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Provision of injectable contraceptives in Ethiopia through
community-based reproductive health agents

Ndola Prata,* Amanuel Gessessew,’ Alice Cartwright¢ & Ashley Fraser®

Objective To determine whether community-based health workers in a rural region of Ethiopia can provide injectable contraceptives
to women with similar levels of safety, effectiveness and acceptability as health extension workers (HEWS).

Methods This was a prospective non-randomized community intervention trial designed to test the provision of injectable contraceptives
by community-based reproductive health agents (CBRHAS). Effectiveness, safety, acceptability and continuation rates were the outcomes
of interest. The outcomes observed when injectable contraceptives were administered by HEWSs in health posts and when they were
administered by CBRHAs were compared by means of x? tests for association among categorical variables and -tests for independent
samples to determine differences between group means.

Findings A total of 1062 women participated in the study. Compared with health post clients, the clients of CBRHAs were, on average,
slightly older, less likely to be married and less educated, and they had significantly more living children. Women seeking services from
CBRHAs were also significantly more likely to be using injectable contraceptives for the first time; health post clients were more likely
to have used them in the past. In addition, clients of CBRHAs were less likely to discontinue using injectable contraceptives over three
injection cycles than health post clients.

Conclusion Receiving injectable contraceptives from CBRHAS proved as safe and acceptable to this sample of Ethiopian women as
receiving them in health posts from HEWs. These findings add to the growing body of evidence supporting the development, introduction
and scale up of programmes to train community-based health workers such as CBRHAS to safely administer injectable contraceptives.

Abstracts in (3 y, /32, Frangais, Pyccxmit and Espaiiol at the end of each article.

Introduction

In many countries, human resources for health are either poorly
distributed or in short supply.'~ To address this critical shortage
of health professionals, international health bodies and expert
observers have advocated shifting specific health-care tasks from
highly-trained medical staff to providers with minimal train-
ing, depending on the type of intervention.*” This systematic
delegation of tasks to less skilled providers, formerly referred to
as substitution, is not new.® However, for such continued and
expanded task shifting and sharing to be viable, these services
must be delivered just as safely and effectively by less skilled
providers as by medical staff.

Numerous factors, among them the availability of staff and
commodities, contribute to the quality of the care available at
basic health facilities.”” While several countries have experi-
mented with shifting the distribution of short-term methods
of family planning to community-based distributors or health
volunteers,'*~** much unmet need for contraceptives remains.
Shifting the task of providinglonger-acting injectable contracep-
tives, such as depot medroxyprogesterone acetate (DPMA), to
community workers can provide access to these methods to a
larger number of women.*"

Community-based models of DMPA distribution have
been successful in several developing country contexts. Most
recently, studies conducted in Madagascar, Malawi and Uganda
have demonstrated that community health workers who receive
proper training in screening, injection technique and counselling
can administer DMPA injections to women in rural areas just

as safely as clinic-based providers and with comparable rates of
acceptability and continuation.'"*!¢"*¥ In numerous settings,
DMPA has emerged as the preferred method of contracep-
tion primarily because it is effective, can be used privately, has
a longer period of action than oral contraceptives or condoms
and requires less frequent supply."” In Ethiopia, DMPA is now
the method of choice for over 70% of women using modern
methods of contraception, compared with almost no utiliza-
tion as recently as 1990.7**' However, women in rural Ethiopia
continue to have a low rate of contraceptive use (11%) and a

high unmet need (36%).”

Like many developing countries, Ethiopia has a shortage of
highly-skilled health-care providers. In 2003, the Government of
Ethiopialaunched the Health Extension Programme to develop a
body of salaried basic-level health-care providers — health exten-
sion workers (HEWS) — who could increase the availability and
coverage of basic health services for Ethiopia’s large rural popula-
tion.”””> While HEWs have been an innovative addition to the
Ethiopian health sector, their ability to conduct community
outreach varies depending on the time demanded by the wide
range of health interventions for which they are responsible.
Another group of workers composed of volunteers known as
community-based reproductive health agents (CBRHAs) was
initially mobilized to provide basic family planning services and
referrals, although they have acquired more responsibilities in
the community and often support the activities of the HEWSs.*
However, CBRHAS are lay health workers and are thus only al-
lowed to distribute oral contraceptives and condoms, for which
they can receive a small commission. To date, CBRHAs are not
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authorized to administer DMPA because
it requires an intramuscular injection.
As previous research has demonstrated,
contraceptive distribution by commu-
nity health workers such as CBRHAs
can increase the use of contraceptives in
populations living beyond the reach of
health facilities,”*° as well as eliminate
an additional referral from CBRHAs to
HEWs before women can begin using
their method of choice.

