




However, it was not clear if CDHWs and CDHSs

when involved in other health and development activities

could continue distributing ivermectin effectively and

efficiently; whether increased responsibilities would

result in a higher drop-out rate; and whether they would

demand monetary incentives as a condition for services
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Results

Responses from 647 CDHWs

Most [608 (94%)] of the CDHWs in randomly selected

communities distributed ivermectin during 2002; 481

(74.3%) did so within a distance of 1 km, and 632 (97.7%)

had been trained. Of those who distributed ivermectin

559 (86.4%) were married and 299 (46.1%) were females.

Individual community members within their zones had

selected 544 (84.1%) of the CDHWs. Of those who had

been selected at the community centre, 602 (93.1%) were

selected from within a distance of 1 km; 642 (99.2%) lived

within the zones where they distributed ivermectin, and

447 (69.1%) had been distributing ivermectin for at least

2 years. Of those who distributed ivermectin, 402 (62.1%)

completed their tasks within 1 week, 475 (73.4%) had

treated their close relatives, 642 (99.1%) had been

supervised by CDHSs during distribution, and 429 (67.5%)

were also involved in other health and development

activities. These included water and sanitation; commu-

nity-based health care activities; immunization; family

planning; HIV/AIDS control; traditional birth attendants;

tuberculosis control; and malaria fever control (Figure 2).

Of the 429 CDHWs involved in other health and

development activities, 256 (59.7%) had undertaken

more than two activities. A total of 380 (88.6%) of the

CDHWs had given health education to their community

members before treatment and 407 (95%) said that they

would continue distributing ivermectin in the following

years. The reasons given for not continuing to work as

CDHWs were mainly getting married outside their zones

and inability to predict the future, as they could be sick or



of the treatment centre respectively. Of the community

members 58.6% (638/1089) took part in the decision on

the location of the treatment centre; 55.8% (608/1089)

selected CDHWs; 55.8% (608/1089) were involved in

mobilization and treatment activities; 68.6% (746/1088)

attended health education sessions; 93.6% (942/1006)

were satisfied with the treatment services provided; and

99.3% (1080/1088) were willing to receive ivermectin the

following year. Although 41.5% (452/1089) claimed to

have supported their CDHWs in kind during CDTI

activities, <1% (11/1090) stated that they had contributed

monetary incentives (Table 1).

Involvement of CDHWs in other health or development

activities

Two-thirds [67.5% (429/636)] of the CDHWs were

involved in other health and development activities. A

significant number of them were likely to have been

selected from a community centre within a distance of

0.5 km from their home (P < 0.05); distributing ivermectin

for at least 2 years (P < 0.001); supervised by the CDHSs

(P < 0.05); and living and serving in the same community

(P < 0.05). Therefore, a significant number of CDHWs

who were involved in other health and development

activities had been selected by their kinsmen, and were

experienced to the extent that they had been serving their

communities for at least 2 years. These CDHWs were also

supervised by the CDHSs (Table 2).

Those CDHWs who were involved in at least two health

and development activities were likely to have been

selected by their community members (P < 0.001); dis-

tributed ivermectin during 2002 (P < 0.05); achieved a

desired UTG coverage of at least 90% (P < 0.05); taken

more than a week to distribute ivermectin and other drugs

when compared with those who were only involved in

CDTI activities (P < 0.001); and treated more persons who

were not their relatives (0.01 < P < 0.05).



resided in the communities they supervised; 75.9% had

been involved in CDTI activities for at least 2 years; almost

all had supervised the CDHWs, and 58.7% of them had

supervised at least three CDHWs per kinship zone; 77.6%

had supervised CDHWs at least twice during ivermectin

distribution; 90% were involved in updating registers; and

69.4% distributed ivermectin to their communities; 99.3%

of the CDHSs had health-educated their community

members before mass treatment with ivermectin; 90.9%

(789/868) of them said that they would continue serving

their communities during the following year; >70% (55/79)

who said they would not continue, stated that they were

not sure where they would be the following year. However,

they were happy with the activities in which they were

involved and would be glad to continue if they were still

within their communities the following year. Twenty-four

CDHSs described the work as difficult and complained that

they had not been compensated financially. Therefore, the

actual drop-out rate was about 2.8% (24/868). Interest-

ingly, this category was involved in CDTI activities outside

their community of residence. About 54% of (864) CDHSs

were also involved in water and sanitation; community-

based health care activities; immunization; family plan-

ning; HIV/AIDS control; traditional birth attendance;

tuberculosis control; and malaria fever control (Figure 2;

Table 3).

Table 2 Comparison of CDHWs who answered ‘Yes’ to involvement in at least two health and development activities

[n ¼ 256 (59.8%)] and those who answered ‘No’ [n ¼ 172 (40.2%)] during 2002

Factor

Was involved in at least two

activities

Was involved in only one

CDTI activity P-value for the
chi-square test

of associationYes (%) No (%) Total Yes (%) No (%) Total

1. Were you selected by individual

community members and leaders in

a general meeting at the zonal level?

229 (93.1) 17 (6.9) 246 131 (76.2) 41 (23.8) 172 <0.001

2. Were you selected from a community

centre within a distance of 0.5 km

of his/her home?

