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Abstract

Back ground: Onchocerciasis is one of the Neglected Tropical Disease (NTD), which is
commonly known as river blindness. Compliance with annual Ivermectin treatment is major
challenge in community-directed treatment with ivermectin (CDTI) implementation. Those
individuals, who did not comply with the annual mass treatment, will contribute to the continuity
of the disease transmission. The objective of this study was assessing magnitude and predictors
of compliance with annual community directed treatment with Ivermectin for Onchocerciasis
Elimination in Yeki Woreda Sheka Zone, SNNP Regional state, South-West Ethiopia.

Methods: A community based cross-sectional study was conducted in March 1-28, 2018 on
systematically sampled 546 representative households. Data was collected using interviewer
administered pre-tested questionnaire and key informant interview guide. The data was entered
into Epi data version 3.1 and exported to SPSS version 20 for analysis. Descriptive statistics was
computed to summarize data in tables. Variable with P-values < 0.25 in bivariate analysis were
selected for multivariable analysis. Multivariable logistic regression was used to determine the

independent predictors of the CDTI compliance at P value <0.05.

Results: A total of 546 respondents aged from 19 to 73 (mean 42.2+ 13) years participated in the
study. More than two-third (77.3%) of them reported compliance with the annual treatment.
Significantly higher rate of treatment compliances were reported by those who were in the age
group above 35 years [AOR: 3; 95% CI: 1.4, 6.0], perceived risk of infection [AOR: 4.6; 95%
Cl: 2.3, 9.6], knowledgeable about CDTI [AOR: 3.8; 95% CI: 1.2, 12.2], Perceive community
drug distributors (CDDs) are doing their work well [AOR:2.7;95%Cl:1.2,5.0], being civil servant
[AOR:0.1;95% CI:0.04,0.25],being merchant [AOR:0.09;95% CI:0.03,0.19], and who had
favorable attitude towards CDTI [AOR: 2.5; 95% CI: 1, 6.3].

Conclusion: The annual treatment compliance with CDTI in the study area was low so to
overcome these problem intervention packages should consider factors such as age, perceiving
risk, performance of CDD, occupation, knowledge and attitude towards CDTI improve

compliance.
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1. Introduction

1.1 Back ground

Onchocerciasis is one of Neglected Tropical Disease (NTD), which is commonly known as river
blindness and vector born parasitic disease caused by filarial worm Onchocerca volvulus. It is
transmitted by bite of black flies Simulium damnosum species which breeds in fast flowing river
(1).Onchocerciasis is public health and socio-economic problem of poorest population of

developing country special Africans (2).

Worldwide about 123 million people are at risk of infection; above 96% of the disease burden is
in Africa with at least 37 million of those infected and 1 million blinded or have severe visual
impairment (3,4). In five regional states of Ethiopia rapid epidemiological mapping of
onchocerciasis (REMO) indicates that about 20 million people in different part of country are

living in endemic area (5).

Mass Drug Administration (MDA) is being undertaken through Community directed treatment
with ivermectin (CDTI), which is the major strategy for the control and elimination of
onchocerciasis in the endemic area. Community directed treatment with ivermectin is cost
effective and sustainable strategies to reach target group developed by African Program for
Onchocerciasis Control. Community directed treatment with ivermectin is principle of
empowering community to educate, mobilize and arrange the community members who are
selected by community to distribute Ivermectin for control and elimination without any cost. The
annual treatment can continue for more than 15 years in order to cover life span of adult worm
1, 6).

The drug ivermectin (trade name, Mectizan®) is a microfilaricide and a temporary microfilarial
suppressant, which was approved in 1978 for mass treatment of communities exposed to
onchocerciasis. Treatment has to be continued annually for at least 10 years in order to cover the

life span of the adult worms, which are not killed by this drug (7).

Compliance to CDTI is defined as the extent to which individual members of the communities
take ivermectin pill at annual distribution in the village. The desired treatment compliance with

annual ivermectin treatment should be at least 90% of the eligible population (80% total



population therapeutic coverage) and 100% geographical coverage in all active transmission

zones (‘foci’) in the country (8,9).

The annual mass treatment should be continue for 15 -20 years while the community should take
the drug in order to ensure an adequate reduction in the transmission of the parasite and
protection from further infection (10).

Many studies show that all eligible population (all adult population age above 5 years and height
above 90cm) the community is not receiving the annual treatment (11,12).

1.2 Statement of the problem

Compliance with annual lvermectin treatment is a major challenge in community-directed
treatment with ivermectin (CDTI) implementation, not all eligible individuals within
communities receives the annual treatment. There are individuals who do not comply with the
annual mass treatment, which contributes to the continuity for disease transmission Studies
conducted in Kabo and Kaffa Zone; South-west Ethiopia shows non-compliance rate for
Community Directed Treatment with Ivermectin (CDTI) among study participants was 19.8%
and 21% respectively (13, 14, 15).

Survey done in Sheka Zone; Yeki Woreda South-West Ethiopia after 10 years of annual CDTI
shows that micro filarial rates average an unacceptable 6.9% (range 0%-15.2%). Special children
less than 10 years old of age were found harboring Microfilariae (mf) in skin biopsies that show

the existence of new infections and therefore conclusive evidence of recent ongoing transmission

(8).

Studies done in Ethiopia and Nigeria shows that compliance with CDTI can be influenced by
factors such as age, gender, perceived risk of contracting the disease, residence duration, one’s
family support. In addition, only few similar studies had been done elsewhere that can help
answer the questions compliance rate with CDTI and predictors of treatment compliance
(14,16,17).Therefore this study was try to identify factors associated with CDTI compliance and
provides a basis for understanding how to sustain community control efforts over a long period

to achieve the Elimination plan.



2. Literature review

2.1 Over view of Onchocerca volvulus Infection

Onchocerciasis is caused by infection with a filarial worm, Onchocerca volvulus, which only
infects humans. The adult worms are found in nodules under the skin of infected persons and
they can live up to 14 years. They produce thousands of small microfilaria that migrate through
the skin and that are responsible for the main clinical complications as a result of inflammatory
reactions to microfilaria in the skin and in the eyes. It is known to cause human onchocerciasis
otherwise known as River Blindness. Female black flies Simulium damnosum, are day biters, and

are mostly found near fast running rivers and streams (11, 18, 19, 20).

Beyond the debilitating health burden, Onchocerciasis also inflicts tremendous social and
economic damage on individuals and entire communities. Studies shown in Ethiopia and Nigeria
onchocerciasis is responsible for poor school performance, higher dropout rate among children
due to itching, lack of sleep and other associated consequences. Also, low productivity, low

income and higher health related costs are found among adults with onchocerciasis (16, 21,22).

The onchocerciasis program mainly applies community directed treatment strategies due to
many reasons. Africa’s insufficient health workforce is a major constraint to attaining the
Millennium Development Goals (MDGs) for reducing poverty and disease. While Africa’s
burden of the World’s disease is 25%, its share of the world’s health workforce is only 1.3%. As
a result many out-of-reach populations are deprived of any kind of health services and the few
established health programmes are not sustained, bringing disillusion to the population and loss
of confidence in the health systems. Communities are often not consulted or involved in

determining the health needs or priorities of health systems (23).

2.2 Magnitude of Compliance to community directed Ivermectin treatment

Studies conducted in Kabo and Kaffa Zone; South-west Ethiopia shows compliance rate for
Community Directed Treatment with lvermectin (CDTI) among study participants are 80.8% and
79.8% respectively (14,15). Similar studies conducted in Uganda and Nigeria shows study

participants annual treatment compliance level to community directed treatment with Ivermectin



IS 82.2% and 55.4% respectively. The compliance rate was low when compared with the desired

treatment compliance standard of Onchocerciasis Elimination plan (24, 25).