The Ethiopian Ministry of Health’s
National Reproductive Health Strategy
2006-2015 states as a goal to “delegate to
the lowest service delivery level possible,
the provision of all family planning meth-
ods, especially long-term and permanent
methods, without compromising safety or
quality of care””” CBRHAs are an integral
part of attempts to provide community
education and modern contraceptives to
women in rural communities. However,
most of their outreach activities are sup-
ported by nongovernmental organiza-
tions and private sector funds and are
limited to delivering oral contraceptives
and condoms. HEWs can provide these
methods, as well as injectable contracep-
tives, and training is currently under way
to also allow them to provide contracep-
tive implants.” Additional methods, such
as intrauterine devices and sterilization,
are provided by clinical officers at health
centres or hospitals.

The objective of this study was to
determine if, with appropriate training,
CBRHAs can administer injectable
contraceptives to women in a rural region
of Ethiopia with the same effectiveness,
safety and acceptability as HEW.

Setting and intervention

This project took place in Tigray region,
Ethiopia, as a collaboration between
the Bixby Center at the University of
California at Berkeley and the Tigray
Regional Health Bureau. Tigray’s sizable
rural population (80% of the region’s
4.3 million people),” among other fac-
tors, contributes to the persistence of
disparities in the use of family planning
methods. Almost a quarter (24%) of the
rural women in Tigray report an unmet
need for family planning to limit or space
their pregnancies and 75% of the women
in Tigray who intend to use contraception
in the future want to use injectables.”’ The
use of community-based health workers
such as CBRHAs to distribute injectable
contraceptives can put DMPA within
reach of women who are not currently
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accessing modern methods of contracep-
tion or who are dissatisfied with condoms
or oral contraceptive pills.

As of 2009, Tigray had deployed
1200 HEWS to health posts (enough to
staff 80% of the targeted positions).” As
aresult of investment by the government
and by international and local implement-
ing organizations, almost 1500 CBRHAs
are currently active in Tigray.”

Four village sites (zabia) in each
of two districts (woredas) of the region
(Kola Tembien and Tanqua Abergel)
were included for participation, for a to-
tal of eight intervention sites. Before the
start of research activities, investigators
contacted community leaders and key
community persons and explained the
objectives of the study. Since the provision
of injectable contraceptives was a new
service being offered by CBRHAS, these
leaders were instrumental in diffusing
information about the project throughout
their communities. The study included
30 CBRHAs and 15 HEWs from the
target areas. There were approximately
four CBRHAs and two HEWS per tabia.
While HEWs were already authorized to
provide DMPA before the intervention,
it was important to standardize the train-
ing received by both arms of providers to
ensure comparability. A 10-day training
addressed topics related to family plan-
ning methods, study protocol, screening
requirements for the exclusion of partici-
pants, injection administration, infection
prevention and reporting procedures.
CBRHAs and HEWs who successfully
completed the classroom training moved
on to a two-stage clinic-based practical
training in which safe injection technique
was emphasized.

The DMPA was supplied specifically
for the project and purchased from DKT-
Ethiopia, a social marketing organization
that markets and distributes a 3-month
intramuscular DMPA product in Ethio-
pia. The product comes in 1-ml vials,
each containing 150 mg, which is the
standard dose to be administered every
three months. For a single administration,
a 2-ml syringe with a needle measuring
0.8 x 40 mm was used.

Methods

This was a prospective non-randomized
community intervention trial conducted
in 2008 and 2009. Women self-selected
into different arms of the study based on
the type of provider they visited for family
planning services. Safety, acceptability,
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effectiveness and continuation rates were
the outcomes of interest. The outcome
rates in participants who received DMPA
from CBRHAs were compared with the
outcome rates in participants who re-
ceived DMPA from HEWs. We based the
sample size of 1000 women on the need
to test for non-inferiority of the services
provided by CBRHAs. We assumed a
continuation rate of 65% after injection
among HEW clients and a continua-
tion rate of at least 55% in the CBRHA
group (for a maximum difference of 10%
between arms) as being equivalent. We
also assumed a loss to follow-up of 10%,
a design effect of 2.0 and similar recruit-
ment rates among all 8 villages.

