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BACKGROUND: Insecticide-treated nets (ITNs) are regarded as one of the most
effective strategies to prevent malaria in Africa. ITNs in an area of intense malaria
transmission may be to reduce the overall mosquito population in addition to reducing
human-vector contact at the individual level .Widespread use of insecticide-treated nets

and other appropriate methods helps to limit human-mosquito contact.

OBJECTIVE: The aims of this study is to assess utilization of ITNs by HHs , under five
children, and pregnant women, the level of knowledge of the community about malaria
cause, transmission, prevention and ITNs use and usage, the status of ITNs and the

factors affecting its use among freely supplied households in Agaro town.

METHODS: The design of the evaluation was community based cross-sectional survey.
The techniques used were survey, document review, expert interview and focus group
discussions by employing semi-structured questionnaires and observational check-list in
the survey, semi-structured interview guide for expert interview, and focus group
discussion guideline and document review guide for FGDs and document review. The
tools prepared for the survey were pre-tested questionnaires, the sample units were
selected by simple random sampling technique and the sample size in each kebeles was
assigned according to their population proportion to size. The sampling technique for all
qualitative data was purposive. Data collectors were five nurses and two supervisors (one
sanitarian and one health officer) training for three days for data collectors and one day
for supervisors was given and pre- test was done at Jimma town. The study period was
January 10-24, 2011.

RESULT: The total study participants were 424 households of which 411(97.0%) were
females and 13(3.0%) were males of the headship of the respondants 386(91.0%) were
males and 38(9.0%) was females. Regarding the ownership of the house 331(78.0%)
were government houses and 93(22.0%) were private houses. The majority 251(59.0%)

of respondants were Oromo, 299(70.0%) were muslin, 381(90.0%) were married,
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332(78.0%) were literate, 316(75.0%) were housewife, and the mean age is 40.14 and the
mean family size is 4.74. Concerning the knowledge 400(94.0%) accept malaria is their
problem, 345(81.0%) mentioned mosquito bite is the main cause for malaria
transmission, 387(91.0%) agreed mosquito net can prevent malaria, 96.0% believes
malaria can be prevented, 418(99.0%) have heard about mosquito net. Regarding
mosquito net possession 269(63.4%) households possess any mosquito net the mean
mosquito net per household is 0.92 from the total respondent and 1.47 per households
from those households who possess mosquito net. From the 269 households who possess
any net 241(90.0%) households possess program ITNs. From the total study participants
a total of 389 ITNs was found of which 346(89%) were intact, 293(75.3%) were mounted
and according to this study utilization measurement it is found 83.68%.

CONCLUSION: The ITNs program was measured by the evaluation dimensions and
these dimensions was measured separately and found as follows the availability
dimension 76.1% judged as very good implementation, accessibility dimension 100%
judged as excellent implementation, and acceptability dimension 75.0% judged as very
good implementation totally the implementation of Agaro ITNs program is found 83.9%
which is judged as very good implementation level. Even though the implementation
level is very good gaps were identified and most of the gaps are observed in the
availability and acceptability dimensions. In the availability dimension the problems
observed are shortage of mosquito net, knowledge gap, ITNs distribution, follow-up
(home visit for checking the proper utilization of ITN by HHs), coordination, recording
and documentation, lack of on time and enough distribution mosquito nets. In the
acceptability dimension the problems observed are information gap, lack of proper and
regular awareness creation, and leakage of ITNs. The result of this study calls to do
more on intensive ITNs availability, continuous follow up (check-up) for ITNs proper

utilization, and targeted and continuous awareness creation activity to be done.
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CHAPTER ONE: INTRODUCTION
1. BACKGROUND

1.1 Magnitude of the problem
1.1.1 Global Situation of Malaria
According to WHO (2009) G.C there were an estimated 250 million malaria cases and
nearly a million deaths (863,000), mostly of children under 5 years of age. One hundred
nine countries were endemic for malaria in 2008 G.C, 45 of which within WHO African
region. About half the world’s population (3.3 billion) live in areas that have some risk
of malaria transmission and one fifth (1.2 billion) live in areas with a high risk of malaria
(more than 1 reported case per 1000 population per year. The largest populations at any
risk of malaria are found in the WHO South-East Asia and Western Pacific regions.
Africa has the largest number of people living in areas with a high risk of malaria,
followed by the South-East Asia Region %34 °!
1.1.2 Malaria Situation in Ethiopia
Almost 68% about 52 million people in Ethiopia live in malarious areas covering almost
75% of the land mass. Transmission is seasonal and predominantly unstable. The major
transmission of malaria follows the June — September rains and occurs in the period from
September - December while the minor transmission season occurs in April — May
following the February — March rains. The bimodal malaria transmission pattern is
limited to areas that receive the small “Belg” rains and are mainly located in the eastern
part of the country, while the major malaria transmission occurs in all area at risk of
malaria. 23431

Malaria is the top leading causes of morbidity and mortality in Ethiopia. In 2009 G.C it
has been reported as the first cause of morbidity and mortality accounting for 48 % out-
patient consultations (OPD), 20.4% hospital admissions and 27.0% deaths. & 234 5]
1.1.3 Malaria situation in Oromia Region
Malaria is one of the health problems ranking the top list of the ten top diseases. 3/4 of
the land masses and over 90% of the districts are malarious. Moreover over 18 million of
the total population is living in malarious areas. All zones of Oromiya region are affected
by malaria and have indigenous malaria transmission. Annually, about 1.5 million cases
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are reported from health services. Malaria accounts for 6% hospital admission, 5%
morbidity and 4% mortality. ©!

1.1.4 Malaria situation in Jimma zone

Jimma Zone is one of the zones in Oromiya regional state and is located 366km away from the
capital city Addis Ababa. It has a population of over 2,792,791 of these 1,374,316 are males
and 1,358,475 are females. The zone covers 15568.58 km?® areas and the population
density/km? area is 175.5. There are18 districts and 535kebeles, of these 16 districts and 329
kebeles are known to be malarious. Sixty percent (about 1.7 million people) in Jimma zone live
in malaria risk areas. In 2009 G.C alone 132, 998 malaria case were clinically treated. Malaria
is the 3 lists from the ten top diseases. "

1.1.5 Malaria situation in Agaro town

Agaro town is one of the districts in Jimma zone and is located 48km away from the Jimma

town. It has a total population of 28,162 and of this 14,340 are males and 13,822 are females.

The zone covers an area of 8.19 km?and the population density is 3440.6 people/km?.There are

5 kebeles in the town and out of these kebeles 4 of them are known to be malarious and the

population of these kebeles is 21,828 (79%). Malaria is the 3™ among the ten top diseases. !
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Figurel: Represents malaria cases seen in Agaro town by the year 2010 and 2011 in the
same months from August up to January
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1.2NATIONAL PROGRAM STRATAGIES AND OBJECTIVES

1.2.1 Program strategies
A) Diagnosis and treatment of malaria, including preventive treatment

B) Malaria prevention through vector control [ITN , IRS (Indoor residual spray)]
C) Malaria epidemics prediction, early detection and containment
D) Prevention of malaria during pregnancy! !

1.2.2 Program Objectives
e To reduce malaria cases and deaths by
50% between the years 2000 — 2010 G.C
75% between the years 2010 — 2015 G.C

1.3 HISTORY OF ITNs INTERVENTION PROGRAM

In Ethiopia, distribution of ITNs through the health care delivery system was first
introduced in returnee and resettlement sites in the Western part of the Tigray Region, in
1997. The program supported with assistance from World Health Organization (WHO)
and the Italian Co-operation, distributed ITNs to beneficiaries through a cost recovery
scheme where ITNs were sold at a subsidized price of Birr 40 paid in four installments.
In 1997-1998, ITNs were also distributed in Oromya, Amhara and SNNPR regional
states with the support of WHO and Italian Co-operation. It can be assumed that most of
these nets have completed their useful life and no longer form part of the “standing
crop” of ITNs in Ethiopia. Following these small scale ITNs distributions, in 2000- 2003
UNICEF donated ITNs. Significant experience has been gained through this program.
ITNs are currently being distributed free of charge in all regions in highly endemic
malaria areas. A total of 20 million ITNs are required to achieve the target of 100% HH
coverage among vulnerable groups in target areas. In order to solve the affordability and
access problem of ITNs in the communities, since 2004, fund from Global Fund for
HIV/AIDS Tuberculosis and Malaria (GFATM) have already secured and used to
distribute 20 million nets free of charge to all Households living in malarious areas by
3



giving priority for pregnant women and children. It has been agreed that free ITNs will
be targeted at prioritized vulnerable malarious areas and during emergency situations. In

accordance to the Abuja declarations, the country has done removal of taxes.

USE OF MOSQUITO NET

A mosquito net offers protection against mosquitoes, flies, and other insects, and thus

against diseases such as malaria, dengue fever, yellow fever, and various forms of

encephalitis, including the West Nile virus, if used properly and especially if treated

with an insecticide, which can double effectiveness. The fine, see-through, mesh
construction stops many insects from biting and disturbing the person using the net.
The mesh is fine enough to exclude these insects, but it does not completely impede the

flow of air M.

1.4 DESCRIPTION OF ITNs INTERVENTION

The most effective way to prevent malaria is through the selective and safe use of
measures that reduce contacts between mosquitoes and human beings. There are two
primary options for reducing the risk of malaria transmission: Indoor Residual Spraying
(IRS) and Insecticide Treated Nets (ITNs). The choice of which intervention to use
should be driven by local conditions and needs. Bed nets treated with an appropriate
insecticide ITNs, or manufactured with a wash-resistant insecticide preparation (long-
lasting insecticide-treated nets; LLITNs have been shown to be highly effective in
reducing malaria transmission. In addition, the netting acts as an additional protective
barrier. ITNs in an area of intense malaria transmission may be to reduce the overall
mosquito population in addition to reducing human-vector contact at the individual level
.Widespread use of insecticide-treated nets (ITNs) and other appropriate methods helps to
limit human-mosquito contact. In areas of SSA with high levels of malaria transmission,
regular use of an insecticide-treated bed net can reduce mortality in children less than 5
years of age by as much as 30% and has a significant impact on anemia, reduced low
birth weight by 23%, reduce miscarriage/still births by 33% in the first few pregnancies,

and increased birth weight by 55% ™. Similar or greater benefits have been achieved for
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pregnant women. Consistently sleeping under ITNs has been shown to decrease severe
malaria by 45%, reduce premature births by 42% and reduce all-cause child mortality by
17% —63%. When coverage rates reach 80% or more in a community, even those
residents not sleeping under ITNs obtain a protective benefit. This “mass effect” or
“community effect,” as it is called,, suggests that a major result of the use of ITNs in an
area of intense malaria transmission may be to reduce the overall mosquito population in
addition to reducing human-vector contact at the individual level .This translates to the
prevention of almost 0.5 million deaths each year in SSA. ITNs also protect against the
development of anemia in both pregnant women and young children, the groups at
highest risk from malaria and malarial anemia. The recent development of long-lasting,
wash-resistant ITNs, which will remain effective for up to four years, will avoid the need
to re-treat nets with insecticide every six months, which has proved extremely difficult to
sustain. The underlying principle of the LLITNs strategy of Ethiopia is to reach 100%
coverage of target households in all malarious areas with at least 2 ITNs by the end of the
year 2008 and to improve correct utilization, with a special emphasis on pregnant women

and children under five.

