of eligibles would be considerably higher. A BCG
vaccination scar was found on 67% (143/212)., 21% or
11/46 of the women pregnant at the time of the survey
had received both tetanus toxoid immunizations while 50%
or 23/46 of them had received one tetanus toxoid shot.
No attempt was made to determine the gestation of
pregnancy, however the 50% level was felt to reflect
those using antenatal services who would he immunized by

the time of delivery.

In urban study families, crup.cie wnccination coverade
was 12%, while BCG coveraw: s -7 . HY. 33% (T/21) of

the pregnant women had recciven btk Letanne tosoid
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shots and 76% (16/21) received at Jleast one dose of

tetanus toxoid.

5. INTER-RELATIONSHIF CF COMMUNTITY INVOLVEMENT,

COMMUNITY HEALTH SERVICE AVATLARILITY AND IMMUNTZATION

Despite the uniformly low level of CHS availability in
the urban area (i.e 3/15 active CHAS, 5/15 active
community health committee and no health posts built)
and the relatively low community involvement of 28% in
immunization activities, compared to that in the rural
district with 75% involvement, overall coverage by the
immunization program was almost equal in both areas.
Complete vaccine coverage for children under two years
was 42% (45/107) for urban and 44% (94/212) for rural.
BCG coverage was 78% (83/107) in the urban and 67%
(143/212) in the rural area. Immunization coverage of
urban pregnant mothers with TT] was 76% (16/21) and
with TT2 was 33% (7/21). For rural pregnant mothers TTI1

was 50% (23/46) and TT2 was 24% (11/46) (Table 7).

Good immunization coverage in the urban setting scems to
have occurred despite low Jlevels of community
involvement and the lack of a functioning CHS. it was
decided, therefore, to look separately at community
involvement and health sérvioe functioning in each of
the 15 rural communities in the search tor factors

related to better covernge,
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High immunization service coverage was found in seven of
the fifteen rural villages. \ll were characterized by a
high level of community involvement in provision of
immunization, 6 of the 7 had sctive community health
committees and 5 of the 7 had active CHA and TBAS. 4 of
the 7 had built health posts. One of the 3 kebeles with
high immunization coverage but no health post was

located with 5 kms radius of conventional health unit.

Villages with a moderate level of immunization coverage
were three. Two of the three villages had good
community involvement, active health committees, active
CHA and TBA and a health post. The other village with
a moderate level of coverage had relatively low
community involvement, with an inactive CHA, and no
health post, but an active community health committee
suggesting that an active community health committee may
be an important ingredient. They had achieved coverage
in 32% of those under 2 vears. A related feature in this
kebele was very active out-reach from the health center
covering the area even though it was more than 10 kms

distance from a unit on a dry-weather road.

Low immunization coverage was found in five of the =study
villages of Chebo-Gurege. Four of the five had health
posts, the only village without a health post was close to
a conventional health unit. 3 of the 5 had inactive

CHAs, inactive health commi!' - and poor community
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involvement (Table 8). The other two villages had active
CHAS and active health committees with rather high
community involvement of 43% and 80%. TIn these two
communities it was notedlthat they had irregular outreach
from the closest health unite vhich were 8 and 12 kms
distant on poor, dry weather roads. (mne of the
communities had as well experienced an epidemic of
injection abcessess as a result of immunizations and
people now refused to bring their children for

immunization.

Specific analysis of CHS coveradge in families where the
heads of households actively participating in
immunization provision revealed that in the rural area
85% of the children vacecinated were in families who
participated in planning & decision making while 18%
were from those involved in implementation phases of
immunization services. Only 16% of the ruranl
beneficiaries of the immunization program came from

families who did not participate in one of the thrae

aspects of community involvement ( Figure 1).
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Table 2. Level of Eduration of Urban and Rura
Heads ot Households, 1987

Urban Rural
Level of No. % No . %
Education
[lliterate 42 F nir o !:H:hj;;:;g-
Literate 128 ZV.;_—__ 208 18.9
Grade 1-6 124 2;.6 - _;;i‘t:;.;ﬁ
Grade 7-9 42 9.3 16 3.6
Grade 10-12 62 ;H:;_ - “—: - - _
Grade 12+ 52 11.6 - -

Total 450 450



Table 3.