2.3 Predictors of compliance with community-directed treatment with lvermectin

Studies conducted in Kaffa Zone and Kabo in South-west Ethiopia shows that Age, duration of
residence, risk of contracting the disease, perceive community drug distributors (CDDs) are
doing their work well and participants who know at least one CDD in their village was positive

predictors of compliance for Community Directed Treatment with Ivermectin (14,15).

Similar study done in Bebeka coffee plantation farm and Uganda shows as believing that
measuring height is the best way to determine one’s dose of ivermectin, having social support
from one’s family, perceiving CDDs as doing their work well and high risk perception and in
Cameroon perceptions of Ivermectin campaign's organization and of community drug
distributor's commitment were factor associated with compliance for Community Directed
Treatment with Ivermectin (17, 24, 26).

2.3.1 Socio- demographic factors

Study conducted in South-West Ethiopia Kabo area; show that educational status, age and
ethnicity were significantly associated with treatment compliance. Study participants, whose age
is above 35 year old were five times more compliant to CDTI than respondents whose age is <
35 years old [AOR: 5.48, 95% ClI; 1.97, 15.23]. Duration of residence has significant association
with Compliance to treatment were higher for those duration of residence in the area for ten
years and more (87.2%) compared to those who duration residence for less than ten years
(60.8%) (P < 0.05) and educational status also shows a significant association with treatment
compliance higher treatment compliance rate were reported by literate (86.0%) compared to
illiterate (75.0%) (14,27).

Study conducted in Bebeka coffee plantation farm south-west Ethiopia shows Occupational
status has strong association with CDTI compliance; employed individuals were more likely to
comply with Ivermectin treatment when compared to unemployed individuals [AOR: 1.68, 95%
Cl 1.11-2.61] (17).



Study done in Cameroon and Nigeria shows Males, adults and those who had ever been married
had higher rates of compliance than females, youth and singles. Education level and Christianity
were negatively associated with compliance, while belonging to the majority ethnic group in the
area was a positive factor concerning compliance rate. Although educational level and ethnic
status appear to be the strongest factors associated with compliance (17).

2.3.2 Individual related Factors

Individual related factors affect the Onchocerciasis control and Elimination plan in different part
of African country. Perception of being at risk of infection, participation in recruitment of CDD,
Favorable attitude to CDTI, Knowledgeable to CDTI and knowing at least one CDD in the
village were strongly associated with CDTI compliance. Study done in South-West Ethiopia
Kabo area; shows respondents who perceived themselves to be at risk of onchocerciasis infection
were 7.05 times more likely to comply with the treatment compared to those who did not [AOR:
7.05; 95% CI: 2.70, 18.43], respondents who know at least one CDD in their village were 2.83
times more likely to comply with CDTI compared to those who did not know any CDD in their
village [AOR: 2.83; 95% Cl: 1.26, 6.40] (14).

Similar study done in Bebeka Coffee Plantation Farm South-west Ethiopia; on factor associated
with treatment compliance show as fear of side effects that could avert them from going to
school and the drug's side effect may last up to one week. Moreover, a shorter period of
ivermectin distribution that lasts for about two weeks in most communities possibly increases the
likelihood of missing these highly mobile segments of the population, thus contributing to non-
compliance. The other factor positively associated with compliance in this study was high risk
perception to the infection of onchocerciasis, Favorable attitude and Knowledgeable to CDTI
(7).

Study form Uganda shows perceiving personal risk of onchocerciasis and believing that
Ivermectin prevents onchocerciasis is the most important factor that contributes positively for
CDTI compliance (24).

Study done in Cameroon and Nigeria shows Onchocerciasis perceived as curable and serious

disease were individual factor positively associated while lack of information on the arrival of



the drug and absenteeism the major factor negatively associated with community directed
treatment with ivermectin (26,27).

2.3.3 Program related Factors

Scientific studies have proven the effectiveness of the CDI strategy in other health interventions
programmes, such as: Vitamin A distribution, Lymphatic Filariasis (LF) treatment,
schistosomiasis treatment and de-worming. The Community Directed Intervention strategy
recruits Community Directed Distributors (CDD) from within the community to administer the
drugs. CDD’s who participated efficiently made they readily available to other community
directed interventions (28, 29, 30).

Study in Kabo area shows perceived CDDs are performing their work well had significantly
higher compliance rate (89.1%) compared to those who believe CDDs are poor in performance
(12.1%) (p < 0.05), perceived that CDTI as very important (87.9%) and the program can control
onchocerciasis (89.1%) had significantly higher compliance rate compared to those who look at
CDTI as an obligation (7.4%) and those who believe the program can’t control onchocerciasis
(33.3%) (P < 0.05) (14).

Other study done in Bebeka coffee plantation farm shows individuals who perceived that
measuring height is the best way of one's dose determination were 6.4 times more likely to
comply with the treatment than individuals who perceived that measuring height is not the best
way of one's dose determination [AOR: 6.37, 95% CI 2.10, 19.29], showed that perceived good

performance of CDDs by the population is associated with increased compliance (17).

Study from Cameroon shows that people who were best perception on campaigns' organization
useful and well organized was 10% higher compliant than of those who have negative perception
and The proportion of respondents who found their area’'s CDDs devoted and polite higher

compliant than that of people who found their area CDDs were not devoted and polite (26).
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Significance of study

Ivermectin is distributed free of charge through the African Program for Onchocerciasis Control
and Elimination (APOC), evidence show that not all eligible individuals within communities

receives the annual treatment

So that, finding of this study has assessed why eligible people fail to comply with the CDTI to
the expected level and recommend possible solutions for program managers, heath care
providers and stockholders to sustain community control and Elimination efforts over a long

period to achieve the Elimination plan.



3 Objectives

General Objective

To assess magnitude and Predictors of compliance with 2017 annual community directed
treatment with Ivermectin for Onchocerciasis Elimination in Yeki Woreda Sheka Zone, SNNP
Regional state, South-West Ethiopia.

Specific objectives

v' To determine the magnitude of compliance to CDTI for onchocerciasis elimination
during the 2017 annual treatment.

v" To identify predictors of compliance with CDTI for Onchocerciasis Elimination during
the 2017 annual treatment.



4 Method and materials

4.1 Study area and period

The study was conducted in Yeki woreda which is one of the three woreda in Sheka zone,
administratively the woreda is structured into 22 rural kebeles. Sheka Zone is one of the 14 zones
in SNNPR and one of the few areas with high forest cover in Ethiopia, which favors the presence
of black fly, the vector of Onchocerciasis. The woreda is located 864 Kms to south West of
Hawassa, the capital of SNNPR and 624 Kms to South west of Addis Ababa. The geographical
coordinates are approximately 7.12 -7.43 latitude and 35.32 - 35.75 longitude. The woreda has
an altitude range of 1001-1500 meter above sea level, mean annual temperature ranges from 15.1
to 22.5 in (°c) and it receives average rainfall of 1801 to 2200 mm annually.

The woreda has a total population of 141,539 with 71052 female and 70487 male according to
2010 Ethiopian Fiscal Year estimate. Community-based treatment with lvermectin for control of
onchocerciasis was initiated in the area in 2001 by APOC in partnership with Ethiopian Federal
Ministry of Health (FMOH), the Carter Center, local administration and the community. Study
was conducted from March 1-28, 2018.

10
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4.2 Study design

Community-based cross sectional study was employed.

4.3.1 Source population

Individual whose age was 18 years and above old population in Yeki Woreda.

