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In rural areas of Zambia primary health care is provided by rural health centres (RHCs). However, accessibility to these services
is limited. In the catchment areas of two RHCs in Mazabuka district (Chivuna and Magoye RHCs) we investigated factors that
caretakers perceived as barriers to health care for under five children and how they cope with the barriers. Ten Focus Group
Discussions (FGDs) with caretakers of children under-five years of age and key informant interviews with six health workers from
the two RHCs, and eight community health workers were conducted in May 2006. The major factors perceived as barriers were
poor quality of health services, unavailability of medicines, financial constraints, weak outreach programmes, bad scheduling of
health programmes, poor communication, long distance to RHCs and low awareness levels of the importance of taking children for
child health week among caretakers. Caretakers’ main coping strategy was the use of the folk sector of health care. The findings of
this study highlight the challenges that exist in accessing of health care in resource-poor settings and underscore that the provision
of health care services of good quality remains a major challenge.

1. Introduction
Access to health care for children aged below five years
(under-five children) is a major public health and development issue. Even the most powerful diagnostic tests, drugs,
and vaccines have little public health impact if they do not
reach the people that need them the most [1]. Five dimensions
of access influence the course of action of the health seeking
process: availability, accessibility, affordability, adequacy, and
acceptability [2]. Rural populations are especially vulnerable
for a number of reasons. Problems of accessibility, including
distance, long travel times to the health facilities, scarce
public transport, and lack of bicycles, remain key barriers to
access in many rural areas. Facilities are less likely to have
well trained staff or be stocked with appropriate drugs and
equipment than facilities located in urban communities [1].
Low levels of education, and cultural barriers may likewise
make health information or other health-related Information,

Education and Communication (IEC) inaccessible [3–5].
Issues related to affordability are major obstacles. Even where
health services are available, the cost of seeking care (such
as user fees, transport, and opportunity costs) may delay or
prevent poor households from accessing the services [6]. In
Zambia, for instance, user fees for health care in public facilities were introduced in 1993 under the structural adjustment
programme (SAP) but were later abolished in rural areas
in 2006 because of the obstacle they created among poor
populations in accessing health care. Today, all under-five
children and the elderly aged 65 years or older are exempted
from paying user fees at rural health centres (RHC), except
for a one-off registration fee of ZMK500 (∼US $0.17).
It is estimated that universal coverage with effective interventions could prevent the majority of under-five deaths [7].
However, the current coverage of key survival interventions
in Zambia is inadequate to achieve the targeted reduction of
under-five mortality by 20% from the current level of 168 per
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1,000 live births to 134 by 2010 [8]. The Zambia Demographic
and Health Survey shows that 68% of children aged 12–
23 months in Zambia were fully vaccinated in 2006 [9].
Although the national coverage for immunization and vitamin A supplementation is high, rural areas perform poorly
compared to urban areas [9]. Some rural districts consistently
record as low as 15% coverage of vitamin A supplementation
(National Food and Nutrition Commission, 2007 unpublished report). Available data also show that only about 50%
of children with diarrhoea use oral rehydration fluids, antimalarial drugs for fever and antibiotics for pneumonia [3].
Thus, basic social research elucidating factors that hamper
people’s access to health care can help understand and remedy
the barriers affecting poor disadvantaged populations.
A study was designed to investigate the current health
facility-based (HF) approach to delivering vitamin A supplementation and anthelminthic drugs to under-five children
during child health week (CHW) and compare it with an
approach where community-directed treatment (ComDT)
approach was added to the HF approach in order to improve
treatment coverage. Before implementing the ComDT
approach, a study was conducted with the aim of defining
the population in the study areas and exploring factors that
affect access to health care services in order to ensure that
the study would be relevant and acceptable. In this paper we
report the problems that caretakers perceived as barriers to
accessing health care for their under-five children.