All women of reproductive age who
approached a participating provider to
request a contraceptive method and who
wished to use DMPA were recruited for
the study. Participation was voluntary.
After obtaining consent, the CBRHA
or HEW screened each participant to
see if she was eligible for contraceptive
use based on current WHO recom-
mendations. Consistent with their usual
practice, both types of providers referred
clients who were medically ineligible to
the nearest health facility. No compensa-
tion was given to participants, but during
the study DMPA was given free of charge.
Both types of providers explained to the
participants that in the private sector
DMPA can normally be purchased for
a nominal fee.

We used three survey instruments
over the course of the project: an enrol-
ment questionnaire, a 13-weck follow-up
questionnaire and a 6-month follow-up
questionnaire. Fig. 1 shows the timing of
the injections and the interview schedule
for the three consecutive injections.

The data collected included sociode-
mographic characteristics, satisfaction
with DMPA as a method, satisfaction
with the provider, quality of the service
provided, knowledge and experience of
side-effects, reasons for discontinuing
the injections, willingness to pay for in-
jectables and preferred point of care for
DMPA administration.

For the data analysis we used SPSS
version 15.0 (SPSS Inc., Chicago, United
States of America). Differences in re-
sponses between the two client groups
were assessed with y* tests for association
among categorical variables and #tests for
independent samples to determine differ-
ences between group means. Statistical
significance was set at P < 0.05.
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Ethical approval was obtained from
the Committee for the Protection of
Human Subjects at the University of
California at Berkeley and from the Ti-
gray Regional Health Burcau in Ethiopia.
This intervention was registered with
ClinicalTrials.gov with the identifier
NCT01288274.

Results

A total of 1062 women participated
in this study, including 662 who were
receiving services from CBRHAs. Fig. 2
shows the number who enrolled, who
continued the injections and who were
lost to follow-up.

Table 1 shows the characteristics of
CBRHA and HEW clients. CBRHA
clients were, on average, slightly older,
less likely to be married and less educated
than HEW clients, and they had signifi-
cantly more living children. In addition,
women seeking services from CBRHAs
were significantly more likely to be using
DMPA for the first time.

Rates of previous use of modern
contraception were similar between the
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Fig. 1. Timeline of enrolment and follow-up

Enrolment 2nd 13-week 3rd 6-month
questionnaire v follow-up injection LAY
questionnaire questionnaire
13 weeks 13 weeks
6 months

two groups; 41% of the women in both
groups reported that they had never used
a modern contraceptive method before
this project (Fig. 3). However, CBRHA
clients were significantly less likely to
have used DMPA in the past than HEW
clients (34% versus 44%, respectively).
At enrolment, providers asked women
to cite their main reasons for choosing
DMPA. Significantly more HEW clients
mentioned convenience, although the
majority of CBRHA clients also gave this

Fig. 2. Enrolment, continuations and loss to follow up

Enrolled
n=1062

HEW clients
n=440

CBRHA clients
n=622

|

|

Received 2nd injection: n= 359
Received 3rd injection: n= 273

Received 2nd injection: n = 521
Received 3rd injection: n =490

N

N

Discontinued use before 2nd injection: n = 39
Discontinued use before 3rd injection: n=13
Lost to follow-up: n=115

Discontinued use before 2nd injection: n=5
Discontinued use before 3rd injection: n= 8
Lost to follow-up: n= 119

CBRHA, community-based reproductive health agent; HEW, health extension worker.

Table 1. Background characteristics of clients of health extension workers (HEWs)
and community-based reproductive health agents (CBRHAs), by provider

type, Ethiopia, 2008-2009

Sample characteristics HEW clients CBRHA clients
(n=440) (n=622)
Mean age (years) 28.4 30.0%
Married (%) 92.4 88.0*
Mean age at first marriage (years) 15,8 16.1*
Mean age at first pregnancy (years) 17.9 18.3*
Mean no. of living children 3.6 4.0*
No education (%) 78.1 89.4*
Using DMPA for first time (%) 459 58.4*

DMPA, depot medroxyprogesterone acetate; * P<0.05.
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response (Fig. 4). In this sample, the hus-
band’s permission, period of action and
privacy were less influential in women’s
choice to use DMPA.