1.5 INTERVENTION TO AVERT THE PROBLEM

1.5.1 Regional level (Oromiya)

Insecticide treated net distribution in Oromiya region has been started since 2005 G.C. The total
number of Insecticide treated net distributed in the region from 1991 to 2009 G.C. is 7,879,999.
According to the 2009 G.C. fiscal year report of the health bureau ITN coverage in the region
was 100%.2%.
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Figure2: Number of ITNs distributed in Oromiya region by the region health bureau,  Addis
Ababa, Ethiopia, December 2010

1.5.2 Zone level (Jimma)

Insecticide treated net distribution in Jimma zone has been started since 2005G.C. The total

number of Insecticide treated net distributed for the zone is 739,993 about (9.4%) of the region,

the Insecticide treated net distribution coverage of the zone is 100%. 1*%!

1.5.3 District level (Agaro)

JAgaro town was administratively under the previous district called Goma. Agaro as an
independent district was established in 2004 G.C. and because of this the exact figure of
Insecticide treated net distributed in the district in the past is not known. Insecticide
treated net distribution in the town has been started in 2005 G.C, since then the town
health office distributed a number of ITNs but the town health office in 2009 alone
distributed 830 ITNs.



1.6 PROGRAM DISCRIPTION

1.6.1 Program theory

Insecticide treated net distribution in Agaro town has been started in 2005 G.C to cover
all the households in the district. The amount of Insecticide treated net distributed by the
town health office in 2009G.C was 830.The expected target groups to be protected from
malaria in the district by using Insecticide treated net were <5 children's 4562, pregnant
women 1052. According to the district 2009G.C annual plan, ITNs distribution coverage
was 84% and the criteria used by the district for distribution were pregnant women,
lactating mothers, under five children's and family size .

Insecticide treated nets distribution system

To distribute ITNs they develop a very good system and they distribute into three ways,
The first system is they involve kebeles in the distribution system for this reason they
train ten (10) community health workers (CHWSs) two from each kebeles together with
Fayyaa Integrated Development Organization (FIDO) an NGO which works in the area
on awareness creation on ITNs program only. These trained CHWSs register Households
from their respective kebeles and submit the list of Households to Agaro town health
office with formal letter and the health office based on the request of each kebeles they
deliver the ITNs to the kebeles office and the CHWs they distribute to the Households
they already registered as per the criteria set by the town health office.

The second ITNs distribution system is they involve the health center, the health center
distribute ITNs in its ANC and FP and EPI units to reach the target groups. When PWs
comes to ANC service and when mothers bring their children to the health center for
vaccination the health workers who work in each units ask them if they have ITNs in
their home or not if they don’t have it they provide them the ITNs as a system the health
center also planned to distribute ITNs for the target groups at OPD and delivery room but
due to shortage of ITN s they didn't make it practical. The third distribution system is the
town health office themselves distribute ITNs for the people who came to their office to
get ITNs.
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Figure3: ITNs distribution system and actors participating in the distribution process
Agaro, Southwest Ethiopia December 2010
8



Awareness creation system

For awareness creation the health office designed a system to work with different
stakeholders such as schools, edirs, religious organizations (Muslim and orthodox),
kebeles and the NGO called FIDO (Fayyaa Integrated Development Organization) who
works in the area on ITNs awareness creation only, for this the health office in
collaboration with FIDO they train people for a week time on malaria about the cause,
transmission, and prevention of malaria and ITNs use and usage, basically those people
are trained to do two main tasks: the first task is to disseminate information about ITNs
distribution site where the people can get the ITNs for free, the second task is to teach
students at school by using the school clubs, edir members whenever they have meeting
and also whenever it is necessary, religious people to teach their followers at their
gathering days and ceremonies, and CHW's to teach the community. For this to be
practical the health office and FIDO (Fayyaa Integrated Development Organization) they
prepared tailored key messages and distribute it to the above mentioned bodies to use it
so that every people will have common understanding and knowledge on malaria cause,
transmission, prevention, and ITNs use. To strengthen the awareness creation FIDO
prepared and posted billboard in the town and at the main road side, distribute posters,
flipcharts, and fliers , form and organize school clubs and provide them electronic
materials like tape recorders and microphones. Even though they develop good awareness
creation system health education is given by FIDO and by school clubs at schools
otherwise the other actors health office, CHWS, edirs, religious organizations they do not

do their part in awareness creation.

1.6.2 OBJECTIVES OF AGARO TOWN HEALTH OFFICE ITNs PROGRAM

1, To increase Insecticide treated net distribution from 84% to 100% by the year 2010G.C

2. To increase Insecticide treated net utilization rate from 92% to 100% by the year
2010G.C



STAKEHOLDERS ASSESSEMENT AND ENGAGEMENT MATRIX

CHAPTER 2:

Tablel: Role and interest of stakeholders in the ITNs program evaluation, and the
level of importance and means of communication Agaro Southwest
Ethiopia, December 2010

Level of
. interest or importance
;Q\l'/ Stakeholders Role in the Role in the evaluation perspective on High, Mean_s Of.
program X ’ communication
evaluation Medium,
Low
e Data source
e Utilizing the result | They want the
Fayyaa e Forming evaluation to focus
Integrated Awareness evaluation on measuring the . Telephone
1 : ; High .
Development creation questions knowledge and And meeting
Organization e Defining success change in behavior
or failure of the | on ITN utilization
program
e Data source They want the
District e Utilizing the result evaluation_to focus Telephone,
2 | administration | Coordination | ® Definingsuccess | On Mmeasuring the Medium meeting and
office or failure of the | knowledge and - formal letter
program change in behavior
on ITN utilization
e Data source They want the
e Utilizing the result | evaluation to focus
e Forming on measuring the Telephone,
3 District health program evaluation knowle(_zlge and _ Hiah meeting and
office implementer questions change in behavior g formal letter
e Defining success | On ITN utilization
or failure of the | and why the people
program are not using ITNs
e Data source They want the
e Utilizing the result | evaluation to focus
. Forming ﬁ” melazuring (tjhe Telephone
program evaluation nowledge an : meeting and
4 | Healthcenter | lementer questions change in behavior High formal letter,
o Defining success or | ON ITN utilization
failure of the | @nd why the people
program are not using ITNs
organize, e Data source They want the Telephone,
T coordinate e Utilizing the result | evaluation to focus : meeting and
5 | Municipality |\ chelesand | o Forming evaluation | O measuring the Medium | formal letter
the questions knOWlEdge and




community e Defining success or | change in behavior
failure of the | on ITN utilization
program and why the people
are not using ITNs
e Data source They want the
organize, e utilizing the result | evaluation to Telenh
coordinate e Forming evaluation | identify the N i.p one(,j
Kebeles register HHs questions problem related Medium ]Enee 'rl‘? ?{'
and distribute e Defining success with ITNs program ormat fetter
ITNs or failure of the | and find the
program solution to
e Teach
studen
ts,
form
clubs
and They want the
dissem e Data source evaluation to
inate s identify the Telephone and
Schools inform * Utilizing the problem related Medium meeting
ation result with ITNs program
e condu and find the
ct solution to
enviro
nment
al
manag
ement
Teach They want the
their Dat evaluation to
Religious members * Lalasource identify the Telephone and
leaders and and e Utilizing the problem related Medium meeting
Idirs encourage result with ITNs program
to use and find the
ITNs solution to
They want the
_ Beneficiary of e Data source evall_Jation to show _ _
Community the program e Utilizing the their demar!d for Medium Meeting
result ITNs and find a

means to get it
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CHAPTER 3: OBJECTIVE OF THE EVALUATION

EVALUATION QUESTIONS

QL. Is the required resource for the program available, if not why?
Q2. Is the program reaching the target population, if not why?
Q3. What are the internal and external factors and facilitators that affect the ITNs

distribution and utilization rate? Why?

GENERAL OBJECTIVE:

To evaluate the degree of implementation of insecticide treated nets program in terms of

distribution and utilization in Agaro town, southwestern Ethiopia

SPECIFIC OBJECTIVES:
1. To determine the level of knowledge of the respondents about ITNs use & usage
2. To determine the practice of respondents ITNs utilization
3. To identify the availability of ITNs
4. To identify the accessibility of ITNs
5. To identify the acceptability of ITNs

12



CHAPTER 4: EVALUATION METHODOLOGY
4.1 FOCUS, APPROACH, AND PROCESS OF THE EVALUATION

Focus of the evaluation
The focus of this evaluation study is "Outcome Objective Oriented Evaluation”
Focusing more on the implementation and sustainability parts of the program processes

| V { v

Availability Accessibility The level of knowledge Acceptability
to measure (Distribution about risk reduction (to measure
system and points) ITNs Utilization)

Figure 4: Represents stage of the program and the focus of the evaluation study

Approach of the evaluation Agaro southwest Ethiopia, December 2010
The approach of this evaluation study is "Formative evaluation”. As the purpose is
program and organizational improvement. The evaluation focus is objective oriented and
it touch most part of process evaluation, the evaluation modes are description and
classification, and formative evaluation it is the best approach to give answers for the
evaluation objectives. Therefore, formative evaluation is considered to provide depth and
details about the program strength and weaknesses, aimed at improving the program
implementation and quality
Process of the evaluation
The process of the evaluation study was participatory; to successfully conduct the
evaluation and come up with good result involving all the stakeholders are mandatory
and very useful to avoid resistance of the evaluation findings by the stakeholders.
Therefore; the stakeholders were participated on planning stage during the evaluability
assessment time, on the implementation by protecting the data collectors and supervisors
security, by protecting the evaluation from individuals or groups who may try to interrupt
it , by setting judgment criteria to judge the implementation level of ITNs program,

during dissemination and in utilizing the evaluation findings.
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4.2 DESIGN OF THE EVALUATION

The design of this evaluation was Cross sectional survey. This study has been conducted
by using both qualitative and quantitative methods. Under quantitative method
community based cross sectional survey and observation was used respectively. Under
qualitative method Interview and FGDs, and document review was used.

4.3 STUDY AREA AND TARGET POPULATION

The study area was Agaro town. Agaro is found in Jimma zone southwestern, Ethiopia.
Agaro town is located 48km away from the Jimma town. The total population is 27,697
of these 13,572(49%) are males and 14,125(51%) are females. The town has 5 kebeles
and out of these 4(80%) of them are malarious kebeles and the population of these
kebeles is about 21,828(79%). There is only one health center in the district.

Study period

The study period was from January 10-24, 2011. G.C

Source population

The source population for this study was all the population of Agaro town

Study population

The study populations were all households in Agaro town.

Study units

The study units of this evaluation study were town health office, the health center, town
health extension workers and households in the five kebeles and are included in the study

and existing documents (registration books, report).

