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in an infected person. However, such annual
treatment has to be continued for at least
10± 15 years in order to cover the life-span of
the adult worms, which are not killed by the
drug (Taylor et al., 1990). Merck & Co. Inc.,
through its Mectizan Donation Program
(MDP), has agreed to provide the drug free-
of-charge, for as long as necessary, to all
governments and organizations involved in
onchocerciasis control (WHO, 1995).

National onchocerciasis control pro-
grammes (NOCP), based on chemotherapeutic
control with ivermectin, have now been estab-
lished in almost all affected countries, by con-
sortia formed between the national Ministries
of Health and various non-governmental de-
velopment organizations. The aim of the
NOCP is to treat, once a year over a period
not exceeding 3 months, all those who are
eligible to take ivermectin (i.e. excluding those
who
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SUBJECTS AND METHODS

Study Area
The present study of knowledge, attitude and
practice (KAP) was carried out in the Rukun-
giri district in south± western Uganda, in Au-
gust± September 2000. At the time of the
study, this district had a population of about
39 000, living in 12 onchocerciasis-endemic
parishes where ivermectin is actively dis-
tributed. Two of these parishesÐ Masya (with
nine communities and a total population of
3155) and Karangara (with 11 communities
and a total population of 3082)Ð separated by
a distance of at least 20 km, were selected for
investigation.

Face-to-face Interviews with Women
One adult female respondent (aged . 18
years) was chosen, for face-to-face interview,
from each of 260 households (i.e. 13 from each
of the 20 communities in the two study
parishes). The ® rst household investigated in
each community was selected with the assist-
ance of a random-number table (Kuzma,
1992), and then every second household fol-
lowing the ® rst in the community-household
register was selected until all 13 study house-
holds had been identi® ed. Each interviewee
was questioned on her knowledge of
onchocerciasis, on her attendance at health-
education sessions, on her knowledge of
women’s involvement in ivermectin distri-
bution; and about the attitudes of women
towards being distributors.

Participatory Evaluation Meetings
(PEM)
While the face-to-face interviews of women in
selected households were being carried out,
PEM were also
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TABLE 2
Reasons given by the treated and untreatedwomen for their non-attendanceat health-education sessions, at community
meetings to select community-directed health workers (CDHW), or at community meetings to decide on the method

of ivermectin distribution

No. and (%) of the respondents who:

Had been treated in 1999 Had not been treated in 1999

HEALTH-EDUCATION SESSIONS

Reason given for non-attendance:
I was not informed of the session 6 (19) 3 (12)
I had too much work 6 (19) 2 (8)
I was sick 4 (12) 3 (12)
The session was based too far away 8 (25) 3 (12)
I was too lazy 8 (25) 3 (12)
None 0 (0) 11 (44)

No. not attending 32 25
MEETINGS FOR SELECTION OF CDHW

Reason given for non-attendance:
I was not informed of the meeting 26 (40) 2 (9)
I was sick 25 (39) 9 (41)
I was busy in my garden 7 (11) 3 (14)
I was pregnant 2 (3) 6 (27)
I thought it was only for educated people 1 (2) 0 (0)
I was unable to walk the long distance 1 (2) 0 (0)
My husband attended and selected for me 3 (5) 0 (0)
None 0 (0) 2 (9)

No. not attending 65 22
MEETINGS TO CHOOSE DISTRIBUTION METHOD

Reason given for non-attendance:
I was not informed of the meeting 35 (51) 10 (36)
I was informed but failed to attend 23 (33) 6 (21)
I was sick 2 (3) 6 (21)
My husband prevented me 4 (6) 2 (7)
I was not interested 5 (7) 4 (14)

No. not attending 69 28

Fifty-seven of the respondents said they
would be unwilling to become CDHW if
asked to do so by their community (Table 3).
Most (251) of the women interviewed were
willing to say if they thought men, women or
neither made better CDHW (for the purposes
of ivermectin distribution); in this respect,
there was no statistically signi® cant difference
between the answers of the treated and un-
treated women, or between the percentages
who thought men made better CDHW and
those who thought women made better
CDHW (Table 4). All but two of the women

interviewed responded to a question on how
they perceived the performances of women
and men as CDHW: 98 (38%) said that
women were more likely to be patient and
tolerant than men, 73 (28%) thought that men
were more active than women but more impa-
tient, 82 (32%) said that women were more
committed than men, and ® ve (2%) said that
men were rude.

Further analysis revealed that those who
said that they had attended the health-
education sessions were more likely to have
been involved (or, at least, to claim they had
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TABLE 3
The reasons why 57 of the women respondents (45 of the treated and 12 of the untreated) said they would not become

community-directed health workers (CDHW) if selected

No. and (%) of the respondents who:

Reason given Had been treated in 1999 Had not been treated in 1999

I could not manage the task 25 (56) 7 (58)
I have too many other responsibilities 12 (27) 3 (25)
This is educated work and I am illiterate 5 (11) 1 (8)
This work is for men only 3 (7) 1 (8)

TABLE 4
The performance of men and women as community-directed health workers (CDHW) distributing ivermectin, as

perceived by 251 of the women respondents (196 treated and 55 untreated)

No. and (%) of the respondents who:

Respondent’s view Had been treated in 1999 Had not been treated in 1999

As CDHW, men are better than women 78 (40) 20 (36)
As CDHW, women are better than men 55 (28) 18 (33)
As CDHW, men and women are equally good 63 (32) 17 (31)
(provided they are trained and willing)

been involved) in the selection of CDHW, the
choice of the method of drug distribution, and
the decision-making on the time of distri-
bution (P , 0.001 for each) than those who
said they had not been
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increased appreciation of both female and
male CDHW. There was a marked tendency
among the inhabitants of both of the parishes
investigated to attend only those community-
information or health-education meetings that
were held in their own kinships/zones, and
long distances between home and the place of
the meeting were de® nitely a deterrent to
attendance. The men were
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within it, they are at a disadvantage when it
comes to issues of inheritance and
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members of each group. The groups would
create more opportunities for regular discus-
sions between the women, making it easier for
the women to resolve their differences and
increasing the level of trust between them.
During the face-to-face interviews and PEM,
several other problems reducing the involve-
ment of women in the CDTI were identi® ed:
women having too much work at home; the
centre for meetings being too far away; not
being informed of meetings; sickness; hus-
bands refusing to let their wives attend meet-
ings; and women thinking that it is only men
who can work as CDHW. By consensus, the
community members attending the PEM (in-
cluding many women) agreed that women’s
involvement would be enhanced if women
attended health-education sessions, if meet-
ings were held close to their homes, and if
women participated in deciding when and
where to meet.

In conclusion, increasing the involvement
of women in the CDTI-related decision-
making processes and respecting, understand-
ing and making use of the traditional social
structures and social legal systems are vital
preliminaries to the recruitment of women as
CDHW. Although most community members
claimed that they were not opposed to the
selection of female CDHW, social concerns
led many women to vote against female neigh-
bours who could have been nominated as
potential CDHW. Dialogue among the women

and indeed all community members, on the
recruitment of more women as CDHW,
should be encouraged. General discussion and
trust between women and the resolution of
minor disputes between them should also be
encouraged. The performances of community-
selected and -trained male and female
CDHW, and the extents to which the com-
munities they serve appreciate the services of
male and female CDHW, need to be com-
pared.
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