Average Monthlw
of Urban Heads of Househnlds,

Tneome (in

37

Birr )

1987,

Category of Averacge Number of heads of households

Monthly income, in - .
Birr No. %

LLess than 50 __;;;m 327

15 99 83 18.4

100 - 199 N 90 20

200 - 299 57 12437

300 and above ) _ _;;___ _ : _;6.; -

: 450 ) -—_“;;;_"__ﬁ_
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Table 4. Heads of Housrholds
With Number of xen Owned, 1987

Number of Oxen Number of 0Oxen
in Rural Households

No %
None _ ln.‘l— - _AWE;.;
e e 2
Two 4 152 3318
L e
S gl 37“~__ - A;T;
w0 100
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Table 5. Amount of Involvement of the heads of households

in planning Decision making & Implementation of
seven CHS activities in Urban and Rural, 1987.

Areas (type) of Involvement of the participants

v, 3 ¢ ; . R U R A L
Specific Community HRE AN B
health service .| % Partici-| Implem Decision % Partici-| Implem Decision
activities pants entation| making Planning| pants entation | maling Planninc

5 28% 100 22%| 68 15% 53 12% 337 73% 286 64% | 18C 403, 1£9 38%

8]

Immi-ization il

Ceorrmanity Health l
Aciats recruitmenc |
anag support 4l 9% = - 41 9% B = 350 78% 334 M% 2.5 GYi| 259 S&n

Traind Traditionzl
Birth Attendants
recruitment and

support 22 5% - - 122 5% | - - | 288 64% | 265 59% |265 59%| 200 44%

Health Post

Construction = = = - 221 49% 188 42% | 175 39% | 172 38%

Latrine Construction 229 66% 271 60%| 95 21% 186 41%| 213 47% 186 41% | 200 44% | 200 44%

Refuse Pits
Construction 350 78% 308 68%| 48 11% 45 10% | 110 24% 50 11% | 100 22% 80 18%

Adequate and
Safe water Supply 312 69% 292 65%| 37 8% 30 7% | 145 32% 130 29% | 125 28% | 120 27%
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Table 6. Suggested Responsible Body for Support

of CHAs by Hends of
in Chebo-Gureca and Ketena 5,

Households

1987,

Considered
Responsible
For CHW Support

Chebo-Gurege

Ketena &

Clients on

Service 7 (1.6%) 10 (2.2%)
Community 16 (10.2%) 74 (16.1%)
Government 386 (H5,87%) 347 (T77.6%)

Volunteers

Others

3 (0.7%)

14 (3.1%)



Table 7. The Relation ¢f Immunization coverage, Community Involvement
in Immunization, CHS Avaliability & Distance from Health 41
units in Urban & Rural Distriect, 1987.

—
Community Immunization CHS Distance ZIron
Involvement in Immunization coveracge Availability health an‘t ig
Lme
Implem— | Decision % of . Complete
entation| making Planninol partici BCC 3 DPT & Health Health
pants S a TTL T2 Pcst CHA TEA | Committee 5 S=lg s
16 71 339 o0
Urban 36% 15% 12% 28% 83 7Bl | 45 42% i 7€% 21 3/15 6/15 5/15 15 = =
lo7 lo7 21
Rural 643: 40% 38% 75% 142 (73| 94 44% | 23 50% | 11 2434 10 9/15 10/15 11.4)5 3 & (&
212 i 212 46 4G 15
| -




The Relation of Immunization coverage, Community Involvement in Immunization,

3

Table 8.
level of activity of health committee and CHWs, presence of health posts,
and distance of conventional health units by the fifteen villages of
Chekc-Gurege, 1987.
Villages Tota% Immunization Distance of villages Remark
Percent of service coverage sveilanilite of NS from health unit Level of
Community e in kms. Immunization
involvement| Complete | BCG | TTq TTo health Health coverage
in immuniza- committee | CHA | TBA post 5 5-10 16-15
tion
Soyum 7% 0% 43% | 67% 0% - - - - +
hircha Kora 0% . 10% |33% | O% - - | - + . |
warden 50% 59 36% | 67% 0% = - + =k Low
+
Gurura
Adis Alem 43% 0% 30% | loo% 0% + + + + +
Aejersa Koje 80% 23% 31% | 50% 0% + + + +
+
CISA T 63% 38% 63% | 50% 0% + - + + -
Awash Buna 93% 31% 94% | L00% | 0% + + + + * Moderate
Gote Gudeta 53% 32% 58% | 50% 25% + - - = 3
Batu Soyuma 67% 45% 73% | 40% 20% = + = = +
CISA II 73% 43% 57% | 100% | 1004 + + + + +
Koremia 77% 44% 72% | 75% 75% + + + + +
High
Kobo 90% 55% 86% | 25% | 25% + + = + +
Obiosela 100% ©3% 88% | 25% 0% + = + = +
Fodo Gora 67, 54% 77% | 40% J40% + - + + +
Bauchachi 9 5
67% 60% 87% | 100%| 100% = I & Z
+
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CHADI'TER V
DISCUHSSTION