2. Methods
2.1. Study Area and Population. This study was conducted
in the catchment population of Chivuna and Magoye rural
health centres (RHCs) in Mazabuka district in the Southern
Province of Zambia. Approximately 70% of the population in
the district is rural, consisting of peasants who depend on
subsistence agriculture for food and as a source of income.
Maize and cotton are the major crops grown. However, the
decline in the price of cotton and the fluctuating price of
maize have severely restricted their cultivation for commercial purposes. It is also a common occupation to work in
nearby commercial farms on part time or full time basis. The
district is mainly inhabited by the Tonga speaking people:
the largest tribe in Southern Province. Magoye RHC is about
27 km from Mazabuka town centre and the district hospital
and has an estimated catchment population of under-five
children of 2,400. Chivuna RHC lies about 65 km from
Mazabuka town centre and is 40 km away from the nearest
district hospital (Monze general hospital). It has an estimated
under-five catchment population of 2,300. The two RHCs
are 37 km apart. In both areas the RHC and community
health workers provide general health care. The number of
trained community health workers is 8 and 5 for Magoye and
Chivuna, respectively. Under-five clinics are held once a week
at each RHC and once a month at each outreach post. The
outreach posts are locations within the communities where
the health centre staff and community health workers conduct specific health programmes like CHW, monthly underfive and antenatal clinics, periodically. In June and December,
children aged 12 to 59 months receive anthelminthic drugs
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and vitamin A supplementation during CHW. There are a
number of community-based organizations (CBOs) in the
area, but the Neighbourhood Health Committee (NHC) is
the main CBO coordinating all health activities at community
level. The functions of the NHC include provision of basic
health education to the communities, coordination of all
health activities at community level, and acting as a link
between the community and the RHC. The health centre
supervises the NHCs.
2.2. Recruitment of Participants. The study was carried out
in May 2006. Caretakers of under-five children and who
lived in the study areas were recruited to participate in focus
group discussions (FGD) lasting between 60 and 90 minutes.
Recruitment of participants for the FGDs was done through
the NHC chairpersons, who identified and selected the
eligible women. One of the researchers (HH) together with
the NHC chairperson for each neighbourhood (group of
villages) met the identified caretakers to invite them to
participate in the FGDs, after explaining to them the aim of
the study and what was expected from them. The invitation
of each caretaker to participate was done a week before the
FGD was held, but the participants were reminded of the
scheduled FGD by the NHC chairperson a day before the
FGD took place. The main inclusion criterion was a caretaker
with an under-five child at home. Selected participants in
each focus group were not strangers but already acquainted
with each other in order to have them discuss more freely.
The recruited participants were also balanced in terms of two
age groups. That is, equal number of caretakers aged 30 years
and below and those aged 31 years and above were recruited.
The villages in the catchment area for each RHC were grouped
into five local geographical areas based on their proximity to
each other. A total of ten FGDs (five in each study area) were
conducted. One FGD was held in each local geographical
area. The number of FGDs was based on the rule that two
FGDs should be conducted for each defining variable, where
time and resources allowed [10]. By this method, it was
assumed that diverse viewpoints and experiences would be
represented. In this case our defining variables were the two
age groups and the two study areas, thus eight FGDs. The
number of FGDs was increased to ten; five in each study area,
in case some FGDs failed to meet the required number of
participants. All participants in the FGDs fluently spoke the
local language (Tonga). Key informant interviews (KIIs) with
three health workers (the clinical officer and two nurses) and
four-community health workers from each study area were
also conducted using a semi structured questionnaire.
2.3. Data Collection. The FGD guide was pretested and
revised twice to produce the final version. The pretesting
was conducted in the same study areas but on different participants. The pre-testing was conducted in one randomly
selected local geographical area in each study area. The ten
FGDs were conducted at the headmen’s homes. The NHC
chairpersons and headmen recommended this venue. The
headman’s homestead always had a designated place were
community meetings took place. One FGD was conducted
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per day. FGDs were designed to explore general perceptions
and attitudes, and to assess consensus or differing opinions
about health care access for under-five children. The FGDs
were facilitated by a social scientist and notes were taken by
the HH. The role taken by the researchers in the data collection was that of an outside observer [10], using their own
perspective to enable them to listen, question and interpret
the information shared by the participants, at the same time
getting the insiders’ perspectives from the study participants.
A brief profile of each participant was collected at the start
of each FGD. This included information on age, marital
status, educational attainment, and possession of assets. A
series of questions on barriers to health care, developed from
a literature review, was thereafter presented by the group
facilitator and used to elicit information from the participants
of the FGD. Topics introduced for discussion focussed on
how caretakers described the health system in terms of meeting the needs of under-five children. In addition, caretakers
were specifically asked on the factors responsible for the
low attendance during CHW. The coping strategies to the
perceived barriers to health care access and the caretakers’
suggested solutions for the low attendance during CHW were
also explored. Probes and follow-up questions were used to
explore dominant themes and expand discussions. Immediately after each FGD a debriefing was held to evaluate the
quality of the session, to check on the responses and to clear
up any issues that needed attention before the next FGD.
In addition to the FGDs, KIIs with one clinical officer, two
nurses, and four community health workers from each study
area were conducted where they were asked to describe the
general health seeking behaviour of their communities and
clarify on specific matters arising from the FGDs.
2.4. Data Analysis. The data were manually analyzed using
a systematic text-analysis procedure [10]. First, a preliminary
review of the large amount of text was conducted to reduce
and generate specific thematic categories and codes. The
codes included key words that represented topics conveyed
in the transcripts. More specific descriptive subcodes were
assigned to data grouped under these broad categories. For
example, during initial coding, data describing difficulties in
getting or giving health care were coded as “barriers.” During
the next level of coding, these data were assigned subcodes
such as “cost” or “staffing.” Searches were then conducted for
each code to bring together text from all FGDs and individual
interviews related to each theme. As part of this step, tables
were created to list main themes, subthemes, and all quotes
related to each subtheme, to determine patterns in the data
according to source and summarize perceptions on health
service use and delivery.
2.5. Ethical Consideration. The research proposal was reviewed and approved by the University of Zambia Research
Ethics Review Committee (Ref.: 003-01-06) and commented
on by the Danish National Committee on Biomedical
Research Ethics (Ref.: 2006-7041-83) before the research was
carried out. In addition, the Ministry of Health (MoH) in
Zambia gave permission for the study to be conducted.
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During interviews, informed consent was sought from the
participants for their participation in the FGDs and KIIs, after
an explanation of the objectives of the project. Participants
were also told that they were free to withdraw from the study
at any time. They were also informed that confidentiality and
anonymity would be preserved.