4.3.2 Study population

Those individual whose residencies is in selected kebele.

4.3.3 Sampling unit

Individual with household
4.4 Inclusion and Exclusion Criteria

4.4.1 Inclusion criteria

Age 18 years or above whose; duration of residence in the study area was at least six months.
4.4 .2 Exclusion criteria

Pregnant and lactating woman’s who had infant less than one week of ages; during Mass Drug

Administration.
4.5 Sample size determination and sampling procedure

The sample size was determined using single population proportion formula as follows.

n = (Za/2)* p(1-p)

d2

12



Where p=proportion of CDTI compliance rate 79.8% were taken from similar study conducted
Kaffa zone south western Ethiopia (Asfaw D: 2017). Z a/2 at 95% CI (1.96) and d=5% margin
of error (0.05)

n=(1.96)%>*0.798(1-0.798) =248
(0.05)(0.05)

Since the sampling was multistage, the total sample size was multiplied by 2 to minimize the
design effect and 10% was added to compensate for non-response rates, thus the final sample
size was estimated to be 546. For the key informant in-depth interview, six participants from
Woreda Neglected Tropical Disease officer, supervisor from health center, HEW, Kebele leader,
CDD and community representatives who were affiliation with CDTI program were included.

4.5.2 Sampling technique

The Yeki woreda has 22 kebeles; from those 30% of the kebele was selected by Simple random
sampling technique. Seven Kebeles was included in the study because the population were
homogeneous, then simple random sampling method was used to select seven kebeles. Then,
total 546 Sample size was allocated to all randomly selected kebeles proportional based on
number of house hold in each sampled kebeles. List of HH was obtained for each kebele health
post health extension worker and systematic sampling method was applied to select households
(HHs) with interval of 20 HHs where the first HH was selected randomly. Purposive sampling

was employed for qualitative study.

13
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4.6 Data collection tool and procedure

4.6.1 Data collection tool

Data was collected by interviewer administered pre-tested questionnaire for quantitative study
and in depth interview guide for qualitative study, which had been adapted from previous related
studies (14, 17, 24, 26, 25, 27).

4.6.2 Data collectors

Data collectors were seven grades ten complete for interviewer administered questionnaire and
one Bsc nurse for in-depth interview who were fluent speaker of the local language, and two Bsc
nurse supervisors was recruited. Training was given for one day on the objective of the study,
questionnaire, method of data collection, interview techniques and procedures for data collection

and half day on identified gaps during pre-test.
4.6.3 Data collection procedure

Data was obtained by direct face to face interviewing of the study participants at their home.

Only one respondent was interviewed per household.
4.6.4 Data quality assurance

Data quality was ensured during instrument development, data collection, coding and analysis.
The questionnaire was initially prepared in English, then translated into Amharic and finally
back translated to English by another language expert to ensure consistency. Pre-test was
conducted on 5% of the total sample outside of the survey area (Adracha woreda Gamadro
kebele) before commencing the study. Findings was discussed among data collectors and
supervisors, so that, the tool was modified before actual data collection. The final interview was
conducted using the modified questionnaire. The completeness of questioners was checked every

day by the supervisors and principal investigator.

15



4.7 Variables
4.7.1 Dependent variable

Compliance with community directed treatment with Ivermectin (CDTI).

4.7.2 Independent variables

A. Socio-demographic factors: Age, sex, marital status, family size, religion, duration of
residence, ethnicity, occupation and educational status.

B. Individual related factors: knowledge on CDTI, attitude to CDTI, risk infection with

onchocerciasis and knowing about vector.

C .Disease related factors: mode transmits onchocerciasis, method of prevention and
seriousness disease.

D. program related Factors: place of ivermectin distribution, way of CDD recruitment, side
effects, performance of CDDs and important of CDTI.

4.8 Data processing and analysis

Data was checked for completeness and consistency, and coded. Then, data was entered in to Epi
Data version 3.1 and exported to SPSS version 20 for statistical analysis. Descriptive statistics
was computed to summarize data in tables. Those variables with P-values less than 0.25 in
bivariate analysis were selected by back ward elimination method as candidate variables for
multivariate analysis. A multivariate logistic regression was used to assess the association of
independent variables with outcome variables. The adjusted odds ratio together with their
corresponding 95% confidence interval was considered to determine strength of associations and
level of significance among the variables. For qualitative study tape-recorded interviews were
transcribed verbatim. The transcribed text from each informant was translated to English then

data was transcribed and analyzed manually.

16



4.9 Operational definition and definition of terms

Onchocerciasis; is a parasitic disease caused by Onchocerca volvulus, which is transmitted to
humans by black flies genus Simulium.

Perceived risk; is defined as personal feeling in danger of getting Onchocerciasis infection.

Compliance with CDTI; is defined as the individual members of the communities take Ivermectin pill
at annual distribution of CDTI in their village.

Non compliance with CDTI; is defined as the individual members of the communities miss

Ivermectin pill at annual distribution of CDTI in their village

Transmission zone; is defined as a geographical area, where transmission of O. volvulus occurs

by locally breeding vectors.

Ivermectin; drug used to treat Onchocerciasis which kills microfilaria, affect the viability and

reproductivity of the adult worms.

Knowledge to CDTI: an individual understanding and awareness on CDTI and lvermectin
obtain magnitude of score given for 11 questions. Score > mean defined as adequate knowledge
and < mean score define as having in adequate knowledge on CDTI and Ivermectin. Knowledge

was scored by giving 0 for incorrect answers and 1 for correct answers.

Attitude to CDTI: an individual feeling as well as any preconceived idea on CDTI obtains
magnitude of score given for 11 Likert-scale questions. Those Score > mean score and < mean

score define as having favorable and unfavorable attitude CDTI.
4.10 Ethical consideration

Ethical clearance letter was obtained from Institutional Review Board of Jimma University
Institute of Health. Permission letter to conduct the research was obtained from Sheka Zonal
Health Department and Yeki Woreda Health Office. Then, letter of support was communicated
to the local kebele administrator to get permission before the start of the data collection.
Moreover, all the study participants had provided informed written consent with understanding

of the purpose and benefit of the study along with their right to refuse. Confidentiality of study
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participants was assured by using questionnaire identification number and privacy by removing

names and other identifiers during the interview.

4.11 Plan for dissemination of findings

The findings of the study will be submitted to the Institute of Health of Jimma University in
fulfillment of the requirements for the degree of masters of public health in General public
health. A copy of the finding will be disseminated to Yeki Woreda Health Office and Sheka
Zone Health Department. The findings of the study will be published in peer reviewed reputable

journals to reach the wider scientific community.
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5 Results

All the estimated 546 sample individuals were interviewed yielding a response rate of 100%. Six
key informants were interviewed, two female and four male, except health center head, all lived
in the area for more than twenty years and supervisor health center lived for four years.
Interviews were conducted at kebele and Woreda health office after securing respondent
consents. The interview took from 30 to 50 minutes per participant.