4.4 SAMPLE SIZE AND SAMPLING TECHNIQUE
The sample size for the survey was determined using single proportion formula with 5%
margin of error, and 95 % CI of certainty as indicated below
n=2Z>P (1-P)
d2
Where "P" is the prevalence of ITNs utilization and the value for "P" used was 50% to
get the maximum sample size, Z= 1.96 (95%) confidence interval, d= 0.05 margin of
error. Ten percent (10%) non-response rate was also considered for adjustment. The
14



calculated sample size of the study for the survey was 424 households and the study
participants were selected by simple random sampling technique, for document review
100%, of registration book and reports at the town health office (monthly, quarterly and
annual), health center, and kebeles and the selection was done purposively, for expert
interview the sample size was 14 experts and the selection is done purposively, for the
FGDs the participants number was 670f which 23 were males and 24 were females and a
total of 4 sessions of FGDs was conducted.

4.5 DATA COLLECTION TECHNIQUES

The types of data that were used are primary and secondary data. The study was carried
out by using both quantitative and qualitative methods. Under quantitative method data
was collected from Households by using a community based cross sectional survey to
identify the socio-demographic characteristics of the respondents and the views of
the respondent’s knowledge on malaria transmission, prevention, ITNs use and
usage, ITNs possession and practice and under qualitative method data was collected

from different sources by using document review, expert interview, and by using FGDs.

4.6 DEVELOPMENT OF TOOLS/ INSTRUMENTS

The instruments/ tools applied to collect data from different sources were pre-tested
close-ended questionnaires and structured observation check-list for the survey, semi-
structured interview guide for experts interview, and FGDs guide and document review

guide for FGDs and document review respectively.

4.7 DATA COLLECTION PROCEDURE

Pre-tested questionnaires were prepared and translated in to Oromifa and Amharic the

sample for these questionnaires is attached in the appendix part, health professionals from

Jimma town who speak and read the local language are recruited for data collection and

supervisory role, and trained them for four days about how to administer the

questionnaire and how to supervise, about the ethical issues they should know in order to
15



respect the study participants' interest. Pre-test was done at Jimma town to check the
questionnaires developed and the data collection process and this pre-testing was done on
42 households (10%) of the sample size. On the survey data was collected from

housewives and husbands only priority was given to housewives

4.8 DATA QUALITY CONTROL

Pre-tested tools were developed from published studies conducted at local and abroad
before, trained human resources was recruited the human resources recruited and
participated in this study were nurses as data collectors who are diploma holders five in
number and one health officer and one environmental health professional (sanitarian) as
supervisors both are first degree holders, the principal investigator, one statistician
(degree holder), and one secretary diploma holder in secretary science,
training is given for data collector and supervisor for four days, pre-test is done at Jimma
town on 42 households (10%) of the sample size, study units selection and house marking
is done by the principal investigator keeping the exact sampling interval to avoid the data
collectors from collecting information from other households without keeping the
sampling interval here the supervisors and the principal investigator also daily checked
randomly five households each by asking them whether they are interviewed or not by
doing this no room was left for the data collectors to make error, routine follow up
(supervision) is done on data collectors and supervisors , meeting is done with data
collectors and supervisors daily after 12:30 and discus with them about their daily work
progress and any expected or unexpected problems they faced, 5% of the respondents
was randomly selected after the data collection is over and uninformed and sudden home
visit was done by the principal investigator to re-interviewed them and observe their
households ITNs utilization and cross- check the result with the quality of questionnaires
filled by data collectors and all the questionnaires filled by data collectors was consistent

with the principal investigator and no mistake was found.
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4.9 DATA MANAGEMENT AND ANALYSIS

The collected data was carefully checked for their consistency and completeness by the
supervisors and rechecked by the principal investigator, then data entry, coding, and
clearing is accomplished using SPSS version 17 software by the principal investigator
and the analysis was done by using SPSS version 16 software packages to analyze
statistical inferences. Descriptive analysis (cross tabs and frequency), bivariate and
multiple logistic regression statistical models were used in order to infer associations and
predictions. The qualitative data were manually transcribed from audio tape records and
results were analyzed manually by summarizing the ideas according to the ideas obtained

from FGDs participants.
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4.10 CONCEPTUAL FRAME WORK

EVALUATION DIMENTIONS

TECHNICAL AVAILABLITY ACCESSABLITY ACCEPTABLITY
COMPONENTS
\4 N4 \ 4 v
INPUTS ACTIVITY
PREVENTION = ITNs L = ITNs = No of houses = ITNSs
Distribution > possessed ITNs Utilization
= HLMs = Distribution sites
Posters Average walking
PROMOTION Billboard N distance or time
= Electronic
Tape recorder
Megaphone = Health education p» ® No of
people(Household
s) attending HE
* Report format
EPIDIMIOLOGICA Registration books H» = Recordingand P ® No of report forms
L SURVILLANCE » Epidemic documenting Auvailable
Monitoring charts

STRATEGIC
COMPONENTS

l

e Prevention of
transmission

> o Decrease

morbidity and
mortality

e Increase
knowledge

| e Increase ITNs

utilization and
coverage

Figure 5: Represents conceptual frame work of ITNs program and the evaluation dimensions, Agaro Ethiopia December 2010
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4.11 MATRIX OF ANALYSIS AND JUDGMENT

4.11.1 Evaluation Dimensions and their definition in the evaluation study
Dimensions are specified and defined aspects of components of concepts specified for
measurement. Dimensions of concept are identified by the process of conceptualization
and they help us to understand a vague concept ™! In this evaluative study, Penchansky
and Thomas access dimensions is used these dimensions are Availability, Accessibility
and Acceptability and also the knowledge level

Availability: is the relationship of the volume and type of existing services (and
resources) to the clients volume and types of needs refers to the adequacy of the supply of
physicians, dentists and other providers of facilities; such as clinics and hospitals.(
Penchansky and Thomas,1981) [*%.

Accessibility: is the relationship between the location of supply and the location of
clients, taking account of clients transportation resources and travel time, distance and
cost.( Penchansky and Thomas,1981) ™°!,

Acceptability: The relationship of clients’ attitude about personal and practical
Characteristics of providers’ to the actual characteristics of existing providers, as well as
to provider’s attitudes about acceptable personal characteristics of clients (Penchansky
and Thomas 1981) [**!

4.11.2 Judgment criteria

The field of evaluation, particularly program evaluation, is fertile territory for the
investigation of values within social inquiry. One of the fundamental reasons for
undertaking program evaluation is to develop value judgments about it. Many procedures
are available for setting judgment standards, however little is known of the extent to
which different procedures yield consistent values. Because of the lack of knowledge in

this area, practitioners are often at a loss as to which procedure to select.

The choice of indicators establishes the criteria for assessing the value of a program
through evaluation. Criteria and standards are useful tools to assign values. But a serious
issue arises in the choice of specific criteria that can be indicators of real value in an
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evaluation. Both criteria and standards should not be seen as essential markers of value.
And there is no known method of measuring judgment data against an absolute scale.
Even, mathematical rubrics, however carefully devised, are not considered to be
judgments. Judgment represents the cognitive resolution of values by reasoning. It is
subjective, flexible, and sensitive to human affairs ..

To measure and judge the implementation level of the ITNs program, some standards are
prepared to use them as judgment criteria. The standards were prepared and agreement
was reached together with Stakeholders before the evaluation study conducted by
reviewing literatures, consultation with experts from the town health office and health
center, and using other programs experiences (best practices) especially their adjacent
Goma woreda health office. The matrix for judgment of the program implementation

used is shown below.
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Table 2: Matrix of judgment used for ITNs program implementation in Agaro, Ethiopia

December 2010
Dimension | weight | % Indicator Expected | Observed % Judgmgnt
value value criteria
Number of ITNs 15
Distributed
Number of HH with 15
ITNs
> 76 46 Number of ITNs 5
S distributors
> No of health education
=3 . 10
= sessions conducted
. Registration & record 10
forms
Guidelines 5 55 ) Illoot
No of training _ excetient
conducted 5 implementation
A=Sub Total 76
Z g z 30 23 Distribution site 15 75—84.9
(@] . .
=@ Distance to site 15 Very Good
B=Sub Total 30 implementation
Proportion of 50-74.9
Households who 10 Fair '
Er?z;:z\r/izs ITNs prevent implementation
Proportion of 0-499
Households who use the 15 Critical
§ ITNs properly implementation
3 Proportion of
=2 Households uses the 10
O- -
= 60 31 ITNs fo_r < 5 children
< Proportion of
Households uses the 10
ITNs for pregnant
women
Proportion of
Households mounted 15
ITNs
C=Sub Total 60

21




4.12 OPERATIONAL DEFINITION

Completeness of reporting: - is the proportion of reports expected that were received
divided by the number of reports expected during a period of time.

Quality information: An information collected and analyzed timely, accurately,
Completely and precisely

Timeliness: Number of reports received from reporting institutions according to schedule
during a given time period divided by the number of reports expected

ITNs:- Either a long-lasting net that does not require re-treatment or a pretreated net
obtained

Bed net:- Any insect nets used for sleeping either treated or untreated with insecticide
Households:- A domestic unit consisting of the numbers of a family who lives together
along with non relatives such as servants

Stakeholder:- People, groups or entities that have a role and interest in the aims and
implementation of malaria prevention and control program.

ITNs Utilization:- Perception of respondents that ITNs prevents from mosquito bite and
mounted the ITNs at sleeping area or on bed during the survey time and intact ITNs
ITNs distribution Coverage:- the total N° of ITNs distributed to households as per the
annual plan of Agaro town health office times 100%

Possession of ITNs:- Households who possess program ITNs only

ITNs distribution points:- the No of permanent sites/places the town health office uses to
distribute ITNs.

Households knowledge about ITNs use and usage:- Total households who exactly
respond about ITNs use and usage during the survey time

Available Registration book:- total No of registration book practically found at Agaro

town health office and kebele offices and are used only for the ITNs program.
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4.13 ETHICAL ISSUE
Ethical approval and clearance from Jimma university college of public and medical
sciences ethical clearance committee was obtained before data collection and formal
letter to Jimma zone, Agaro town health offices and municipality from Jimma university
is delivered by the principal investigator, Informed written consent is delivered to Agaro
town kebeles from Agaro health office and they are also informed about the evaluation by
the principal investigator, Informed verbal consent with respondents prior to data
collection is done and they are also informed not to participate in the study if they do not
want , if they participate not to answer any questionings delivered by the data collectors if
they are not convenient with that they are also informed that they can resign from the
study in the middle if they feel not comfortable or not interested they are also informed
that whatever information they give is just between them and the data collectors and no
other person or organization is informed about that and their safety is secured and not to
afraid in the future something will happen to them just because of the information they
give to assure the confidentiality, consciences was reached with Agaro town health office
to whom to inform(report) if unusual or unexpected things happens.
4.14 EVALUATION DISSEMINATION PLAN
The main purpose of the report is delivering the message - informing the appropriate
audience(s) about the findings and conclusion resulting from the collection, analysis, and
interpretation of the survey information ™" 81, The report is prepared considering the
audience(s) backgrounds, interests, preferences, and motivations for them to use it. The
report will provide information and judgments about the evaluation result and the
programs value to these who wish to adopt it, who determine resource allocation for its
communication and who have a right to know about the survey for other reasons. The
report of this survey will be disseminated to all the stakeholders who are directly and
indirectly involved in the prevention of malaria using ITNs program primarily in the
study area, and be published to use it nationwide. Here the dissemination is done by
giving feedback, organizing dissemination workshops and community board after
approval by JU and by issuing interim report.
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CHALLENGES ENCOUNTERED IN THE EVALUATION PROCESS

1.