3. Results
Table 1 gives a summary of the demographic characteristics
of the participants in FGDs. A total of ten FGDs were held,
five in Chivuna and five in Magoye. A total of 54 caretakers
participated in the five FGDs in Chivuna. The number of
participants per FGD was 12, 12, 12, 7, and 11. In Magoye a total
of 52 caretakers participated in the FGDs, with 10, 12, 11, 9, and
10 participating in individual FGDs. The FGDs with 7 and
9 participants had low numbers because some participants
who had accepted the invitation to participate did not turn
up for the FGDs. The distribution of the age of participants,
marital status, and education attainment was similar between
participants of Chivuna and Magoye. However, the proportion of participants who owned economic assets was higher
in Magoye compared to Chivuna. The number of participants
whose age was not known in Chivuna and Magoye was five
and four, respectively. These were older women who were
not sure of their exact year of birth. In addition, seven and
three participants in Chivuna and Magoye, respectively, did
not disclose their education attainment level.
3.1. Perceived Barriers to Accessing General Health Care
Services for Children. The participants were asked to identify barriers to accessing health care services that they
encountered. From the discussions, five categories of barriers
emerged: poor quality of service at health centres, nonavailability of medicines, financial constraints, inadequate
staffing, and the lack of outreach programmes during certain
months. An additional set of factors were discussed that
specifically involved the CHW. The quotes are identified as
FGD-1 for the younger women up to 30 years of age and
FGD-2 for the older women above 30 years of age. They are
also identified by study area—Chivuna or Magoye.
3.1.1. Poor Quality of Services at the Health Centre. Lack of
quality health care was one of the barriers that emerged
during the FGDs. The perceptions on the quality of care
however were varied in the FGDs. The focus groups generally
agreed that the quality of care they received at the health
centre was poor. The caretakers’ perceived quality of care
was mainly focussed on communication, the attitude, and
efficiency of health workers, as expressed in the following
comments:
“. . . attention is poor; sometimes they don’t give
you an explanation of the child’s illness” (FGD-1
Chivuna),
“. . . they don’t care because they won’t even tell you
the medicines they give the child and won’t give
you time to ask questions” (FGD-1 Magoye),
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Table 1: Demographic characteristics of caretakers who participated
in the focus group discussions.
Frequency of participants
𝑛 (%) of
participants in
Chivuna†

𝑛 (%) of
participants in
Magoye‡

16–30 years
31–57 years
Marital status

22 (40.7)
27 (50.0)

24 (46.2)
24 (46.2)

Married
Single
Widowed
Education attainment∗∗

26 (48.1)
18 (33.3)
10 (18.5)

23 (44.2)
20 (38.5)
9 (17.3)

Grade 1–7
Grade 8-9
Grade 10–12
≥grade 12
Economic indicators

22 (40.7)
18 (33.3)
4 (7.4)
3 (5.6)

20 (38.5)
15 (28.8)
10 (19.2)
4 (7.7)

Family owns bicycle
Family owns radio
Iron/asbestos roof
Concrete floor
Owns domestic
animals

42 (77.8)
33 (61.1)
16 (29.6)
12 (22.2)

42 (80.8)
47 (90.4)
29 (55.8)
23 (44.2)

14 (25.9)

19 (36.5)

Age

†

Total number of participants (𝑁) was 54.
Total number of participants (𝑁) was 52.
∗∗
Grade is equivalent to the number of years spent in basic education, with,
for instance, grade 1 being the first year of primary education.
‡

“They don’t give medicines, just Panadol (pain
killer) or a prescription when they know we are
poor and we cannot afford buying medicines from
town” (FGD-2 Chivuna),
“. . . sometimes they say we also get tired, we need
to rest . . .” (FGD-2, Magoye),
“. . . most times they don’t follow the queue and
will first treat the people they know” (FGD-2
Magoye),
“. . . the personnel at the clinic are selective in
treating . . . even if you have a very ill patient they
won’t attend to you in good time . . .” (FGD-1
Magoye),
“They first treat the well to do, those that live in
electrified homes” (FGD-2 Magoye).
However, a few voices in the FGDs perceived the attention
they received from the health centres to be good as reflected
in the following comments:
“. . . generally the clinic works well, but the problem is they always start treatment late” (FGD-2,
Magoye),