Community involvement was hichest in rural areas, both
overall measurement in the three areas of planning,
decision-making and implementation and for each of the
seven specific community health activities measured. Only
in environmental health activities i.e. building latrines,
provision of safe water supply and solid waste management
were urban residents more involved than their rural
counterparts and then only in the in implementation
process. Even here however, rural residents were more
involved in planning and decision making of envirenmental
health activities, although they lagged behind in actual
construction of latrines, refuse pits and in provision of

safe water.

The differences in community involvement between these two
rural and urban areas were statistically significant

(p < .001) for planning, decision-making and implementation
with the exception, as noted of environmental health. Such
differences could he a result of the differences noted in
socio-economic and local organization characteristics of
the two communities. The rural community was characterized
by older age of houserhnld hende, male dominance in
headship, full employment =tatus, aecti-+ tvillagirntion and

producers cooperati-rs, o2 weell a9 more homogenait - in
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ethnicity and culture. Suecl features would facilitate
communication and enhanced community involvement. Rural
communities had as well less access to conventional health
units than urban communitiers twhich may alsn enhance and
encourage increased involvement in health issues in order

to improve accessibility to lLealth services.

Urban community involvement may be hampered by the
relatively high unemployment status, female dominance
/single headship, vounger acde of family heads, loose local
organizational structure and coulturnl and othnie
heterogeneity that were ohserved, Greater access to
conventional health units may nlson mean that a strong felt

need for community health services is not developed or

acted on in the urban area.

The high level of urban community involvement in
implementation of environmental health activities in the
urban area appears to be related to the more urgent need
for such services in urban communities and probably
represents less self-motivati.!l volunteer ncti;ity than a

required commitment of labour to community projects,

The use of different interviewers for the urban and rural
surveys could have influenced the results obtained in the
two sites. Nonetheless the implicity of the scoring

system and objectivity of ~ritorian =ed in the
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questionnaires were such that interviews alone are unlikely
to have created such great diftferences. Amharic was used
as a working language tor all interviewers and respondents.
Although for many rural people it was not their first

language, all could understand it.

Case studies in the Americas, the Caribbean (33) and in
Africa (34,35), have indicated that developing a system for
effective involvement in health service is not an isolated
event but occurs more readily when it is part of overall
community development. This is consistent with our
findings of increased community involvement in rural
Ethiopia where overall community development is proceeding
more rapidly than in urban areas. Here the strong
organizational structure created for solving priority needs
and common interests enhances involvement in planning,
decision-making and implementation, which in turn
stimulates activity in and utilization of the community
health service, Other studies have shown that increased
involvement of the community can be influenced by sex and
age, with mothers and older heads of Households tending to
be more invnived (36) . In this study, older males as
family heads in rural areas were associated with high
community involvement but specific participation of women'’s

assessment in health activities was not done.

The rate of employment, income, level of education and
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others social indicators were commented on in the
literature as affecting the area of community involvement
in local priority health need (37). These findings have

been supported in this study.

In spité of low community invelvement in health service and
poor accessibility of CHS (inactivity of community health
committees and CHWs and the absence of health posts) in the
urban area, fairly high coverage in immunization was
achieved. This suggests that formal community involvement
and an active CHS are not as important ih urban areas as in
rural areas. The proximity «f conventional health units
and existence of active immunization coordinators in urban
areas may de-emphasize the role of (CHAs in immunization
programs and allow campaigns to succeed desbite the
inactivity of local community health committees and CHAs.
As well and perhaps more important in the high rates
achieved in urban areas, specific and selective
immunization campaigns have heen responsible for high
coverage although they do this without stimulating strong
community involvement or basic CHS infrastructure. The poor
development of CHS observed in communities proximal of
conventional health unit in the urban area was also noted
in the rural area. Ten of the 15 kebeles in the urban area
had not developed CHS and twn f the three villagea within
a radius of 5 kms of a conventional health unit in the

rural area had inactive CH s aud 1o henlth post,



18

In general, a high level of rural communitsy involvement 1in
CHS activities coincides with an active health committee,
active CHWs and health post ecstablishment. Active
community health committees appeared where there were
active CHAs and TBAS in both rural and urban areas. Also,
the activity of CHWs increased at 5 to 10 kmse distance from

conventional health units. The highest percentage of

health posts were found more than 5 to 10 kms from health
units.
Studies in Nigeria (38), and ikonya (39) noted that active

health committees and active (CHWs were developed and
function most effectively when they emerged from community
initiatives and/or community involvement in the planning,
decision-making and implementation process. ODur findings
are consistent with this, sugge=sting that active health
committees may be crucial ‘to support and guide CHWs,
particularly when conventional health units are more than 5

km distant.

