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Executive Summary
CARE international in Uganda has been implementing the pilot Community Based Disease Surveillance
project funded through a grant obtained by the CARE‐CDC Health Initiative (CCHI) under a Cooperative
Agreement with the Centres for Disease Control and Prevention (CDC) of the Government of the United
States of America (USG). It was initially an 18 months project that was later extended to two years The
CARE Project was implemented in the districts of Arua and Maracha‐Terego in the West Nile region of
Uganda. The objectives of the Community Based Disease Surveillance project were to:
1. Strengthen the capacity of the district, Sub‐County and community health structures to prevent
and respond to common epidemics/diseases in West Nile.
2. Strengthen communication at community and district level in the context of key common
disease/epidemics in the West Nile region of North Western Uganda.
After nearly two years of project implementation, Care International in Uganda wanted to conduct a
final evaluation of the CBDS Project. The main objective of the evaluation was to assess the extent to
which CARE achieved the objectives of the Community Based Disease Surveillance project in the two
project districts (Arua and Maracha‐Terego) in West Nile.
Key Results of the project compared to the project objectives: The first key objective of the project was
to strengthen the capacity of the district, Sub‐County and community health structures to prevent and
respond to common epidemics/diseases in West Nile. Key results demonstrate that this objective has
been achieved in the target intervention areas. Capacities have been built for the VHTs to promote
disease prevention and early response at the community levels. The VHTs were then involved in
sensitizing communities on common epidemic prone disease, their causes and how they can be
prevents. They promoted key household behaviours for prevention of disease at the household level.
Outcome information in the report shows that communities are now more aware about the epidemic
prone diseases. Results also show that communities have responded positively to the sanitation
behaviours promoted at household level and there are also quantitative findings showing that the
sanitation situation has improved. More importantly, the project has eliminated some diseases like
plague and cholera, which were occurring every year in some of the communities.
The second key objective was strengthening communication at community and district level in the
context of key common disease/epidemics in the West Nile region of North Western Uganda. Findings
also show that this objective has been achieved. A mechanism has been created for the VHTs to monitor
for important health related events in the communities and report these immediately to their local
health centres, through their parish supervisors and the Health Assistants. The community based
disease surveillance system has been initiated and VHTs now have to report on key epidemic prone
diseases whenever suspected cases occur in the communities. Results show that community based
disease surveillance had a high sensitivity in detecting cases that would otherwise not be detected by
the health system. Communities are now responsive in referring suspected cases to health units as soon
as possible.
Start up of the project: The start up activities for this project delayed due to lack of staff to engage in
implementation. This was attributed to the lack of funds allocated towards staff salary. However, CARE
resolve to engage staff of another sister pilot project known as Humanitarian Pandemic Preparedness
initiative (H2P) that was about to start within the same districts. While these plans were on, CARE staff
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on a separate project selected Ayivu Rural Participatory Program for Development (ARUPPDE) as a local
partner to work with Community Based Disease Surveillance (CBDS) project staff.
Upon recruitment of the project staff for H2P, the team embarked on coordination meetings between
CARE International in Uganda and her technical team from CARE Atlanta. Together, the teams planned
in country visit to support the country office staff to kick start the high level orientation meetings with
Ministry of Health and Uganda Virus Research Institute/Centre for Disease Control (CDC) in Uganda and
target districts. This raising awareness about the pilot projects, discuss partnership issues and build
synergies.
The technical visit was the followed by separate orientation meetings organized for other key stake
holders (sub county and Village Health Teams) as a move to create awareness and involve host leaders
in some of the decision making processes in the initial stage of the project. Some of the key out comes
from the orientation meetings was identification of selection criteria for choosing the required four sub
counties and selecting them. The main activities implemented focused on capacity building, partnership,
advocacy, planning, coordination and information sharing. Major implementation strategies included
partnership with targeted structures, advocacy and formation of leadership structures.
Implementation of Community based disease surveillance and sensitization: The trained VHTs went
out to the communities to promote the desired household practices relating to sanitation, disease
prevention and early recognition as well as prompt referral of suspected cases. The primary focus was
on three diseases: Plague, Cholera and meningitis, which were causing repeated epidemics in the region.
The occurrence of these diseases was closely related to the poor household sanitation and hygiene
behaviours, and socio‐cultural practices that promoted delay in seeking care and health care seeking
from un‐qualified health workers. The community interventions were implemented in two main
strategies:
• Sensitization and awareness creation and
• Implementation of community based disease surveillance
The VHTs sensitized communities on key desirable practices for preventing disease at household level.
These were mainly focused on sanitation practices in homes and promotion of simple sanitation
technologies in the homes. They were also sensitized on the negative socio‐cultural practices that
increased the likelihood of disease in the communities.
The VHTs received a simple community based surveillance form with which they were required to report
on a weekly basis to the health assistants and to report all suspicious cases of epidemic prone diseases
or health related events. They also urged communities to take all suspicious cases immediately to the
health units. A system was put in place to guide the flow of information from the communities through
the parish supervisors to the Health Assistants.
Support supervision and monitoring: The Health Assistants were facilitated to conduct routine
supervision of the VHTs to check on progress of implementation of their parish workplans. They also
held regular meetings with the VHTs in which the VHTs gave a feedback on the activities they were
implementing at the community level. Challenges were discussed and solutions identified for redress.
Best practices were recorded and translated to other villages, neighboring sub counties.
Spillover activities: Some of the project activities spilled over to neighboring sub counties, district and
countries. This was mainly through radio talk shows were listeners were able to call and provide
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comments and pause questions from as far as DRC and Sudan. Additional, spill over manifested through
the inter district/sub county meetings, information sharing (IECs), reports and music, dance and drama
shows.
Overall, the community mobilization activities appeared to be the most effective strategy in the project.
There was sufficient evidence from all resource persons (Key Informants and FGDs) that the VHTs had
played a significant role in mobilizing the communities to address disease prevention and outbreak
response. The implementing sub‐counties were able to diversify the focus of the messages to cover
other epidemic prone diseases like avian influenza, Ebola, HIV/AIDS, Malaria, diarrhoea and measles.
The project also demonstrated that community based disease surveillance can work and though less
specific in segregating diseases, can be highly sensitive to detection of epidemic prone diseases in the
communities. It therefore has the potential to increase early health care seeking, limit the spread of
disease and control disease outbreaks, improve health of communities and thereby encouraging active
involvement of people in livelihood activities.
The trained VHTs demonstrated an above average level of capacity to implement the community
sensitization activities as well as the community based disease surveillance activities. This further affirms
that VHTs can be an effective tool in community mobilization. The pilot project demonstrated however
that the aptitudes of different VHT members may vary, with some VHT members being more
knowledgeable and more effective than others. The VHTs therefore need continuous support and
follow‐up.
There was sufficient evidence to show that communities responded to the VHTs and took up the
recommended sanitation behaviours. We also learnt however that some households are resistant to
change and need concerted communication and re‐visits. In addition, communities took up some
practices quickly but delayed to take on others like latrine construction because of their cost.
Outcomes and Impact of the project
• There was clear evidence that the CARE‐CDC project has had a positive impact on the communities.
The biggest impact was in organizing communities and building their own capacity to implement
their own interventions to eliminate epidemics and improve their health status.
• Because of the community sensitization activities, there have been many direct positive outcomes of
the project, including increased community awareness about the link between behavioural practices
and disease, increased knowledge among local council leaders about epidemic prone disease,
reduced delay in seeking care, and increased ability to detect and refer cases and to control
epidemics at the community level
• The project also demonstrated some direct impacts, most important of which was the elimination of
some diseases that were occurring every year in the intervention areas (specifically plague and
cholera). The capacity built in the community was also used to control the recent meningitis
outbreak, before it had spread widely,
• The sub‐counties demonstrated through provisional statistics that latrine coverage had increased as
a result of the project and there were provisional statistics from some implementing parishes that
the actual proportion of ideal homes in the communities had increased.
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Sustainability and other challenges
In order for the effects of the project to be sustained, there is need for continued vigilance in sensitizing
communities and in surveillance for the targeted epidemic prone diseases. However since the project
ended in April 2010 there was a decline in the support given to VHTs. The VHTs had also not met since
the end of the project. There was consensus that even without the project, the VHTs should convene at
least once a quarter, supported by their respective sub‐counties. The sub‐counties ought to develop
mechanisms to own the VHTs and to motivate them to keep working for their communities. It is not
sustainable for Sub‐Counties to institute regular pay for the VHTs, but they can support regular
meetings, provide periodic incentives and prioritize them in case there is a community based initiative
where resource persons are needed.
The pilot project also demonstrated that without clear communication and institutionalization, the
periodicity of reporting and completeness of reports can vary from intervention area to another and
even from one parish to another. There is need to agree on one standard for periodicity of reporting
and to clarify the communication channels for such reporting. There is also need to standardize the VHT
training and provide follow‐up training to re‐enforce the knowledge gained by the VHTs.
In communities where diseases have been eliminated (especially cholera and plague), there is need to
maintain vigilance in Community Based Disease Surveillance and periodic sensitization of communities
so that these diseases are sustainably eliminated. Any laxity will result in communities returning to their
previous behaviours and this may result in serious outbreaks
Conclusion: Almost all Key Informants and beneficiaries reported that the intervention was highly
relevant to the sub‐counties in which the project was implemented, and that such interventions can
eliminate epidemic prone diseases in communities. The community capacity building model should be
promoted as the ideal approach to elimination of epidemic prone diseases in communities where they
have persisted. A similar approach should be used as was used in the CARE‐CDC project, including
training of VHTs, sensitization of communities and establishment of mechanisms for surveillance and
reporting of disease in the community. This report makes about 15 recommendations for sustaining the
capacity built in the intervention areas and for conducting similar projects in the future.
While collaborative efforts have improved the prevalence of the epidemic diseases, the only 2 districts
with four Sub Counties were piloted out of the seven districts that usually face the waves of the
epidemics. Therefore, more comprehensive package is recommended covering more districts and
disease types.
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1.0 Background
1.1 Epidemics in the West Nile Region
The West Nile Region of Uganda has been affected by repeated waves of epidemics causing many losses
of lives and social instability. Three main epidemics have affected the area: Plague (especially in the
Southern Parts of the West Nile), Meningococcal Meningitis (especially in the more northern parts), and
Cholera. The region is also prone to many other highly virulent epidemic prone diseases that have not
yet occurred but have a lot of potential to occur. There is cross‐border risk of Ebola Hemorrhagic Fever
(From the DRC and the Southern Sudan), Avian and Pandemic Influenza (from Southern Sudan) and Viral
Encephalitis.
In order to effectively detect and prevent deaths and morbidity from these diseases, there is need for a
robust disease surveillance system and early warning mechanisms. The CDC project was conceptualized
out of the realization that existing surveillance mechanisms were inadequate for early detection and
control of epidemics, and some of these diseases were becoming endemic in the region, or occurring
cyclically every year. The existing surveillance system was health unit based using a passive approach in
which cases detected at health units are reported on through the HMIS and notifiable disease reports
for priority diseases are prepared every week and sent to the Ministry of Health, under the IDSR
strategy. However, there were gaps in the health facility based surveillance systems. Health workers
themselves were not regularly updated on the clinical case definitions of these diseases. Health units are
understaffed with qualified staff and in many lower level facilities, it is the Nursing Assistants who detect
and treat the common diseases. More importantly, communities were not actively involved in early
detection and reporting of epidemic prone diseases. This resulted into a situation where epidemic prone
diseases were detected late, after they had spread to epidemic proportions.
CARE International in Uganda has worked continuously in Uganda since 1979, targeting the most
vulnerable, including women and children. In partnership with local civil society and community‐based
organisations, CARE has been engaged in emergency preparedness and response work as part of its
broader fight against poverty and injustice. CARE has developed an emergency preparedness plan that is
updated on a regular basis (annually) to bring it in line with changing risk factors. The most recent
emergencies that CARE Uganda has responded to include: the Ebola outbreak, the meningitis epidemic,
and the flooding in eastern and northern parts of the country. CARE also supports livelihood and food
security programmes that also have mitigation effects to famine emergencies. In line with the Integrated
Disease Surveillance and Response (IDSR) CARE Uganda initially developed a one year Community Based
Disease Surveillance (CBDS) project addressing the risks of epidemic diseases and helping epidemic
prone districts and sub‐counties develop preparedness plans, build capacities for responding to common
disease epidemics. However, towards the end of the first year, there was dire need for extension of the
project as the first cycle begun four months late. Consequently the donor called for a continuation
proposal of another one year inclusive of staff salary. Unfortunately, the fund allocated was meager and
the country office decided to prepare a proposal for six months. Along the way, the available fund was
expensed over a whole year following a global cycle of the project. It was also noted that funds allocated
for staff was insufficient for a whole year and hence were laid off at end of April 2010. It was only the
Project Manager retained to handle project closure but mainly paid from a separate source of fund.