HEW clients were more likely to
discontinue using DMPA over the course
of the project, particularly between the
13th week and the 6th month (Table 2).
While approximately 80% of clients of
both types of providers received their
second injection, the number who did
so among CBRHA clients was slightly
but significantly higher. By the time the
13-week follow-up questionnaire was
administered, 9% of HEW clients had dis-
continued the injections, compared with
only 1% of CBRHA clients. Similarly,
a larger proportion of CBRHA clients
than HEW clients received the third
injection (79% versus 62%, respectively).
Discontinuation rates after the 13-week
follow-up questionnaire continued to
be higher among HEW clients, as 4%
failed to receive the third injection com-
pared with 2% of CBRHA clients. One
pregnancy was reported in the 6-month
follow-up questionnaire, although the
woman in question had discontinued
DMPA after her second injection. Women
gave “trying to get pregnant” as the most
common reason for discontinuing the
injections, and the majority of women
who discontinued DMPA in favour of
another method reported having switched
to implants (data not shown).

Women receiving injections from
CBRHAS were less likely to report side-
effects resulting from the DMPA after
their second injection (Fig. 5). However,
by the 6-month interview, differences in
reported side-effects between CBRHA
and HEW clients were no longer noted.
Reactions at the injection site were very
few. The only significant difference was
reported at the 13-week follow-up, when
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more CBRHA clients than HEW clients
reported induration at the injection site
(2.1% versus 0.5%, respectively). This
difference had disappeared by the third
follow-up, at which point less than 1.5%
of the women reported any problems
(data not shown).

As shown in Table 3, the women
in both study arms were highly satisfied
with DMPA as a method and with their
provider. CBRHASs provided care similar
in quality to the care provided by HEWS.
The only differences reported were that
CBRHAs were less likely than HEWs
to give written appointment reminders
and significantly more likely to offer con-
doms in addition to DMPA. Differences
between the two groups were noted in
the type of knowledge about potential
side-effects that the women retained. By
the 6-month follow-up survey, CBRHA
clients could recall significantly more of
the side-effects that the CBRHAs had
explained to them during DMPA consul-
tations. At the 13-weck follow-up survey
HEW clients could name significantly
more of the adverse events for which they
were told to visit a health centre, although
the difference had almost disappeared by
the 6-month follow-up survey.

In both follow-up surveys CBRHA
clients were overwhelmingly in favour of
receiving their injections at home or in
the home of the CBRHA (Table 4). A
key finding was that after they received
their third injection, 52% of the HEW
clients expressed the desire to be given
their injections at home. In this sample the
preference for receiving injections at home
may have been related to the fact that
almost half of the women in both study
arms reported having difficulty in getting
to a health facility for family planning.

Discussion

Our findings reflect the extent to which
community health workers such as
CBRHAS can provide access to injectable
contraceptives at the community level.
The findings are consistent with results
from studies in which community health
workers have safely and effectively admin-
istered DMPA in Madagascar, Malawi
and Uganda.'""* In this study in Tigray,
CBRHAs provided DMPA to more
first-time users of the method, which
underscores the role of these community
health workers in expanding access to
family planning methods other than con-
doms and the pill. Clients of CBRHASs

were also less likely to discontinue the
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Fig. 3. Previous use of contraception among study population, by provider type,
Ethiopia, 2008-2009
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30 —
41% 41%
20

HEW CBRHA

O Pills only* @@ DMPA only* 3 Other modern methods (including condoms)

I Used two or more modern methods [ Never used contraception

CBRHA, community-based reproductive health agent; DMPA, depot medroxyprogesterone acetate; HEW, health
extension worker; * P < 0.01.
Inconsistencies arise in some values due to rounding.

Fig. 4. Client reasons for choosing depot medroxyprogesterone acetate, by provider
type, Ethiopia, 2008-2009
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CBRHA, community-based reproductive health agent; HEW, health extension worker; *P < 0.05.

injections after three cycles, perhaps
because having CBHRAs come to their
“doorstep” makes it unnecessary for wom-

en to visit health posts and facilitates their
adherence to the DMPA injection sched-
ule. Overall, differences in the reported
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Table 2. Proportion of women who did and did not receive a second or third injection of depot medroxyprogesterone acetate, by

provider type, Ethiopia, 2008—-2009

Continuation

2nd injection

3rd injection

HEW clients CBRHA clients P HEW clients CBRHA clients P
(n=440) (n=622) (n=440) (n=622)
Received injection (%) 81.6 83.7 <0.01 62.3 78.8 <0.01
Discontinued injections (%) 8.9 0.8 <0.01 3.6 1.5 0.03