-

Analysis of the 15 rural villages =separntely, nllows one to
look in further detail at the asscciatinon between community
involvement, health service availahility and coverage, as
not all villages showed a uniformly high community
involvement, high coverage and ¢reater accessibility. When

villages were separated intc zroups of high, moderate, and

low immunization coverare, b = aated that high eammuni b
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involvement and availability of CHS predicted high
immunization coverage while low community involvement and
less access to CHS was a predictor of low immunization
coverage. However a number of exceptions to this general

rule proved informative.

In places with moderate to high immunization coverage,
usually both community health committees and CHWs were
active. However 9 out of the 10 villages which had
completed immunization coverage of greater than 30% of the
children under 2 years old had an active community health
committee. Greater than 30% coverage in the children uﬁaer
two years of age was used as high coverage because only
those older than nine months were eligible. (i.e. the
actual coverage would have been closer to 50 or 60 % if the
denominator or children between nine months and two years
had been used or alternately if completion for age had been
considered.) The one village without an active community
health committee had an active CHA and regular outreach
from the nearest health unit. Three of the ten had
inactive CHAs, which it seemed had been compensated for by
active health committees and good outreach from a health
unit (2 villages) or proximity to health unit ( 1 village).
Of the five villages with low coverage (i.e complete

"

immunization coverage of children under vears old was

less than than 30%), three Ia? no communits henlth
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committee inactive CHAs. Tuc of the five with poor
coverage proved to be exceptions as they had active health
committees and active CHAs and ¢ood community involvement
but still had low coverage. Tn looking for explanations,
it was noted that one had a poor road more than 10-15 kms
from a conventional health unit, the other had active
outreach service but people refused to bring their children
as a result of past experiences with injection abscesses

after vaccination in the villave,

Distance alone was not always assncinted‘with poor
immunization coverage, as tuwo of villages with high
immunization coverage were 10-15 kms from a conventional
health unit and only two of the 5 with low immunization
coverage were 10-15 kms. The most important fact appeared
to be whether the nearest health unit had an active
outreach service. Indeed, immunization service is one of
the health services that seems to have an absolute
requirement for integration with conventional henlth

services.

Although community involvement and active CHWs may be
important for utilizing available health service, they are
of little assistance if the trained health workers do not
make themselves available or/coordinate such services and
resources which are concentrated in conventional henlth

units. Factors such as pco o reads and distance maw also
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influence outreach activity from conventional health units.
Although this was not studied in detail in this study, many
such factors can be overcome when health workers are
motivated. For instance bicvcles were used where there was
no car and high rates were nchiecved in villages 10-15 kms
from health units on bad roads when health workers were
highly motivated even if transport was not easily

accessible.

Experience from the Philipp*wﬁm showed that immunization
service coverage rose from 11% to 9RY% in‘ohildrpn under twn
vears after initiation of cawminity involvement in health
service (40,41). In our cross-sectinnal study, such
temporal trends could not be measured, but it was found
that participation of individual families was associated
with high immunization coverage. i.e the majority of the
childreq immunized were from families involved in provision
of immunization session with few of those immunized coming

from non-participating families,

Interestingly, more than half of the surveyed families in
the rural area were satisfied by the service rendered by
CHAs, with more than one quarter of those dissatisfied
stating that the need was for more CHAs and one half of
those dissatisfied requesting that CHAs be trained to be

more knowledgeable on locnl - lth needs=s.

In urban arcas, the CHA=Z wer s bz Vo the commoni by ng



communities were not inval.:. !t in decisions about their
recruitment and support. (ilis were considererd to he
clerical, municipal employre=, The majority of the
community members consider b 'th carvice prevision to he
in the hande of government ti i h reflect fajilure of PHC
management and a need for further cducation of the

community and even perhaps reorganization of CHS.
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CONCLUSION,

Community involvement in CHS is higher in rural communities
particularly in the planning and decision making process.
Urban communities were overall less involved in CHS activities
such as in recruitment and support of CHWs, establishment

of health posts, and immunization activities with the
exception of a high level of involvement in implementation

of environmental health activities.