Final Evaluation of the CBDS Project

10

1.2 The Community Based Disease Surveillance Project
CARE international in Uganda has been implementing an 18 months project, the Community Based
Disease Surveillance project funded through a grant obtained by the CARE‐CDC Health Initiative (CCHI)
under a Cooperative Agreement (CoAg) with the Centres for Disease Control and Prevention (CDC) of
the Government of the United States of America (USG). The CARE Project was implemented in the
districts of Arua and Maracha‐Terego in the West Nile region of Uganda. The following sub‐counties
were directly covered by the project; Logiri, Oluko, Odupi and Oluvu. However, Kijomoro, Oluffe,
Omugo, Ajia, Pajulu sub‐counties were reached indirectly through working with the districts. CARE
implemented the project in partnership with a Community Based Organization – Ayivu Rural
Participatory Programme foe Development ARUPPDE. ARUPPDE was mandated to support CARE staff in
day to day implementation of the project activities with technical guidance from the DHO/DHEs and
CARE.

1.3 The project objectives
The objectives of the Community Based Disease surveillance project were to:
1. Strengthen the capacity of the district, sub‐county and community health structures to prevent
and respond to common epidemics/diseases in West Nile.
2. Strengthen communication at community and district level in the context of key common
disease/epidemics in the West Nile region of North Western Uganda.

2.0 Final Evaluation of the CBDS Project
2.1 Background
After nearly two years of project implementation, Care Uganda wanted to conduct a final evaluation of
the CBDS Project. The main objective of the evaluation was to assess the extent to which CARE achieved
the objectives of the Community Based Disease Surveillance project in the two project districts (Arua
and Maracha‐Terego) in West Nile. Findings will be used to inform implementers on whether this model
for disease surveillance adds value to conventional surveillance methods, whether it has an overall
impact on disease detection rates and if there are any best practices, processes and policies that can be
curried to other such projects in other parts of the country. It will also inform implementers on what it
takes to establish an effective community based surveillance system, and the important synergies
needed.

2.2 Objectives of the Final Evaluation
The objectives of the final evaluation were:
1 To examine overall impact of the Community Based Disease Surveillance project on the communities
in Arua and Maracha‐Terego Districts.
2 To assess overall performance from the perspective of relevance, effectiveness, efficiency, impact
and sustainability of the of the CBDS project.
3 To identify and provide recommendation to CARE and the key stakeholders involved to inform
future programming.
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2.3 Scope of the evaluation
The Evaluation for the Community Based Disease Surveillance covered the project planning, start up
activities, implementation strategies and activities, and project outputs and outcomes as defined in the
project documents. It also took into consideration the specific objectives and key problem areas (disease
– Meningitis, cholera, plague, Ebola, Avian influenza) that were identified at the inception of the project.
The evaluation examined the contribution of partner organizations, especially VHTs to project
implementation, and the extent of collaboration with stakeholders that were cruel to successful
implementation of the project. Specifically, the evaluation assessed the following:
 The extent to which capacity has been built at the community, sub‐county and district levels
to respond to common epidemics
 The level of preparedness demonstrated at both district and sub‐county levels for reducing
risks of common disease epidemics through prevention and response
 The level of preparedness demonstrated by community members in reducing risks of
common disease epidemics through prevention and response.
 The functionality of communication channels established
 Assessment of the extent to which recommendations from the initial mapping activity were
used to inform project implementation.
 Examine the partnership with ARUPPDE to assess their contribution to the project and
community how their capacity has been strengthened by the project
 Identify some of the key challenges encountered during the project cycle
 Identify best practices/lessons learnt or case studies from the target beneficiaries
 Make recommendations to inform future programming on disease surveillance.

3.0 Methods
The assessment was conducted in the two implementation districts of Arua and Maracha‐Terego and
field visits were made to the four implementation sub‐counties, namely Logiri, Oluko, Odupi and Oluvu.
The assessment team interacted with the central project implementation team, the field teams, as well
as the community resource persons in the implementation sub‐counties. Various key informants at the
sub‐county and district level were interviewed. In order to answer the key evaluation objectives and the
cover the scope of work, we propose the following methods:

3.1 Desk review of project documents:
A desk review of key documents regarding the project was conducted, including the programme
document, annual and routine reports, community reporting forms, fact sheets and other documents
used for communication at the community level. These were analysed for key strategies and activities as
well as their impact on the project.

3.2 Meetings with Project Leaders and Core Team:
There was an initial briefing from the core project implementation team at CARE Uganda, the purpose
being to understand the overall design of the project, key strategies and key activities that were planned
and implemented.
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3.3 Meetings with Community Resource Persons at Sub‐county Level:
Meetings with community resource persons at sub‐county level were conducted. A total of 4 meetings
were held, one in each of the four implementing sub‐counties. Each meeting was attended by 20
representatives of the trained VHTs. The purpose was to understand in detail the capacities built at the
community level, the range of services provided by the VHTs with regard to community sensitization and
operationallisation of the community based disease surveillance system, and the extent to which they
had implemented these activities.

3.4 Meetings with Key Informants at the Sub‐county level:
Meetings were held with key informants at the sub‐county level. These included the Chairpersons LC III,
Sub‐county Chiefs, Health Assistants and Community Development Officers. The purpose was to
understand their perceptions of the relevance of the strategies used, as well as their evaluation of the
key outputs and outcomes of the project on the targeted communities. Key informants at sub‐county
level were also requested to comment on the overall sustainability of the project and how sub‐counties
plan to sustain the capacities built.

3.5 Meeting with Key Informants at the District level
The assessment team interacted with a number of district level Key Informants including Chairman for
Health and Education, Assistant CAOs in charge of health and Education, and representatives of the
District Health Teams in the target districts. The purpose was to understand the relevance of the
intervention; the capacities built, and key impacts of the project at the district level.

3.6 Meeting with the Programme Coordinator, ARUPPDE
A meeting was held with the programme coordinator ARUPPDE. The purpose was to understand in
detail the planned strategies and how they were implemented by ARUPPDE as part ofthe implementing
partner. The assessment team also wanted to clarify the relationship between CARE and ARRUPDE and
how this synergy impacted on the overall effectiveness and efficiency of the project implementation
process.
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4.0 Findings
4.1 General Overview of the CARE‐CDC Project
The CARE‐CDC Project was a community based pilot project that focused on building community
capacity for prevention and early detection of epidemic prone diseases in two districts in the West Nile
region. The project was implemented by CARE Uganda, in close collaboration with, stakeholders at
district and sub‐county levels and ARUPPDE. Core activities of the project were implemented in four
selected sub‐counties in these districts, but other spillover activities were implemented to target other
sub‐counties and districts beyond those primarily targeted. In this section, a general overview of the key
strategies that were employed is presented. A discussion of the priority diseases that were targeted by
the project is also presented, and a justification of the relevance of the intervention. A brief description
of the sub‐counties selected and the rationale for their selection is also presented.

4.1.1 Summary of key strategies and activities implemented
1. Start up and partnership: The project implementation delayed by four months as there was no
funds allocated for staff salary. While there were no funds for staff to kick start the project, CARE
planned to allocate its implementation to another sister pilot project known as Humanitarian
Pandemic Preparedness Initiative (H2P) in the same region. In the process, CARE staff on a separate
project selected Ayivu Rural Participatory Program for Development (ARUPPDE) as a local partner to
work with the Community Based Disease Surveillance (CBDS) project staff once on board.
Upon recruitment of the H2P staff, the team embarked on coordination meetings between CARE
International in Uganda and her technical team from CARE Atlanta. Together, the teams planned in
country visit to support the country office staff to kick start the high level orientation meetings with
Ministry of Health and Uganda Virus Research Institute/Centre for Disease Control (CDC) in Uganda
and target districts. This initiative took effect in February 2009 and aimed at raising awareness
about the projects, build synergies, identify partners and design some joint implementation
strategies.
2. Formation of structures and trainings: It was found that CARE facilitated formation of relevant
structures for the project where they did not exist and filled gaps of the existing ones. Trainings for
VHTs were conducted by mainly Health Assistants while that for the District Disaster Management
Committees was done by District Health Educators. The formation of VHTs and their trainings were
hosted by the respective Sub County head quarters while for the district private hotels were hired
with the host districts.
3. Organized Groups: The next step was to identify some drama groups and to support them to create
community awareness messages and use them to sensitize communities through drama. The groups
dramatized the process of early recognition and reporting of epidemic prone diseases in the
communities, using a socio‐cultural perspective to which the communities were familiar. The project
also organized the community gatherings required for dissemination of these plays and drama
events and sponsored the drama groups to stage them.
4. Procurements: The project procured some materials to support the drama groups. These included
drama costumes, drums and other materials that the groups needed. These were distributed to the
four drama groups. The project also procured some materials for the VHTs including bicycles, gum‐
boots, rain‐coats, VHT bags, Information Education and Communication (IEC) materials, report
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formats and check lists, assorted stationery and other materials. These materials were distributed to
the VHTs as part of the incentives for them to do the community mobilization work.
Implementation of Community based disease surveillance and sensitization: Upon receiving
trainings, stationery, IEC materials and guidance, the trained VHTs went out to the communities to
promote the desired household practices relating to sanitation, disease prevention and early
recognition as well as prompt referral of suspected cases. The VHTs received a simple community
based disease surveillance form. This form was developed in a joint meeting of health assistants
from the four sub‐counties and the district Health Office. They sat together and analyzed various
reporting tools, and developed a simple summary form that can be used for reporting suspicious
cases of epidemic prone diseases and associated events at the community level. During the project
period, the draft tool was given to the consultant who conducted the baseline survey (Mapping of
the health surveillance and reporting structure), who then revised the form to suite the
recommendations from the baseline survey. The form mainly targeted three diseases (cholera,
meningitis and plague). It also had a provision for reporting other health related events that could
occur in the communities. A system was put in place to guide the flow of information from the
communities to the parish supervisors and then the Health Assistants.
Support supervision and monitoring: The Health Assistants were facilitated to conduct routine
supervision of the VHTs to check on progress of implementation of their parish workplans. They
also held regular meetings with the VHTs in which the VHTs gave a feedback on the activities they
were implementing at the community level. This provided opportunity for on job mentoring
sessions. District officials also conducted guided supervised of VHT work too.
Coordination and advocacy: CARE’s approach to the project indicated early coordination and
advocacy strategies. These were demonstrated by establishment and filling gaps in all relevant
structures working with the project. District and Sub County work plans for disasters were also
developed and partially in use. Efforts for comprehensive advocacy strategy were in the initial
stages.
Spillover activities: The project identified none project Sub Counties to benefit from good practices
and lessons learnt from the project. This was to promote a spill‐over of the effects of the capacity
building and sensitization activities, so that other sub‐counties outside the intervention areas could
also benefit. Some of these activities were targeted to the church leaders, opinion leaders, Sub
County leaders, head teachers and including two other districts. They were invited for meetings and
sensitized. They also benefitted from the drama shows. The drama shows were produced in form of
videos that were then shown to opinion leaders in these sub‐counties. The CARE project also
produced hand‐outs and fact sheets on cholera, meningitis, and plague. These were distributed to
communities in both the intervention and the spillover sub‐counties. The project also conducted
some radio‐talk shows and run some radio messages which covered the entire West Nile region
including Southern Sudan and DRC.
Project continuation: Following the late start of the project and the dire need for continuity;
additional funds were received for another six months. However, actual implementation took a year
since the allocations were global.