CBRHA, community-based reproductive health agent; HEW, health extension worker.
Proportions do not add up to 100 due to loss to follow up.

quality of service provision were very
few. Both groups of women were able to
recall the side-effects of DMPA and the
problems requiring medical attention.
The fact that a slightly larger number of
CBRHA clients reported induration at
the site of the first injections raises the
need to periodically monitor CBRHAS
and offer them refresher training to en-
sure that they continue to practice proper
injection technique. Overall, CBRHAs
delivered DMPA to women very safely
and with high acceptability, with very few
problems at the injection site.

Women cited convenience, hus-
band’s consent and the product’s length
of action as the key reasons for using
DMPA. Though privacy was cited less
frequently, community-based interven-
tions allow women quick and confiden-
tial access to methods such as DMPA.
The nature of the method and its delivery
mechanism are appealing to women who
may not want to openly use one of the

short-term contraceptive methods more
commonly available.

As expected, the overwhelming
majority of women who chose CBRHAs
as their providers reported wanting to
receive DMPA injections at home, yet
at both follow-up surveys around half of
HEW clients said that they would choose
this option as well if they could. Unfortu-
nately, we did not gather in-depth quali-
tative information from women about
why they chose to receive DMPA from
CBRHA s rather than HEWs. However,
almost half of the women in the sample
reported difficulty in getting to a facility
for family planning purposes and since
CBRHAs administered DMPA injec-
tions competently and to the satisfaction
of their clients, the provision of injectable
contraceptives in women’s households
by CBRHAS can satisfy women’s prefer-
ences in terms of location and improve
their adherence to the injection schedule.

In 2009, a WHO technical con-
sultation reviewed evidence on the

Fig. 5. Reported side-effects following second and third injections of depot
medroxyprogesterone acetate, Ethiopia, 2008-2009

Headache % [ CBRHA
Amenorrhoea I HEW
% Spotting
; Heavy bleeding .
Irregular bleeding
None *
Headache
Amenorrhoea
é Spotting
IS '
o  Heavybleeding
Irregular bleeding
e
I T T T T 1
0 20 40 60 80 100

Percentage

CBRHA, community-based reproductive health agent; HEW, health extension worker; “P < 0.05.
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community-based provision of injectable
contraceptives from 16 projects (includ-
ing the present study) in nine countries.”!
The conclusions were that with adequate
support and skills training, community
health workers can administer injectable
contraceptives as safely and effectively as
facility-based providers, and that con-
tinuation and satisfaction rates are high
when the providers are community
health workers. Including these work-
ers in a distribution model for family
planning can increase the contraceptive
options available and their accessibility,
especially in populations with limited
access to facilities and to a variety of
methods.

As a result of the demonstration
projects mentioned above, Uganda has
moved forward with a national policy
to allow community health workers to
provide injectable contraceptives and
several countries, including Afghanistan,
Madagascar and Malawi, are taking
steps in that direction. However, such
a change in policy depends on govern-
ments” ability to identify a source of
funding for the training and monitoring
of the workers. In Uganda, for example,
changing policy has taken approximately
five years, despite research showing that
community health workers were highly
capable of providing DMPA."" As the
Health Extension Programme has been
scaled up in Ethiopia, the Ministry of
Health is currently considering CBRHAs
as merely health promotion agents.
However, HEWs have not been able to
consistently provide as much community
outreach as expected given that most of
their time is spent providing clinical care,
so the role of CBRHAs may be reviewed
in the future.

The demand for injectable con-
traceptives in Ethiopia has been amply
documented and both the results of this
study and the technical review of the
evidence highlight the need for plans

to introduce, sustain, and scale up the
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Table 3. Care received by surveyed women due to injection of depot medroxyprogesterone acetate (DMPA) from health extension
workers (HEWs) and by community-based reproductive health agents (CBRHAS), Ethiopia, 2008-2009

Characteristic 13 week questionnaire 6 month questionnaire

HEW CBRHA P HEW CBRHA P

clients (%) clients (%) clients (%) clients (%)
(n=398) (n=526) (n=286) (n=498)