4.

The malaria expert at the town health office was transferred from other woreda and
it was difficult to get some documents and information

The town health extension workers all of them are recruited two months before this
evaluation is conducted so this make it difficult to collect their opinion about the
ITNs program

During the time of this evaluation study there was a meeting conducted by the town
administration and all the sector offices was participating on the meeting and it was
difficult to get the important persons to discuss with them and because of this the
data collection period was extended.

At some kebeles office the executive and vice leaders were newly assigned and
they cannot give full information about their kebeles ITNs program

implementation.

4.15 LIMITATIONS OF THE EVALUATION STUDY

1. Lack of exact measurement of ITNs utilization

Because there is no exact measurement for ITNs utilization the indicators used in
this study to measure the utilization rate may affect the result of the study and also
the judgment of the ITNs program implementation of Agaro health office.

2. The time of data collection is not malaria season and the practice of ITNs

utilization is affected because some people do not use the ITNs unless it is rainy

season and this practice affects the result of the study and the program too.

3. Respondants recall bias; some respondants were not remembered when they

received the ITNs, from where they get the TN, etc...
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CHAPTER 5: RESULT OF THE EVALUATION
5.1AVIALABILITY DIMENSION

5.1.1 Availability of registration book, report form, and guideline

Registration book was found in the health office and health center level only otherwise all
the CHWs they do not have registration book they use simple plane papers for registering
the households. Concerning report form the health office they have a standard form
developed by the FMOH and they used that form properly, the CHWs they do not have
standard reporting form they report using simple paper and the health center and the other
actors like the schools, edirs, and religious organizations they do not have report form at
all. Regarding guide line the health office has the guideline but the other stakeholders do
not have it and the health office is expected to supply them by preparing at least the main

points only so that they know what they are working and how to work it.

5.1.2 Trainings conducted
The health office and FIDO in collaboration they select and train people from the
community to participate them on ITNs distribution, awareness creation, and to follow-up

ITNs utilization so far they train 20 CHWs from the five kebeles.

5.1.3 Insecticide treated nets distributed

The health office and kebeles offices they distribute ITNs for the people using the
distribution criteria set by the FMOH. In 2010 the health office planned to distribute 1500
ITNs but practically they distribute 930 ITNs only which is 62.0% of their plan.
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Table 3: Measuring and judging Availability dimension Agaro, Ethiopia December 2010

. Expected | Observed % o
Indicators Value Value Judgment criteria Judgment
Number of program ITNs
distributed by Agaro health 15 9.3 62.0
office and/ or kebeles (85— 100)%
Proportion of households 15 9.51 63.4 Excellent
possess program ITNs implementation
Number of health
education sessions (75 - 84.9)%
conducted about malaria 10 8 80.0 Very good
cause, transmission, implementation 76.1%
prevention, and ITNs use _ Very good_
Number of ITNs 100 | (50-74.9)% implementation
ot 6 6 ) level
distributors Fair
IEC materials distributed 10 10 100 | implementation
Availability of registration
book and report form 10 S 50.0 (1-49.9)%
Availability of guideline 5 5 100 | . Critical
Number of trainings given 5 5 100 implementation
TOTAL FOR
AVAILABILITY 76 57.81 76.1

The expected value for each indicator in all dimensions was given by taking into

consideration their role and importance for the expected activities and its result besides

this Agaro health office capacity and their practical situation was also taken into

consideration like the supply of ITNs they get and the values are agreed with all stake

holders before the study was started.
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5.2 ACCESSABILITY DIMENSION

To make the ITNs accessible for the community the health office distribute ITNs at
different sources at their office level, at the health center to reach the target groups
(pregnant women and under five children) and at kebeles offices the people easily get
ITNs from their respective kebeles by traveling less distance not more than ten minutes
time.

Table 4: Measuring and judging Accessibility dimension Agaro, Ethiopia December

2010
: Expected | Observed | % Judgment
Indicators Value Value criteria Judgment
N (85-100)%
I\_Iumber of ITNs distribution 10 10 100 Excellent
sites implementation
(75 - 84.9)%
Average walking distance/ Very good
hour to distribution site 10 10 100 implementation 100%
Excellent
(50 - 74.9)% |mple|r:\</a:|tat|on
Means of transportation to Fair
distribute ITNs to distribution 10 10 100 | implementation
sites
(1-49.9)%
TOTAL FOR Critical
ACCESSABILITY 30 30 100 | implementation
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5.3 LEVEL OF KNOWLEDGE ABOUT MALARIA CAUSE,
TRANSMISSION, PREVENTION, AND MOSQUITO NET USE AND
USAGE

SOCIO-DEMOGRAPHIC CHARACTERSTICS

The total number of study participants was 424 households, from these selected
households interviewed by the survey from the five kebeles. Of which 47(11.0%) were
from kebeles 01, 90(21.0%) were from kebeles 02, 123(29.0%) were from kebeles 03,
51(12.0%) were from kebeles 04, and 113(27.0%) were from kebeles 05. From the total
study participants the majority 411(97.0%) of the respondants were women and 13(3.0%)
were males. Of which 38(9.0%) women were head of households and 386(91.0%) men
were heads. The sex and headship of participants are presented in table 1 and 2 below.

Table 5: Distribution of the sex of study participants by kebeles, Agaro, Ethiopia,

December 2010
Sex
Households Male Female

Kebele Interviewed No % No %

01 47 1 2 46 98

02 90 2 2 88 98

03 123 6 10 117 90

04 51 0 0 51 100

05 113 4 3 109 97
TOTAL 424 13 3 411 97

Table 6: Distribution of the sex of study participants headship by kebeles, Agaro,
Ethiopia, December 2010

Sex of headship
Households Male Female
Kebele Interviewed No % No %
01 47 41 87 6 13
02 90 88 98 2 3
03 123 112 91 11 9
04 51 41 80 10 20
05 113 104 92 9 8
TOTAL 424 386 91 38 9
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From the total 424 households visited the total family size was 2009 of which
961(48.0%) were females and 1048(52.0%) were men. The mean age of respondants was
40.14 and the mean family size was 4.74. From the total houses surveyed 331(88.0%)
were owned by kebeles and the rest 93(22.0%) were private houses. From the total 424
houses holds visited by the survey 285 HHs have one bed room, 129 HHs have two bed
rooms, and 10 HHs have three bed rooms and the average number of bed rooms and
sleeping places of the total houses is 1.67 and 1.89 respectively.

Table 7: Ownership of houses, average bedrooms, average sleeping place, and average

family size of study participants Agaro, Ethiopia December 2010

Ownership of the house
Kebele Private Government Average bed A\(erage Ayerag_e
house house room sleeping place | family size

01 10 37 1.28 2.06 4.13

02 18 72 1.69 2.24 5.12

03 21 102 1.35 1.68 4.22

04 15 36 1.33 1.91 5.45

05 27 86 1.21 1.57 4.91
TOTAL 93 331 1.67 1.89 4.74

The majority of the respondants age lies between the ages of 30-49(33.0%). From the
total study participants nine (9) different ethnic groups were participated of which the
majority 251(59.0%) were Oromo, 70(16.0%) Amhara, 63(15.0%) Gurage, 23(5.0%)
Dawro, 8(2%) Tigray, 5(1.2%) Kefa, 2(0.5%) Yem, 1(0.25%) Hadiya, and 1(0.25%)
Wolayita. In religion the majority 299(70.0%) were Muslim, 88(21.0%) Orthodox, and
37(9%) Protestant. With regard to their marital status of the study participants
381(90.0%) are married, 32(7.0%) single, 10(2.0%) divorced, and 1(1.0%) widowed. Of
the total study participants 332(78.0%) were literate and 92(22.0%) were illiterate. With
regard to respondents occupational status 316(75.0%) are housewife, 80(19.0%)
businessman (Traders), 39(9.0%) government workers, 18(4.0%) daily laborers, and
1(0.25%) is broker. The summary of socio-demographic characteristics of study
participants is presented in table 8 below.
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Table 8: Socio-Demographic characteristics of respondents Agaro, Ethiopia, December

2010
Variable (n=424) Number (%) Crude OR Adjusted OR
Age (in year)
20-29 76 (18%)
30-39 140 (33%)
40-49 115 (27%)
50-59 42(10%)
> 60 51(12%)
Sex of respondents
Male 13(3%) 1.607(0.487, 5.305) 0.000
Female 411(97%) 2.113(0.580, 7.694) 0.000
Ethnicity
Oromo 251(59%) 1.531(1.009, 1.413)* 4.600(2.006, 10.548)*
Ambhara 70 (16%) 0.835(0.544,1.281)  3.409 (1.353, 8.589)*
Garage 63 (15%)  1.068(0.670, 1.703)  4.045 (1.583, 10.337)*
Others 40 (10%)
Religion
Muslim 299 (70%)  1.782(1.044, 1.367) * 0.000,-
Orthodox 88 (21%)  1.054 (0.725, 1.534) 3.913(0.000))
Protestant 37 (9%)  0.218 (0.106, 0.449) 8.302 (0.000,-)
Marital status
Married 381(90%) 0.825(0.430, 1.583) 2.249(000, )
Single 32 (7%) 1.882(0.849, 4.174) 4.129(0.000, )
Divorced 10 (2%) 0.461(0.128, 1.658) 1.077(0.000, )
Educational status
Literate 332(78%) 4.267(2.599, 7.004) *  4.267(2.599, 7.004)*
Iliterate 92 (22%) 1.384(1.226, 1.561) 1.561( _ )
Occupational status
House wife 316 (75%) 0.676(0.444, 1.031) 0.672(0.036, 12.458)
Merchant 80 (19%) 2.236(1.299, 3.847)*  1.489(0.080, 27.628)
Government worker 39 (8%) 1.054(0.988, 1.125) 0.460(0.023, 9.118)
Daily laborer 18 (4%)  1.566(0.579, 4.179) 1.162(0.054, 25.194)

* Statistically significant at p<0.05

Table 9: Housing condition of the respondents Agaro, Ethiopia, December 2010

Variable (n=424) Number Percent
Possession of the house
Private house 93 22
Government house 331 88
Average number of bed room 1.67 --
Average sleeping place 1.89 --
Average family size 4.74 --




The result of the survey conducted in the town to assess the study participants knowledge
on malaria cause, transmission, prevention, the use and usage of ITNs, and their practice
of ITNs utilization the following result was found on each topics.

5. 3.1 Knowledge of respondants about malaria transmission

From the total 424 households interviewed by the survey the majority 400 (94.0%) has
high acceptance that malaria is their community major health problem, 16 (4.0%) do not
accept malaria is the major health problem to their community and 8 (2.0%) said they
don't know. Concerning the cause of malaria six different reasons has been mentioned but
the result shows there is good understanding about what cause malaria of the total study
participants 345(81.0%) mentioned mosquito bite is the main cause for malaria
transmission, 41(10.0%) bad and collected water, 22(5.0%) eating raw sugar cane,
8(2.0%) whether change, and 6(1.0%) mentioned hunger is the cause of malaria

transmission.