4.1.2 Priority Diseases Targeted
The priority epidemic prone diseases targeted in this project were plague, cholera and meningitis.
Plague mainly occurred in the sub‐counties to the South of Arua (Vurra County, Logiri sub‐county),
bordering Nebbi and Zombo District. Nebbi and Zombo districts are the epi‐centres of plague in the
region. Occurrence of plague in the susceptible areas had become perennial, and was occurring every
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year especially in the rainy season. On the other hand, Meningitis mainly occurred in the more Northerly
sub‐counties of Arua and adjoining areas of Maracha and Terego, and continuing to the border district
of Koboko; it occurs more commonly in the dry season. Meningitis outbreaks occur as part of a general
outbreak in the Meningitis belt that extends northwards to the Sahel region. There was also concern
that meningitis had in some areas also become a disease of annual occurrence, especially in Oluko Sub‐
County. Cholera epidemics have a more varied distribution, and were likely to occur in any of the
targeted sub‐counties, but were more common in the areas surrounding Arua municipality and
bordering sub‐counties. Cholera was also associated with the peak of the rainy season.
The ACAO Health Arua District noted however that the districts were thinking in a broader perspective
with regard to the epidemic prone diseases targeted. She noted that although the focus was on Cholera,
plague and meningitis, the same capacities that have been built will be useful in the control of other
threats like Avian and Pandemic Influenza, dysentery and measles. Quoting the Chairman Health and
Education Committee:
“The CARE Project came at the right time for the district. We had a recurrence of meningitis
outbreaks in this district in 2006, 2007 and 2008. There was also the threat of Polio because
cases were registered in Amuru (neibouring district). Cholera epidemics had also become
common and because Arua is a border district, there was always the threat of bird flu; plague, a
pre‐colonial disease had also persisted in Logiri and Vurra” (Chairman for Health and Education,
Arua)
Findings from the needs assessment showed that these diseases were closely associated with the
behaviours of people in these areas and there was need for behaviour change at household level in
order to prevent disease and deaths within the communities.

4.1.3 Brief description of the sub‐counties selected and rationale for their selection
At the inception of the project, sub‐counties that were most affected by the three priority diseases and
those that were neighboring them in which some cases had been detected were selected. Selection of
the priority intervention Sub‐Counties was conducted in consultation with the district health teams of
the respective districts. The four sub‐counties selected included Logiri and Aluko in Arua District and
Oluvu and Odupi in Maracha‐Terego District.
Logiri Sub‐county in Arua District: Logiri sub‐county is located South‐west of Arua district. Based on the
mapping that was done at the inception of the project, this sub‐county was targeted mainly because of
the occurrence of Plague. The sub‐county borders the new Zombo district (which was cut of Nebbi
District), and is part of the specific geographic areas in the Southern parts of West Nile that used to
experience outbreaks of plague every year. The sub‐county is described as ‘the food basket’ of West
Nile. It is a strongly agricultural area, and people grow a diverse range of foods. However, because of the
relative food insecurity that had developed as a result of the war, the practice of storing food in
‘granaries’ had died out and people had taken to storing their food within their living quarters. This
provides a good environment for domestic rats to increase in homesteads, thereby increasing the
population of fleas and increasing the risk of plague. The sub‐county also shares a border with the
Democratic Republic of Congo – the borders are porous and people from either side of the border cross
freely to seek services. The adjoining areas of the DRC are widely under‐served and have to access most
of their primary health care services from Uganda. There is also significant cross‐border trade, leading to
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continuous exchange of people across the borders. In addition, the adjoining areas of the DRC are still
deeply entrenched in cultural practices that promote witchcraft and poor health seeking behaviours.
Note: The Logiri sub county, Zombo and neighboring parts of DRC have conducive conditions as good
habitats to the rat and flea that carries the plague virus. Research by CDC/Uganda Virus Research
Institute indicates natural potential of plague in Logiri. This can only be prevented but not completely
wiped out. Plague can disappear for up to five years and reoccur.
Oluko Sub‐county in Arua District: This sub‐county is located in the more Northern parts of Arua District
and it borders the Municipality. The Sub‐County is epidemic prone and had faced two major outbreaks
in the last two years: It was affected by the Meningitis outbreak that affected various parts of Arua
District from January to April 2009. It was also widely affected by the Cholera outbreak that hit various
parts of West Nile the previous year. These epidemics were fueled by a general lack of awareness about
the relationship between sanitation and disease, poor attitudes to sanitation as indicated by low latrine
coverage and poor sanitation in homes and poor health seeking behaviour that resulted in delay to take
sick persons to health centres. Communities tended to first seek care from un‐trained providers and
witchdoctors, thereby reporting late to the health centres. Since the sub‐county borders the
Municipality, it is also densely populated. There was a high prevalence of poor sanitation and hygiene in
the sub‐county.
Oluvu Sub‐county in Maracha District: Oluvu Sub‐Country was located in Maracha‐Terego District
during the project period. It is one of the border Sub Ccounties, sharing a border with the Democratic
Republic of Congo. Being a border district, there are a lot of cross‐border movements and this
predisposes the population to epidemics. However, while it was called Maracha‐Terego district, the two
counties making up the district failed to agree on the location of the district head quarters. Besides, the
status of the district changed in financial year 2010/2011 (operational 1st July) where, central
government gave district status to Maracha County as an independent district with Terego County
returning back to the mother district‐Arua.. Currently, there is gap filling of district positions for the new
district (Maracha) and one of the main recommendations to the district is to form DDMC. Otherwise,
this Sub‐County was the most affected part of the new district during the meningitis outbreak that hit
the West Nile region. The outbreak started in Koboko District in January 2010 in the middle of the
project implementation period and continued till April 2010. Two of the 6 parishes in Oluvu sub‐county
were affected, covering 15 to 20 villages; over 100 people were affected. Interventions in this sub‐
county were therefore mostly targeted to controlling Meningitis, but capacity was also built for other
sanitation and hygiene related diseases. Meningitis is one of the diseases for which people delayed to
refer cases and some people died in their homes. The sub‐county also had a cholera outbreak five years
ago.
Odupi Sub‐county in Terego County: Odupi sub‐county is located in Terego County, to the North of Arua
District and is composed of 7 parishes. This sub‐county was part of the areas that were affected by the
meningitis outbreak in the region, with a few cases registered especially in the areas bordering Arua
District. The sub‐county was selected because it adjoins other sub‐counties that were hard hit by both
cholera and meningitis. With regard to past history of epidemics, this sub‐county had an outbreak of
cholera before 2002, measles in 2003 and meningitis in 2007.
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4.1.4 Relevance and effectiveness of the Intervention
Almost all Key Informants and beneficiaries reported that the intervention was highly relevant to the
sub‐counties in which the project was implemented based on the fact that epidemics of sanitation
related diseases had become entrenched in the communities and used to occur every year. In fact
several key informants said that such a project was long overdue.
The capacity building strategy used by CARE was also found to be very effective because it involved
capacity building from the grass‐roots. As illustrated by in the following quotes, there was a need to
address the factors promoting these epidemics from the grass‐roots level.
“Many NGOs come to implement projects but they do not reach the ground. The CARE project
reached the ground”, (Chairman LC III Oluvu Sub‐county)
“There are many critical issues that require interventions but the sub‐counties cannot address
them all because of lack of finances. These are therefore referred to as ‘un‐funded priorities’. The
CARE project therefore filled a key gap that sub‐counties were unable to fill” (ACAO Health, Arua)
The use of VHTs was an effective strategy because it enabled the mobilization to reach the household
level. According to the ACAO Arua District, since the VHTs are in every village and are appointed by the
village, they are in closer contact with the people. In addition, the health centres have few personnel
and can therefore not mobilise up to the household level.
The project Manager was also commended for using a highly inclusive strategy in which stakeholders at
all levels were involved, both technical and political. Almost all Key Informants agreed that the project
management team did a good job in mobilizing the different stakeholders and involving them. The
district and sub‐counties were in charge of the actual project implementation and the CARE office only
offered technical support. In general, the stakeholders agreed that there was a lot of team work during
the implementation.

4.1.5 Role of ARUPPDE as a local partner
The project was partly implemented in collaboration with ARUPPDE, an indigenous civil society
organization. ARUPPDE was selected as the intermediary agency between the Project Management Unit
and the community. ARUPPDE is an indigenous CSO that has been implementing community based
programmes in the district for a number of years. The vision of ARUPPDE is to build an empowered
community that respodents to its own needs. The first worked with CARE Uganda on the “Participation
and Active Collaboration Project’. However, for this particular project, they lacked capacity to train VHTs
since most of the needs were technical requiring persons with background to public health education.
Otherwise, a memorandum of Understanding was signed between CARE International in Uganda and
ARUPPDE at the inception of the project and funds were transferred to them for administrative work.
They were also provided with a motorcycle, to facilitate the field activities. Their main involvement in
the project was to assist CARE with data collection from the field, assist in distributing project materials.
They were also able to gain additional experience in public health education and knowledge.
Challenges in the overall relevance of the strategies used in the project
‐ Because of resource constraints and the need to focus the intervention, the project was only
targeted to 4 sub‐counties leaving out others in dire need too.
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Conclusions on the overall relevance of the strategies used in the project
•

•
•

•

•
•
•

The project was preceded by a situational analysis which identified and described the core needs.
These were used as a basis for designing the project strategy. The assessment team therefore
concluded that the project was designed on the basis of sound evidence on priorities in the target
districts.
There was wide stakeholder involvement during the process of rolling out the interventions.
Meetings, monitoring, reporting and sensitizations were held at the district and sub‐county levels
and there was a high level of awareness about the overall project strategy at all levels.
The project was effectively linked to the technical structures at the different levels of
implementation, especially the technical staff at the sub‐county level and the VHTs. There was
general agreement that the project reached the grass‐root levels, un‐like other projects that built
capacity only up to the sub‐county level.
The three diseases targeted were the priority epidemic prone disease affecting the region and the
overall strategies used in addressing them were relevant. In addition, the priority intervention sub‐
counties appeared to have been selected based on sound criteria, as those most affected by
epidemics in the sub‐region.
With regard to relevance of the project, there was general agreement that they strategies used by
the project (especially community capacity building) were highly relevant to the needs to the region.
The project made use of a local partner, ARUPPDE, which had some experience in implementing
community based programmes. This model for service delivery ensured that capacity was built up to
the community level, and in the process, the capacity of the organization was also built.
In order to extent the benefits of the project to a wider coverage area, some district wide spillover
activities were implemented. Although it was difficult to quantify the benefits of these supplemental
activities, it was noted that overall, the contributed to awareness creation in a wider geographic
area especially through radio messages, talk shows and information sharing.

4.2 Capacity building activities undertaken
The CARE CDC Project undertook a series of activities to build capacity for operational levels in the
prevention and control of epidemic prone diseases. Notable among these was the training of Village
Health Teams. In this section, findings on the capacity building activities for the VHTs are presented.

4.2.1 Gap filling and consolidation of existing VHT structures
The core capacity building activity in the CARE‐CDC project was the Training or re‐orientation of VHTs.
These VHTs existed even before the CARE CDC Project but their level of involvement in community
mobilization for health was low. They had not been adequately initiated into their work. Prior to this
project, the PDCs were the ones most involved in mobilization; however, the PDCs were organized
mainly at parish level and for diverse functions. The VHT concept is a relatively new initiative by the
Ministry of Health, aimed at building capacity for communities to take charge of their own health. In the
level based health care system in use in Uganda, the VHTs are supposed to act as the ‘Health Centre I).
At the start of the intervention, the Health Assistants, in collaboration with the Parish Mobilisers first
conducted a mapping activity to identify the completeness of the VHT structures. Through community
meetings, communities were able to identify these persons and fill positions where members had left. A
good illustration of the level of attrition was mentioned for Imvepi Parish in Odupi Sub‐County where
most of the inhabitants were settlers from other places and when they left, the VHT structure was left
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with many gaps. Each village was requested to identify two resource persons from their VHTs for this
activity. They were given criteria of the type of persons that were needed for this project. The Health
Assistants of Logiri and that of Oluko mentioned the following as the key criteria used:
‐ The persons had to be residents of that village
‐ They had to be persons who spent most of their working time in the village
‐ They had to be persons who normally provide support to others in the village
‐ Persons who were able to read and write and were therefore trainable
‐ Persons who were keen on working as community mobilisers.
‐ Persons willing to work as volunteers in the community
‐ Persons with high level of integrity
Each village selected 2 members as their VHT representatives. The VHTs were further organized in a way
that each parish selected a Parish Supervisor. The Parish supervisor was the link between the VHTs and
the sub‐county officials including the Health Assistant. The numbers of VHTs trained or oriented by
parish are presented in the table below:
Table 1: Number of VHTs selected by intervention sub‐county

Sub‐county
Logiri
Oluko
Oluvu
Odupi
Total

Number of villages
48
66
62
92

Number of VHTs
96
132
124
184
536

There was a good level of gender balance among the community health workers. At least two thirds of
the VHTs were women. In Logiri sub‐county in Arua, each pair of VHTs had one woman, meaning that
50% of the VHTs were females. In Oluko sub‐county in Arua, 75% of VHTs were women and even in the
discussions, women VHTs participated more actively than the male VHTs. In Oluvu, the ratio of male to
female VHTs was 3:2. In Odupi, about 40% of the VHTs were female. These findings show therefore that
there was a balance between male and female VHTs.