149 (65.6) 78 (34.4) 227 88 (64.7) 48 (35.3) 136 NS

3. Did you distribute ivermectin during 2002? 249 (97.3) 7 (2.7) 256 160 (93) 12 (7) 172 <0.05
4. Did you achieve a coverage of at least 90%? 141 (55.1) 115 (44.9) 256 77 (44.8) 95 (55.2) 172 <0.05

5. Did you complete treatment within a week? 133 (53.4) 116 (46.6) 249 117 (73.1) 43 (26.9) 160 <0.001

6. Were the majority of people treated relatives? 176 (70.7) 73 (29.3) 249 133 (83.1) 27 (16.9) 160 0.01 < P < 0.05

7. Does your CDHSs live within this community? 160 (62.5) 96 (37.5) 256 119 (69.2) 53 (30.8) 172 NS

Table 3 Comparison of responses of 864 CDHSs who were involved in other health and development activities and those who were

only involved in CDTI activities during 2002

Factor

Involved in other health or
development activities

[n ¼ 467 (54.1%)]

Involved in only CDTI

activities [n ¼ 397 (45.9%)] P-value for the
chi-square test

of associationYes (%) No (%) Total Yes (%) No (%) Total

1. Were you selected by community members? 297 (63.9) 168 (36.1) 465 298 (75) 99 (25) 397 <0.001

2. Do you reside in community you supervised? 405 (89.9) 61 (13.1) 466 366 (92.2) 31 (7.8) 397 NS

3. Have you been doing CDTI work for

at least 2 years?

301 (64.5) 166 (35.5) 467 165 (41.6) 232 (58.4) 397 <0.001

4. Did you health educate community

members on onchocerciaisis and its

control before treatment during 2002?



Those who were involved only in CDTI activities were

likely to have been selected by the community members

(P < 0.001) and provided with monetary incentives

(P < 0.05). The percentage of CDHSs involved only in

CDTI activities and who were given some incentives was

only 12.3%. On the contrary, those who were involved in

CDTI, as well as in other health and development activities,

were likely to have been doing CDTI work for at least

2 years (P < 0.001), have been bringing ivermectin to their

communities (P < 0.05) and continue doing CDTI work the

following year (P < 0.05). It was noted that, although at

least 91% claimed to have been supported by their

communities, most of the support was in form of a helping

hand or in kind support in accomplishing a number of tasks.

Discussion

A significant number of CDHWs who were involved in

other health and development activities had achieved at

least 90% treatment coverage of UTGwhen compared with

those that were involved only in CDTI activities. In a

similar study sponsored by UNICEF/UNDP/World Bank/

WHO-TDR, this was the case (Okeibunor et al. 2004).

However, the desired coverage was achieved over a period

of more than a week while a higher percentage of those

involved in CDTI activities only, achieved it within a week.

The communities tended to add on responsibilities to

CDHWs who had been involved in CDTI activities for at

least 2 years. This implies that experience may have been

the main criterion for adding on extra responsibilities to the

CDHWs by their community members. The study found

that adding on more responsibilities to CDHWs and

CDHSs enhanced their performance, did not increase the

low attrition rate of <2% (Katabarwa & Richards 2001),

and did not change the support they were getting from their

communities. The availability of trained CDHSs ensured an

adequate number of trained CDHWs in a community, their

supervision, and the community members received health

education conveniently within their kinship zones. The

services were equitably provided, which further enhanced

community members’ trust in the CDHWs and CDHSs.

This resulted in community members supporting and

recommending them for more responsibilities.

Role played by the local government-employed health

workers

The local government health workers at various levels

participated in facilitating communities to select their own

CDHSs, whom they later trained, mentored and super-

vised. It is from this category of community workers that

the missing link between the front-line health units and

communities was filled. However, the study showed that

some front-line health workers tended to deploy male

CDHWs to serve in other health activities outside their

own communities. This was the main reason why these

CDHWs took more than a week to achieve at least 90%

coverage of UTG in their communities.

More female than male CDHWs who were involved in

other health and development activities achieved at least

90% of their UTG within a week. They were likely to be

more reliable than male CDHWs as they tended to serve

only within their kinship/neighbourhood zones as per the

dictates of the existing social legal systems. For example,

most women are married into the kinships where they

reside and can only maintain their integrity and marriage

by staying within the bounds of their husbands’ and in-

laws’ ‘eyes’. Working outside their individual kinship/

neighbourhood zones could trigger off rumours that are

not easy to refute, especially when sexually related allega-

tions are involved. Once the women operate within their

kinship/neighbourhood zones, they enjoyed freedom to

criticize, and even to be assertive when things are done in a

way they dislike (Haviland 1997; Keesing & Strathern

1998). Working mainly within the confines of their

kinship/neighbourhood zones, women enjoyed more sup-

port and acceptance (Katabarwa et al.



and prevention. It encouraged identification of the existing

traditional structures, such as kinship, their roles and

responsibilities in disease control and prevention. Admin-

istrative and health care delivery systems trained and

health-educated community members that health care was a

partnership venture that the government or donor(s) alone

could not sustain. Community members were informed of

what the government and the donor could do, and could