Satisfaction
With DMPA 98.4 99.2 0.26 100.0 98.8 0.06
With provider 97.6 95.6 0.10 97.6 96.2 0.29
Provider services
Gave written appointment reminder 98.9 92.8 <0.01 100.0 96.4 <0.01
Explained potential side-effects 98.1 98.8 0.40 98.9 98.1 0.41
Discussed STI/HIV/AIDS 95.9 95.1 0.58 98.9 97.6 0.20
Explained that DMPA does not protect against HIV 97.5 971 0.68 98.9 99.4 0.47
Offered condoms in addition 58.3 75.8 <0.01 2.7 80.4 0.01
Naming of side-effects from DMPA
[rregular bleeding 35.9 34.9 0.75 BIES 43.2 <0.01
Heavy bleeding 317 19.9 <0.01 33.9 31.2 0.43
Spotting 10.3 12.3 0.36 12.2 15.3 0.24
Amenorrhoea 18.2 38.7 <0.01 20.3 41.5 <0.01
Headache 16.4 10.3 <0.01 16.8 10.8 0.02
Weight gain 45 1.7 <0.01 9.4 21.4 <0.01
Weight loss 1.3 1.0 0.61 0.7 2.0 0.15
Irritability 3.4 8.8 <0.01 1.7 6.9 <0.01
Hair loss 5.8 1.5 <0.01 10.1 19.1 <0.01
Naming of side-effects requiring visit to health centre
Severe headache 38.5 31.1 0.03 28.1 30.5 0.47
Very heavy bleeding 61.3 55,3 0.02 66.3 57.5 0.02
Pregnancy 21.4 16.4 0.07 31.2 32.8 0.66
Chest pain 43 5.8 0.32 2.1 1.6 0.65

AIDS, acquired immunodeficiency syndrome; HIV, human immunodeficiency virus; STI, sexually-transmitted infection.

Table 4. Contraceptive methods discussed by provider with surveyed women due to receive injection of depot medroxyprogesterone
acetate (DMPA) and preferred point of service, by provider type, Ethiopia, 2008—2009

Characteristic 13 week questionnaire 6 month questionnaire

HEW CBRHA P HEW CBRHA P

clients (%) clients (%) clients (%) clients (%)
(n=398) (n=526) (n=286) (n=498)

Other family planning methods discussed
Condoms 25.9 26.8 0.76 25.4 341 0.01
0cP 85.6 82.8 0.27 73.6 78.3 0.14
Implants 511 42,5 0.01 64.8 541 <0.01
[UD 7.0 10.6 0.06 10.6 8.9 0.44
Sterilization 3.7 7.9 0.01 7.4 14.9 <0.01
Preferred point of service
Health post 48.8 2.9 <0.01 43.4 2.4 <0.01
Client’s home 47.4 85.7 <0.01 51.6 84.2 <0.01
CBRHA's home 3.8 1.4 <0.01 5.0 13.4 <0.01
Difficulty getting to clinic for family planning 44.4 48.6 0.22 44.3 48.5 0.26

CBRHA, community-based reproductive health agent; HEW, health extension workers; IUD, intrauterine device; OCP, oral contraceptive pill.
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administration of DMPA by CBRHAs
in Ethiopia. Admittedly, training large
numbers of these workers can impose
a heavy financial burden on health
systems with few resources. Innovative
public—private partnership models could
be one solution. A combination of social
marketing and community-based distri-
bution methods could help defray some
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Résumeé

Fourniture de contraceptifs injectables en Ethiopie par le biais des agents communautaires de santé

reproductive

Objectif Déterminer si le personnel soignant communautaire d’une région
rurale d’Ethiopie peut fournir des contraceptifs injectables aux femmes
avec des niveaux de sécurité, d'efficacité et d’acceptabilité similaires a
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ceux des agents de vulgarisation sanitaire (AVS).
Méthodes Il s’agissait d'un essai d'intervention communautaire prospectif
non randomisé, congu pour tester la fourniture de contraceptifs injectables

Bull World Health Organ 2011;89:556-564 | doi:10.2471/BL7.11.086710



Ndola Prata et al.

par les agents communautaires de santé reproductive (ACSR). Les taux
d’efficacité, de sécurité, d’acceptabilité et de continuité étaient les
résultats recherchés. Les résultats observés lors de I'administration de
contraceptifs injectables par les AVS dans les postes sanitaires et lors
de leur administration par les ACSR ont été comparés au moyen de
tests 2 pour I'association entre les variables nominales et les tests-t
d’échantillons indépendants, afin de déterminer les différences entre les
moyennes du groupe.