Socio-demographic characteristics

The age of the respondents ranges from 19 to 73 years with mean age of 42.2+ 13 years and 338
(61.9%) of them were age above 35 years old. Three hundred fifty one (64.3%) were males;
regarding length of stay, nearly three-forth (73.4%) of them stayed for more than 10 years in the
study area. The dominant religion was Orthodox Christian 251 (46.0%) followed by Muslim
161(29.5%). Regarding their marital status, 461 (84.4%) was married. One hundred seventy four
(31.9%) of the study participants belonged to Amhara, 132 (24.2%) were Kafecho and 107
(19.6%) were Shekacho ethnic groups. Regarding educational status, 276 (50.5%) were literate.
Concerning occupation and family size, about two-third (72.9%) were farmers and the mean
family size was 4.5 (£2.3). The details of socio demographic characteristics were summarized in
Table 1.
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Table 1: Socio- demographic characteristics of the respondents, Yeki woreda, Ethiopia 2018

(n=546)
Variable Categories Freq (%)
Age in years <35 208 (38.1)
>35 338 (61.9)
Sex male 351 (64.3)
female 195 (35.7)
Length of stay <10 years 145 (26.6)
>10 years 401 (73.4)
Religion Orthodox 251 (46)
Muslim 161 (29.5)
Protestant 134 (24.5)
Marital status Currently married 461 (84.4)
Not in marriage 85 (15.6)
Ethnicity Shekacho 107 (19.6)
Kafecho 132 (24.2)
Amhara 174 (31.9)
Oromo 54 (9.9)
Shekoo 19 (3.5
Mezhenger 22 (4.7)
Benchi 12(2.2)
Tigre 8(1.4)
Other 18(3.3)
Educational status illiterate 270 (49.5)
literate 276 (50.5)
Occupation farmer 398(72.9)
civil servant 67(12.3)
merchant 81(14.8)
Family size 1-4 265 (48.5)
5-8 170 (31.1)
9+ 111 (20.3)
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Knowledge and attitude towards CDTI

Four hundred sixty two (91.0%) of respondent were knowledgeable about Community Directed
Treatment with Ivermectin. Regarding their attitudes, 462 (84.6%) of respondent had favorable

attitude towards Community Directed Treatment with Ivermectin.
Individual and disease related factors

Five hundred twenty five (96.2%) of the study participants had ever heard about onchocerciasis.
Closely two-third of the respondents 64% had correctly identified the name of the vector that
transmits onchocerciasis. Concerning transmission, 327 (59.9%) of the study subjects correctly
responded that onchocerciasis can be transmitted by black fly biting. Three hundred fifty six
(65.2 %) of the respondents knew preventive methods. Regarding symptoms of the disease, 506
(92.7%) of respondent knew at least one symptoms. Nearly three-fourth of respondents, 403
(73.8 %) believe that onchocerciasis is a serious disease; two-third (67.8%) of participants
believed onchocerciasis was common in their village and 352 (64.5%) perceive that they are high

risk of infection with onchocerciasis (Table 2).
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Table 2: Individual related factors among the study participants, Yeki woreda, Sheka Zone,

SNNPR Ethiopia 2018 (n=546)

Variables Responses Freq (%)
Ever heard about onchocerciasis Yes 525 (96.2)
No 21 (3.8)
Named of the vector of onchocerciasis Correct 355 (64)
Incorrect 191 (36)
Identified mode of transmission Correct 327 (59.9)
Incorrect 219 (40.1)
Identified methods of prevention Correct 356 (65.2)
Incorrect 190 (34.8)
Identified symptoms (at least one) Yes 506 (92.7)
No 40 (7.3)
Perceived seriousness of onchocerciasis Yes 403 (73.8)
No 143 (26.2)
Know onchocerciasis presence of onchocerciasis Yes 370 (67.8)
No 184 (32.2)
Risk perception of infection with onchocerciasis High risk 352 (64.5)
Low risk 194 (35.5)
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CDTI compliance rate and Program related factors

Four hundred twenty two (77.30%) of respondents were found to be compliant to annually
distributed Ivermectin. The most frequently mentioned reasons for missing the treatment were:
absence during the campaign day 99 (79.2 %), fear of side effects 14 (11%), CDDs did not come
to their house to provide them the treatment 2 (1.6%), Ivermectin not effective 4 (3.2%) and

other reasons 4(3.2 %).

The reasons commonly cited by the key informants for non-compliance, being absent during the
treatment time, fear of side effects and lack of awareness both to the disease and the treatment,
which are in line with results of the quantitative findings. Additional reason for non-compliance
mentioned by 37 years old woman CDD “...majority of community member was accepted drug
distribution by community drug distributor but some individuals didn t accept distribution by us.
I remember one person asked me, you are not nurse, not HEW or doctor how you can distribute
drug without having clinical skill and knowledge and he told me I don’t want to take drug

including my family finally he become non compliant for treatment”

Supervisor from health center explained that “the abilities of the some of the drug distributors
are not different from that of community members; | don t think the drug distributors had taken
enough training about CDTI, disease transmission and prevention of disease. Majority of
distributor have similar knowledge with community when we asked them at supervision time they
told us “we are distributing "oncho” even they did not differentiate the name of drug. These
might have contributed to the lack trust by some of the community members on the treatment and

contributed to non compliant”

The distribution of drug took place at community centre 256 (69.8 %), at home of the study
participants 89 (16.3%) and at CDD home 77 (14.1%). Most (99.05%) of them have reported
swallowed in front of CDD and 445 (81.5 %) participant had awareness about distribution of

Ivermectin in their village.
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Regarding CDDs and treatment, majority (97.8%) of the respondents knew at least one CDD
person in their village and only 117(21.4%) participated in recruitment of CDD.

A kebele leader said that “previous years the drug was distributed by CDDs (male and female)
but in recent years, it has been distributed by health development army and one to five network
leaders; and selection of distributor was done by health extension worker. The gaps seen in this
community ivermectin distribution might be lack enough training on disease prevention and

benefit of the treatment.”

Four hundred fifty six (83.5%) of the respondents believed performance of CDD was good, 458
(83.9%) perceived lvermectin treatment can eliminate onchocerciasis, 44 (8.1%) participant
knew people who stopped taking ivermectin in their area and 513 (94.0%) believed that CDTI
program is important (Table 3).
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Table 3: CDTI compliance rate and Program related factors Yeki woreda, Sheka Zone, SNNPR

Ethiopia 2018 (n=546)

Variables Response Freq (%)
Compliance to recent campaign Yes 422 (77.3)
No 124 (22.7)
Aware of ivermectin distribution Yes 445 (81.5)
No 101 (18.5)
Swallowed in front of CDD Yes 418 (99.05)
No 4 (0.05)
Place of lvermectin distribution Community centre 256 (69.8)
CDD come to my house 89 (16.3)
CDD home 77 (14.1)
Reason for non compliance to recent campaign Absent in house 99 (79.2)
Fear of side effect 14 (11.2)
Not informed 5 (4.0)
Ivermectin not effective 4 (3.2)
CDD did not come to my house 2 (1.6)
Do not believe free treatment 1 (0.8)
know at least one local CDD person Yes 534 (97.8)
No 12 (2.2)
Participation in recruitment of CDD Yes 117 (21.4)
No 429 (78.6)
Performance of CDD Good 456 (83.5)
Poor 90 (16.5)
Ivermectin treatment can eliminate onchocerciasis  Yes 458 (83.9)
No 88 (16.1)
Know a person who stopped treatment Yes 44 (8.1)
No 502 (91.1)
Reason for stopped taking ivermectin Absent in house 30 (68.2)
Fear of side effect 14 (31.8)
Perceived importance of CDTI Important 513 (94.0)

Not important

33 (6.0)
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Bivariate analysis

Binary logistic regression was employed for each individual variable to select candidate
variables for multivariable logistic regression. From variables under socio-demographic age, sex,
length of stay, marital status, educational status, occupation and family size were significant in
bivariate logistic regression and selected as candidate for multivariable logistic regression (Table
4).Additionally, knowledge and attitude about CDTI were selected as candidates for

multivariable logistic regression analysis.
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Table 4: Bivariate logistic regression of CDTI compliance versus socio demographic of the
respondents Yeki woreda, Sheka Zone, south Ethiopia 2018 (n=546)