High community involvement in health service was related
to a high level of functioning of CHS as evidenced by
active community health committees, active CHWs and
establishment of health posts in rural areas. High
community involvement was also associated with achievement
of a high level of immunization coverage in a community. A
strong correlation was noted at the personal level with
vaccination coverage of children under two years of age,
highest in those families who had been involved in planning
and decision-making of immunization sessions. However
while functional community health services were associated
with high community involvement, they were not alone
sufficient to ensure high immunization coverage. Factors
that were equally important vere the level of active
immunization out-reach servicc {rap conventional health

units without which even Lizh comannity inralvement could
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not achieve good immunisatlian erveradge, Th}q vas not
dependent on distance fircan the conventional health unit or
condition of road, since L' immunization coverage was
achieved in some areas 17-15 kms from a conventional health
unit and low coverage oo urvred in villages closest to a
health unit. It appears to deopend more on redularity of
out-reach service and factors affecting it such as

motivation of the health «orhkors.

High immunization coverage in urban areas, despite a lack
of community involvement nnd active community health
services was achieved throtuch the activities of EPI
coordinators and repeatcd immunization ecampaigns despite a
lack of sufficient community involvement and without
functioning CHS, indicating that CHS and community
involvement were not as important in achieving the high

coverage in urban as in rural.

This dependence on conventional health workers and their

outreach services for full realisation of community

involvement inputs may be more marked fer a service such as
immunization. It is of !the utmost importance ‘that
expectations of potential serviece coverage creanted by
mobilizing and empowering commurities and volunteer health
workers are met with an ac!ive r oponse hy econventional

health services and henl*! + phe =z
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In both urban and rural i+ !pict=, it was noted that the
proximity of conventional L. nlth units appears to suppress
the activity of CHWs and that such proximity has negatively
influenced the establishment of health posts. This was

seen in both in rural villages less than 5 kms from a
health unit and in the urban kebelrs, all of which lie

within 5 kms of a conventional health unit.

RECOMMENDATTONS

1. Encourage communities and make them aware through
existing mass organizations of the importance of
involving themselves in the planning, decision-making
and implementation of CHS activities, as a means to

accelerate health service coverage.

2. Strengthen community health committees by involving the
community more, recognizing them as a CHS coordinators
in the kebeles and assisting them in sustaining CHW

activity and high service coverage.

3. Upgrade rural CHWs regularly to permit them to cope

with local health need:=.

4., Continue to establish health posts in villages
greater than 5 kms radius from conventional health

units and link them up with those units.

5. Evaluate further how (HS ~an Y=t bhe irovided to those
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people living within 5 km vicinity of a health unit,

particularly those in the urban area.

6. Organize the health service system such that it
encourages community involvement in CHS, supports CHW
activity and assists regular community health
activities through regular, dependable outreach

service.

7. Promote self-reliance of communities in providing
their own CHS, by encouraging and supporting community-

initiated activity through government and NGO channels.

8. Further study is recommended to investigate the
role of community involvement in CHS and its

relationship to activity within the CHS.



CHAPTER VI
ANNEXI'S

ANNEX T - GLOSSARY

l. Basic health service- convists of a net-uvork of

institutions run by the government uvhich provide ecertain
indispensable medical care and preventive services o
individuals without inveolving *he communits in the

provision of the service.

2. Community- a group of praple living in the =ame
tLommunilty P I I
geographic area with some degree nf common interecsts and

interactions.

3. Community development - i« the pracess hy which the
efforts of the people themseclves are united with those of
government authorities to improve the recnomis, =ocinl and
cultural conditions of communities to intedgrate theae
communities in to the life of the nation, and to cnahle

them to contribute fully to national progress (U

Department of Economic and Socinal Affaire, 1971

4., HealthSsystem- is a comple: of interrelated olements
that contribute to health in homes, ~du-ationn!
institutions, work places, puhliec places, and ~emmmities,
as well as in the phj&'gi(“nl and payohalaogiecal envirovnent
and the health and related seetors. In Fthiopia the health

serviece organirzed inowie



1. Community (Kebele) health service
2. Health Stations

3. Health Center

4. Medium or rural hospital

5. Regional hospital

6. Central referal/teaching/hospital

5. Health Development - is the process of continuous

progressive improvement of the health status of a

population.
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BACKGROUND INFORMATION ON STUDY DISTRICTS

—————

—————— . ————————— i ——————————— — ——— =

CHEBO AND GURAGE DISTRICT TN UISTESI SHOA

Ceography and administration

Chebo and Gurage district is selected randomly from 11 districts
of Shoa administrative region. It is located in southwestern part

of the region: Ghion 120 kms. from Addis Ababa is the capital town

of the district. The boundar!:s are:

North = Menagesha Awraja/district
West = Jibat and Mecha Auvraja
East = Hykoch and Butajera Awraja
South = Kambat and Hadiya Awraja

South-west = Kaffa Region

The district is divided into 13 Woredas/sub-districts and into .
three zones by altitude. The southern part are lowlands (Kola)

Most of the residents are Curages with some re-settlers from Wollo
and Kambata. The middle part of the diétrict has a temperate climate
(Woynadega) and residents are Oromos and Curages. In the northern

are highlandets. (Dega) and are mostly Oromos.

