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Dear S1r 

Please find enclosed I cople of our final narrative report for the grant mentioned here above It 
covers the period from May to October 1998 

As already mentionned In the mid-term report, by the time the funding was granted 
(05/13/1998), most of the expenses planned in the budget, especcially the ones regarding 
objective 3 (to leduce mortality and morbidity among populations affected by cholera) had 
alieady been engaged by MSF 
Cholera epidemics was contained in Bundlbugyo by June 98 It extended Into the north- 
westetn district of Arua during the same period, where MSF team moved and implemented 
two CTCs in Omugo and in Arua 
The outbieak In the north was sholtly contalned as well, and apart from isolated cases we 
could consider that the epidemics was over by the end of July, or at least that the national 
medlcal structures wele able to handle the situation MSF provided support, in September and 
October when new cases appeared again, north of Arua district, where a small treatment 
center was settled 

For these reasons, all three objectives were achieved, but less than half of the total budget was 
actually spent includmg less than a third of the budget planned for cholera emergency 
lnterventlon 

In the initla1 proposal, it was planned that the field coordinator, as well as some permanent 
national staff (drivers, radto operators and watchmen) would dedicate 50 % of their time to 
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objective 3, and 25 % to each of the two other objectives The utdisat~on and costs of the cair 
would have been shared on the same basis 
We can consldei that this was globally the case durmg the first per~od, from May 13 to July 
20 
After July 20th, there were no more cholera intervention in Bundibugyo province, and these 
iessources have been shared equally between objective 1 and 2 
All together, the general costs linked with the field coordinator, the mentlonned national staff 
and the cars, as well as the field admmstrat~ve costs, have therefore been affected, on the 
whole period, only by 20 % to objectlve 3, and equally by 40 % to each of objectives 1 and 2 

As shown in form 269A, the total amount of expenses is 203 367 USD, which should be 
~eimbursed to Medecins Sans Fronti2res 

We are on your disposal if you need any other information 

Best regards, 
1 

Ckcile AUJALEU 
Financ~al Department 
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Country Uganda 

Disaster Conflict, Cholera ep~dem~c 

Area of activ~ty Bund~bugyo D~strict 

Per~od of act~v~ty 5 5 months 



The followmg document IS the final report for the MSF emergency intervent~on In Bundibugyo 
d~str~ct, western Uganda The per~od lnitlally planned for th~s lnterventlon was 4 months (from 
May 15th to Spetember 15th) It was then accepted a no-cost extension until1 October, 31st 
This report covers the whole per~od from May 15th to October 31st The proposed objectives 
for this lnterventlon were 

# 1 To provide adequate medcal care to the lDPs 
# 2 To prov~de water and san~tat~on to the IDPs 
# 3 To reduce the mortahty and morbidity among population affected by cholera 

As reported In the m~d-term report, we thought the th~rd objective was already fulfilled in July 
99 
At that t~me, the cholera was actually over in Bundibugyo dlstrict We also thought that the 
s~tuat~on was the same in the other distr~cts where the epidemic later spread But we faced In 
Arua a second peack in September, and we therefore had to intervene again In some places 
over the d~str~ct 
Th~s was Indeed the maln reason why we asked for a 45 days no-cost extens~on The other 
Issue was to achieve the water and san~tation programme for the lDPs in Bund~bugyo district 
Thls was ach~eved by the end of September 

lob jec t lve  # 1 To prov~de adequate med~cal care to the IDPs 

lntented benef~clar~es 
They were or~g~nally around 20,000 (IDPs) in May 98 Although it was difficult to have 
a good follow-up of th~s  data, due to constant population movement, we can assert 
that the total remaining lDPs population was less than 10,000, by the t ~ m e  we close 
the programme 

lntented results 
-On 14 PHUs In Bwamba county (Bund~bugyo distnct), 4 were st111 closed Due to the 
~nsecur~ty for Kasulenge (constant lnc~dents slnce Apr~l '98) and Kayenge (occup~ed 
by UPDF), re-construction st111 on process (GTZ) in Mlrambl, and the fourth one 
(Kakuka) was to re-open after October In the meantime, we performed mob~le clinics 
in that last location, twice a week In Bundlmulangya, the health unlt was 
reconstructed by Act~on Ald But despite that ~t was then funct~onnmg, ~t has always 
been very d~ff~cult to go there due to constant lnsecurlty 
The other peripheral health unlts were open and supphed Th~s  unquest~onably 
helped for the ressettlement of the people In their v~llage of origln 

- The equipment of the PHUs with basic medical material was done In early 
September (please fmd below the detalls of t h~s  supply In << Detalls of the 
implementat~on ,) 