4.2.2 Training of VHTs
The VHTs were oriented on a diverse number of issues regarding the causes of the targeted epidemic
prone diseases, factors associated with their spread and community case definitions for suspected
cases. They were also oriented in communication and mobilization skills. They were trained for an
average of 1 to 5 days. The trainings were facilitated by the District Health Educators and the Health
Assistants in charge of the respective Sub‐Counties. The orientation/training was in line with the
standards set by the Ministry of Health and covered the following key areas:
‐ An introduction to the 3 key epidemic prone diseases targeted for control, their community case
definitions
‐ Early detection and reporting of these diseases so that they can be controlled before spreading
in the communities
‐ Household behaviours that promote the emergence, persistence and spread of these diseases
‐ Key desirable behaviours and sanitation technologies at the household level that will reduce or
eliminate the occurrence of these diseases
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Other epidemic prone diseases of importance
Disaster risk analysis and management

From the various FGD sessions held with the VHTs, there was evidence that the VHTs had understood
the messages they were taught. VHTs now knew that the spread of plague was associated with fleas and
rats in homes. As quoted by one VHT member:
‘Rats come mainly in rainy season, when the compound is dirty and when food is not properly
kept. In the process, the rats carrying the flea enters houses, bites persons and spreads the
disease’, (VHT member, Logiri)
They were also now able to explain the relationship between sanitation and Cholera, as well as the
symptoms of meningitis. The VHTs were also able to mention the key symptoms of plague. In Logiri,
where plague was emphasized and the key target disease, VHTs were able to describe the three main
types of plague and the characteristic ‘buboes’ that many cases present with.

Challenges noted in the capacity building process for VHTs
‐

There was a variation in the duration of trainings that the VHTs received. In some sub‐counties,
there were oriented for only one day, while in others, they were trained for as many as 5 days. This
could have come about as a result of the fact that some of the VHTs had been trained before and
the CARE‐CDC training was only for re‐orientation.

Table 2: Duration of trainings by sub‐county
Sub county
In Logiri
In Oluko
In Oluvu
In Odupi

‐

‐

Duration
Remark
Trained for 5
days
Trained for 3
days
‘Oriented’ for this was because they had already
1 day
been trained by the Ministry of Health
Trained for 3
days

On average therefore, the VHT trainings actually lasted about 3 days and the duration varied from
one Sub‐County to another.
From the discussions, the level of knowledge on key issues was not uniform among the VHTs. Some
VHTs were more articulate on the key messages than others. However, this could have been as a
result of the FGD environment, in which discussions were in English, and other VHTs had to
communicate through interpreters. There was also a variation in the literacy levels of the VHT
members. While some were highly literate and able to read and write, others have much less
aptitude
The VHTs also complained that they did not receive any certificates after their training. Because of
this, they do not have any document that shows that they are VHTs.
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Conclusions from the capacity building activities for the VHTs
•
•
•
•

The capacity building activities provided an opportunity for filling up the positions of VHTs who had
left their villages; at the moment, all villages have near complete teams of VHTs
All VHTs in the targeted sub‐counties have been trained, creating a high level of capacity for
communities to manage their health. There was also evidence that the trained VHTs were highly
knowledgeable on the issues they had been taught.
There were however some challenges in the capacity building process, in the areas of standardizing
the duration of the training, the differences in aptitudes and literacy levels of the VHT members
selected, and issuing of certificates to trainees
Additionally, there is no national module for training VHTs. Government needs to engage in
developing one.

4.3 Implementation of Community‐Based activities
After their primary training, the VHTs in each parish were required to prepare some workplans showing
the activities that they intended to implement once they went back to their communities. The
workplans included two main community based activities; community sensitization on key preventive
health behaviours and community based disease surveillance for priority epidemic prone diseases. The
next sections provide a detailed analysis of the main activities that the VHTs undertook after their
training.

4.3.1 The Community sensitization strategy
4.3.1.1 Justification for the community sensitization strategy
A number of factors at community level had contributed to the persistence of epidemics in this
geographic area. However, these factors were mainly underlied by the low levels of awareness among
communities on the factors associated with the spread of these diseases. People were not adequately
aware of the mode of spread of these diseases and the link between these diseases and their household
behaviours. As a result, they did not know the effective control measures, yet these diseases could be
prevented through simple measures and technologies at household level. There were poor sanitation
behaviours in homes, including poor hygiene practices, lack of latrines, and consumption of un‐
processed water, sharing accommodation with animals and storing food in the same place where the
household members slept. According to the health assistants in 3 of the 4 intervention sub‐counties as
well as a number of Key Informants, these diseases were primarily associated with belief in witchcraft
and resort to traditional healers and herbalists in many communities; communities delayed to take the
sick to the health units, and often first consulted the traditional healers. Other negative behaviours
included improper handling of patients and dead bodies during the cholera outbreaks, leading to easy
person to person spread.
The Meningitis outbreak that occurred for the first 4 months of this year started in Koboko District.
Koboko District borders the DRC, and hosts a lot of trading activities along the border. There are a lot of
cross‐border activities and it is likely that the index cases came in from outside Uganda. It was noted
therefore that one of the key factors that led to repeated outbreaks of disease was the fact that the
targeted districts are border districts – people cross in and out of the country and this increases the
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likelihood of new infections. The adjoining areas of the DRC and Southern Sudan are grossly
underserved, making Arua and Koboko the centre of trade and economic services in the region.

4.3.1.2 Key messages that were promoted
Guided by their parish Mobilisers and Health Assistants, the trained VHTs set out to implement a
community sensitization effort to increase awareness on the sanitation related causes of the target
diseases and to change household behaviours and practices that put communities at risk for these
diseases. The trained VHTs then went down to the communities to undertake sensitization and
education of the communities.
In particular, the VHTs sensitized community members on the following issues:
o Poor hygiene and sanitation practices at household level that promote disease; the VHTs started
by assessing households for their sanitation practices and then followed this with sensitization.
o Improved food storage in homes through construction of proper food stores, so as to prevent
pests that promote disease.
o With regard to plague, communities were informed that it was spread by fleas, which
transmitted the disease from domestic rats. Communities were advised that the solution is not
to kill the rats (because the fleas would not have what to feed on and would intensify their
attack on humans); they were advised to sleep on beds rather than on the floor, because the
fleas have a short flight range and are more likely to attack those sleeping on the floor.
Households that cannot afford beds and mattresses were advised to improvise and make beds
and mattresses from local materials. In addition, households were advised to regularly smear
their mud and wattle walls with a layer of new soil, so as to remove the cracks in the walls –
these were good dwelling areas for the rats and fleas. They were advised not to store their food
in the same house where they sleep because this attracted the rats to their dwelling places.
Communities were therefore encouraged to construct separate kitchens and granaries or food
stores (as was the practice in the past). They were also advised to buy and store their dried food
in sacks.
o With regard to Cholera and other sanitation related diseases, communities were mobilized to
improve sanitation practices in their homes. The recommended household practices were
adapted from those used in the WASH model for home improvement campaigns. They included:
 Constructing pit latrines (at least one for each household),
 Setting up a rubbish pit and disposing of the household refuse in these pits,
 Establishing hand‐washing facilities at the latrines (using appropriate technology),
 Constructing a drying rack made from local materials, and laying washed utensils on
these racks for drying
 Keeping compounds clean and clearing bushes and stagnant water around the
compounds
 Constructing a bath shelter, and using this shelter for bathing
 In addition, hand‐washing before eating and after using the latrine was emphasized,
as well as general body hygiene.
 They were encouraged to cover all left‐ over food and not to keep it for long before
consuming it
 They were advised to use safe water for drinking and to purify it before drinking
 In Oluvu, the VHTs mentioned some additional messages that included protecting
the water sources, good feeding and nutrition, cleanliness in handling food, proper
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handling of utensils, protecting wells from animals and some even mentioned
promotion of food security in homes.
Communities were also sensitized on the need to go immediately to the health centres when
they are ill so as to prevent delay in seeking care.
Other messages that have been emphasized include clearing bushes around homes, keeping
their home environments clean, not sharing accommodation with animals (i.e. having a separate
animal house), and personal hygiene.
Facts about cholera, meningitis and plague including their peak prevalence cycle.

In Oluko, the VHTs provided additional insights to household sanitation technologies at the community
level. They informed communities to improvise with simple local technologies if they could not afford
the commercial hand‐hand washing facilities.
Although there was a slight variation in the messaging by Sub‐County, the central theme of the
community based sensitization was improved sanitation and hygiene in homes as well as detection and
early reporting of potential cases of epidemic prone disease. In Logiri Sub‐County, where plague is the
main problem, the messages emphasized plague, but also covered the general sanitation issues. In
Oluko sub‐county, which was affected by meningitis and cholera, emphasis was mainly on sanitation and
hygiene is homes and detection of potential cases of cholera and meningitis. In Oluvu and Odupi sub‐
counties where meningitis was a problem, the core message was the same.
It was also noted that some Sub‐Counties (especially Oluko, Odupi and Oluvu Sub‐counties) had
diversified the message to include malaria control, immunisation, safe motherhood and child health).
Supplemental activities of the VHTs in these sub‐counties therefore included referring pregnant mothers
and sick children. This implies that VHTs had begun to appreciate the connectedness of household
health issues and the need to integrate their work.

4.3.1.3 Communication Strategies used
The VHTs have used a number of communication strategies in passing on the messages to communities.
These strategies include:
‐ Door‐to‐door sanitation campaigns in homes: The VHTs have been moving to homes and promoting
household sanitation technologies. Quoting one FGD in Logiri Sub‐county:
‘We conduct operations in the parishes, checking for households that do not have latrines and
urge them to do so’ (VHT member, Oluko Sub‐county)
‐

Addressing mass gatherings in public places: Led by their parish supervisors, the VHTs have been
addressing groups of people in churches and mosques, funerals, market places, trading centres and
schools. In one of the innovations of this project, VHTs have used funerals as an opportunity to
sensitize communities. The VHTs reported that all the persons responsible for these public
gatherings (churches, market places and schools) were cooperative during the sensitization
meetings.

These strategies were supplemented by Radio‐talk shows and Radio messages on disease control, using
local FM media. They were also supplemented by fact‐sheets that were distributed to VHTs and
communities on the specific targeted diseases.
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The VHTs also devised some alternative measures for increasing compliance at household level. In Oluko
and Oluvu sub‐counties, the VHTs have drawn a list of households that do not have latrines and these
lists have been passed on to the sub‐counties. The sub‐county staff (Chairperson LC III, sub‐county chiefs
and Health Assistants) said that it is now the role of the sub‐county to enforce latrine construction in
these households.