The district is fertile with few ewceptional areas, streams,

springs, and rivers are scattered all over the district.

The villagization programme hos been successfully imnlemented

in most of sub-districts with cxception of the Guregian's sub-districts

(Cheha, Enmaur ....) the otlavs Toche. “elisn, Goro, ..... are villagired

and organized into co-gcporatlce puadnears,
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Populations
The total district population was 1,205,714 according to 1979 E.C.

district administrator rcports.

Education

There are 251 schools of which 4 are secondary, 32 are junior secondary

schools and 215 are elementary rcchnnls, T 17the round literacy

campaign was held. Literacy rato has not yet been officially released.

Communications

In major sub-district towns there are telecommunication and postal service
and all weather roads from Addis Abzba passes through Tullu Bolo, Woliso
Wolkeyte, Endiber and Hosana. Others have dry weathgr roads. Electric
light service 1s 24 hours in Woliso and YWolkeyte and others use small

generators for electricity for limited hours during the evenings.

Health Service

There are 23 clinics, with at least two or more health assistants and
one Health Center at Ghion which coordinates the health activities of
the district and staffed by 7 nurses, 2 sanitarians and others (43 in
number). There is one non-government ornranization hospital, Attat in

Cheha subdistrict and cne health center with opthalmolopical unit in

Goro, at Welkeyte.
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Community Health Services

In the district development committee, tlie health coordinator is includ-

ed in social and economic sub-committee and also in villiagization co-

ordinating committee.

According to the Chion healti center reports, since 1972 E.C. the
following community health werkers were trained in each subdistricts.

There were 76 community health scrvice units in the district.

Table 9. Distribution of CHWs and health posts by sub-districts, in
Chebo-Gurage, 1987.

No. Sub-district Trained CliWs Health posts
Cllas 1. TbhAs establishment
1. | Woliso 12 ? 3
2. | Bacho 12 ? 6
3. | Tole 10 9 8
4, Illu 12 ? 2
5. | Wonich 10 9 6
6. | Goro 15 ? 9
i Ameya 22 ? 21
8. Dewo 12 ? 6
9. | Checha 15 13 15
10. Eze and Wellela 6 1 _
11. Enmour | B 1 _
12, Cumer ) R _ _
13. | Foler

i

Total d : ' |
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The number of farmers asa~ci~%{en in the selected three subdistricts

were 126,
Woliso = 53
Bacho = 44
Checha = 40

Some of the Farmers fssociations (71 1z 1) have Trained TBAs, CHAs
and health posts. lie major morbility ond mortality statistics of the
ATTAT hospital showed communicalile diceases. Infant mortality and others

health status indicators are un'nro'm.

Ketena 5 in the City of Addis Ababha

Geography and Administration

Ketena 5 is one of tho five ketenas (districts) of Addis Ababa located
in the Northwestern part of the city on the most highland part about
3000 meters above sea level. Boundaries of the ketena are:

East = ketenn 4

North = Entoto/TFarners Association

Southwest = ketena 1
Area of the ketena is about 30 square kilometers. Ketena 5 is divided

inta. 5 kefitygnas (sub-districts), namely kefitygna 1, 7, 8, 9 and 10 and

57 Urban Dwellers Associations.

Socio—~economic features of the ketena 5

Ketena 5 has a population of 255,527 accordipg to the ketena 5 health

service coordination census o " 17000 b ees were A6 schools of which

4 are high schools and 4 Li~ " ~¢~von, "7 litersey yote for the ketena

was 907,
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The health services of the ketena are theoretically organlzed
from grass-root level - community health service (57 in number) to
the national referal hospital. There are two referal hospitals (St.
Paul's and Ras Desta), no health center, but there are 3 Ministry of
ﬁealth clinics (Tuberculosis training and demonstration center, Culele
and Gefersa MCH/FP clinics), aad ¢lso there are 2 NGOs, 2 city councils,
13 others government sector and 2 private clinics in the ketena. There

are 8 drug vendors shops.