Variable Categories Compliance COR (95% ClI) p-value
Yes=422(  No=124
#) (%)
Age in years <35 105(24.8)  103(83) 1
>35 317(74.2) 21(17) 14.8(8.8-24.8) 0.001"
Sex male 265(62.8) 86(69.4) 1
female 157(37.2) 38(31.6) 1.3(0.8-2) 0.178
Length of stay <10 years 71(16.8) 74(60.6) 1
>10 years 351(83.2) 50(39.4) 7.3(4.7-11.4) 0.01*
Religion Orthodox 188(44.5) 63(50.8) 1
Muslim 135(32) 26(21) 1.7(1-2.8) 0.32
Protestant 99(23.5) 35(28.2) 0.95(0.6-1.5) 0.86
Marital status Currently married  382(90.5) 79(63.7) 5.4(3.3-8.8) 0.017
Not in marriage 40(9.5) 45(36.3) 1
Ethnicity Shekacho 89(21) 18(14.5) 1
Kafecho 102(24.2)  30(24.2) 0.68 (0.36-1.3) 0.26
Amhara 133(31.5) 41(33.0) 0.65(0.35-1.2) 0.37
Oromo 43(10.2) 11(8.8) 0.8(0.34-1.8) 0.58
shekoo 16(3.8) 3(2.4) 1.0(0.34-1.8) 0.58
Mezhenger 14(3.3) 8(6.4) 0.35(0.13-0.96) 0.91
Benchi 10(2.4) 2(1.6) 1.0(0.02-1.58) 0.71
Tigre 6(1.4) 2(1.6) 0.6(0.12-3.3) 0.63
other 15(2.8) 3(4.8) 1.0(0.13-2.96) 0.31
Educational status illiterate 250(59.2) 20(16.2) 7.5(4.5-12.6) 0.001"
literate 172(41.8) 104(83.8) 1
Occupation farmer 374(88.6) 24(19.6) 1
civil servant 23(5.5)  44(36.2) 0.034 (0.017-0.064) 0.001"
merchant 25(5.9) 56(45.2) 0.03(0.015-0.05) 0.001"
Family size 1-4 164(38.8) 101(81.4) 0.16(0.04-0.24) 0.01"
5-8 154(36.5) 16(13.0) 0.6(0.26-1.6) 0.34
9+ 104(24.7) 75.6) 1
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Individual, disease and Program related factors

There are 12 variables which include knowing the name of vector, mode of transmission, correct
method of prevention, symptom of diseases, perceiving disease serious, perceiving risk of
infection, believed onchocerciasis common in their village, knowing at least one CDD person in
village, participation in recruitment of CDD, believe that treatment eliminate the disease and
importance of CDTI were selected as candidates for multivariable logistic regression analysis

(Table 5)
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Table 5: Disease, individual and program related factors affecting compliance with CDTI among study

participants, Yeki woreda, Sheka Zone, south Ethiopia (n=546)

Variable Response compliance COR 95% CI p-value
Yes=422(  No=124(
%) %)

Heard about onchocerciasis Yes 408(96.7)  117(94.4) 1.7(0.68-4.4) 0.24
No 14(3.3) 7(5.6) 1

Named of the vector of onchocerciasis  Correct 299(70.8) 56(45.2) 2.9(1.9-4.4) 0.001*
Incorrect 123(29.2) 68(54.8) 1

Identified mode of transmission Correct 281(66.6)  46(37.1) 3.4(2.2-5.2) 0.001*
Incorrect 141(33.4) 78(62.9) 1

Identified symptoms (at least one) Yes 400(94.7) 106(85.5) 3(1.6-5.9) 0.002*
No 22(5.3) 18(14.5) 1

Perceiving seriousness of onchocerciasis ~ Yes 365(86) 38(30) 14.5(9-23) 0.001*
No 57(14) 86(70) 1

Risk perception of infection High risk 327(77) 25(19.7) 13.6(8.4-22) 0.001
Low risk 95(23) 99(80.3) 1

Onchocerciasis common in you village  Yes 340(80) 30(24.2) 12.9(8-20) 0.001"
No 82(20) 94(75.8) 1

know at least one CDD in you village  Yes 418(99) 116(93.7)  7.2(2-24.3) 0.002"
No 4(1) 8(6.3) 1

Participation in recruitment of CDD Yes 108(25.6)  9(7.0) 4.4(2.1-8.7)  0.001*
No 314(74.4) 115(93) 1

performance of CDD Good 379(90) 77(62.0) 5.4(3.3-8.7)  0.001*
Poor 43(10) 47(38.0) 1

Perceive onchocerciasis elimination Yes 377(89.3) 81(65.3) 4.4(2.7-7.2) 0.01*
No 45(9.7) 43(34.7) 1

Perceived Importance of CDTI Important ~ 412(97.6) 101(81.3) 9.4(4.3-20) 0.001*
Not important ~ 10(2.4) 23(19.7) 1
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Multivariable logistic regression

Six variables were found to have statistically significant association with compliance to CDTI
after adjusting for other variables. Age, occupation (civil servant and merchant), risk perception to
onchocerciasis, attitude towards CDTI, performance of CDD and knowledge for CDTI were
significantly associated with the compliance of CDTI. Respondents with age greater than 35
years old were 3 times more likely to comply with CDTI compared to those whose age was less
than or equal to 35 years [AOR:3; 95% CI: 1.4, 6.0]. The respondents who perceived
themselves to be at high risk of onchocerciasis infection were 4.6 times more likely to comply
with the treatment compared to those who did not [AOR :4.6; 95% CI: 2.3, 9.6].

Sixty one years old community representative explained that: “we had suffered by onchocerciasis
for long period of time in our village after CDTI program started our health problem was solved
even though still today we fear of disease due to its health risk; thus, we follow annual treatment

and in addition to that Ivermectin too important to treat internal parasites.”

In addition, respondents who perceived that CDDs are doing their work good were 2.7 times
more likely to comply with CDTI compared to their counter parts [AOR: 2.7; 95% CI: 1.2, 6.7].

Similarly, individuals who had favorable attitude towards CDTI were 2.5 times more likely to
comply with the treatment compared to those who had unfavorable attitude towards CDTI
[AOR: 2.5; 95% CI: 1, 6.0]. Respondent who had knowledgeable of CDTI were 3.8 times more
likely to comply with the treatment compared to those who had not knowledgeable to CDTI
[AOR: 3.8; 95% CI: 1.2, 12.2]. Similarly, the Qualitative findings substantiate the need for the
knowledge of the importance of CDTI to increase compliance of the program. For instance,
thirty fours years old male from woreda office (neglected tropical disease officer) said that
“reason for compliance was community has good knowledge about CDTI and positive attitude
towards the programs also we have had a lot of advocacy, health education and distributed

leaflet.”