4.3.2 The Community based disease surveillance strategy
4.3.2.1 Justification for the community based disease surveillance strategy
Community Based Disease surveillance was the second of the two most important aspects of the CARE‐
CDC project. The objective was to build capacity for communities to be able to recognize potential cases
of epidemic prone diseases and refer them immediately to the health units, as well as react in a way
that promotes immediate containment or the spread of infection. Prior to the CARE‐CDC Project, the
case definitions for these diseases were not clear to communities and this explains why in the past, a
number of people used to die in the communities before the communities recognized a potential
outbreak. When a person fell severely ill, they would be taken to traditional healers, and when 2 or
more people fell ill or died in a home, the families would abandon their homes, attaching the incidents
to witchcraft. According to the VHTs in Oluko Sub‐county, the communities did not know that certain
signs and symptoms are linked to epidemic prone diseases and often attributed them to witchcraft.
These findings are illustrated in the following quotes:
“In one case, a man died, together with his son; the sister to the man came for burial, but she
also fell ill and died; because of this, the wife run away from the home” (Health Assistant, Logiri)
“People did not know that what was killing them was plague and they thought it was witch‐craft
(FGD member, Logiri)
“Someone would say: When so‐and‐so passed by my home, she gave something to my child and
that is why they are ill” (VHT, Oluko)
“In some villages, some community members were even chased away from the village, on
accusations of witchcraft” (Health Assistant Oluvu)
“Before, people used to remain with sick people at their homes until they were very ill. Now, they
are encouraged to take them quickly to the health units and some are responding positively”
(VHT member, Odupi)
Others would go to drug shops operated by non‐trained health workers. The sensitivity of health facility
based surveillance systems in detecting cases. There was also a problem of under‐counting and under‐
estimation of cases in the event of epidemics. The Health Assistant in Logiri noted that even during
outbreaks, many symptomatic people used to remain in the communities and a significant number of
deaths would also occur in the communities before reaching the health facilities. Others would only
report to the health units when more than one case had occurred or a death had occurred in a home –
such was the level of community attitudes and awareness about these diseases prior to the project. In
some clusters, we would have 3 to 6 cases occurring before they sought treatment.
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In general the capacity for early detection of disease in the community was low as illustrated in the
following quote by the ACAO Health, Arua:
“We were embarrassed because when meningitis broke out, 9 people died over a two month
period before the district suspected anything! However, after the training of the VHTs, detection
of the disease in the community became more effective. In Manibe, a border sub‐county, the
VHTs were alert and one case that crossed the border with the disease was immediately
detected and sent to the health centre” ACAO Health, Arua

4.3.2.2 Community based disease surveillance
In order to build capacity for early detection of epidemic prone diseases in the communities the CARE‐
CDC project has initiated a community based disease surveillance system in which the VHTs are required
to report on a regular basis on the occurrence of suspicious cases of diseases within the communities. In
the words of the Health Assistant, Logiri: “Any strange disease or health related event observed should
be reported”, implying that although the programme primarily focuses on Plague, Cholera and
Meningitis, this simple surveillance case definition can be effective for capturing many other health
related events beyond these illnesses.
The assessment team therefore found sufficient evidence that such a surveillance system could be
highly sensitive in early warning and early detection of epidemic prone diseases. Based on a collation of
information from various Key Informants, especially in Logiri, the system is so robust that even strange
events like “rats dying in big numbers” are now reported. The robustness of the system is also illustrated
in the following quote:
“During the Meningitis outbreak, we reached a stage in which all suspected cases were reporting
to the health units; people were so keen that even ‘false cases’ (for example, people with malaria
or even head ache) would come to the health unit ‘just to be sure that they do not have
meningitis’” (Health Assistant Oluvu Sub‐county)
These findings further illustrate the high level of sensitivity of the community based surveillance system.
Communities were informed that because these diseases led to rapid deterioration of the individual, the
sick persons should be taken to the nearest health facility without any delay. Quoting the Health
Assistant, Logiri Sub‐county:
“All these diseases present with fever and severe illness and for communities to tell that this is
malaria and not plague is not feasible; the best is for them to take the sick person to the hospital
immediately” (Health Assistant Logiri)
There was evidence that the community capacity component had created a link between the
community and the formal health system in early detection and reporting of suspicious cases. According
to the Health Assistant Logiri:
“Once a suspicious case is detected in the community the VHT member visits the affected family
immediately to verify that there is a strange case. He then informs the Health Assistant who
visits the same community to make a brief investigation into the matter. Meanwhile, the family
is urged to take the sick person immediately to the Health Centre. Thereafter, the VHTs organize
some sensitization activities targeting the affected community – these are diverse, including
community meetings, sensitization at burials and in churches, all aimed at just‐in‐time
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sensitization on the possibility of an outbreak, so as to prevent secondary cases” (Health
Assistant Logiri).
“If someone was sick in the community, the VHT member would visit and assess the sick person
for symptoms of meningitis. They would refer them immediately to the Health Unit. They would
then report the case directly to the Health Assistant. Otherwise, they are also required to make
monthly reports through their parish mobilisers to the health assistants, using the reporting
forms, even when there is no suspicious case” (Health Assistant Oluvu)
“Now people are aware of suspicious illnesses and once they occur, they report them to the VHTs
and immediately visit the affected homes” (VHT members, Logiri)
While the main diseases of emphasis in this project were plague, cholera and meningitis, the project has
also promoted the detection and reporting of other illnesses like malaria, measles, diarrhoeal diseases,
dysentery and other epidemic prone diseases. This was particularly noted in Oluko sub‐county where
the VHTs reported that they addressed a total of 8 disease categories including: Meningitis, Cholera,
Acute Diarrhoea, Dysentery, Plague, Typhoid and Immunisable diseases (especially measles). In Odupi,
the VHTs also mentioned ‘red eye’ as one of the diseases they could recognize easily and report the
cases.
During the Meningitis outbreak, the VHTs in Oluvu played a key role in sensitizing communities to refer
cases urgently to the health units. In the same sub‐county, the VHTs also played a vital role in mobilizing
communities for mass vaccination against meningitis. A total of 24,900 people were mobilized by the
VHTs.

4.3.2.3 Community Based Disease Reporting
Even in the absence of suspicious events, the VHTs are required to fill a weekly report form on 3
diseases: Plague, Cholera and Meningitis. The report has been simplified to capture only the key issues
regarding the events. The reports are channeled to the Parish supervisor, who then brings them to the
Health Assistant. This is supposed to be done every week, on every Monday. The Health Assistants
provide the reporting forms to the Parish Supervisors, who then pass them on to the VHTs; likewise, the
VHTs pass the reports after completion to their Parish Mobilisers and then Health Assistants, who then
channel them to the Health Units. Because some VHTs did not receive bicycles, those that have the
bicycles (especially the parish Mobilisers) are supposed to be the ones to collect the reports and pass
them on to the Health Assistants. Community case definitions for the 3 diseases were circulated –
communities were required to report immediately to the health authorities if they saw any suspicious
cases.

4.3.3.4 Capacity of the VHTs to implement community disease surveillance
There was also evidence in the different sub‐counties visited that the VHTs were highly aware of the
processes they were supposed to follow in the event a suspicious case emerged from the community.
There was evidence that VHTs are now more aware of the community case definitions for the common
epidemic prone diseases. The VHTs are able to provide fairly accurate case definitions of the targeted
epidemic prone diseases and this was very well demonstrated in Oluko Sub‐county as illustrated in the
following quotes:
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“When one passes watery faeces more than 3 times a day, we have to suspect Cholera”, (VHT
Oluko)
“A person with Cholera has vomiting, continuous diarrhoea, weakness, and dehydration” (VHT
Oluvu)
“When one has high fever, with head‐ache and stiffness of the neck, we suspect Meningitis”
(VHT, Oluko)
“The symptoms of meningitis include head‐ache, severe fever, confusion and a stiff neck; these
people should not waste any time at home” (VHT Oluvu)
“When one has fever, with general body weakness and chills, this is likely to be malaria; they
need to be taken urgently to the health unit”, (VHT Oluko)
“Dysentery is characterized by severe abdominal pain and passing of stools with blood” (VHT
Oluko)
“People with dysentery have a little blood in their stool and they also complain of abdominal
pain” (VHT Oluvu)
The VHTs in Oluko also noted that these case definitions were simple and easily explained to the
communities.
Overall, the VHTs in Oluko and Oluvu seemed to be highly knowledgeable on the issues they were
supposed to promote at the community level, than other VHTs in other sub‐counties. In general, the
VHTs we met at Oluko were able to correctly mention the community case definitions for Meningitis,
watery diarrhea, dysentery, cholera, measles, malaria, severe malaria and plague.

Challenges in implementation of the community based activities
‐

In all sub‐counties, FGD participants reported that some of the households were very resistant to
change; despite repeated visits and sensitization, some households had refused to take up the
desired sanitation behaviours or to take their sick children immediately to the health centres. The
VHTs also reported that of the different sanitation practices they promoted, communities were
more likely to take up some but took some time to comply with others. For instance, communities
were more likely to construct the drying racks, dig the rubbish pits and provide hand‐washing
facilities; They were also more likely to respond to taking their children for immunisation and also
dropping some habits like washing clothes near the watering points; however, construction of
latrines, kitchens and animal houses was a challenge to many households and those that did not
have these facilities were slow to respond.

‐

Services provided on the Ugandan side of the border are also shared by communities from the DRC;
the Eastern part of the DRC is grossly under‐served and very often, they have to seek serviced from
the Ugandan side. Since there are no VHTs in the DRC, the negative behavioural practices still persist
there.
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‐

The regularity and completeness of the weekly community surveillance reports was variable
between sub‐counties. Not every VHT member was reporting on a regular basis although they knew
what to do. These findings further support the view that capacities built during the project should
be sustained through continued supportive supervision and regular meetings of the VHTs. There was
also a variation in the reported periodicity of reporting in the different sub‐counties. In Logiri and
Odupi sub‐counties, the VHTs reported that they sent weekly reports to the sub‐county, through
their parish mobilisers. However, in Oluko, the VHTs said that their reporting was on a monthly basis
and that weekly reporting was only during the epidemics (the Meningitis epidemic). It was therefore
not clear what should be the correct periodicity of reporting by the VHTs. In Oluvu, the VHTs
reported that they fill the reporting form on a case by case basis. Quoting one VHT: “Once we
suspect a case of an epidemic prone disease, we fill a report form and come with it immediately to
the Health Assistant”, VHT member Oluvu Sub‐county. The VHTs in Odupi noted that it was
important to report even when there were no suspicious cases because this would alert the health
authorities that there were no new cases in the sub‐county.

‐

Although most VHTs were highly knowledgeable on the case definitions for the targeted epidemic
prone diseases, a few of the VHTs mixed up the diseases and were liable to misguiding the
communities. One VHT member in Oluko Sub‐county insisted on defining ‘small pox’, a disease that
has been eliminated. The aptitudes of different VHTs differed – some were very knowledgeable
while others appeared to be able to explain the desired household practices or the community case
definitions for the priority diseases properly. This was also complicated by the finding that some of
the diseases did not have analogous names in the local language and this made it a challenge for the
VHTs to explain them to community members.

‐

In the past, the VHTs were involved in distribution of Coartem as first aid treatment for malaria.
However, the community drug distribution programme has been halted because Coartem is no
longer available for the communities. Various VHT members expressed concern that the community
drug distribution programme had stopped.

‐

Long distances to the health units and poor transport networks and poor roads have led to delay in
seeking care or decision not to seek care at all. This was reported in all sub‐counties, but more
especially in Oluko and Oluvu.

‐

Some households expect too much from the VHTs. In addition to the health education, some
households expect the VHT to physically help in construction of the latrines; quoting one VHT
member: “How do you as a VHT member go on to assist a household to dig a latrine, when you have
given them free health education”, (VHT member, Oluko)

‐

Facilities for demonstration of desired sanitation technologies and practices are lacking; the VHTs
reported that there are some aspects of their work that require practical demonstrations, but they
do not have any kits

Conclusions of the Community Capacity Building Activities
•

The Community based activities of the VHTs were the most important activities implemented in this
project. Overall, the community mobilization activities appeared to be the most effective strategy in
the project. There was sufficient evidence from all resource persons (Key Informants and FGDs) that
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the VHTs had played a significant role in mobilizing the communities to address disease prevention
and outbreak response.
There was clear evidence that the messages that were used in the awareness activities at the
community level were highly relevant and covered all the critical issues that needed to be
emphasized at the community level, with regard to the targeted diseases.
The implementing sub‐counties were able to diversify the focus of the messages to cover other
epidemic prone diseases like avian influenza, diarrhoea and measles. This increased the overall
efficiency of the project in demonstrating the connectedness of the different diseases and
associated health behaviours.
The communication strategies used were appropriate, and some were innovative and resulted in
larger sections of the population being reached.
The project also demonstrated that community based disease surveillance can work and that a
community based case definitions can be easily understood by the communities. It also
demonstrated that such a surveillance system, though less specific in segregating diseases, can be
highly sensitive to detection of epidemic prone diseases in the communities, and can empower
communities to detect cases before they die or disappear in the communities. It therefore has the
potential to increase early health care seeking, limit the spread of disease and control disease
outbreaks before they have taken a significant toll on the population. In addition, the inclusion of
other health related events (e.g. massive deaths of rats) in the surveillance form can create capacity
for early warning for specific diseases like plague, flu etc. The pilot project demonstrated however
that without clear communication and institutionalization, the periodicity of reporting and
completeness of reports can vary from intervention area to another and even from one parish to
another.
The trained VHTs demonstrated an above average level of capacity to implement the community
sensitization activities as well as the community based disease surveillance activities. This further
affirms that VHTs can be an effective tool in community mobilization. The pilot project
demonstrated however that the aptitudes of different VHT members may vary, with some VHT
members being more knowledgeable and more effective than others. The VHTs therefore need
continuous support and follow‐up
There was sufficient evidence to show that communities responded to the VHTs and took up the
recommended sanitation behaviours. We also learnt however that some households are resistant to
change and need concerted communication and re‐visits. In addition, communities took up some
practices quickly but delayed to take on others like latrine construction because of their cost.