There are no functional Loalth posts in the ketena. The health man
powers analysis showed there 339 (13300 population ratio) health profes-

sional, 57 CHAs, 24 trained TBAs and more than 200 health animateurs.

The environmental sanitation facilities proper excreta disposal system
(lateine) ‘provide-.vaccess to 70Z of the ketena's family. Public
latrine are 3 in kefitygna 1, others one each except kefltyyna 8. Water
supply are piped to 927% of the families the rest utilize river, well,
and ~streams which are most'; In kefitygna 8 and 10. Only
517 of the family use municipal facility for solid waste disposal. The
rest of the families dispose refuse in to rivers,open fieldsand some in

dug hole for another purposes.

The major morbidity and mortality .pattern of the ketena showed com-
municable diseases. The infant mortality rate was low (37. per 1000 live-
birth) when compared to t'a'. ol n~tisp1 Fire (144 per 1000),

More information is ovail. ! !

A

- loerenn o, din the 1987 health profile
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ANNEX 11T - INSTRUCTION FOR INTERVIEWEERS & QUESTTIONNAIRES
Instructicn for Intervieweers

You are requested to participnte actively in the
process of training and exercise (mock) on methods of
interviewing and also askinz question on any doubt
concerning the clarity of the method of interviewing.
Every interviewer must take part in pre-testing and
simultaneously testing his methods »f interviewing and the
questionnaires.

Pre-Survey Activities
Using part I questionnaires the interviecwers and
supervisor must visit the concerned Kebeles of the urban
and rural districts to collect the haseline information on
community health and also make pare-test on population

adjacent to the study area.

Random sampling method was used to select the study
Kebeles and population from the selected sub-districts of
the two districts. This was done uvith the ficld «upervisor
(sanitarians) and the studentsa. The supervisor interviewed
the leaders by using the part I questionnaires and the
others interviewed the heads of households according to the
selected house number using part 1T of the questionnaires.

Reference period: questionnaires on provision of CHS

activities referred to o v oand Por o serviee ntilization

referred to two weeks pric: t o the =urvey.
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Introducing yourself-to the respondents
Approach the respondents politely and explain the aim nf
interview by using the follouing format ( if vou are asked
for official paper show them!.
" T came here to ask wyou about information on vour level of
involvement in community (Kebele) health service
activities, whose aim is to improve the service for vou and
other members of your community. Therefore, vour

collaboration in giving the right information is helpful.”

Respondents:

Interview only the selected heads of househalds if not
present, give appointment date for the next visit.

Filling questionnaires

All questionnaires must be asked and filled out in the
space provided. Mark 'x’ in the appropriate boxes.
Address, demographic, and other socio-economic data of the

respondents must be written clearly.
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ANNEX TT1T1: QUESTIONNATRE Part 1
Baseline information on community hralth service activities

in each kebele.

1. Address 1.1. Urban 1.2. Rural
Kebele/UDA ___ _Kebele P/A
Kefitygna Wereda
Ketena ________Awraja
__Region L Kifle-llager

2. Level of activity of health committec
. Active __ Inartive
A Health Committee is declared active if it carries out
three of the five activities mentioned Hnlnw.
1. Scheduled and held meeting in past month.
2. Organized community health service activities,
such as cleaning campaign, spring protections,

immunization, ete. in last month.

3. Reported monthly Community Health Service
activities to sub-district health committee,

4, Organized payment for Community Health Workers
services in kind or cash.

5. Ensured community participation in Community Health
Service activities.

3. Level of activities of community health workers.

Level of Activity

CHWs Active Inactive
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A CHA is declared active if he/she performs any two of the
following activities
1. Assists with immuni~-ation programmes, trenting
minor ailments, providing ORS, etco,
2. Acts as secretary to tancotional health committee,

3. Reports on community health services activities
monthly to kebele and supervising health units.

A TBA is declared active if <he performs any two of the

following activities

1. Delivered a baby with in last month at home.

2. Reported monthlx on delivery activities tao Women's
Association and supcrvising health units,

S Was a member of health committee and attended
meeting in past month,

4, Number of health posts estnhlished

B Distance of conventianal health unit from the Lkohele
CHS unit:

less than 5 kms.
5 - 10 kmé.
10 - 15 kms.
16 - 20 kms.

Above 20 kms.
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RQuestionn‘re Part T1

RQuestionnaire prepared for thn«

study on community

involvement in community health service. Questions to be
answered by head of household.