Additionally Civil servant were 90% less likely compliant than farmer [AOR: 0.1; 95 CI: 0.04-
0.25] and merchant were 91% less likely compliant than farmer [AOR: 0.09; 95 CI: 0.03-0.19]
(Table 6).
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Table 6: Independent predictors of compliance with Community Directed Treatment with
Ivermectin, Yeki, South-West Ethiopia, 2018

Variables Categories Compliance COR 95%CiI AOR 95%CI
Yes=422(%) No=124
(%)

Age in years <35 108(25.06)  106(83.6) 1
>35 323(74.94) 21(16.4)  15(9-25.3) 3(1.4-6.0)

Occupation farmer 374(88.6) 24(196) 1
civil servant 23(5.5) 44(36.2)  0.034 (0.017-0.064)  0.1(0.04-0.25)
merchant 25(5.9) 56(45.2)  0.03 (0.015-0.05)  0.09(0.03-0.19)

Risk of infection High risk 327(77) 25(19.7)  13.6(8.4-22) 4.6(2.3-9.6)
Low risk 95(23) 99(80.3) 1

knowledge for CDTI knowledgeable  413(97.8) 84(67.7) 21.8(10.2-46.7) 3.8(1.2-12.2)
not knowledgeable 9 (2.2) 40(32.3) 1

Attitude towards CDTI  favorable 398(94.3) 64(51.6)  15.5(9.0-26.7) 2.5(1-6.0)
un favorable 24(5.7) 60(49.4) 1

Recruitment of CDD Yes 108(25.6) 9(7.0) 4.4(2.1-8.7) 2.4(0.9-6.4)
No 314(74.4) 115(93) 1

performance of CDD Good 379(90) 77(62.0) 5.4(3.3-8.7) 2.7(1.2-6.7)
Poor 43(10) 47(38.0) 1

Perceiving seriousness  Yes 365(86) 38(30) 14.5(9-23) 2.5(1.2-5.0)
No 57(14) 86(70) 1
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6 Discussion

This study has to shown magnitude and predictors of compliance with compliance to annual
CDTI Treatment with Ivermectin for Onchocerciasis Elimination in the study setting. The annual
ivermectin treatment compliance rate in the present study is 77.30 % among the study
participants. This finding is somewhat less than the findings of the studies conducted in Kabo
(14), Kaffa zone (15), Uganda (24), which show that treatment compliance rate was 80.8%,
79.8%, 82.2% respectively. But it is higher than a finding study conducted in Nigeria (25), which
was 55.4% were compliant to CDTI. The treatment compliance is low when it compared with
elimination point of compliance, there is a need to attain and maintain a high coverage of CDTI;
at least 90%, for elimination of onchocerciasis as a public health problem (8, (9). The possible
reason for difference in magnitude of compliance might be sample size difference, prevalence of

disease and length of CDTI year difference.

Among the socio-demographic variables, age groups >35 years had a positive association with
CDTI compliance and were higher treatment compliance compared <35years old. The finding is
consistent with a study conducted in Kabo (14), Bebeka coffee plantation farm south-west
Ethiopia (17) and Kaffa Zone (15).The reason may be attributed to the fact that younger
individuals were relatively highly mobile and likely to travel outside the village for work and

other opportunities or they could be reluctant and miss the annual treatment (17).

The strongest factor associated with compliance to CDTI in this study was personal risk of
onchocerciasis infection. Individuals who perceive that they are at risk of getting the infection
more likely to comply with CDTI compared to those who consider themselves as free from risk
of the infection. The finding is consistent with a study conducted in Kabo (14), Bebeka coffee

plantation farm (17), Cameroon and Nigeria (25).

The reason may be attributed to the fact that the likelihood of an action treatment intake would
increase if the perceived threat of the disease is high. On the other hand, qualitative study ;sixty
one years old community representative said that “we had suffered by onchocerciasis for long
years in our village after CDTI program started our health problem was solved even though still

today we fear of disease due to these we follow annual treatment”
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Other strongest factor associated with compliance to CDTI in this study Knowledge. Individuals
who were knowledgeable about CDTI were more likely to comply with CDTI compared to those
who were not knowledgeable. The finding is similar with a study conducted in Bebeka coffee
farm south-west Ethiopia (17). This may be due to the fact that knowledgeable person have high
level of understanding about the advantage and disadvantage of compliance to CDTI. Therefore
they choice were being compliant rather than missing.

Our findings also showed that perceived good performance of CDDs by the population is
associated with increased compliance. This result is similar to what other investigators have
found out elsewhere Kabo coffee farm(14),Bebeka coffee farm (17), Uganda (31). Good
performance of CDD might have resulted for acceptability by the community and resulted for
high compliance.

The strongest factor associated with compliance to CDTI in this study attitude towards CDTI.
Individuals who favorable attitude had more likely to comply with CDTI compared to those who
had unfavorable attitude. The finding is similar with a study conducted in Bebeka coffee farm
(17) and Cameroon (26). In qualitative result similar with quantitative result most of the
informants indicated that community have favorable attitude to CDT]I factor that contribute for

treatment compliance.

The reason may be attributed to the fact that the likelihood of an action treatment intake would
increase if individual had favorable attitude towards CDTI which lead to compliance rather than

no-compliant.

Being Civil servant and merchant were negatively associated with compliance to CDTI.
Individual whose occupation was civil servant and merchant were less likely compliant when
compared with farmer. Being Civil servant and merchant were not statically significant in study
conducted elsewhere these differences might be sample size and study design difference. This
may be due to the fact that individuals were relatively highly mobile and likely to travel outside
the village for work and other hand opportunities and the life style of farmers, civil servant and
merchant is different degree of risk of farmer is high when compared with those other might

result high compliant.
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7 Conclusion

The annual treatment compliance to community directed treatment with Ivermectin (CDTI) in
the study area was low. Members of the community who had adequate knowledge, favorable
attitude to CDTI, perceived performance of CDD good, old adult (age >35 years) and perceived
risk of being infection were highly compliant to CDTI. Those segment population particularly
merchant and civil servant were less compliant with the annual treatment. So those individuals
who was non compliant with the annual mass treatment, contributes to the continuity for disease

transmission.
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8 Recommendations

The woreda health officers, health center health professionals and health extension workers
should give health education focused on epidemiological information in order to increase risk
perception about Onchocerciasis infection, to overcome the gaps of knowledge and attitude of
CDTI, and importance of complying with Ivermectin, the consequences of non-compliance with

treatment.

The distribution should last long enough, at each treatment round, in order to reach less complier

more mobile community (age<35, merchant and civil servant) village members.

Zonal Health Department, Carter center and Woreda health office should motivation and

continual support to improve CDD's performance.
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Annex 1: Questionnaire English version
Jimma University Institute of Health Department of Epidemiology

Questionnaire for Community Based Survey On magnitude And Predictors Of Compliance With
Community Directed Treatment With Ivermectin for Onchocerciasis Elimination in Yeki
Woreda Sheka Zone,SNNPR State, South West Ethiopia.

Consent Form: Hello! My name is I am working as a data collector temporarily

for post graduate student of Jimma University Institute of Health. The main purpose of this
study is to assess magnitude and Predictors of compliance with annual community-directed
treatment with lvermectin for onchocerciasis elimination. Onchocerciasis is one of tropical
neglected disease. It is public health and socio-economic problem of poorest population of
developing country including study population the aim of this study will be to determine the rate
of compliance with CDTI and to asses factors influencing compliance with CDTI in Yeki

Woreda, which will be contribute to the success of the on-going program.

So you are kindly requested to be included in the study, which will have importance in
improving onchocerciasis elimination plan. The interview will take about 20-30 minutes. No
information concerning you, as individual will be passed to another individual without your
agreement. Your participation is voluntary and you have the right to not participate fully or
partially. Only honest answers would contribute to improvement of health planning. The study

has approval from Jimma University. “Can we start now?”

v If yes, continue interviewing

v If No, thank and stop interviewing.