4.4 Support to the Community Based Activities
4.4.1 Role of the health assistants and other resource persons in supporting the VHTs
Health assistants are the technical cadres at Sub‐County who head the technical services of the project
at community level. Each sub‐county has a Health Assistant, who is attached to the area HC III and is the
link between the formal health care system and the headship of the sub‐counties. The health assistants
were involved in mobilizing the VHTs members, ensuring that all VHT pairs were full, training the VHTs,
following up and supervising the VHTs regularly, convening the VHT meetings and receiving the
community based‐disease surveillance reports from the VHTs. They were also involved in initial
investigation of events after notification by the community members.
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The Health Assistants provided continuous supportive supervision for the VHTs and acted as catalysts for
the VHTs to conduct the sensitization activities; quoting the Health Assistant Oluko:
“I am always with them (the VHTs) in the field, supporting them and re‐enforcing their training”
(Health Assistant Oluko)
“The Health Assistant has been actively involved in mobilization of the VHTs”; (Vice Chairman LC
III, Odupi)
In Oluvu Sub‐county however, the Health Assistant worked together with the Community Development
Officer in providing support supervision to the VHTs. The VHTs were also supported at the parish level
by the parish supervisors. Their role was to coordinate communications between the Health Assistants
and the VHTs. They also played a coordination role between CARE and the other stakeholders

4.4.2 Support and facilitation of the VHTs
During the implementation process, the VHTs were supported in a number of ways, ranging from
supportive supervision, training, joint sensitization sessions with the health assistants, review meetings
and facilitation with incentives. Regular meetings of the VHTs were conducted. These meetings were
held at the sub‐county headquarters, and were moderated by the Health Assistants. During the project
period, these meetings were held on a monthly basis, although in Odupi, they were reportedly
conducted on a two monthly basis. According to the Health Assistant in Oluvu, these meetings played a
key role in keeping the VHTs focused on their tasks. The allowances they received were also a big
motivational boost to them.
The VHTs are not paid a regular salary for their work and it was emphasized to them that their work is
voluntary. However, they were given some token incentives by the project to boost their motivation. For
example, whenever they were invited for meetings, they received a small allowance covering lunch and
a transport refund. However, the project facilitated them in a number of simple ways that included:
‐ Identifiers in form of T‐Shirts
‐ Bicycles
‐ Gum boots
‐ Hand bags
‐ Rain coats and gum boots
‐ Stationery, especially the weekly reporting forms, fact sheets, check lists
‐ Torches
‐ File folders, etc
These items were procured by the project and distributed in a way that each VHT member ‘received at
least something’.

4.4.3 Involvement of the Sub‐Counties
The CDC project was strongly linked to Sub‐Counties. The Sub‐Counties were the basis for micro‐
planning for lower levels. In particular, the Health Assistants (who are the technical persons at this level)
were considered the project leaders at that level.
‐ The VHTs were mobilized by the Sub‐Counties, and where they were not available (due to attrition),
a gap filling exercise was conducted at the community level, with advice from the supervisors and
the Health Assistants.
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The Sub‐Counties call the VHT meetings; they also provided space for the VHT training as well as the
meetings
The Sub‐Counties also took the responsibility for information transfer and transmission of
communications from the district to the lower levels.
The political leaders and Sub‐County chiefs also provided the backing necessary for VHT members to
be allowed to address gatherings of people e.g. at funerals, market places, places of worship and
other public gatherings organized by the sub‐county. This was observed both in Logiri and Oluko
sub‐counties. As quoted by the ACAO Health, Arua: ‘There is no forum in the village where the sub‐
county chief does not give a chance to the VHTs to talk in case they need to’
The political leaders also played an advocacy role especially in sanitation promotion in homes.

In Logiri Sub‐county, the sub‐county chief reported that he was regularly informed whenever VHT
meetings were organized at the sub‐county. He was also regularly involved in opening and closing of the
VHT meetings in which he also played an advocacy role. In Oluko sub‐county, the Chairman LC III
reported that he sometimes goes out along with the CARE focal point (the Health Assistant) to supervise
the parish supervisors and check on progress of the mobilization activities at community level.
The intervention is also closely linked to the health centres because the Health Assistants are attached
to the Health Centre IIIs. In addition, the VHTs have been linked to their respective Health Centres and
are encouraged to refer sick people in the communities to these health centres.

4.4.4 Collaboration with other actors: completing the capacity building equation
The CARE CDC project is focused on the non‐pharmaceutical interventions for disease prevention and is
therefore promoting case finding and detection of epidemics as well as mitigation of the epidemics
through behaviour change. Other aspects of what is needed to control and respond to these disease
epidemics are however managed by other actors and this has an important bearing on the completeness
of the intervention.
For example, CDC/UVRI has provided the Health Centre III with rapid test kits for Plague. These test kits
require the health workers to aspirate the buboes and rapid test takes about 15 minutes.
On the other hand, treatment of cases requires antibiotics and other logistics and these are provided by
the health units through the PHC procurement system. The health units are also the ones responsible
for taking samples for testing and confirmation of the epidemics. In Oluvu sub‐county, it was reported
that even when cases of recent meningitis were reported to the health units, there was a delay in
confirmation of the meningitis epidemic, because of defective diagnostic kits. There were also reports of
stock outs of antibiotics in the health units. It is therefore important that the pharmaceutical and clinical
aspects of the system remain functional, so that referred patients receive the full range of services.

Challenges regarding support to community based activities
‐

Transport for the Health Assistants has remained a major constraint to their supervisory work. Three
of the four Health Assistants (Logiri, Oluko and Oluvu) did not have motorcycles and had to use
hired transport to conduct supervision of the VHTs

‐

The resources available within the project budget were not sufficient to allow all incentives to be
given to every VHT member. For example, although the majority of the VHTs received bicycles, some
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of the VHTs did not receive and this problem was raised repeatedly as a challenge by all the FGDs. A
number of VHT members complained that transport was a major setback in their activities and this
affected their ability to deliver the monthly reports on time.
‐

Other VHT members complained of insufficient communication and information flow. They reported
that sometimes the communications from the Sub‐Counties take long to reach them and some of
them do not receive the messages calling them for meetings. VHTs also requested for mega‐phones
to help them in addressing large groups of people, or making announcements in the villages.

‐

The VHTs requested for more refresher trainings, to ensure that the information they have does not
decay and to enable them to learn new things. Other VHT members requested for training in First
Aid, so that they can play a more diverse role as Community Based First Aiders.

‐

The VHT members in all Sub‐Counties demanded for continued facilitation with some allowances. As
quoted by one VHT in Oluko: “We are farmers and when it rains, we have to go and dig. We often
sacrifice time instead so that we mobilize people” VHT Oluko Sub‐County
As indicated in Odupi, there was variation in the periodicity of the VHT meetings; in Odupi, they
were conducted on a two monthly basis.

‐

‐

‐

Availability of pharmaceuticals in health units is not consistent and this may in the long term affect
communities’ confidence in the referrals. As an example, the Health Assistants in Logiri and Oluvu
Sub‐Counties noted that there are repeated stock‐outs of vital drugs in health units. As illustrated in
the following quote: “A VHT member may refer a patient to a health unit and on reaching there, they
are told that there are no drugs” (Health Assistant Oluvu)
To illustrate the importance of other actors is what occurred in the recent outbreak of meningitis in
Oluvu sub‐county. The suspected cases were referred to the health units in time but the first tests
that were conducted were non‐reactive; however, it was later discovered that the reagents used for
the testing were defective and follow‐up tests conducted at Arua Hospital showed that the cases
were due to meningitis. There was therefore a delay in confirmation of the epidemic and the delay
was technical (as a result on delay in confirming the outbreak and not as a result of cases delaying in
the communities).

Conclusions on support mechanisms for the community based activities
•
•
•

•
•

The health assistants played a vital role in the continuous supportive supervision of community
health workers and were the key technical link at the Sub‐County level.
The parish mobilisers also played a key role in linking the sub‐counties to the VHTs
The Sub‐Counties had a positive in‐put in supporting the project implementation, by providing the
infrastructure needed for meetings, convening the VHTs, providing the technical leadership through
the Health Assistants and Community Development officers and providing political support and
promoting visibility of the VHTs during the awareness creation sessions at public gatherings.
Incentives were provided to VHTs to motivate them for their work. These were relatively cheap and
cost effective materials that increased the morale of VHTs. However, for some of the incentives like
the bicycles, it was not possible to distribute them to every VHT member.
The success of the project was also influenced by other partners and stakeholders that complement
service delivery in the intervention areas. Availability of drugs in the health units was an important
factor in maintaining the community’s confidence in the health system, and it may impact on the

Final Evaluation of the CBDS Project

33

community’s willingness to refer cases to the health units. Other factors included the long distances
to health units and the delay in confirmation of suspected outbreaks. On a positive note, the UVRI‐
CDC project had provided some rapid diagnostic tests for plague at the local Health Centres.

4.5 Key Outcomes and Impacts of the CARE‐CDC Project
4.5.1 Key Outcomes of the project
There is no doubt that the CARE‐CDC project has had an impact on the communities. According to
several Key Informants, the biggest impact was in organizing communities and involving them in
planning and implementation of their own interventions to eliminate epidemics and improve their
health status. Because of the trainings, VHTs were empowered to better play their roles in community
based health activities. It was reported that the districts had organized such capacity building activities
before – however, according to the Key Informants, the districts had not been very effective in
penetrating up to the community level, and the impact of their capacity building activities stopped at
the Sub‐County level. There CARE‐CDC project was able to go beyond the Sub‐Counties and build
capacity for community level structures. Quoting the Chairman LCIII Logiri Sub‐county:
“The project has succeeded where the local governments and the relevant government ministries
had failed. It has succeeded in actually changing peoples’ attitudes. Prior to the project, the
Ministry of Health and the district (Arua) had organized some capacity building activities in
disease control. However, these mainly targeted the sub‐county staff and PDCs and their impact
did not reach the village levels” Chairman LCIII Logiri Sub‐county
“The biggest impact of this project has been capacity enhancement; before the project, a ‘task
force approach’ was used in the event of an outbreak – the districts were more concerned about
the response to the outbreak than actual early warning and prevention; the community
surveillance system put in place by CARE‐CDC will now act as a ‘fire wall’ so that epidemic prone
diseases are detected early before they cause mass illness” Chairman for Health and Education,
Arua district.
The VHTs reported that they are now better able to explain the link between key household behaviours
and disease. Several Key informants also re‐affirmed that the VHTs ‘have now been empowered’. As a
sign of the confidence the communities have in the VHTs, in many villages they are now called ‘village
doctors’. The VHTs had become more active at the community level than the older structure that was
called the PDCs. In some villages, it was reported that the PDC members that are not VHTs now want to
become VHT members because of the visibility of VHTs as a result of the capacity building.
There has also been a general improvement in community awareness about disease and disease
prevention. By mobilizing communities up to household level, using community own resource persons,
communities have been empowered to take charge of their own health matters, without always waiting
for health education at the health centres. In one example of how communities have been empowered,
some community members came up to the sub‐county and demanded that the sub‐county opens a
public toilet at the market. The sub‐county had taken long to complete the toilet. Community members
were quoted to have told the sub‐county chief: ‘You are the ones who tell us to construct latrines but
how come in a public place like a market, you have delayed to complete and open the market?’
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As a secondary consequence, even the community leaders like LCs are now more aware about the need
to promote sanitation and hygiene in their villages and some have been involved in actual mobilization.
In Oluko Sub‐county, the LC III chairperson reported that he sometimes moves along with the Health
Assistant during the supervisions of the VHTs.
There has also been a reduction in delay to seek care and treatment in case of suspicious illness. As
quoted by the Health Assistant in Oluvu sub‐county, “the witchdoctor tendency has disappeared”
Most Key Informants and FGD participants also reported that there has been overall improvement of
sanitation in homes. According to the chairperson LC III, Logiri Sub‐county, the communities had taken
on the recommended sanitation technologies and behaviours in homes. These improvements are
further illustrated in the following quotes from various participants in the FGDs:
“In many homes, there is visible improvement. Homes are now clean and some of them have
taken up the sanitation practices they were taught, especially construction of latrines, drying
racks, bath shelters and separate animal houses”, (FGD Odupi )
“Many households now keep their compounds clean, sleep on beds and smear their housed
regularly with clay; people are also able to seek medical help as soon as possible and the project
had boosted disease surveillance” ACAO Health, Arua