Deta~ls of the ~mplementat~on 

The lnvolvment of the MSF physlclan In the Bund~bugyo hospltal ended w~th the 
come back of the expatr~ate pedlatr~c~an of World harvest M~ss~on 

Two expatrlate nurses were ded~cated to thls f~rst objectwe One was workmg In 
the Bund~bugyo sector, the other was In the Nyahuka sector They provlded tralnlng 
to the Community Health Workers (CHW) supervlslng the lDPs camps, on bas~c 
hyglene and health educat~on They also ensure the medlcal supervlslon of the 
functlonnmg PHUs on a weekly baas, prov~d~ng tra~nrng and sens~tlzat~on on 
epldemlcs (cholera, measle, dysentery) and r~sk factors prevent~on, w~th spec~al 
strenght on the morbld~ty and mortality data collect~on 

We provlded a log~st~cal support (cold cham) and 1 of the nurse has been fully 
ded~cated to monltor the last re-mforcement for the rmmunlzatlon agalnst measles 
We also provlded transport and a small dally allowance for the 6 local members of 
the vacclnatlon team The targeted populat~on was around 10,000 (I~kely 
overestrmated as part of the populat~on of the Nyahuka area was at that t~me on the 
DRC slde) 4,444 children were seen durrng 17 days, among the health un~ts or 
durlng mob~le sessions 1,058 had already an ~mmunlsatlon card The rest of the 
chrldren were vaccmated We can therefore est~mate that the coverage was around 
50% Although ~t was only a re-mforcement of the vaccrnatlon and not a mass 
campaign, th~s  last f~gure IS qulte modest 

We finally suppl~ed all the PHUs w~th bas~c mater~al The l~st of th~s mater~al was 
the followmg 

Kit Medrcal Ecluwment for each / Health Un~t 

2 drums for cotton and gauze 10 cm hxl5cm dam 
2 drums for cotton and gauze 15 cm hxl5cm dam 
2 scatole llsce 25x1 2cm 
1 Instrument tray 31cm x 21 cm 
1 Instrument tray 50 cm x 30 cm 
1 galllpot 500ml 
1 galllpot 300 rnl 
1 kldney dlsh small 
1 clsor stra~ght 13 cm 
1 curved clsor 14 5 cm 
2 artery forceps toothed 14cm 
1 artery forceps 14 cm 
1 dlssectmg forceps 14 cm 
1 surgrcal scrub brush 
2 scatole llsce 20 x 10 5 wrth In each one 

1 clsor stra~ght 14cm 
1 artery forceps 14 5cm 
1 dlssectrng forceps 14 5cm 

1 steam sterrllzer trlple rack 0 032m3 
1 kerosene stove 
1 wergh scale for adult 
1 welgh scale for lnfant 
1 sphygmomanometer 



1 stetoscope 

In the 2 PHUs (Nyahuka and Kakuka) were a midwife was working, we provided and 
add~tionnal rn~dwife ht whxh was the followmg 

I Kit M ~ d w ~ f e  I 
1 plastlc apron 
ster~le gloves 
I stethoscope 
I brush na~l scrubbing autoclavable 
1 box glass w~th stamless steel 22x1 Ox5cm 
1 catheter female metal, 15 5cmFR12 
2 artery forceps 14 cm 
1 sclssors 14 5 cm 
1 suctlon pump manual 

Those luts (general equipment and midwife) were prov~ded to the m charge of the PHUs with 
official copy to local chairman and DM0 For the 4 remaning closed PHUs the material was 
stocked In the Bundibugyo Hosp~tal warehouse, with official advise to local chairman, DM0 
and incharge of these PHUs 
The following table summanze that distnbut~on 

Medlcal lut dlstnbuted Medical lut ~n Bundi Mld wlfe dlstr~buted and 
and bemg used hosp~tal wahng for the re belng used 

openmg of the health 
I center 

( Ntand~ yes 

Bubukwanga Yes 
Buhanda Yes 
Bundlmulangy a Yes 
Bundlbugyo Yes 
Kayenge Yes 
Kasulenge yes 
ksubba Yes 
Nyahuka yes Yes 
Busunga Yes 
M ~ r a m b ~  yes 
Butama yes 
Kakuka Yes Yes 

Losist~c plan 
To prov~de transport for expatriate and local staff, we used our ex~st~ng vehlcules and 
trucks 
All procurements IS done by the MSF loglst~cs department In Kampala and 
purchased locally In Kampala 

Phase-out/ phase-over plan 
We handed over the whole management of the PHUs to the Dlstr~ct Health 



Authorlt~es The management of the hosprtal IS also under the supervlslon of the 
D~str~ct heatlh authorltles, w~th the help of World Harvest M~ssion (Paed~atr~cian) 
GTZ d ~ d  not resume the presence of a surgent before July 97 