» Name of the interviewer Sign. date

» Date of interview

» Name of the supervisor . Sign Date
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PART ONE: SOCIO- DEMOGRAPHIC CARACTERSTICS OF RESPONDANTS

S.NO | Questions Alternative /choice of response | Code Skip
101 What is your age completed these in
years?
102 Sex 1.Male
2.Female
103 For how long have you lived in this
kebele?
104 What is your religion? 1. Orthodox Christian
2. Muslim
3. Protestant
4. Catholic.
5. Other, specify-----
105 What is your marital status currently? 1. Currently married
2. Not in marriage
106 What is your ethnicity? 1. Shekacho
2. Kafecho
3. Amhara
4. Oromo
5. Mezhenger
6. shekoo
7. Other
107 What is you grade completed?
108 | What is your Occupation? 1 Farmer
2 Civil servant
3 Merchant
4 student
5 Other (specify
109 Total family size

i)




Part two; Knowledge for Community Directed Treatment with Ivermectin and Ivermectin

Alternative /choice of response

S.no | Questions Code | skip
201 | Do you now CDTI program in 1. Yes If “No”
your village? 2. No skip to Q303
If answer is yes for question 1. lvermectin distribution
202 | number 301 what are actives 2. Vitamin A supplementation
done? 3. 1 do not have information
Who were not eligible for 1. Pregnant and lactating
203 | lvermectin distribution? younger than one week.
2. Adult
3. Adolescent
4. 1 do not have information
What is name of drug used for 1. lvermectin
204 . 2. Vitamin A
onchocerciasis treatment? . .
3. 1 do not have information
Who is responsible body for 1. HEW
205 | drug distribution in 2. CDD
community? 3. Woreda Health office
4. 1 do not have information
How do CDDs determine dose 1. By measuring height
206 | of drug in you village? 2. By measuring weight
3. 1do not have information
Who is responsible body for 1. HEW
207 | CDD recruitment? 2. Kebele leader
3. Community
4. 1 do not have information
208 | By how many month intervals 1. Every three month interval
does ivermectin distribution 2. Every six month interval
take place current in you 3. 1 do not have information
village?
What is benefit of taking 1. To treat onchocerciasis
209 lvermectin? 2. To treat malaria
' 3. 1 do not have information
What is color of lvermectin 1. White
210 | tablet? 1. Red
2. | do not have information
How you explain ivermectin in 1. ltis free
211 | terms of payment? 2. Itis Paid
3. 1 do not have information
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PART three: Attitude to Community Directed Treatment with Ivermectin

S no | Questions Strongly | Disagree(2) | Neutral Agree Strongly
disagree (3) (4) agree (5)
1

301 | CDTI is important for

elimination onchocerciasis

302 | Measuring height is the
best way of dose

determination

303 | Onchocerciasis drug given
by the CDD is safe and

useful

304 | The drug in the campaign
given based on interest of

community

305 | The drug given in the
campaign reaches to all

people

306 | The drug given through
CDDs is the correct
strategy

307 | The Drug given in the
campaign distributed on
appropriate time for all the

villagers

308 | The drug given in mass
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drug treatment past years
prevented me from

disease

309

The drug is much useful
and | care if not given in

the future

310

| want the drug because
of its effective

311

I know now about the
disease cause,
transmission and
prevention because of the
CDT]I programme
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PART four: Disease related factors

S.no | Questions Alternative /choice of response Code | skip
401 | Have you ever heard about 1. Yes If “No”
kKip to Q
o 2. No S
Onchocerciasis? 204
402 | What is name of the vector that | 1. Filarial worm
transmits onchocerciasis? 2. Black (river) fly
3. Mosquito
4. 1do not known
403 | What is the mode of 1. Mosquito bite
transmission of onchocerciasis? | 2. Black fly bite
3. Sexual contact
4. Sharing clothes
5. contact with infected person
6. | do not have information
404 | Which one correct method used 1. Taking ivermectin
for prevent Onchocerciasis? 2. Using bed net
3. Killing black fly
4. Wearing protective clothes
5. Environmental sanitation
6. Keeping Personal hygiene
7. No idea of what to do
405 | Which one is symptom of 1. ltching
Onchocerciasis? 2. Diarrhea
3. 1 do not known
406 | Onchocerciasis is serious 1. yes
disease? 2. No
407 | Is Onchocerciasis common in 1. yes
this village? 2. No
408 | What is your risk of infection 1. Highrisk
with onchocerciasis? 2. Low risk
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Part five Program related Factors

S.no | Questions Alternative /choice of response code | skip
501 | Did you have information about 1. Yes
Ivermectin distribution in village? 2. No
502 | Did you receive lvermectin in the 1. Yes If “No”
Recent campaign (this year)? 2. No skip to Q
505
503 | If Yes, did you swallowed in front of the | 1. Yes
CDD? 2. No
504 From where did you collect Ivermectin? | 1. CDD came to my house
2. I went to CDD’s House
3. From the community centre
505 | If no, for question 502 What was the 1. Absent in the house
reason? 2. Sides effects ivermectin
3. Not being informed
4. CDD didn’t come to house
5. Don’t believe in free things
6. We do not have a CDD
7. Drug not effective
8. Other, Specify--------
506 | Do you know at least one CDD person 1. Yes
in you village? 2. No
507 | Do you aware of how CDD’s were 1. Yes
recruited? 2. No
508 | How did you evaluate the performance 1. Good
of CDDs? 2. Poor
509 | Do you think lIvermectin treatments can 1. Yes
Elimination onchocerciasis? 2. No
510 | Did you know someone who had been 1. Yes If “No”
stopped taking ivermectin? 2. No skipto Q
512
511 | If Yes, What was the reason? 1. Absent in the house
2. Sides effects ivermectin
3. Not being informed
4. CDD didn’t come to house
5. Don’t believe in free things
6. We do not have a CDD
7. Drug not effective
8. Other, Specify--------
512 | Do you think CDTI is important? 1. Important
2. Not important
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Annex 3: Questionnaire Amharic Version
Lo eracict mS A0ttt ATAIPNE, TPUCT hed
PILATC AMONP NIOIOrE::

MG LATAS Abrmmmmmmmmmmm e AMAAD-: R IR0 G0 AR QZ0CHE MG AR AT
LVL-IPLP 1916 APIO* WT& LR 90l E (47) A-NANL NPy 1@-::

PPGE GA9Y:- P UHA avZ PATD P&t 0LARCTHE OGS aWNAPT  ATITGT 10+ 5 Ao 9197 PACOS?
TINPG (17 YHAP o287 Ph2h (0F s@-P: WHA AT AV TPLF a28Ust 884 A5 Tuil  HEP
aLEPFY AHN0AN 32 (10PPI° P73 TPLE a3 90T Adet 78R PrlaPAhFa. Ahat Akhzh (07 A79744
ATLeLTID TLF PorGty av}llD ARG Pl LLATFPA:: 1TTH AC P77 F1 NFAPTP (LUP? 177 (+9P 1Ps (1h4A
PAToY1G (V1P PHallP 3.:: (177 20NNVFD. 2L EPF AL 19227 (N TICTPHG ANTIP 7PAP 7oL 8PF 1790TC
TnP@. h75E U5 0479, 5mt T°0TCPT 2278007 ACTNS Lu-b:: FA-aome# A120-30 .€EP PUA P7Lm0E
AUP? N7735I° 24 T9$9° LFAcc:: ANA? (MF327C207F@. 750F A8 PATIPTS TA6 PAV: 3¢ hAd oompd
etz AP N5t 4e Aaoifg: TOTIIOFPA?
Y ALLAI e £, PCTE QAR @A PFam Ay (1) £677 P2