4.5.2 Demonstrable Impacts attributed to the project
The districts also provided some statistics on improvements in overall sanitation and hygiene as
summarised in the table below:
Table 3: Change in Latrine coverage before and after the project

Latrine Coverage
Logiri Sub‐county
Oluko Sub‐county
Oluvu Sub‐county
Odupi Sub‐county (Umbokoro Parish)
Odupi Sub‐county (Okavu Parish)
Arua District in general

Before
50%
47%
30%
45%
40%
47%

Current
84%
60%
85%
65%
80%
62%

Another key impact of the project is the increased ability for communities to detect suspicious cases of
epidemic prone diseases and refer them to health units. Various Key Informants and VHTs demonstrated
that they were aware of the community case definitions of the three diseases of interest in the
community surveillance system, and was able to explain the key symptoms of a suspicious case.
One of the most important impacts of this project was the elimination of plague from a Sub‐County that
was prone to outbreaks every year. Since 2007, Logiri sub‐county had registered cases of plague every
year. However, since the start of the project, there have been no cases of Plague reported or detected
over the last 2 years, yet before this, plague would occur seasonally every year. In addition, deaths from
plague had been eliminated even at the community level. In addition, Cholera epidemics had also
disappeared since the start of this project.
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There was also evidence that sanitation related behaviours in households had improved. This was
illustrated in a number of examples from Oluvu Sub‐county as follows:
“96 of 116 households in my village are now ideal homes”, (VHT member from Micu B Parish)
“In my village, there are 96 households; all but 4 households have changed”, (VHT member from
Odraro Village, Draju Parish)
“I have achieved a change in latrine coverage from only 36 households that had a latrine before
the project to 93 households out of 99 that have a latrine now”, (VHT member, Randra Village,
Nyogo parish)
Although they were not backed up by data, the VHTs in some Sub‐Counties observed that in general,
sanitation related disease levels had declined in their sub‐counties, and deaths in the communities
before seeking care had declined drastically. As reported by one VHT member in Oluko Sub‐County,
‘Communities are therefore now spending less on treatment because with the education they received
and the practices they have adopted, the occurrence of disease has reduced in their households’. In
Oluvu, the Health Assistant reported that the latest outbreak of Meningitis was quickly controlled, while
cholera had not occurred this year, and yet it usually occurred in August, at the peak of the rainy season.
He also reported that sporadic cases of dysentery had reduced as indicated by the HMIS. The Health
Assistant in Odupi reported that OPD attendance and delivery in health units had also increased as a
result of the project.
In Oluvu Sub‐County, the VHTs were very influential in controlling the Meningitis outbreak which started
during the course of the CARE‐CDC Project. Because of the delay in confirmation of the cause, the
disease had infiltrated the communities widely by the time it was detected. The VHTs undertook a very
comprehensive mobilization effort for people to self refer immediately to health units if they had any
suspicious symptoms. The community responded positively to the extent that even people with head‐
caches would self refer. It was perhaps because of the intense mobilization that this particular epidemic
had relatively low fatality rates and extent of spread compared to other epidemics that occurred in the
district. This refers specifically to Oluvu and Oluko sub‐counties.
The district officials also noted that in terms of the level of community mobilization, some Sub‐Counties
performed better than others. According to the ACAO Health, Logiri Sub‐county performed better than
other sub‐counties that were involved in the project.

Challenges related to the impact of the project
‐
‐
‐

Although the majority of the communities have changed, some households have remained resistant
to change and with negative attitudes to disease prevention
Because the DRC is under‐served, there is still a significant threat for cross‐border spread of diseases
Although some diseases had been eliminated, the threat of their re‐occurrence still exists if
communities do not maintain the vigilance in deploying the capacities that have ben built

Conclusions on the impacts of the CARE CDC Project
•

There is no doubt that the CARE‐CDC project has had a positive impact on the communities. The
biggest impact was in organizing communities and building their own capacity to implement their
own interventions to eliminate epidemics and improve their health status.
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Because of the community sensitization activities, there have been many direct positive outcomes of
the project, including increased community awareness about the link between behavioural practices
and disease, increased knowledge among local council leaders about epidemic prone disease,
reduced delay in seeking care, and increased ability to detect and refer cases and to control
epidemics at the community level
The project also demonstrated some direct impacts, most important of which was the elimination of
some diseases that were occurring every year in the intervention areas (specifically plague and
cholera)
The capacity built in the community was also used to control the recent meningitis outbreak, before
it had spread widely,
The sub‐counties demonstrated through provisional statistics that latrine coverage had increased as
a result of the project and there were provisional statistics from some implementing parishes that
the actual proportion of ideal homes in the communities had increased.

4.6 Sustainability of the gains achieved in the CARE‐CDC Project
There was a general observation that in order for the effects of the project to be sustained, there is
need for continued vigilance in sensitizing communities and in surveillance for these diseases, because
even if they there have been no new cases, the factors predisposing to them are still prevalent and the
diseases could occur again. In Zombo District, which borders this Sub‐County to the South, sporadic
cases of plague are still being reported. The possible effects of complacency are further illustrated in this
quote from the sub‐county chief Logiri:
“When plague is not there, people tend to relax; they need continuous re‐awakening so that it
does not occur again when communities have long forgotten it” (Sub‐county Chief Logiri)
This was also illustrated by another key informant in the following quote:
“We cannot say we are completely free of these diseases; people still cross the borders freely and
may bring in new cases all the time. There is need to maintain our vigilance” ACAO Health, Arua
Another challenge observed with regard to sustainability of the project is the issue of continued support
to the VHTs and their sensitization and other community based activities once the project ends. Already,
there were some signs that the activity levels of the VHTs were reducing since the project ended. The
VHTs had met only a few times since the project ended in April and in some sub‐counties like Odupi, the
meetings at sub‐county level had stopped in April. However, some VHTs still organized meetings at
parish level but as reported by one parish supervisor from Oruru parish, ‘at our last meeting the VHTs
were demanding for an allowance even at the parish level meeting’. The Chairman for Health and
Education, Arua District had this to say:
“We have to emphasize to the VHTs that their work is for the good of their communities and that
they should expect to work as volunteers; however, the kind of economic setting in which we are
operating is not one where the principles of pure voluntarism will flourish and the VHTs need to
receive some minimal facilitation; it is very difficult to work purely on the basis of volunteerism –
everyone will want a small allowance”, Chairman for Health and Education, Arua District
It was noted by various Key Informants that when the VHTs were still being facilitated, they used to send
in their weekly reports on a timely basis but since the end of the project, their reporting rates were
declining and some had stopped. These reports came from all the four intervention Sub‐Counties. In
general many of the VHTs requested for continued facilitation beyond the project cycle. The Chairman
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LC III Logiri Sub‐County noted that the actual end of the project should have been at a time when the
district was sure that there were totally no new cases of plague in the area. The sub‐Counties noted that
their revenue base was very low, and it was not possible to commit them to paying the VHTs are regular
allowance. The Health Assistant Logiri notes:
“The VHTs have been asking: ‘when is CARE coming back?’ It is because since the CARE Project
wound up, facilitation of the VHTs has reduced. I have even discussed the issue at the sub‐county
level, but the sub‐county has inadequate funds at the moment” (Health Assistant Logiri)
A discussion of this issue with the sub‐county officials however indicated that the issue of sustainability
could be mitigated. They noted that although the project had ended, the VHTs would be useful for many
other community based programmes and any mobilization activities that involve a health programme
would draw on these same VHTs. Examples of these include drug distribution, mobilization for mass
immunization, child days and de‐worming as well as the distribution of ITNs. It was therefore possible
that they would be maintained even if not at the same level as in the project setting. As illustrated by
the Chairman LC III Oluvu:
“We are capable of sustaining the capacity that has been built. It should be the responsibility of
the sub‐county. Resources are minimal but health should be made apriority, so that at least the
VHT meetings are sustained” (Chairman LC III Oluvu)
“When I was a sub‐county chief, I had a provision in my budget for one VHT meeting every
quarter, and an allowance of 5000/= per VHT member. I think this is one activity that the sub‐
counties can sustain” ACAO Health, Arua
The Chairman for Health and Education Arua however requested for caution with regard to payments to
VHTs. He noted that if routine payments were initiated for VHTs, they may not be sustainable by the
districts. As an example, he noted that since the district has about 500 VHTs, it would need at least 1000
VHTs. Compensating all these on a regular basis would be a large burden to the district. He therefore
recommended that allowances to VHTs should be activity based – allowances paid out at the time of an
operation.
In Logiri and Oluvu sub‐counties, it was noted that the Health Assistants were allocated some funds
from the PHC Conditional grants at the Health Centre III for use in supervision of sanitation activities at
community level. These funds were however minimal and were not sufficient to support the quarterly
meetings of VHTs. Many key informants also recommended that the VHTs should also remain in touch
with their respective health centres, so that they can participate in outreach services organized at health
centre level.
There was the general view that despite the resource constraints mentioned, the VHT meetings should
be maintained. Several Key informants in the four sub‐counties and at the district level supported the
view that these meetings should be held at least once every quarter (every 3 months) and the sub‐
counties should be able to support them, or structure other on‐going health programmes that are
utilizing the Community Health Workers in a way that they contribute to sustaining the VHT meetings.
They also recommended that VHT meetings at parish level should continue to be held at least once
every month. In Oluvu sub‐county, the Chairman LC III noted that the sub‐counties have been organizing
VHT meetings for a number of other activities like mobilization for mass immunisation during the
Meningitis outbreak. Quoting the Chairperson LC III Oluvu:
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“The sub‐county must continue with the community disease surveillance programme and provide
some basic support to the VHT meetings at least once a quarter; the VHTs should be given the
first priority once there is any programme that requires community mobilization or if there is any
project that provides incentives to community health workers” Chairman LC III Oluvu
In Logiri sub‐county, we found that the Health Assistants had successfully lobbied for the inclusion of a
budget line for Disaster Management in the sub‐county workplan and budget. A provision of One Million
Uganda shillings had been made for this budget item. The challenge however is that while such funds
are available in writing, they are not usually available physically. In Oluvu too, the assessment team was
informed that activities of the VHTs had been incorporated into the sub‐county workplans that were
sent to the district to be integrated into the district plans. In addition, the districts had also provided
some bicycles for the VHTs in some sub‐counties (Logiri and Oluvu) to supplement those distributed by
CARE.
There were also challenges related to availability of pharmaceuticals (drugs and medical supplies) in the
Health units. According to the Health Assistants, one of the key threats to the functionality of the
community referral system in the fact that people go to the health centres and find that key drugs are
out of stock. According to the Health Assistant:
“ At the local Health centre III, it is now 5 months since the drug order was made and there has
been no delivery from the National Medical Stores” Health Assistant Logiri
However, there was also evidence that despite the decline in facilitation after the project, the VHTs
were still motivated to do their work. The VHTs were asked about the factors that motivated them in
their work. There were many motivating factors beyond the facilitation that they received. The various
VHTs mentioned some of these as follows:
“I am motivated by the fact that I am helping my community” (Logiri Sub‐county)
“I am motivated by the kind of respect I get from my community. Although my work is voluntary,
the community now respects me” (Logiri Sub‐county)
“Because we have been trained in health matters, the communities now call us ‘Village Doctors’”
All Sub‐counties” (Logiri Sub‐county)
“The bigger percentage of the population now believes and respect the message given by the
VHTs” (ACAO Health, Arua)
“We have also been forced to be an example to the other members of the community; our
households have to be exemplary to the others now that we are trained; we have been the first
to take on the home improvement practices that we sensitize people about and therefore we had
to improve our homes before we sensitized others to do so” (Logiri and Oluko Sub‐counties)
“When an outbreak occurs at a neighbour’s, it can spread rapidly and also affect your family”
(Logiri Sub‐county)
With regard to facilitation of the Health Assistant, there was indication that health assistants access a
small part of the PHC funds that are sent out to the health centres, and can use these funds for
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supervision of the parish supervisors. However, we noted that the Health Assistants do not have
motorcycles and have to rely on hired transport to reach the villages.

Conclusions regarding the sustainability of the project
•
•

In order for the effects of the project to be sustained, there is need for continued vigilance in
sensitizing communities and in surveillance for the targeted epidemic prone diseases
However, the Sub‐Counties have to develop mechanisms to own the VHTs and to motivate them to
keep working for their communities. It is not sustainable for Sub‐Counties to institute regular pay for
the VHTs, but they can support regular meetings, provide periodic incentives and prioritize them in
case there is a community based initiative where resource persons are needed.