Whether change 204 Mosquito bite

Fatinn raw siinar cane
5%

Hunger 104 Bad and Collected

Water
Bad and Collected [_] Eating raw sugar
water 1004 cane
- Whether change
Mosquito bite
82% Hunger

Figure 6: Represents the knowledge of study participants on the cause malaria Agaro,
Ethiopia December 2010
Concerning the knowledge of respondants about when a mosquitoes bite a person, the
majority 304(72.0%) mentioned mosquitoes bite a person during the night, 112(26.0%)
mentioned that mosquitoes can bite a person any time i.e. during the day and night time,
and 8(2.0%) mentioned that they don’t know when a mosquito bit a person. Regarding
the knowledge to which group of people is malaria more serious, about six answers were
given by the respondants, of which 299(54.0%) mentioned for everyone, 93(22.0%)
mentioned for children only, 87(21.0%) mentioned for children and pregnant women,
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11(3.0%) mentioned for pregnant women only, and 2 of them mentioned malaria is more
serious to elders. A question was delivered for the study participants to assess their
knowledge on whether ITNs can prevent malaria or not and 387(91.0%) of them do agree
that ITNs can prevent malaria, 4(1.0%) of them mentioned that they do not agree because
they believe ITNs cannot prevent from malaria on the FGDs the participants support the
survey result that they have already seen people get sick even if they use ITNs for this
they strongly disagree the idea, and 2 of them mentioned that they don't know whether
ITNs can prevent or not, and 31(7.0%) of them abstain from giving their opinion. With
regard to who should get priority in the household if there is shortage of ITNs in that
house, of the total respondants the majority 388(92.0%) give priority to pregnant women
and children, 27(6.0%) said they give priority to children only, and 9(2.0%) said they
give priority to pregnant women. Table 10 below presents the knowledge of study
participants on malaria cause and priority to give.

Table 10: Knowledge of study participants about malaria cause, transmission, and
priority to give for ITNs, Agaro, Ethiopia, December 2010

Variable (n=424) Number Percent
Is malaria a major health problem in this community?
Yes 400 94
No 16 4
What causes malaria?
Mosquito bite 345 81
In bad & sleeping water 41 10
Eating raw sugar cane 22 5
Whether change 8 2
Hunger 6 1
Drinking bad water 2 0
During which part of the day mosquito usually bite a person?
During the night 304 72
Day & night 112 26
Don't know 8 2
To which group of the population is malaria more serious?
Every one 229 54
Children 93 22
Pregnant women & children 87 21
Pregnant women 11 3
Elders 2 0
Don't know 2 0

32




Do you agree that bed net can prevent malaria?

Agree 387 97
Disagree 4 1
Don’t know 2 0
No comment 31 7

Whom do you think get priority in shortage of ITNs in the household?

Pregnant women & children 388 92
Children 27 6
Pregnant women 9 2

5. 3. 2 Knowledge of respondants about malaria prevention

Concerning the study participants knowledge on malaria prevention, there is good
understanding the majority of respondents 406(96.0%) believes that malaria is
preventable disease however 13(3.0%) they mentioned that they do not believes malaria
is preventable disease, and 5(1.0%) mentioned that they do not know whether malaria can
be prevented or not. With regard to respondents malaria preventive measures they know
about twelve response has been given 256 using ITNs, 148 mentioned DDT spray, 138
smoking the house with (leaves/ cow dung), 134 mentioned drain mosquito breeding site
around the house, 54 mentioned eat garlic. Regarding the knowledge of respondants
about where mosquitoes are found the majority of the respondents 408(96.0%) mentioned
in stagnant water and 7(2.0%) mentioned they do not know where mosquitoes are found.
Table 11 below present knowledge of respondents about malaria prevention

Table 11: Knowledge of study participants about malaria prevention Agaro, Ethiopia,

December 2010
Variable (n=424) Number Percent
Is malaria preventable disease?
Yes 406 96
No 13
Don’t know 5 1
What are the different malaria preventive measures that you know?
Use ITNs & reduction of breading site 70 17
Use ITNs & smoking the house 69 16
Use ITNs & eat garlic 52 12
Use ITNs & DDT spray 43 10
Smoking & DDT spray 41 10
DDT spray 39 9
Reduction of breading site 33 8
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DDT spray & reduction of breading site 25 6
Use ITNs 22 5
Smoking 22 5
Smoking & reduction of breading site 6 1
Eat garlic 2 0

Where can mosquitoes are found?
In stagnant water 408 96
Around the house 8 2
In dirty place 1 0
Do not know 7 2

5. 3. 3 Knowledge of respondants about ITNs use and usage
Of the total study participant the majority 418(99.0%) mentioned that they have heard
about mosquito net and the source of their information was from the health center, radio,
television and CHWSs. About the use of mosquito net 206(49.0%) mentioned to prevent
malaria, 174(41.0%) mentioned to Kill mosquitoes, 33(8.0%) mentioned the use is to kill
mosquitoes and other insects, and 2 participants mentioned that they do not know.
With regard to the source of getting ITNs the majority 209(49.0%) mentioned from
Agaro town health office, 177(42.0%) mentioned from kebeles office, 13(3.0%)
mentioned from shop, 5(1.0%) mentioned from both the health office and kebeles office,
5(1.0%) mentioned from the health office, kebeles office and shop, and 15(4.0%)
mentioned that they do not have information from where to get the ITNs, the above
figures indicates that there is high understanding of the source of getting ITNs however
thought the figures is small the respondents who respond the source is from shop they
told us that the program ITNs is available at the shop and some of them bought it from
there with 30.00 birr the implication of this for the program implementation is not good
since the program ITNs is distributed for free not for sale. Regarding the duration for how
long to use mosquito net in a month time there is very poor understanding, the majority
366(86.0%) mentioned that they do not know this implicate that the information they get
is not either sufficient or good on the other hand this really can affect the quality of the
program unless it is supported with awareness creation. Table 12 below presents the
response of study participants for how long to use ITNs within a month
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Table 12: Knowledge of respondents for how long to use mosquito net within a month
Agaro, Ethiopia, December 2010

Days Number %
30 days 48 11
29 days 1 0
20 days 2 0
4 days 1 0
3 days 2 0
2 days 3 1
1 day 3 1
Don't know 366 86

Only 48(11.0%) respondents correctly mentioned that the mosquito net should be used
for the whole 30 days this is what the ITNs program principle is all about otherwise the
above table clearly shows how bad the result is on this point. Concerning the knowledge
of study participants about when to use ITNs there is good understanding the majority
345(81.0%) mentioned during the night time, 78(19.0%) mentioned ITN should be used
every time (day and night), and only one(1) respondent mentioned during the day time.
Table 13: Knowledge of study participants about mosquito net Agaro, Ethiopia,

December 2011
Variable (n=424) Number Percent
Heard about mosquito net?
Yes 418 99
No 6 1
Use of mosquito net
To prevent malaria 208 49
To kill mosquito 174 41
To kill mosquitoes and other insects 33 8
To kill other insects 9 2
Where can someone get mosquito net?
From the town health office 209 49
From kebels office 177 42
From shop 13 3
From kebels office, shop, and town health office 10 2
Don’t know 15 4
When should someone use mosquito net?
During night time 345 81
Every time (day and night) 78 19
During day time 1 0
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Tablel4: Represents the Crude OR and Adjusted OR for knowledge predictors associated
with ITNs utilization. Agaro, Ethiopia December 2010

Variable Crude OR 95%CI  Adjusted OR 95%CI
Mosquito bite is the cause for malaria  13.220 (1.798, 97.212)  4.435 (0.575, 34.196)
Mosquito bite during the night 1.054 (0.682, 1.628) 0.907 (0.463, 1.778)
Bed net prevent malaria 1.140 (0.387, 3.364) 0.673 (0.206, 2.194)
The use of mosquito net is to kill 1.242 (1.019, 1.514) 0.401 (0.199, 0.807)
mosquitoes

A respondent who believes mosquito bite is the main cause for malaria transmission are
4.435(95% CI 0.575, 34.196) times more likely to mosquito nets than the other
respondents. Respondents who respond mosquito bite during the night are 0.907 (95% ClI
0.463, 1.778) times less likely to have the same practice of mosquito net use.
Respondents who believe bed net prevents malaria are also 0.673 (95% CI 0.206, 2.194)
times less likely to have the same practice. These respondents who believes the use of
mosquito net is to kill mosquitoes are 0.401 (95% CI 0.199, 0.807) times less likely to

have the same practice
Tablel5: Measuring and judging the awareness creation of ITNs program Agaro,

Ethiopia December 2010

Indicators Expected | Observed % Jud_gmfant Judgment
Value Value criteria

Malaria is major community 4 3.76 94 (85— 100)%
problem - Excellent
Cause of malaria? 6 4.86 81 implementation
When mosquitoes bite? 4 3.92 98 (75 - 84.9)%
Mosquito net prevent malaria? 6 5.82 97 | . very gooo_l 92.7

m— e implementation Excellent
Priority to give in shortage of 4 3.68 92 (50 - 74.9)% | implementation
mosquito net? Eair level
Where can mosquito be found? 4 3.84 96 implementation
Heard about mosquito net? 4 3.96 99 (1-49.9)%
Use of mosquito net? 6 5.85 975 |  Critical
When to use mosquito net? 6 5.1 g5 | implementation

LEVEL OF KNOWLEDGE 44 40.79 92.7
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Even though there is no any base line data found in the study area to compare the
measured level of knowledge on malaria cause, transmission, prevention, and mosquito
net use the result of the survey based on the above indicators (measurements) shows
92.7% and this result can be used as a base line data to measure the difference that the
program awrearness creation brought in the area.

5.4 ACCEPTABILITY DIMENSION

5.4.1. Mosquito net possession

From the total study participants covered by the survey 269(63.4%) households possess
at least one mosquito net and 155 (36.6%) households do not have. From these
households who possess any mosquito net a total of 389 mosquito net were found of
which 354(91.0%) were program ITNs. The average mosquito net per households is 0.92
from the total study households and 1.47 from those households who possess mosquito
net. From the 269 households who possess mosquito 164(61.0%) households possess
1(one) ITNs, 90(24.0%) households possess two ITNs, and 15(5.0%) households possess
three ITNs generally. Regarding the shape and color of ITNs from the total 389 ITNs
found in the study households 354(91.0%) are rectangular and the rest 35(9.0%) are
conical in shape and of the color the majority 298(76.6%) are blue, 49(12.6%) are white,
and 42(10.8%) are green when we look the possession of rectangular ITNs in the
households 194 households possess one (1) rectangular ITNs, 41 households possess two
rectangular ITNs, and 6 households possess three rectangular ITNs in their house about
the conical mosquito net 31 households possess one(1) conical net and 2 households

possess two conical net in their house.
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Figure 7: Represent respondants choice for shape of ITN, Agaro, Ethiopia, December
2010

With regard to the source of mosquito net 107 households get the mosquito net they have

now from Agaro town health office, 142 households get the mosquito net from their

respective kebeles office, 14 households bought the mosquito net from shop, 3

households got from church aid, 2 households got it from other place, and 1(one)

household bought the mosquito net from private clinic.