Résultats Un total de 1 062 femmes ont participé a I'étude. Par rapport
aux patientes des postes sanitaires, les patientes des ACSR étaient, en
moyenne, un peu plus agées, moins susceptibles d'étre mariées et moins
instruites, et elles avaient beaucoup plus d’enfants en vie. Les femmes
s’adressant aux ACSR étaient aussi nettement plus susceptibles d'utiliser
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des contraceptifs injectables pour la premiere fois; les patientes des
postes sanitaires étaient plus susceptibles de les avoir déja utilisés dans
le passé. En outre, les patientes des ACSR étaient moins susceptibles de
cesser d'utiliser les contraceptifs injectables apres trois cycles d’injection
que les patientes des postes sanitaires.

Conclusion L'administration de contraceptifs injectables par les ACSR
s’est révélée aussi slire et acceptable pour cet échantillon de femmes
éthiopiennes que I'administration dans les postes sanitaires par les AVS.
Ces résultats s'ajoutent a la quantité croissante de preuves encourageant
le développement, I'introduction et I"augmentation du nombre de
programmes de formation d’agents de santé communautaires, comme
les ACSR, pour administrer sans danger des contraceptifs injectables.

Pesrome

Pacnpoapaﬂelme VHDBEKIMOHHBIX IIPOTUBO3AYaTOYHBIX CPENCTB paﬁOTHI/IKaMI/I CIIY)KGI)I CAaHUTAPHOTO

NPOCBeleHNs Ha YPOBHe o6uH B Jduonmn

Ilenp OmnpepenuTs, MOIYT M OOLIMHHBIE MEAUIIMHCKIE
paboTHUKM obecrnedynBaTh >KEHINH MHBEKIMOHHBIMU
MPOTMBO3a4aTOYHBIMI CPEACTBAMIM HA TOM K€ yPOBHE
6esomacHoCTH, 9QPEKTUBHOCTI U IPUEMIEMOCTH, YTO 1
paboTHuKH cy>KObI caHnTapHoro npocserienus (CCII).
Metroppbl OnuceiBaeTcsl MPOBeEHHOE HA yPOBHE OOIIVHBI
IPOCIEKTUBHOE HEPAHIOMU3UPOBAHHOE MHTEPBEHLMOHHOE
UCIBITaHUE, ITAHOM KOTOPOTO NpefycMaTpuBanach
IpOBepKa pe3y/IbTaTOB PacHpOCTPAHEHUA MHDBEKIMOHHBIX
KOHTPALIEIITIBOB OOLVHHBIMI aT€HTAMI [0 PELIPOAYKTUBHOMY
3poposbio (OATIOP3). PesynbpraTamMu, npefcTaBIABIINMY
nHTepec, 6bu1i: 3P HEKTNBHOCTD, 6€30IIACHOCTB 1 ITPYEM/IEMOCTD
TaHHOM YCIYTH, a Tak)Ke J[O/A JINII, MPOJO/DKAIINX €lo
0/1b30BaThCsl. HabmogaemMple pe3yibraTbl PaCIpOCTPAHEHsI
MHDBEKIVOHHBIX ITPOTMBO3a4aTOYHbIX CPEACTB PabOTHUKAMM
CCII, 3saHMMaroUMu SO/DKHOCTU MEIMIIMHCKOTO MepCOHaIa,
u OAIIOP3 cpaBHUBAMUCh CO CPESHMMHU 3HAYCHUAMU )
TECTOB II0 BbIAB/ICHUIO KOPPE/LLINI MEX/Y KaTerOpyaTbHbIMU
HepeMeHHbIMI I {-TeCTOB IS He3aBUCUMBIX BBIOOPOK C LIe/IbI0
OIIpefie/IeHNs PasINunii MeXAY CPeJHUMYU 3HAUYCHUAMU I10
TPyIIIIaM.