“. . . they are good people . . . they work well and
they teach us a lot of things about the illnesses of
our children” (FGD-1 Chivuna).
3.2. Nonavailability of Medicines. Lack of medicines at the
health centres is the second barrier that emerged from
FGDs as well as interviews with community health workers
and health personnel at the RHCs. Both the health care
providers and the users (caretakers) were in agreement that
medicines were not adequately available. Two main factors
were cited as major causes—large catchment population
(reported by caretakers) and erratic drug supply from the
district health office especially in the six months preceding
the interviews (reported by health workers). The women in
four FGDs thought the catchment populations were too big
for the clinics to provide adequate services. One of the women
(FGD-2 Magoye) said:
“. . . there are too many people in our area and as
a result the medicines are always not enough.”
The health workers from both health centres reported an
erratic supply of drugs that resulted in inconsistent availability of the drugs to patients. Similarly, the community health
workers expressed concern on the inadequate quantities of
medicines they were given. They received medicines every
three months but the medicines only lasted for a month.
3.3. Financial Constraints. Financial constraints posed considerable barriers to accessing needed health care for the
children, including issues related to user fees, penalty fees,
and high cost of prescription medicines. During FGDs,
women noted that they paid K500 (US $0.17) for registration
and K2000 (US $0.57) for consultation and medication. If
they went after working hours they paid K6000 (US $1.71)
as a penalty fee. When health care was sought from the
community health worker, they had to pay K1000 (US $ 0.29)
for the service. Caretakers in Chivuna were also allowed to
pay in kind to the health centre if they had no money. One
caretaker (FGD-2 Chivuna) said:
“. . . if you have no money we used to leave
anything like chitenge (common linen for women)
at the clinic then have your child treated, and
when you found the money you paid and collected
your chitenge.”
However, it was reported that this system had since been
stopped because the clinic had accumulated too many chitenge materials. The abolishing of this payment system was
seen as a significant barrier to accessibility of health care
because families without available cash could no longer receive treatment. The women noted:
“. . . nowadays if you don’t have money you just
have to take your child back home without treatment” (FGD-1 Chivuna),
“. . . if your child is admitted at the clinic and
you don’t have money RHC staff won’t give you
medicines at the time you are discharged, but only
after you have paid. . .” (FGD-1 Chivuna),
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“. . . children end up dying at home when medicine
is there at the clinic” (FGD-2 Chivuna).
When asked if they thought the user fees were useful for the
running of the clinic, most FGDs agreed that they were useful,
but two concerns were raised on the user fees. Firstly, families
paid user fees but when they went for treatment they were not
given any medicines and were told to buy the medicines from
retail pharmacies. As a result, some caretakers had the notion
that their money was being misappropriated, as expressed by
the caretakers:
“. . . we pay them money but they don’t give us
medicines . . . where does our money go” (FGD-1
Magoye),
“They get K2000 (US $ 0.57) from patients even
when they know they don’t have medicines” (FGD2 Magoye).
Second, it was known to participants that under-five children
were not supposed to pay for health care and they wondered
why they were still being asked to pay. One woman (FGD-1
Magoye) asked:
“Why do we pay for under-five children when on
the radio they say a European country has given
money to our government so that health care is
free for under-fives and the elderly above 65 years
old?”
However, the health workers explained that for Magoye RHC
the under-five children and the elderly over 65 years only
paid penalty fees and not any other charge. In addition the
two RHCs, though in rural areas, were regarded as municipal
health centres, that is, semiurban, because Mazabuka district
was not a rural district but a municipal one. Therefore, the
free-treatment policy did not apply to the two RHCs, in the
strict sense.
3.3.1. Inadequate Staffing. The issue of poor staffing at the
health centre was raised in most FGDs, and it was thought to
be a contributing factor to the poor performance of the health
centres. Each of the health centres was supposed to have
two clinical officers and ten nurses, but only had one clinical
officer and six and seven nurses in Magoye and Chivuna,
respectively. It was expressed in one FGD that the health
workers worked hard but the problem was they were too
few. However, the Magoye caretakers strongly believed that
even if the health workers were few they would have been
performing better if the relationship with each other was
good, which was not the case. For instance one caretaker
(FGD-1 Magoye) noted:
“. . . it’s like each one of them works for a different organization . . . they need to resolve whatever
problems exist between them.”
Some health workers from Magoye also acknowledged the
existence of the poor relationship among them. However, in
Chivuna the staff generally thought there was a good working
relationship among them. No FGD in Chivuna talked of bad
relations among health workers.
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3.3.2. Lack of Outreach Programmes during Certain Months.
Three FGDs raised the issue of health centres not conducting
outreach under-five programmes during certain months.
Normally, the health centres conduct under-five outreach
programmes at community level once every month. However,
it was learnt that this was not always the case. Sometimes
four months would elapse without any outreach programme,
especially in Magoye. This was perceived as having resulted
in a reduction in the number of caretakers who took their
children to the health centre during CHW partly because of
reduced interaction between health centre staff and communities, thereby limiting the information flow from the health
centres to the communities. One caretaker said:
“They are not serious . . . they don’t come for outreach but want us to go to them . . . they have
neglected us” (FGD-2, Magoye).
The health workers at the clinics agreed with the nonprovision of outreach programmes at times and attributed it to lack
of transport, as expressed in the following quotes:
“The one vehicle we have is not in a very good
condition and is broken down most of the times,”
(health worker from Magoye),
“. . . today we went for outreach and don’t find
anyone because we did not have transport to go
and confirm with the community on the date for
outreach” (health worker from Magoye),
“. . . Sometimes the vehicle is being used for other
activities and there is no transport to go for
outreach” (health worker from Chivuna).
3.4. Perceived Barriers to Use of Child Health Weeks. The
FGDs specifically touched on the factors responsible for the
low attendance observed during CHWs (polio days as they
are commonly called). The issues that came out of the FGDs
could be categorized as health services related issues, spatial
factors, attitude of caretakers, and other family related issues.
3.4.1. Health Services Issues. Four main concerns were raised
that relate to health services. First, caretakers complained of
the bad timing of CHWs in relation to the season and people’s
daily activities. They said during the June CHW it was too
cold at times and some caretakers preferred to stay home
instead of standing in the cold with the children at the health
centre. They said:
“It is too cold for children . . . sometimes you have
to wait a long time for them (health workers) to
come . . .” (FGD-1 Chivuna),
“. . . why is it held in the cold season? It’s cold to
walk all the way from home and to come and
queue up at the health centre for a long time.”
(FGD-2 Chivuna).
The December CHW was also perceived as not well timed
because of two reasons: it coincided with the planting season
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for maize (staple food) when all women were busy in their
fields. In addition, when it rained it was difficult to walk
through the rains or on the muddy roads, as expressed in the
following quotes:
“. . . we, the caretakers, are too busy that time . . .
we spend all our time in the fields . . .” (FGD-2
Magoye),
“. . . sometimes it’s impossible to leave the fields
even for a day because child health week may
coincide with the days when the people helping
you to cultivate your field are available” (FGD-2
Chivuna),
“. . . if it rains very few caretakers will walk in
the rains to take children for child health week,
especially if the children are older and are fully
vaccinated . . .” (FGD-2 Chivuna),
“. . . caretakers want to go for child health week,
but it’s inconvenient to walk in the mud and
difficult to cross our stream if it’s just been raining”
(FGD-1 Magoye).
The concerns about the rainy season were also expressed by
health workers from both health centres saying the health
centres were inaccessible to a number of families because
streams got filled up, and some roads were hardly passable.
Second, the caretakers said they sometimes did not
receive information concerning the days for CHW. The women noted:
“. . . In our area we hardly get the child health week
notices, except from friends . . .” (FGD-1 Magoye),
“. . . caretakers who do not attend monthly underfive clinics (cipimo) miss the child health week
because that’s when the dates are communicated
to us” (FGD-2 Chivuna).
However, it was also revealed that they sometimes received
the information but late, as expressed in the following comments:
“Our community health worker tells us but usually
late, maybe a day before or early in the morning
on the actual day. By that time one might have
already made other plans for the day . . .” (FGD2 Chivuna),
“. . . they tell our school children to inform us, but
the children sometimes forget and only tell us after
the child health week outreach day is past in our
community” (FGD-1 Chivuna).
The health workers were to some extent in agreement with the
caretakers when asked to comment on the communication
problems. They said communication was sometimes not
effective for two main reasons. Information about the dates
of CHW was sometimes communicated to caretakers during