5.4.2 Condition of the ITNs

Regarding to the condition of the mosquito net found in the study houses the majority

362(93.0%) are new, 27(7.0%) are old and 362(93.0%) are intact and the rest 27(7.0%)

are not. From these intact mosquito nets 293(81.0%) were mounted and 69(19.0%) were

not. Table 16 below presents study participants ITNs possession, the shape and color of

the ITNs.

Tablel6: Study participants mosquito net possession and shape of the ITNs, utilization,
and condition,. Agaro, Ethiopia, December 2010

Total number Shape of Condition of the
ITNs ITNs No of people sleep under ITNs ITNs

'§ - |o P o <5 PW Any one sleep | Z =
@ S |o 25 children sleep under ITNin | = -8
D —Q ez g S . = =5|S
7 343 |8 & a 5 sleep under theprevious |z | Jd 5| 2
@ Z5 |53 |agw . o Z5| @
o » " | = 3 = | under ITN ITN night i el
389 | 354 | 35 | 354 35 49 6 255 27 | 362 | 293
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5.4.3 Utilization of ITNs

Regarding to utilization from the total respondants 257(61.0%) respondents slept under
ITNs the night prior to the survey and 167(39.0%) respondents did not slept the mean
respondants slept under ITN the night prior to the survey is 1.40. From the 257
respondents who slept under ITNs 250(98.0%) were females and only 7(2.0%) were
males and from 167 respondents who did not slept under ITNs 161(96.0%) were females
and 6(4.0%) were males.

Female Male Female Male
(250) @) (161) (6)

AN AN

Figure 8: Represents study participants and their sex who slept and do not slept under
ITNs the night before the survey Agaro, Ethiopia December 2010

From the total study participants included in the survey 194 under five children and 12
pregnant women were fond from these 49(25.0%) under five children and 6(50.0%) of
pregnant women slept under ITNs respectively the night prior to the survey time, on the
other hand the total 2009 family members of study respondents 1356(67.0%) slept under
ITNs and 653(33.0%) do not. In 108 households 100% of the family members slept under
ITNs and in 149 households 60% family members slept under ITNs.
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Figure 9: Respondents family members and family members who slept and do not slept
under mosquito net the night prior to the survey Agaro, Ethiopia December
2010

Availability of bed room

From the total study participants 285(67%) households have one bed room and from
these households 62.0% of them use the ITNs and 38.0% do not use, 129(30%)
households have two bed rooms and from these 54.0% of them use the ITNs and 36.0%
do not use, and 10(4%) households have three bed rooms from them 80.0% uses the ITNs
and 20.0% do not use the ITNs. The result shows that as the number of bed rooms
increases the number of people who do not sleep under mosquito net decreases when the
bed room was one the percentage of people not slept under mosquito net was 38.0% and
when the number of bed rooms is three the people not slept under mosquito net decreases
to 20%. Figure 10 below shows the number of respondents bed room and who slept and

not slept under ITNs
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Figurel0: represents the number of bed rooms and number of respondants slept and not
slept under ITNs the night prior to the survey Agaro, Ethiopia December 2010

Regarding home visit for checking the proper utilization by the people, a question was
delivered for the study participants in this survey whether they have been visited and
checked for their ITNs utilization and from the total study participants 67(16.0%) of the
households mentioned that they were visited by the town health office once and the
majority 357(84.0%) (Adjusted OR= 19.072, 95% CI: 9.298, 39.1210) mentioned that no
one has visited them at all, this result shows that there is poor follow-up by the town
health office and the CHWs who are directly responsible for this

Tablel7: Represents the Crude OR and Adjusted OR for the predictors associated with

ITNs utilization. Agaro, Ethiopia December 2010

Variable Crude OR 95%CI  Adjusted OR 95%CI
Availability of separate bed room 1.994 (1.103, 3.605) 2.008 (1.001, 4.352)*
Home visit 23.311 (11.649, 46.645)  19.072 (9.298, 39.121)*

The document review of the town health office shows that they were conducted a
checkup visit on 168 households who received program ITNs for their proper utilization
in 2010 G.C and the result of the visit shows there was good utilization, the majority
155(92.0%) households were properly used their ITNs and the rest 13(8.0%) households
were not used they kept it as it is packed. In this study also there are some households
who kept the ITNs they received as it is packed the reason for this was assessed on the
survey and on FGDs and the reasons mentioned were the same.
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One medium aged mother on the female FGD group say
"You guys must be crazy, you want us to use your net but you didn't understand
one thing we are mothers as a mother we have a responsibility to look after our
children equally but you want us to discriminate our children which we can't do
for example | have 8 families in my house but they gave me only two nets I ask
them to give me more because it is not sufficient/ enough for my families and they
told me that there is shortage of net and also this is what the criteria says, then
look if I want to use the two nets we sleep at three different sleeping places and if
| let the children to use the net the rest of my children will be sorry about what 1
did they think as if I let them to die and you know | don't want my children be
sorry and judge me like that, if we die we all die together after all the almighty
God will keep us. So if you want us to use it please give us the amount of net we
want otherwise this is the main reason we didn't want to use it.”
The reason for not using the ITNs by the study participants was tried to assessed by the
survey and 277(65.0%) households mentioned that they do not sleep under mosquito net
because the number of mosquito net they have and the sleeping place is not matched,
44(10.0%) households mentioned there is no rain mosquitoes are not a problem and only
8(2.0%) households mentioned that they did not use because they forgot , 7(2.0%)
households mentioned that they did not use it because the net is not clean, and the rest
88(21.0%) households did not mentioned their reason.

5.4.4 DETERMINANTS OF ITNs UTILIZATION

Knowledge of respondants about mosquito bite is the cause of malaria (Adjusted
OR=4.435 95% CI: 0.575, 34.196), home visit (Adjusted OR= 19.072, 95% CI: 9.298,
39.121), Availability of separate bed room (Adjusted OR= 2.008, 95% CI: 1.001, 4.352)
were associated with the use of at least one of their ITNs by the households.
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5.4.5 MEASURING ITNs UTILIZATION
Selected variables to measure ITNs utilization
Possession of program ITNs = 242/424* 100 = 57.08%
Intact ITNs = 346/354*100 = 98.0%
Mounted ITNs = 293/354*100 = 83%
Proportion of households who believes ITNs prevent malaria =386/424*100 = 91.0%
Point given to each variable and their observed value
A. Possession of program ITNs =20 point
If 20 point is taken as - 100%, then 57 % will be how much?
=20*57/100=11.4
B. Intact ITNs = 30 point
=30*98/100=29.4
C. Mounted ITNs =30 point
= 30*83/100=24.9
D. Households believes ITNs prevent malaria = 20 point
=20*91/100 =18.2

Tablel18: Measuring and judging ITNs utilization Agaro, Ethiopia December 2010

Indi Expected | Observed % Jud L 1ud
ndicators Value Value udgment criteria udgment
Proportion of households (85—100)%
possess program ITNs 20 11.4 57 Excellent
242/424*100 = 57.08% implementation
Proportion of intact program
ITNs 346/354*100 = 98% 30 29.4 B | (75-849%
Proportion of program ITNs imvl(zrr?w/egn(iggon 83.9%
mounted 30 24.9 83 P Very good
* = 0 . ;
293/354f 100 = 83% (50 - 74.9)% implementation
Proportion of households Fair level
bellev_e that ITNs prevents 20 18.2 01 implementation
malaria
386/424*100 = 91% (1-49.9)%
TOTAL FOR Critical
ACCESSABILITY 100 83.9 83.9 implementation
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Tablel19: Measuring and judging Acceptability dimension Agaro, Ethiopia December

2010
. Expect % .
Indicators )\(/paelﬁsd O{:)/saelru\;ed ° Judgment criteria Judgment
Proportion of households (85— 100)%
using program ITNs 15 135 0.0 Excellent
Proportion of under five 15 3.75 25 implementation
children slept under ITNs ' ' . .
Proportion of pregnant 15 75 50.0 (/‘gg' 8‘(1)'52 %
women slept under ITNs ' ' im Ierzegntation 65.35%
Proportion of households 15 14.46 96.4 P Fair
mounted ITNs (50 - 74.9)% |mple|r:\(/egltat|on
Fair
implementation
(1-49.9%
ACCEPTABILITY 60 39.21 | 65.35| implementation

DOCUMENT REVIEW RESULT

Different documents at the health office, health center and kebeles level was reviewed.

At kebeles office level

The documents planned to be reviewed was their registration book, report and different

letters exchanged with Agaro health office with regard to ITNs issues but during the time

of this study there is no registration book found in all kebele offices rather they use a

pieces of paper to register the households and on this paper they register the name of the

households, their house number, and their signature even though the registration book

bears house number they did not register the house number except very few of the

households. About report form they have no standard reporting form and they just report

to the health office using their own form written with a bare hand bearing the stamp of

the kebeles and again the information they report is the amount of mosquito nets

distributed and the number of households only. The problem seen here is that because