Name of the Interviewer
Ls Name of the interviewee
2. Sex

3. Age

4. Immunization target group

Number of pregnant women
Number of under two vear

5. Educational level:

6. Address
Urban House Number _
Kebele =
Kefitygnn
Ketena

Kifle-Hager

T Marital status:

8. Ethnic group: ) T

g. Occupational status:

0,

!
2
&

2
|
o

Rurnl House Number

Date

oof the family

hildren

I1literate
« Literate

Grade 1-6
. Lrade 7-8
. Grade 9-12
tirade 12

- I\ohrlc; I —
Weredn
Avrajn

hifle-Hnger

1. Fver married
2 . Never married

'romon

timrege

\mara

Flare

wthore (mention)

1. Farmer
s Merchant

: Governmental ~rmplovee
g Private ermployvee
Unemploved



|
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10. TFamily’s average monthly income in birr

Urban Rura |
lI. less than 50 » 1. No ox
2. 50 - 99 e 2. Dne ox
3. -100 -199 3. 2 oxen
4, 200 -299 4., 3 oxen
5. 3000 -and ahove 5. 4 or more oxen

Questionnaires on health development activities. (Community
Health Service infrastructure).

11. Do you have a health po=t” (Kehele-Clinic)
0. No . 1. Yes

L2 s If question number 11 is no, Why ?
1. Not informed to consiruct
2., Other health units are preferred

3. Others _ {mention)
13. Are there community health wvorkers(CHA & TBA) in kebele?
CHA Yes __No :
TBA ____Yes __ _No

14. Who do wou think shonld pnav in ecash or in kind to THWs?
1. Clients on service
2., Community

3. Government

4. Free (volunteor)
5. Others (mention) T

15. Did you or your family received any service from CHA

within last two weeks?

0. No 1. Yes If ves mention:®

16. Do you think the services rendered by FHAR.in

satisfactory? 0. No© 1. Ves
17. If question number 1£ ie neo, why ?
o 1. Shortage of manpower
s 2. Non-funectional (HW
. 3. No techniecal know-hou
4, Others = Amention)

19. What was your involvement ‘in the vaccinati-n procram?

A. None
| .Not requested 2.Bevond our ability
_3.Not considered i1mpi rrant 1. .t0there o

Bi Yes, if ges Fo e



1. Planning
a. Identified the nrecdd of vacecination service and
discussed with communilty,

b. Participated in meetineg held, to notifx the
implementation of vaccination programmes,

2. Decision-making
a. Participated in deciding time and place of

vaccination programme.
[

b. Consented, on decisions reached by leaders
3. Implementation/support the programme
a, Agitation/take children (pregnant woman) to

vaccination site.
b. Supporting the ardanizing CHWs.
c. Organizing or tuilding a shelter for

vaccination outreach site.

20. Was there a member of the family vaccinated?
Yes No

If yes, show immunization card, and rheck for BCG scar,
and cross mark the vaccines received from the card.

Antigen No.of vaccinated Number
BCG DPT 1 T 1.
OPV 1 2 T 2
2 3
3 Measles



18. To what extent (level) was your involvement in the following area of CHS activities.

Activities

2.Trained TcA

I

!

A. None E
l. Not requested [::] f

2. Beyond our ability {

3. Not considered important %

4. Others ;

B. Yes; 1if yes to what level ....... Fy i
. |

1. Planning ] '

a. Identifying the need of the service and
discussed with community on recruitment

b. Participated in meeting held, to notify the
recruitment

2. Decision making
a. Participated in deciding the criteria for the
recruitment I ]
b. Consented, on decision reached by the leaders
3. Implementation-Support during Training and on job

in kind

in-cash -

labour work/Farming/
Skilled work

N oo




Part II

——————— To what extent ( level) was your involvement in the following area of CHS activities
- =g
(3)Health| {(4)Latrine. |(5)Solid waste. '6) Water
Type of community involvement Post disposal supply

A. None
1. Not reguested — —_—
2. Beyond our ability ‘ ‘ i l
3. Not considered important : el i
4. Others
E. Yes if yes to what extent ?
1. Planning — —_— R — —
a. identifying the need of the activ-— ’ ' ‘ 1
ity, & discussed with community e —_—
on strategy of implementation
b. consented, on decisions reached
by leaders =
2. Decision making
a. Participated in deciding time. —_— e
place and strategy of implementing \
the activity —_— —
b. Consented, on decisions reached
by leaders -
3. Implementation/Construction work by

a. Material supply
b. Contribution monevy
c. labor work

d. skilled work

_
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