monthly under-five clinics. As a result, caretakers who did not
attend monthly under-five clinics regularly did not receive the
notification promptly. They also mentioned that community
activities like traditional ceremonies, meetings, and seasonal
work were a major deterrent to attending the monthly underfive clinics and CHW, as expressed in the following quote:
“. . . if there is a funeral or a church meeting in
the community all caretakers will attend that
congregation and will not come for under five
clinic or child health week . . . it is worse when
there is distribution of free food (Civolevole) by
some charitable organization” (health worker
from Chivuna).
Inaccessibility of some areas, especially during the rainy
seasons, was another factor making it difficult for health
staff to deliver reminders for CHW to central places like the
headmen, churches, and schools. This resulted in information
reaching the caretakers late or not at all.
It was also noticed from the FGDs that the attitude of
some health workers towards clients was not good and was
a discouragement to some caretakers. They said that some
workers were not kind while others were not respectful, as
expressed in the following comments:
“. . . we always want to go for child health week
but the health workers discourage us. . . they don’t
treat us with respect . . .” (FGD-2 Magoye),
“Some of the health workers have a bad attitude
towards caretakers, always scolding at us, especially if you look poor and don’t have nice clothes”
(FGD-1 Magoye).
In addition, because of the negative attitude of some health
workers towards caretakers who had lost under-five cards,
caretakers were reluctant to go to the health centre for CHWs
for fear of scolding by the health workers.
The health centres were blamed for changing medicines,
time and again, and as a result it made the children sick. This
was in situations when the health centres used albendazole
instead of the mebendazole that was commonly used for
deworming during CHW. The caretakers perceived albendazole to be too strong for the children. They noted:
“. . . why do they use the other drug (albendazole) . . . it makes the children sick . . .” (FGD-2
Chivuna),
“. . . some caretakers do not like the change of
drug . . . they think the new drug is for adults and
makes the children sick” (FGD-2 Chivuna).
3.4.2. Spatial Factors. Long distance to the health centres was
one of the factors that emerged from the discussions as being
a major difficulty to attending CHWs among the women.
They said the distance was too long for some caretakers and
it was difficult or impossible to carry all children with them.
It was particularly tiresome with bigger children that were
heavy to carry and at the same time could not walk on their
own all the way. For example they said:
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“. . . some of our homes are very far from either
the health centre or outreach post and it’s difficult to walk all the way with a child on the
back, especially if you’ve been working . . .” (FGD2 Chivuna),
“. . . it’s difficult to carry all children with you if
you stay very far from the health centre, especially
older ones . . . you can’t make them walk, it’s too
far, and you can’t carry them especially if you have
a younger child as well” (FGD-1 Magoye).
3.4.3. Caretakers’ Attitude. The third category of barriers to
CHW that emerged from the FGDs relates to the attitude
of caretakers, and three main factors were identified. First,
caretakers were of the view that some parents were just lazy in
taking their children for CHWs as expressed in the following
remarks:
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“. . . some women are like men; always travelling . . . that’s why they are never around during
child health week . . .”
3.4.4. Other Issues. Other important issues came up in the
discussions that were believed to affect attendance during
CHWs. The lack of family planning in certain families
resulted in a woman having 2 to 3 under-five children at one
time and therefore making it difficult for her to go with all of
them to the health facility. This further led to the caretaker
only taking the youngest one or two and leaving behind the
older one(s). The caretakers remarked:
“. . . families need to learn to widely space their
children . . . it is not easy to carry two or three
under-five children to the health centre, and stay
with them for a long time . . . they start crying”
(FGD-1 Magoye).