they did not register the number of mosquito net given to the households they do not
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know how many households have one, two, three mosquito net and they did not report
this at all on the report form. The other thing observed on the report form is that the
report they already submitted to the health office and what is practically seen on the
registration are not consistent for example kebeles 05 reported 200 ITNs distributed but
on the distribution list 204 households were registered and from these people there are
some people who did not received or get ITNs and the rest ITNs are kept locked in the
kebeles office, the CHW as well as the town HEWSs have no any idea whether there is
ITNs in their kebeles or not they are informed before a week time this study was
conducted by the former kebeles chairlady, this clearly shows that the amount of ITNs
reported to the health office is not the true figure to check the rest of ITNs locked at the
kebeles no one can show us because no one have any idea where the ITNs are kept here
the ITNs are lost somewhere without the understanding of the workers who are assigned
there and this implicates that there is no control over the ITNs. Concerning their
documentation system it is not well organized they do not kept the information according
to their category in a file folder.
At the health center
At the health center the documents planned to review were registration books at FP and
EPI unit and ANC unit in both units they have registration book and they register only the
name of the mother or pregnant women and their signature but there is no address listed
on the registration book and the amount of ITNs given to each mothers or PWs is not
listed because they say they give only one ITN for each mothers and PWs. Here the
problem observed is they give service not only to their target groups but also to the
people who came from the nearby adjacent kebeles of the other woreda and they did not
separately register or keep the record of these people rather they register all on the same
list and it is very difficult for them and to anyone who want to know this separately, on
the other hand they share the ITN they got for their respective target area and target
population and because of this definitely their coverage becomes low again when they
report the amount of ITNs they distributed to the health office they report all the list again
this creates problem on the exact ITNs coverage of the town. From the document review
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in 2019 and 2010 30 pregnant women has received ITNs from the FP and EPI unit alone
and 70 pregnant women in ANC unit. They got one roll of ITNs to distribute from the
health office so far they distribute a total of 100 ITNs and they do not have ITN since
2011 in their hand for this reason they did not give ITN for their clients. On the other
hand they did not report the amount of ITNs they distributed for the PWs to the health
office in their report formally but both the experts reported to the health office malaria
expert orally which is not good and not accepted one.
At health office level
The documents planned to be reviewed were malaria registration book, report (monthly,
quarter and annual), models, graphs, charts and letters regarding ITNs program with
different offices and organizations. From the observation there is one registration book
but this registration book is not properly used, they did not register all the households
they gave to them and some of the households did not signed on it. Regarding reports, the
figure on the report they reported to Jimma zone and what is practically done in the town
is totally different this is because they did not collect proper report of activities from the
health center and kebeles for example the health office they did not included the 100
ITNs distributed by the health center and again it is observed that there is one church
which distribute ITNs for their members and if they were collecting information from
them definitely the figure were good again some kebeles like kebeles 05 mentioned
before what they distribute and what they report is not the same on the other hand their
documentation and recording system is very poor records are not kept in a proper way
and the chance of losing data is very high. The other thing which bolds their bad
recording and documenting system is that all the kebeles showed the different lists of
households they request to get ITNs and report the amount of ITNs they distributed but in
the health office almost more than a quarter of what the kebeles reported was not found
the only report observed /found was kebeles 01 reported on 23/02/2002 that 239 HHs and
kebeles 03 on 18/01/2002 that 75 HHSs received ITNs otherwise all the others were lost
somewhere, the expert working in the health office because he is new he cannot give or
tell the data and information needed.
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EXPERT INTERVIEW RESULTS
Health extension workers: Because all the five HEWSs are newly recruited one, it is two
month time yet for them to start work and they did not start their work they are doing
base line survey and because of this they cannot give information and their views about
the program and they are also not part of this study.
Community health workers (CHWSs): These peoples are official kebele workers and the
health office in collaboration with Fayyaa Integrated Development Organization (FIDO)
they trained them for three days time to do the ITNs distribution and follow-up work
within their respective kebeles. The problem observed with in this area is that first of all
because they are kebele workers they work this job as an additional duty not as their main
job; secondly even if they want to do it their bosses did not allow them. One CHW says
"We are in great risk the kebeles select us to get the training and do this job but
practically when we ask our bosses to go out and register households and to
distribute the ITNs we already got from the health office them would not allow us
for two reasons; first of all they do not believe us, they thought that we are going
out for our sake or to go somewhere else, second they thought that we want to go
out not to do our kebeles job, for this reason we are sometimes working our job on
our weekend time for this the health office as well FIDO they did not see us or
support us we got nothing rather we suffered a lot and we are not interested by now
we have no moral at all.
On the other hand the experts mentioned that the health office and/or FIDO they should
provide us at least registration book but they did not and we have no file folder and if we
ask our kebeles we know it is impossible and we expect this file folder and other
stationeries support from FIDO but they did not and that is why we cannot keep our
documents properly. Regarding their capacity they say that the training they got for three
days is not enough and most of them ask to get refresher training by someone. Regarding
the community outlook they mentioned that the community demand to mosquito net is
very high they ask us every day but because of shortage we cannot give them and for this
reason the community loss trust on us.
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On the other hand one CHW says
"l afraid we already lost acceptance by the community, unless and otherwise we
provide them the ITN they want not only us but also the HEWs will not be accepted
for this the health office has to bring mosquito nets"
Another CHW says
Here all the CHW unanimously agreed or shared one thing that
"if this job is wanted to be done and if we are expected to perform our duty properly
ITNs must be brought, routine follow-up by the health office must be there, us".
ANC, FP and EPI experts: These experts they do have good knowledge about the goal,
objective, and strategy of the program but they say they cannot implement what is
expected from them because of ITN shortage they have good work relation with the
health office.

Office head: He has good knowledge about the goal, objective, and strategy of the
program but he complains more on the shortage of mosquito net and they ask many times
the zone health department but they did not get any response we prepare a plan but our
performance is always low because we did not get what we want this thing really
disappointed us and for the future we will not plan but when we get ITN we will do what
is expected from us .Regarding the check up of ITN utilization he agreed that there is
weakness but the reason for this is that he blamed the previous people who work in the
office for the leakage they done it is the main problem and it is what creates influence on
this program till know.

Malaria expert: The malaria expert at the town health office is newly assigned and he is

out of this study because of this his opinion is not assessed.

STRENGTH OSERVED

They develop a very good system for ITNs distribution and awareness creation even

thought they did not use it; they have good motive and initiation to improve the program,

they have already evaluated their program achievement before by themselves and they
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do know the poor performance this is very good for one program implementer to know
their position to improve it, They select people from the community and train them to
participate in the program especially ITNs distribution and follow up this is also good
practice for the sustainability of the program, there is high demand for ITNs by the
community and this positive demand will help the program implementers to be successful
if they get the ITNs in sufficient amount they need of course they use MCH unit to
distribute ITNs Despite the fact that maternal child health clinics were well placed in
promoting the use of insecticide-treated nets to the mothers who brought their under five
year children, very little was being done to this effect. MCH clinics need to be more
aggressive in motivating mothers to use insecticide-treated nets *%.

GAPS IDENTIFIED

INTERNAL PROBLEMS

Different gaps were identified and most of the gaps are observed in the availability and
acceptability dimensions. In the availability dimension the problems observed are
shortage of mosquito net, knowledge gap, ITNs distribution, follow-up (home visit for
checking the proper utilization of ITN by HHs), coordination, recording and
documentation. In the acceptability dimension the problems observed are information
gap, shortage of mosquito net, lack of on time and enough distribution mosquito nets,
lack of proper and regular awareness creation, lack of follow-up, and leakage

Mosquito net shortage: It is the most serious and critical one problem, for the shortage
there are different reasons observed first of all; there is no enough, timely, and consistent
supply of ITNs to the town health office from Jimma zone health department since 2009
for this the study result shows 65.0% households mentioned that they do not sleep under
mosquito net because of shortage of the net, second; there was ITNs leakage , third;
misusing of the ITNs, even though the health office designed very good system ITNs
were misused by the distributor on one hand and by the people on the other hand, many
program ITNs are sold in the market(shops) which causes bad implication for the

program and program implementers. 49



Knowledge gap: When the ITN program is designed the awareness creation is expected
to be done side by side otherwise it is not possible to achieve the intended result, what is
really observed in this area during the study period is that there is no awareness creation
done by the town health office and the CHWSs the study result shows that 10.0%
households they do not sleep under mosquito net because there is no rain in the area and
there is no mosquitoes problem, 8.0% households were not used the ITNs they received
and they kept it as it is packed, 5.0% households mentioned that they do not know what
types of shape of ITNs are there, 89.0% households do not properly mentioned for how
long someone use mosquito net in within a month time, etc... this knowledge gap can
affect the utilization of mosquito net, Education was the most important factor affecting
bed net use in the villages outside Kinshasa. Development of an educational program,
particularly one directed toward parents, is necessary to reduce misconceptions and

increase prevalence of bed net use among all age groups 2.

ITNs distribution: In this area the problem observed is at the CHWs level they distribute
the ITN to these households who have reported that there is sick person by malaria
otherwise they keep the mosquito net in their office they say they did this because of the
shortage here there is still knowledge gap among the CHWSs themselves, besides this the
kebeles officials forced them to give the ITNs for these people who already have the
ITNs and not according to the distribution criteria of the program. At the health center
they distribute ITNs for all the clients who came to get service at ANC and FP and EPI
units, it is good to give if they have extra ITNs but as far as we know there is shortage
and as the same time if they share what they have to other area that will definitely create
shortage they cannot cover their own target population unless and otherwise they use it
for themselves only.

Follow-up (home visit for checking the proper utilization of ITN): In this area it is
possible to say there is no home visit conducted at all by any bodies that are responsible
for this, from the expert interview and document review conducted during the study

period either the CHWSs or the health office have not done the home visit to check
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households ITN utilization of course the health office has conduct once just to check
which households use and which did not otherwise their mission was not meant to check
their proper utilization and on that visit even they witnessed that from the total 168
households visited 155 used the ITNs and the rest 13 households did not use the ITNs
they received rather they kept it as it is packed this shows that had been there a home visit
there is a chance for them to track and correct the problems with utilization was high and

this in return can bring the implementation of the program to its expected level.

Lack of supportive supervision: This is also a problem observed on follow-up of CHWs
and schools about their capacity, their work, any problem they faced and any other

assistance they need from the health office.

Recording and documentation: This problem is critically observed at all levels during the
study period in all kebeles there is no proper filing, recording and documenting system
the reason for this is that all the kebeles believe that this work is not directly their
responsibility and they believe they should be supported either by the health office or/and
by FIDO as they get the ITN from the health office they also expect to get all kinds of
support especially stationeries from them otherwise they said they do not have budget for
it. Here the NGO called FIDO they can provide them at least registration book and file
folders so that they can keep their document properly but what is observed during the
study period is worst and needs to be improved. This problem is not only kebeles but it is

also the same at the health office level too.

Information gap: Here there is big gap observed about where to get the mosquito net,
most of the respondants they do not know and even they never heard that mosquito net is
distributed at their respective kebeles office for free and even they do not know whom to
ask this information gap also has impact on the program implementation therefore; the

health office and kebeles has to work on this area too.
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EXTERNAL PROBLEMS

Delaines and untimely distribution of ITNs, Miss communication between Oromiya heath

bureau and the zone there is information gap because the oromiya health bureau

distribute the replacement ITNs by themselves to districts and the zone health department

have no information about that.

Table 20: Measuring and judging the general ITNs program Agaro, Ethiopia December

2011
. Expected | Observed % L
Indicators value value Judgment criteria Judgment
FOR (85 - 100)%
AVAILABILITY 76 57.81 760 | Excellent
implementation
FOR
ACCESSABILITY 30 30 100 (75 - 84.9)%
Very good 0
implementation 83.9%
FOR VERY GOOD
ACCEPTABILITY 60 39.21 65.35 (50 - 74.9)% IMPLEMENTATION
. LEVEL
Fair
FOR implementation
LEVEL OF 44 40.79 92.7
KNOWLEDGE (1-49.9)%
TOTAL FOR ITNs _ Critical
PROGRAM 166 167.81 | 83.9 | Implementation

Although the above judgment of the program shows 83.9% it does not mean that the

program has no problem, from the above table most of the problems lies at the

availability and acceptability dimensions and much is expected from Agaro health office

and the stakeholders to alleviate the problems identified for the better achievement of the

program in the future.
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CHAPTER 6: DISCUSSION