PN PNeE?D LLLID. (197 - ALY P%
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heA A2 1.9T02PS N1-UHOP avlBPT

t+& | TOPPT AT Ao T apP | OL
101 | 28982 N3 a?
102 | 2 . wDie
2. 07

103 | 9°7 PUA LH AHU P00 TEPN? _
104 | Ze77512 9728 0? 1. ACPLH 7PU~L

2. POAI

3. TetnI

4. hfah

5 4470
105 | P8¢ w57 1. 08¢ A%2€ 48 P

2. AU TEC AL PAUY
106 | M%c2 97265 w- 1. aaF

2. heF

3. A%

4. Ao

5. @13

6. ih

P [ ——
107 | Anh 0275 hea 17972672
108 | 022t 9728 -2 1. ACOACC

2. P3N (1lAG

3. 728

4. 196

5 A4
109 | AmPAe PaAaA it ?
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hed vt i ATTUNLAN 9040 K7D o UL 02AG ALGNET PtT LAD- d@-P

+.& | TePPT AT o av(OT ao(\ P e,
201 T9hNLAAN aPs0 PATD aP&ULT ALA 1. &AP? ALLA® hUry
av 3R 4 (T aOFETFOM P? 2. AhLLAJ® of. 7% 303
PAG::
202 | PPAGH iATR 301 AP Pt 97 98t 1. AL0é ant7? 0LA
0t LEATIN? 2. 083917 h 084
3. avLE TIIP
203 | AALOGoPh T 1k LAV T 1. 190 mCS 0L F @<
A9ICFo-? WPt 0 FF P hAGT
PO AGPT
2. AP
3. 14970
4. avLE IO
204 | P70 (02 291.9h9° ao U+ (av- 1. hgnsaPhty
o7 LOAAN? 2. Q837 h
3. LEm- ATHP°
205 | 099 hN0LAAN 9240 9oL h T 02A 1. M5 KOt
DALk PITIm-? 2. PavIL(C avl it
A%PT(CDD)
3. @48 MS&/0t QANao-PPTF
4. avLE NIIP
206 | @&Vt aomT PONI®- (907 %L1 1. %991 NavAnt
0L, 10-? 2. hnetnavaht
3. avLE NTIIP
207 | PavILC aoC Ut AAPT avgPL T 09T 1. 2mS Ahata? QAae-
DALY 10-7 2. PPOA AOT884
3. PhNetan
4. avLE NTHIP
208 | PATh av@3F ACTRT (19°7 SUA LH 1. 0f3 OC ARYF
ARTT 10+ PI°(\ L6 D7 2. 6 @OC AT
3. M2 @OC ARrt
4. avLE NTHIP
209 | PATh avC it @08 PPpav- 1. A7h 0037 £hota
go 7L Mm-? 2. @0 NGF7 LholA
3. avlE NTHIP
210 ALNSTLNTT avhh ALt PA 1D-? . 9B
2. P
3. hA@-pg°
21 eav & hit N&P O 102 . 1
2. &L hdo-
3. OvlE NTHIP
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hed 20t . A%Uh0LON o040 A7 AD9SG THA

Tk | TEPPT nmge AAOTI(2) | P7A AOTI9I00~(4) [ 0O
AAOTITO(1) 0(3) AOTITI0~(5)

301 TANLAN 9o AT chhyP
NAF70ATh  TIPéat 2FAA::

302 ¢+ oot (I Thhd 908 dh it
av-ty \apao 7 B MmPTIA::

303 7N avChit ICDD 9P0éehk
AOFII9THG P, 1=z

304 | OHO°F LK, eHO-6n@ Pt
AU-I°hNEH0N 96040 ::

305 | @& At NCDD oo0s-envEk FhhAT
e, 1M-::

306 | (1HaPsB, LH, PT0l-6@+ aPLU T
N1.HS OFhhd H8CAA::

307 nHY 01 P0G a0t he7?
nNa>r mNSTA::

308 | ap&UE HI° MP9L AANDT
0eATI° 1L LATA::

309 | LU ET ap@-\L AANEATL TICAP
9T hAD-::

310 AU7 OAD< AANGT 9P TANLL

a1 8¢ avnAn®
AT+ PAVT:: 90704190 UHAN a0
190C NgPF4-::

31

HovF@- LH, av2 it LI°OMmd-
N0 -z
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hed ket O OC eHIT v PT

+.& | TePPT AT o av(OT ao(\ @ e,
401 OAx7h NG A0h AT Q9T+ 1. A? ALLAT hUr @f,
LD P(? 2. h2LAJ® 7% 204 LM%
402 PA7h N3 A0TAAL T777 97 1. PRC HTN
Faante? 2. OO ¥y
3. AAD-PIP
403 ATh (02 aoFAALL av 18 IO em-? . Noq +7% Tha
2. 0PeC M0 7ha
3. 0232 A7Frk
4. &NO Naepet
5. aolB PAGYP::
404 | PATD NG AgehAhd 9°7 £LCON? 1. Agnséorht aom-n &
2. AI0C gotpge
3. TRC Hr av9Ld
4. aohAhf ANO aPANN
5. AhQ. 78VS oomN$
6. 9°79° Al AF9°
405 | AT (0> PPANT P28 I@-? 1. 994hh
2. tPayp
3. hA@-pgr::
406 | A7h A7 MO 102 1. AP
2. hgLAJ®
407 | eATDACHLEAA N NANANLCTU- 1. AP
004t &Foan? 2. ARLATP
408 | AN LaPOAT AL AP T°7PUN 1D-? 1. hetq

HP+G
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h&d A0 . TC%0v« OC P19 T vi1FP T

+.& | TPPPF AT aPp\NF aop\ @ me,
501 | PAL0S TRET 624 N7IhNZAN: 1. AP
@A IH0, AN? 2. ALLAJ®
502 | NPCN 1LH O FLL1D- av e hit 1. AP
02A heNsiht7 MOLYA? 2. AhLLAJ®
503 | hoalh (o hit hST &t . AP
amYA? 2. ALLAJ®
504 | vk 0ot 10 PoOLho-? 1. CDD (vt aopt-
2. CDD Ot 7%
3. APLL QA@- hoe NJ-
505 | ATPE 502 ALLAI® hiPy 1. VF AAINCHH9P
oNTeE IOIe 107 2. vk TN Mot
3. a2/B (AATY
4. CDD 0t Adar)
5. 019 711C QAT
6. CDD 090724 QAA
7. @&t ANTILMPI°
8. AA h 7eh
506 | Ng°7LCY CDD J@Phy? 1. &P
2. KLLAJ®
507 | ¢ CDD avlM avl8 hhet? 1. AP
2. KLLAJ®
508 | ? CDD k4.909° A28+ LavHGA? . T4
2. OOPE
509 | AL047%0 7T (9 RATD 1. h?
637 Pméd Noe LOOA? 2. ALLAY®
510 | @@t av@-AL PHav (- 1. A2 ALLA Pt
LM P(? 2. ALLAJ® DL 512 AAG
511 AR AP et P20 F POO8 1. Ot AAINZIP
-2
2. vk TN ot
3. @B (AN
4. CDD (-t dAdaera)
5. 019 71C AATIAIY
6. CDD Nav7%2s QAA
7. @At ANTIeMPI°
8. AA h 7N
512 ch 1 TAN avs-f a it . M 10

I°70U0 M P, 107

2. 9°79° AemPII°
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Annex 2: In depth Interview guide

Guide questions for in-depth interview

1. How can you explain current status of onchocerciasis in Yeki Woreda?

2. How can you explain Perception of community towards Community Directed Treatment
with Ivermectin (CDTI)?

3. How can you explain Community Drug Distributor (CDD’s) recruitment and
performance?

4. How can you explain Communities’ perception on the lvermectin use?

5. What are factors that help individuals to comply with the treatment and reasons for non

compliance?

Thank you very much for participating in the Interview!

54