“. . . some of us parents are just lazy to walk or
carry children for child health week . . .” (FGD-1
Chivuna),

The second issue was illness of either the caretaker or the child
that made some caretakers to miss the CHW, as noted from
the following remarks:

“. . . once in a while we all feel lazy to walk to the
health centre and just decide to stay home.” (FGD2 Magoye).

“. . . other things can’t be controlled, for example if
a woman is sick then the child will not be taken to
the health centre . . . we need men to get involved”
(FGD-2 Chivuna).

They said laziness was coupled with ignorance on the importance of vitamin A, deworming, and growth monitoring of
the children. Expressions like the following were common in
the FGDs:
“. . . the health workers must just keep on educating us because what makes us lazy to go for child
health week is ignorance . . . we don’t know the
importance of taking our children for treatment”
(FGD-1 Chivuna).
Second, it was a common practice to stop taking children
for CHW who are aged 2 years and above. This was in part
due to the fact that at 2 years the child would have been
fully vaccinated and only went to the health centre to receive
anthelminthic drugs, vitamin A supplementation, and for
growth monitoring. This and the fact that older children were
heavier to carry compared to younger ones were important
factors. One woman said:
“. . . it is a common practice for caretakers to stop
taking children who are 2 years and above . . .
maybe they think vitamin A and deworming are
not important.” (FGD-1 Magoye).
Similarly, children who are no longer breast-feeding are also
not consistently taken for CHW in a number of cases. It
is believed that a child who has been weaned will have
developed a strong body to fight diseases and therefore do not
need to rely on medication so much. Third, some caretakers
were reported to travel too much such that each time there
was CHW either the caretaker or both the caretaker and the
child were away. This was particularly raised in the Chivuna
FGDs, where for example one woman (FGD-2 Chivuna) said:

This issue brought up the suggestion of men involvement in
health care matters for their children as being part of the
solution to some of the problems.
3.5. Coping with Barriers to Health Care and Caretakers’
Suggested Solutions for Child Health Week. Participants were
asked how they tried to cope with the problem of inaccessibility to health care services for their children. The main coping
strategy was the use of alternative health care providers, for
example, traditional healers. From the caretakers’ discourse
five main patterns of use of traditional healers emerged. First,
traditional healers were used as the first resort for all illnesses
by many caretakers. When they did not get the desired results
that is when they took the children to the clinic. Second,
the families resorted to traditional healers when there was
no medicine at the clinic and could not afford to buy the
medicine from the pharmacy. Third, the traditional healers
were used by the caretakers because they were perceived as
affordable compared to the clinic. One caretaker said:
“. . . we always use traditional healers unless we
find money to take the child to the clinic” (FGD-2
Magoye).
Fourth, the traditional healers were consulted for persistent
illness that the clinic had “failed” to cure. Fifth, they used the
traditional healers for specific illnesses, for example, mouth
ulcers, convulsions, epilepsy, rash, swollen feet, and when
a breast feeding caretaker becomes pregnant and the child
becomes sick.
In addition to the traditional healers, traditional medicines were also shared among the lay people who usually were
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already linked to one another by ties of kinship, friendship,
neighbourhood, or religious organizations. In the kinship the
older members of the families, that is, grandparents, uncles,
aunts, and parents, were an important source of traditional
remedies. Apart from relatives, there were individuals in the
neighbourhood to whom other people went to seek advice
on health matters. These could be people who have a lot of
experience in dealing with particular illness either because
their children had experienced the illness in question, or
because they lived in a community in which the specific
illness was highly prevalent. The sharing of knowledge concerning herbal remedies for various illnesses was said to be
common among women’s organizations in various churches.
Caretakers were further asked to suggest what they
thought could be done to ensure that more children attend
CHWs. The main suggestions were to increase the number
of treatment days for CHW at the outreach points from one
to between two and five, to increase the number of treatment
sites, to change the timing of CHW from June and December
to for instance April and October, to inform all community
members in good time, to encourage fathers to help caretakers in carrying the children to the health centres, to start using
community health workers to treat children at home, to give
under-five cards to all children who do not have, and to start
conducting health education meetings in the communities on
the importance of CHW.