Pesynbrarer Beero B uccnegosannm npunamm ydactue 1062
JKeHIIWHEL. I[lo cpaBHEHUIO C MOCETUTENAMN MEAITyHKTOB,
kaneHTst OAIIOP3 6511y, B cpefjHeM, HECKOIBKO CTaplIe,
MMM MEHBIIYI0 BEPOATHOCTb HAXOXKJeHNUs B Opake, 6oree
HM3KUI1 ypOBeHb 00pa30BaHMs U 3HAYNTEIBHO OOIbIIIE SKMBBIX
nereit. KpoMe TOro, SKeHIIMHDI, 0OpalaBLIecs K yCayram
OAIIOP3, co sHaunTenbHO 60jIee BBICOKOI BEPOATHOCTBIO
I10/Ib30BA/INCh VIHbEKIIMOHHBIMI KOHTPALIENITYIBAMM BIIEPBBLIE,
TOTJja KaK KIMEHTBI MeJITYHKTOB C OOJIbliIell BepOATHOCTDIO
yKe MCIonb3oBanu ux B npouuioM. [Tomnmo asroro, y
xmeHToB OATIOP3 BepoATHOCTD NpeKpaleHns NoNb30BaHNA
MHDEKIIMOHHBIMY KOHTPALlENTUBAMU II0C/Ie TpeX ILMKIOB
MHDBEKINIT OblTa HIDKe, YeM Y IIOCeTHTeTIel MEAYHKTOB.
BoiBop [I7151 jaHHOT BBIOOPKM 9(DMOIICKIX YKEHIIVH ITO/Ty YeHe
MHDBEKIMOHHBIX NPOTNBO3a4yaTOYHbIX cpeficTB y OAIIOP3
u y paboraukos CCII B MeAIYHKTaX OKa3aJoCh ONMHAKOBO
0e30I1aCHBIM U IIPUEMIIEMbIM. OTHU Pe3y/IbTaThl JOIOTHAIOT
Bce 6ojtee pacTymmii 06beM JAaHHBIX, CBUIETEIbCTBYOLINX B
0JIb3y Pa3pabOTKY, BHEPEHNMS I IIMPOKOTO Pa3BepThIBAHISA
IporpaMm IOATOTOBKM MefpaboTHukoB tuma OAIIOP3
Ha ypoBHe OOIIMH A1 6e30IacHOr0 pacHpOCTpaHeHusA
MHDBEKIVIOHHBIX TPOTUBO3a4aTOUYHbIX CPE/ICTB.

Resumen

Suministro de contraceptivos inyectables en Etiopia a través de los agentes comunitarios de salud

reproductiva

Objetivo Determinar si los trabajadores sanitarios comunitarios activos en zonas rurales de Etiopia pueden suministrar contraceptivos inyectables

a mujeres con niveles de seguridad, eficacia y aceptabilidad similares a
los registrados por los trabajadores de extension de la sanidad (HEW, por
Sus siglas en inglés).

Métodos Este fue un ensayo prospectivo, no aleatorizado, de intervencion
comunitaria y disefiado para probar el suministro de contraceptivos
inyectables por parte de agentes sanitarios comunitarios reproductivos
(CBRHA, por sus siglas en inglés). Los resultados de interés eran la
eficacia, la seguridad, la aceptabilidad y la continuacion. Se compararon los
resultados observados cuando los HEW administraron los contraceptivos
inyectables en centros de salud y cuando los administraron los CBRHA.
Esta comparacion se realizd mediante pruebas de y? para asociar las
variables categoricas y mediante pruebas de la ¢ para realizar muestras
independientes, con el fin de determinar las diferencias entre los grupos.
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Resultados En el estudio participaron un total de 1062 mujeres. En
comparacion con las pacientes de los centros de salud, las pacientes de los
CBRHA eran ligeramente mayores, presentaban una menor probabilidad
de estar casadas, una educacion inferior y tenian significativamente mas
hijos. Las mujeres que solicitaron los servicios de los CBRHA también
presentaban una mayor probabilidad de utilizar contraceptivos inyectables
por primera vez; las pacientes del centro de salud presentaban una mayor
probabilidad de haberlos utilizado en el pasado. Asimismo, las pacientes de
los CBRHA presentaban una probabilidad menor de discontinuar el uso de
contraceptivos inyectables en ciclos de tres inyecciones, en comparacion
con las pacientes del centro de salud.

Conclusion En esta muestra de mujeres etiopes, se probd que recibir
contraceptivos inyectables de los CBRHA es tan seguro como recibirlos
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en los centros de salud de los HEW. Estos resultados se afiadieron al
conjunto cada vez mas amplio de evidencias que apoyan el desarrollo,
la introduccion y la ampliacion de programas de formacion de los

Ndola Prata et al.

trabajadores sanitarios comunitarios, como los CBRHA, para administrar
contraceptivos inyectables con seguridad.
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