The main aim of this evaluative study was to evaluate the degree of implementation of
insecticide treated net program in terms of distribution and utilization in Agaro,
southwestern Ethiopia. It aimed to assess and determine the knowledge and practice of
the community towards malaria cause, transmission, prevention and ITNs use and usage,
and also about the availability, accessibility and acceptability of ITNs.
6.1 Respondents level of knowledge
The study finding highlighted 94.0% of the study respondents has accepted that malaria is
their community problem and this acceptance has its own role in the implementation of
the program if the community perceived it as a problem this finding is also seen in other
studies conducted in Ethiopia at different regions. About the knowledge of malaria
transmission this study shows 81.0% respondents mentioned mosquito bite is the main
cause for malaria, a study conducted in Wonago district of SNNPR in June and July,
2006, in Assossa zone, 2006, and the base line survey conducted at different parts of
Ethiopia from January to February (1999) shows 42.3%, 47.5%, and 41.2% [?22324]
respectively are very low and a study conducted in Eastern province of Zambia (2007) at
three districts shows 76.0% in intervention district and 59.0% in comparison district™®’
also show very low the difference for the present study result from the others is the strong
and well organized information dissemination system in the area. Other studies conducted
in Kifta-Humera district Tigray (2005) shows 94.2% in rural and 94.4% urban area [?°
and the base line survey conducted at the major parts of Ethiopia in (1999) shows 93.0%
in both study areas the awareness level was high . The observed level of respondents
heard about mosquito net 99.0% is found higher from the above mentioned study in
Zambia three district 52.0% in intervention district and 14.0% in comparison district and
from the study conducted in Afghanistan at Taliban regime in (2010) 75.0% 2" because
of the strong information system dissemination about malaria cause, transmission and
prevention and ITNs use and usage through different alternatives in the present study area
and is similar with the study done at Gilgel Gibe hydroelectric power dam area in Jimma
zone (2010) which is 99.09% 128!,
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6.2 Availability of ITNs
The observed mosquito net possession 63.4% very low when compared to the study
conducted at Oromiya and Amhara regional states in (2009) where 91.0% of the

households possess at least one ITNs [

the difference with this study is that the study
design of the previous was multi stage stratified by degree of urbanization and also the
study was conducted during malaria season, the observed result of this study is also
very low from the study conducted at Kissii district of Kenya in (2010) where 95.0%
of the households possess at least one ITNs!®*? the difference with this study is also due
to study design and study unit, the previous study was conducted at health center in
ANC service where ITNs is distributed at ANC units for the clients , and in Kenya 2000
71.1% 1 950 in Nyanza province, Kenya 2010%%, 98.0% in Raki province of Uganda
2009L* | on the contrary it is found better than the study mentioned above in Assossa
zone 43.7%, the base line survey conducted at the major parts of Ethiopia 12.9%, and in
Zambia 14.0% in the intervention district and 1% in the comparison district the
observed difference may be happened due to the time effect and the awareness of the
people is higher besides the good ITNs distribution system . In Mozambique no
province has achieved the 70% coverage target !, A study conducted in Nigeria show
that overall household ownership of any net was 23.9% (95%Cl, 022.8%—-25.1%) and
10.1% for ITNs (95% CI, 9.2%-10.9%). A significantly (p < 0.0001) larger percentage
of rural dwellers (22.8%) owned any nets compared to urban dwellers (18.3%), and
were more likely (p < 0.0001) to own more than one net (11%) than urban dwellers
(0.69%)(1.

The observed average number of any type of bed nets and insecticide- treated nets per
household 0.92 is found very less with the study conducted at Gilgel Gibe hydroelectric
power dam area in Jimma zone 2009 which is 1.67 any types of bed nets and 1.53
insecticide- treated nets ¥ because of the study design and the leakage of ITNs in the
present study area , and is better with the other randomized study done at Gilgel Gibe
hydroelectric power dam area in Jimma zone 2010 where ITNs was distributed as an
intervention and the possession is expected to be high®"),
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6.3 Acceptability of ITNs

The observed mosquito net utilization 83.68% in this study is better when compared to
the studies conducted in Tanzania (2010) where 80.0% of the households uses ITNs 12
where the subjects of the study were households who already possess ITNs and, in
Simanijiro district Tanzania 5.0% ° Wonago district 66.0% and in Oromiya and Amhara
regional states 65.0% “**! what makes this studies result different from the others is not
only the observed result but utilization in this evaluation study was measured not only by
possession but also the condition of ITNs (intact), mounted, and perception of the people
who believe ITNs can prevent from mosquito bite is taken in to consideration and mostly
utilization as measured during the non-malarious season.

The observed proportion of under five children and pregnant women who sleep under
mosquito net 25.0% and 50.0% respectively is found very low from the study conducted
in northern Ethiopia (2008) where 57.6% under five children and 58.4% of pregnant
women slept under mosquito net*? the main difference for the result is due to study
design, study subjects and also the study period deference where the design of this
evaluation study was community based cross-sectional survey and the subjects were
households and the study period was only two weeks. Another study in Kenya (2009)
shows 52.2% “* under five children slept under ITNs the night before the survey again
the difference of the two studies is their design and study subjects the design conducted
in Kenya was multi stage and the subjects were caregivers of children aged five years and
below. Another study in Democratic Republic of Congo (2010) shows more than
90.0%*! children slept under ITNs the night before the survey the difference of the result
is on the age category the Congo study age category include children from (5 - 15) years
where as the age category of this evaluation study is 5 years and below.

The study in Kilifi district, Kenya (2009) 70.5% ™! pregnant women slept under ITNs
the difference of the results is due to the design of the studies, the study subjects, and the
study period the Kenya study uses health center based cross-sectional survey and the
subjects were pregnant women attending ANC service and the study period was

55



conducted for three months. A study in Eritrea (2004) also shows the proportion of
children slept under ITNs were 58.0% ® but this study was done for three years. The
proportion of children who uses ITNs in Wonago, Kifta-Humera, and Kenya is relatively
higher than this study because data collection was done in non malarious season which
can affect the utilization; another study conducted Simanjiro district of Tanzania 2009

shows less utilization of ITNs by pregnant women 45.0% 171

In conclusion, the result of this study when compared with other studies conducted in
Ethiopia and abroad shows differences the possible justification for that is mainly due to
study design, study units study period and time. The data collection time of this
evaluation study was only two week and the season was not malarious, while the other
studies data collection time was from one to three months and all of them were done at
malaria season and on the other hand the level of awareness on malaria cause,
transmission, and prevention is not uniform and this understanding may bring the
difference from the other studies. A study conducted in USA has concluded that "Local
factors determining the response of mosquitoes to ITNs could have a major influence on
the level of effectiveness of net distribution program. What these programs achieve could
vary considerably from one location to another ™. As the result of this study calls to do
more on intensive ITNs availability, continuous follow up (check-up) ITNs proper

utilization, and for targeted and continuous awareness creation activity to be done.
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CHAPTER 7: CONCLUSTION AND RECOMMENDATION

7.1 Conclusion
7.1.1 Level of knowledge
The result shows that the majority 94.0% respondents has accepted that malaria is their
community major health problem, 4.0% do not accept malaria and 2.0% said they don't
know, about respondants knowledge on malaria transmission most of the respondants
81.0% have good knowledge and mentioned that mosquito bite is the cause for malaria,
10.0% respondants mentioned bad and collected water is the cause and there is also some
misconception about the cause of malaria of the total participants 5.0% mentioned eating
raw sugar cane, 2.0% mentioned whether change is the cause for malaria transmission, on
the other hand about 9.0% of the study participants they do not know the cause for
malaria. Concerning the duration of time of mosquito bite 72.0% said during the night
time, 26.0% said during the day and night time, and 2.0% said they do not know.
Regarding the knowledge to which group of people is malaria more serious, about six
answers were given by the respondants, of which 54.0% mentioned for everyone, 22.0%
mentioned for children only, 21.0% mentioned for children and pregnant women, 3.0%
mentioned for pregnant women only, and 2 of them mentioned malaria is more serious to
elders. With regard to who should get priority in the household if there is shortage of
ITNs in that house, of the total respondants the majority 92.0% give priority to pregnant
women and children, 6.0% said they give priority to children only, and 9(2.0%) said they
give priority to pregnant women.
Concerning the study participants knowledge on malaria prevention, 96.0%of the
respondents agreed that malaria is preventable disease and 99.0% of the respondants have
heard about mosquito net and 97% of the respondants believes that mosquito net can
prevent malaria by protecting from mosquito bite; regarding to respondents malaria
preventive measures they know 256 respondants mentioned using ITNs, 148 mentioned
to spray the house with DDT, 138 mentioned smoking the house with (leaves/ cow dung),
134 mentioned drain mosquito breeding site around the house, 54 mentioned eat garlic.
On the other hand 89.0% households do not know for how long to use mosquito net with
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in a month time, 21.0% of the respondants responds properly that malaria is more serious
to pregnant women and children. The majority 99.0% respondents mentioned that they
have heard about mosquito net and about the use of mosquito net 49.0% mentioned the
use of mosquito net is to prevent malaria, 41.0% mentioned to kill mosquitoes, 8.0%
mentioned to kill mosquitoes and other insects, and 2 participants mentioned that they do
not know. With regard to the source of getting ITNs of the total study participants the
majority 49.0% mentioned from Agaro town health office, 42.0% mentioned from
kebeles office, 3.0% mentioned from shop, 1.0% mentioned from both the health office
and kebeles office, 1.0% mentioned from the health office, kebeles office and shop, and
4.0% mentioned that they do not have information from where to get the ITNs. Regarding
to for how long to use mosquito net in a month time 86.0% respondents do not know and
only 11.0% respondents correctly mentioned that the mosquito net should be used for the
whole 30 days. About the knowledge when to use ITNs, 81.0% mentioned during the
night time, 19.0% mentioned ITN should be used every time i.e. day and night, and only
one (1) respondent mentioned during the day time.

7.1.2 Availability

Concerning mosquito net possession 63.4% households possess any mosquito net of
which 89.6% possess program ITNs and 10.4% possess non-program ITNs. A total of
389 ITNs were found of which 61.0% households possess one ITNs, 33.5% households
possess two ITNs, and 5.5% households possess three ITNs generally 63.4% households
possess at least one ITNs and 36.6% households do not have any mosquito net at all. The
average ITNs per household is 0.92 from the total study households and 1.45 from the
households who only have ITNs. About the condition 93.0% are new and 7.0% ITNs are
old 93.0% are intact and the rest 7.0% are not intact. Regarding the home visit for
checking the proper utilization by the people 16.0% of the households were visited by the

town health office once and the majority 84.0% were not visited at all.
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7.1.3 Accessibility
Regarding the accessibility issue ITNs is distributed at the town health office, health
center at ANC and FP and EPI units, and at kebeles offices level they create good
alternatives for the people to get ITNs easily the people traveled maximum distance of 10
minutes travel to get ITNs from their respective kebeles offices.
7.1.5 Acceptability
Utilization of ITNs by households
Regarding utilization 75.3% ITNs were mounted and from the total 424 respondents
60.0% of them slept under ITNs the night prior to the survey.
Utilization of ITNs by pregnant women and under five children
194 under five children and 12 pregnant women were found during the survey and only
49/194 of under five children and 6/12 of pregnant women found slept under ITNSs.
Utilization of ITNs by respondents family members
From the total 2009 family members counted during the survey 67% slept under ITNs. In
one hundred eight households 100% of the family members slept under ITNs and in 35%
households a total of 990 family members slept under ITNs.
The result of this evaluation study indicates that the possession of mosquito net is 63.4%
which is fair implementation level very far from what is expected from the national target
which is 100% coverage and the ITNs utilization rate of the program is 83.68% which is
very good implementation level and is almost meeting the national target of utilization
rate 85.0%, the accessibility dimension is 100% judged as excellent implementation level
, the level of knowledge even if there is no previous base line data used to compare the
difference the survey result shows 92.7% judged as excellent implementation level and
this study result can be used as a b