4. Discussion
The present study identified both provider and consumer barriers to health care access for under-five children as described
in previous studies [1, 2, 11]. Ensor and Cooper [12] defined
provider determinants of health care access as “those factors
derived from health care production that interact to produce
health care services.” These include availability of medicines,
qualified staff and their attitude, appropriate technologies,
materials, capital equipment, health priorities, and health
system issues. Consumer determinants of access to health
care were defined as “those factors that influence demand
and that operate at the individual, household, or community
level” [12]. Individual and household factors include age, sex,
income, education, and knowledge about illnesses and need
for medical treatment. Community factors include cultural
and religious influences and other social factors that affect
individual preferences.
A number of studies have reported that caretakers’
perception of the attitude of the health workers formed a
barrier for accessing the demanded health services [13–15].
Mobilizing demand for child survival interventions may be
ineffective if the actual or perceived quality of general health
care services is low. For caretakers in our study, the concept
of quality of care included elements of health worker attitude,
communication, the kind of attention they received, equity
of receiving health care, and availability of medicines. One
of the underlying factors to the bad health worker attitudes
and poor attention given is inadequate numbers of skilled
health workers, identified by two FGDs and also reported by
other studies [4]. Efforts to improve the responsiveness and
quality of health services and of health care providers will
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make health care to be more accessible to the users and will
be of benefit to communities. The responsiveness of health
services may be enhanced by improving staff attitudes and
communication skills [16].
The scheduling of the CHWs may also be considered as
an important factor that has significant impact on responsiveness of health care services. The rainy season (November
to March) is the peak-planting season for farmers. The high
opportunity cost of time in taking children for CHW instead
of going to the fields is likely to make CHW less accessible
in the rainy season. Earlier studies found that a significantly
lower proportion of people were likely to utilize the health
services in the wet season compared to the dry season [17, 18].
The high opportunity cost of time is compounded by the
muddy roads and flooding streams that make travel to the
health facilities very difficult in the rainy season. On the
other hand, the current study found that the long waiting
time at the health facilities is an important deterrent to
some caretakers in attending CHW especially during the cold
season. In general health care, long waiting time at the health
facility between registration and consultation, and between
consultation and getting the drugs, has been identified as one
of the major areas of dissatisfaction with the health services,
as well as the cause of none utilization of the health services
[17, 19]. These findings can be extended to explain the reasons
given by caretakers in our study of how the cold season is not
favourable to some of them, especially when they had to wait
for a long time at the health facilities before the children were
treated. A reduction in the opportunity cost of time in the
rain and cold seasons and the inconvenience of long waiting
time in the cold season could enhance the utilization of health
services. This could be achieved by either strengthening and
expanding outreach services or rescheduling of CHWs to
other times of the year.
The current study as well as earlier studies [5, 13] recognizes the lack of communication and information transfer between the health providers and the caretakers as an
important deterrent to accessing the services. Caretakers in
our study complained of, for instance, not being informed
of what illness their children were suffering from and also
what medicines were administered to the children. Lapses in
communication were also noted in relation to CHWs, where
the time between notification of community members and
the CHW was reported as inadequate. Focused efforts are
therefore required to ensure that communication strategies
and messages used enable increased information flow and the
resultant accessibility to services.
The cost of seeking health care for sick children is a major
obstacle in many settings [2, 6]. Strategies to reduce the cost
of health care may improve the accessibility of health care
services for poor households. The abolishment of user fees
has been shown to lead to increased utilization of health
services [5, 20]. After fifteen years of implementing user fees
in Zambia, great concerns were raised about the role of user
fees in populations with widespread poverty. The government
abolished user fees for primary care in all rural areas,
effective from April 1, 2006 [20]. Fifty-six of the then 72
districts in Zambia were classified as rural, but there still
is a problem with this official classification because several
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districts contain both urban and rural sections. Chivuna and
Magoye, for instance, are rural areas of Mazabuka district, but
Mazabuka district is not a rural district. This classification
problem was evident from the responses of health workers
concerning user fees. Revision of the classification might be
needed; this time focussing on the health centre rather than
the district. There is also the barrier caused by unofficial fees,
as noted by the FGDs. Unofficial fees have been defined as
payments to individuals or institutions in cash or in kind
made outside official payment channels for services that are
meant to be free of charge [21]. In the current study unofficial
fees in the form of penalty fees were reported as a barrier
to health care. Despite being identified as a barrier to health
care on one hand, unofficial fees have on the other hand been
identified as playing positive roles to the health system in
some settings. Unofficial fees have been associated with staff
motivation and better performance of the staff in terms of
hours worked and utilization rates of services [22, 23]. The
effect of these fees in motivating health workers is supported
by a study in Cambodia where formalization of unofficial
fees and improvement of health worker remuneration, proportional to amounts they were receiving from unofficial
payments, led to increased levels of utilizing health services
[24]. In addition, the unofficial fees collected by the health
centres have been used as petty cash for buying supplies like
washing detergents and stationary (RHC workers, personal
communication). However, the unofficial fees also have been
shown to have negative effects on the health workers in terms
of job satisfaction and motivation to work. Participants in
a study in Tanzania mentioned that they felt enslaved by
patients as a result of being bribed and that this lead to loss of
self esteem. Fear of detection was a main demotivating factor
[25]. These factors seem to counterbalance the positive effect
of financial incentives. The issues of unofficial fees need to be
considered in local context in order to mitigate its effect on
the accessibility of health services.
Long distance to health facilities has been identified in
many studies as an important barrier to health care in rural
areas [5, 11]. Children who live closer to the health facility are
more likely to utilize the health services than are children who
live farther away. Approaches that can alleviate the distance
problems include strengthening of the existing outreach
programmes and strengthening and extending services of
community health workers to ensure targeted delivery of services closer to the households [26]. The outreach programmes
can be strengthened by ensuring that transport is always
available for these programmes [27] and by increasing the
number of outreach posts where necessary and feasible, as
suggested by the participants in the current study. Caretakers
in the current study also suggested that men involvement in
matters concerning the health of their children, for example,
taking children for CHW, can help increase the number of
children attending. Men involvement in health matters has
been shown to increase the utilization of health care services
and in turn improve child health in communities [28]. This
is because men play important roles in regulating women’s
access to health services through the control of finances,
women’s mobility, and health care decisions [29]. Therefore,
efforts should also focus on involving fathers in child health
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issues, at the same time empowering caretakers with the
ability to manage issues of child health care.
Interventions also need to address the demand-side
barriers to health care in addition to the supply-side barriers. This includes the need to increase the awareness and
understanding of child illnesses and the available preventive
and curative services among community members. Issues of
laziness, ignorance, and not taking children older than 2 years
can be targeted by such efforts. Communication channels to
disseminate health-related information, education, and communication (IEC) need to be strengthened to reach target
community members. Various communication channels like
dances, public lectures, and role plays have been shown to be
effective in rural settings [30, 31]. In recent years, traditional
healers in Zambia have been trained and used as channels to
disseminate basic information on HIV/AIDS, malaria, child
health, and tuberculosis (Zambia integrated health program,
unpublished data). This avenue is still being developed and
can also be explored further as part of the strategy to reach as
many community members as possible with health messages.
The provision of health care as well as the services to
deliver them and ensuring that the health care is of good
quality are major challenges in resource-poor settings [2].
Additional efforts are therefore needed to ensure that these
interventions reach the poor and achieve coverage levels that
can lead to significant reduction in child mortality. Given
the findings from our study, interventions to enable people
to gain access to health care in rural areas like Magoye and
Chivuna have to focus on improving the responsiveness
of health care services, information flow between health
care providers and users, strengthening of existing outreach
programmes, raising awareness levels on child health issues
to increase demand for health services, exploration of appropriate incorporation of other health sectors into the formal
sector, and promoting men involvement in child health issues
at household level.
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