4.7 Best Practices from the project
Among the key best practices mentioned by respondents was the capacity building for Community
Based Disease Surveillance. The project has empowered communities to be able to detect potential
outbreaks and prevent deaths in the communities by referring suspected cases or very ill persons
immediately to health units. The communities also monitor the affected households for refusal to go to
health units and therefore promote vigilance in health seeking behaviour at the community level. A
number of key informants and FGD participants agreed with this, as illustrated in the following quotes:
“There is a time when 6 children, all in one home, were reported to be sick; the VHT member
was called, who then advised them to take all the children to the Health centre immediately”
Health Assistant Logiri.
Another best practice noted was the ability of some sub‐counties to diversify the messages and the
community surveillance activities beyond the three diseases targeted by this project. In addition to
Plague, Cholera and Meningitis, some VHT members included malaria control and seeking for early
treatment for malaria cases, immunisation and child care and safe motherhood in their mobilization
messages. This resulted in a more holistic message that linked behaviour and disease in multiple
dimensions.
There was also wide knowledge of community case definitions for priority diseases at community level
among the VHTs. This is likely to promote early case detection in the communities.
The partnership with ARUPPDE led to increased efficiency in use of resources at the community level.
ARUPPDE was able to achieve maximum output from a relatively small grant (17.4 Million Uganda
Shillings), ensuring that all targeted capacity building activities were implemented, and support activities
for the VHTs implemented within these resources (efficiency through diversification and integration).
The project also demonstrated that sensitization of communities and establishment of community
based surveillance can result in a surveillance system that is highly sensitive in early disease detection.
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5.0 Overall recommendations from the project evaluation
1

2

3

4
5

6

7

8
9

10

11
12

13

The community capacity building model should be promoted as the ideal approach to elimination of
epidemic prone diseases in communities where they have persisted. A similar approach should be
used as was used in the CARE‐CDC project, including training of VHTs, sensitization of communities
and establishment of mechanisms for surveillance and reporting of disease in the community.
In communities where diseases have been eliminated (especially cholera and plague), there is need
to maintain vigilance in community based surveillance and periodic sensitization of communities so
that these diseases are sustainably eliminated. Any laxity will result in communities returning to
their previous behaviours and this may result in serious outbreaks
The CARE CDC project has demonstrated that such initiatives can be integrated to address other
epidemic prone diseases apart from the core targeted diseases. Such programmes can therefore be
used to address other sanitation related diseases, and in addition, they can be used to mobilise
communities for uptake of other desired behaviours like immunisation and safe delivery
There is need for continue support to the VHTs through supervision and technical support so that
they keep vigilant.
There is need for periodic re‐orientation of VHTs, so that their knowledge of the issues they are
supposed to communicate to communities is re‐enforced. This will also enable VHTs with low
aptitude to be supported to improve on their grasp of the core messages.
There is need to develop a cross‐cutting communication tool in form of laminated flash‐cards that
integrate all the core messages in visual form, so that to facilitate the work of the VHTs and so that
the VHTs maintain a consistent message when sensitizing communities.
There is need to decide on an appropriate and sustainable periodicity for the reporting from VCTs.
Compliance to weekly reporting is likely to decay over time. In the event that there is no outbreak,
the VHTs may be encouraged to report on a monthly basis, and on a case based basis in the event of
a suspicious case; however, during and in the immediate post outbreak period, they should report
monthly.
There is need to streamline communication from the Sub‐Counties to the VHTs by strengthening the
link with parish mobilisers
Even when the project closes, there is need to maintain the meetings with VHTs. These meetings
should be held at least once every quarter; the costs of convening these quarterly meetings should
be borne by the sub‐counties and should be integrated into their budgets.
There is need to maintain some incentives for the VHTs. However, regular remuneration is currently
not sustainable for the sub‐counties. The VHTs should instead receive periodic incentives in form of
materials they use in their work, and token allowances for the quarterly meetings. Sub‐counties
should prioritize the VHTs in the event that there is a funded activity at the community level, and
should use the diverse activities as an opportunity to keep the VHTs motivated. All funded activities
of the VHTs should be used as an opportunity to re‐enforce the community based disease control
role
Health Assistants should also be facilitated to supervise the VHTs, especially up to parish level. The
districts should prioritize them when providing transport means.
There is need to target health centres so that the health system needs are addressed. Capacity for
logistics management in health units should be strengthened as well as capacity for diagnosis and
confirmation of epidemics
There is need to consolidate the outcomes and impacts of the project by sustaining the messages
and continued promotion of the concept of ideal homes.
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14 There is also need for follow up activities for households that resist the messages. This could be in
form of follow‐up visits and use of local leaders.
15 The partnership between CARE, District Local Government and Sub Counties provided an inclusive
involvement in planning, implementation and monitoring. However, the project was more effective
at sub county and village levels. The Districts lacked the initiative to implement action points as they
claimed budgets had shortfalls. Therefore, governance issues need to be scaled up in the West Nile
region.
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Appendix 1: List of Key Informants
Ms. Monica Anguparu
Mr. Edema Stephen: Sub‐county Chief Logiri
Mr. Andiku Joshua: Health assistant Logiri sub‐county
Mr. Adriko Yovan: Chairman LC III, Logiri Sub‐county
Mr. Acidri Benson: Chairman LC III Oluko Sub‐county
Mr. Malira K Apollo: Health Assistant Oluko Subcounty
Mr. Matwa Simon: Chairman LC III OLUVU Sub‐county
Mr. Anguzu Jack: Sub‐county Chief Oluvu‐county
Mr. Obira Godfrey: Health Assistant Oluvu sub‐county
Mr. Bavule Stephen: Vice Chairman LC III Odupi sub‐county:
Mr. Aluma Zodiac: Health assistant Odupi sub‐county:
Mrs. Monica Edemacu, ACAO Health, Arua
Mr. Andama Stephen: Former ACAO in‐charge of Health, Arua
Mr. Atiku Bernard: Chairperson Health and Education, Arua
Mr. Ernest Enzabu: ACAO Maracha District
.
Mr. Bayo Isaiah: Programme Coordinator ARUPPDE

Appendix 2: List of FGD Participants (VHTs)
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DEZU IRENE
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ASURU CHRISTINE
AYIKORU JOYCE
CHRISTINE YOTI
ANGUCIA AGNES
DRICIRU GRACE
AFEKU MAGRETE
ODAKU ANJERINA
ATUKU YOSAM
ASEREKU REGINA
BITO NELSON
AFANDRIAYO CD CHARLES
ACINDRI BENSON
MADIRA K. APOLLO
BAGUMIRA MARY

.
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LOGIRI SUB‐COUNTY
ARITIRU DOMITILA.
ADULE WILSON
OCOKOKU RUTH
AYILLU CHARLES
ALIONI GODFREY
TITIA FABIANO
ANDREKU RUJOYCE
ALEKI ISATOLI
ADOMATI NATAL
NYAMWA CHRISTOPHER
OBITU LINA
WADRI WILLIAM
DRAMA NOBERT
MATUA EMMANUEL
DRATIBI SAVERINO
DRABANI STEPHEN
ABIA KENNEDY
ANDIKU JOSHUA
ANDRIKO YOVAN
OLUVU SUB ‐COUNTY
MATUA SIMON A
ANGUZU JACK
EZATI JOHN
LEKU BA TAZWA
BANIO ENOCK
DRAMALEA A. ALEX
DRATERU ROSE
ZANYARU DORCUS
VUNI TOM
ZACIA LUZA
ADIRU MONICA
ABUKO LINA
EZARU KAROLIN
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Appendix 3: General Assessment tool
General
Give an overview of the project; how was the project organized and executed?
What key capacity building activities were implemented?
What is the extent of attainment of key anticipated outputs in the following areas?
• The extent to which capacity has been built at the community, sub‐county and district levels
to respond to common epidemics
• The level of preparedness demonstrated at both district and sub‐county levels for reducing
risks of common disease epidemics through prevention and response
• The level of preparedness demonstrated by community members in reducing risks of
common disease epidemics through prevention and response.
• The functionality of communication channels established
• Assess the study on mapping of health surveillance and reporting structure for comparing
its application in the field (i.e. by district, Sub‐county, other partners and VHTs).
• Examine the partnership with ARUPPDE to assess its contribution towards building their
capacity and their contribution to the project and community.
• Identify some of the key challenges encountered during the project cycle
• Identify best practices/lessons learnt or case studies from the target beneficiaries
o At least a minimum of two per district
o At least a minimum of two per sub‐county
• What is the extent to which the processes used in project implementation achieved
effectiveness, efficiency
• What are your key recommendations that will inform future programming on community
disease surveillance
Relevance
How important have the project interventions been for the identified target groups‐ VHTs, sub‐
county health Committees, district health committees/DDMCs and other local partners?
•
•
•

To what extent have the project interventions addressed the core issues affecting the target group‐
have the needs, priorities and rights of the affected population been addressed by the interventions
of the project?
To what extent are basic principles ‐ (human rights, gender equality, respect for cultural
background) addressed by the project?
To what extent have international and national standards, policies and laws (MDGs, HSSP II, Training
modules on integrated disease surveillance and response IDSR 1‐7, and Emergency Preparedness
and Management Guide) informed the project?
• How different would one refocus the project in future?
• What key advocacy strategies can be employed to improve the CBDS in future (mainly by
districts, MOH, Communities, Sub counties and VHTs?
• Was the project necessary? Give your technical view and recommendations
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Effectiveness
What were the key project goals and objectives?
• To what extent have the defined objectives of the CBDS been achieved?
• To what extent has the target group been reached and supported?
• To what extent were the originally defined objectives of the intervention realistic?
• What are the concrete contributions of CARE (Uganda & USA), Partners for achieving he objectives
of the project?
• What factors were crucial for the achievement or failure to achieve the project objectives‐ what
were the strengths and weaknesses during the project intervention?
Efficiency
• Have the objectives been achieved in a cost efficient manner by the project interventions?
• To what extent have financial resources and other inputs been used efficiently to achieve results?
What is the relationship between input of resources and the results – Are they appropriate and
justifiable?
• To what extent have capacities and potentials in service provision been improved and used to
achieve project objectives by the project implementing stakeholders?
• To what extent has the project used monitoring of progress and learning and reflection to inform
programming, learning and accountability within the project?
Sustainability
• To what extent will the project achievements be adapted sufficiently and be sustained by the
districts, sub‐counties and VHTs
• To what extent has the project strengthened local ownership, leadership and management in areas
of implementation to ensure that the benefits continue after the life of the project?
• Are the implementing partner organisations/local government structures capable to pursue
outcomes of the project in a sustainable manner?
Impact
The evaluation shall seek to establish the contribution of the project to the overall objective goal of the
project in Empowering Women. This will involve the positive and negative, primary and secondary long
term effects produced by the project intervention, directly or indirectly, intended or unintended.
• What have been the results/changes caused as a result of the project
• To what extent have the originally (overall) project objectives been achieved
• What are the observable effects /impacts of the project on the identified target groups?
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Appendix 4: Protocol for assessment of a surveillance system
Which diseases are targeted by the community based surveillance system?
1. Public Health Importance and priority:
A description of the importance of the surveillance system based on:
The burden of disease
The epidemic potential of the disease
Its international importance
2. System objectives:
What are the system objectives?
Do they include?
Detection and monitoring of outbreaks
Monitoring trends
Identifying contacts and
Administering prophylaxis
Generating descriptive information
3. Description of the system:
Are there community case definitions for the priority diseases?
Are the community case definitions known?
Is the population under surveillance clearly defined?
Who are the high risk groups?
What is the design of the system?
What is the data structure? Who is responsible for the data? In what form is the reporting and to who?
What are the system indicators?
How is the reporting mechanism?
Is there feed back? If so, how is it done?
4. System capacity and attributes:
Simplicity
Flexibility
Acceptability
Sensitivity
Predictive value
Representativeness
Timeliness
Cost
5. Coordination:
How is the system coordinated?
6. Response mechanism:
What mechanisms are in place for preparedness and mitigation?
What mechanisms are in place for response and recovery?
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Illustrations
Before:

Children in un‐sanitary conditions

Un‐safe source of drinking water

After:

Main house
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Guest Quarters

Animal House

Latrine

Drying Rack
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Produce Shade

Kitchen

The Homestead
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