Conclusion 
Except for the re-openlng of 4 PHUs (dependmg on secur~ty s~tuation), thls flrst 
objectlve was achleved In late september, due to the resettlement In the~r villages of 
the major part of the lDPs 

l~bjectwe # 2 To prov~de water and san~tat~on to the lDPs 

lntented beneflc~arles 
See objectlve # 1 

lntented results 
- Water and san~tat~on around the PHUs (~nclud~ng lDPs sltes) (see the above table 
In deta~ls of the ~mplementat~on ) 
-During the whole MSF presency, the CHWs recruted and tra~ned by MSF log~st~c 
team, manage a weekly mamtenance of the protected sprmgs and latrlnes in the 
IDPs camps (see standards of del~very) 
-Protect~on and evacuation system for each water pomt (26) of the Nyahuka water 
system 
-Local mamtenance of the Nyahuka water system will be supported by World Harvest 
M~ss~on 

Details of the ~mplementation 
Water and san~tatlon on the IDPs camps 
-The MSF log~st~c team (1 expat log + 7 local log) supervise the lnstallat~ons of the 
maln IDPs camps, on a weekly basis, In coordmation with the CHWs 
- All the funct~onn~ng PHUs were equ~ped with latrines and protected water point, 
except in the s~tes where the access was denled due to remaining lnsecurlty 

Water 

BLtbukwanga Ram water tank + water pomt 
Buhanda Protected sprlng 

I 12 water po~nts in the comrnunlty 
and 1000L bladder + water table In 

Bund~mulangya spring 

Latrmes I Rubbis I lnc~ner 

Kayenge (msecunty) 
Kasulenge (~nsecurity) 
Klsubba 

( h p ~ t  I ator 
2 In PHU and 26 1 yes 1 yes 

camp 
water point 

7 

water point 

In camp 
2 In PHU and 90 ( yes I yes 

In camp 
15 ~n community 

exlstlng In 
community 

Yes 

80 ~n the 
commun~ty and 

2 ~n PHU I yes I yes 

40 ~n camp 
2 ~n PHU 

7 

yes 
no 

no 
(~nsecu 

nty) 
yes 

I 
yes yes 
7 I ?  

yes 
no 

no 
(insecu 

rity) 
yes 



Nyahuka 

Busunga 
Mirambi (GTZ management) 

1 Butama 
I Kakuka (insecurity) 

Protected sprlng and reparat~on of 
the water system for the 

commun~ty (26 water polnts) 
t 3 protected sprlng for the camp 

water polnt 
3 

Proposed standard of delwerv 
-20 liters of water/person/dav This standard was satisfied In the maln IDPs camps 

Kikyo 2 protected springs 
Coffe Union (Bundlbugyo town) Bladder 15 m3, t water tables 
Nyahuka water d~str~but~on system In place, and repared 

12 In PHU + 250 
in camp 

I I I 

-1 latrlnel 25 Dersons Thls standard was not satlsfled in Coffee Union camp due to 
poor partic~pation of the IDPs (large and constant movement) 

K~kyo 2,100 IDPs, 90 latrines 1 latr1nel23 persons 
Nyahuka 5,700 IDPs, 250 latrmes 1 latr1nel23 persons 
Coffee Union 1,700 IDPs, 40 latrines 1 latrmel42 5 persons 

2 ~n PHU 
7 

2 protected springs 

Phase-out/ phase-over ~ l a n  
We planned our financ~al support for the local teams of mamtenance to be handed 
over and be pa~d  by local taxe system, before the end of our presency In the district 
Thls has been very d~ff~cult as the commun~ty st111 have poor willmg to be lnvolved In 
these expend~tures World Harvest M~ssion take over the maintenance of the system 
In the Nyahuka sector 

yes 

2 ~n PHU I Yes I Yes 

Conclusion 
Th~s objective was also satisfled We needed an addit~onnal lenght of tlme, unt~ll 
early october The hand over by the community might be d~fflcult There is a general 
goodw~ll but stdl a lack of money Wolrd Harvest M~ssion w~ll  handle the situat~on In 
Nyahuka 

yes 

yes 
7 

Objective # 3 To reduce the mortality and morbldlty among population 
affected by cholera 

yes 
7 

General description of the intervention 
The cholera outbreack started in Uganda in NovembedDecember with the first case confirmed 
m Kampala on December 9th (First peack observed late december) MSF was informed by the 
MOH on December 12 and began assistance at that time The government asked for technical 



support In the managetnent of the epldemic As the epldemic spread to new districts, all the 3 
sections of MSF (French, Dutch and Swiss) workmg in Uganda were involved The western 
and eastern d~stricts were affected in March (second peak late March), and later began movlng 
north affecting the northwest and northeastern districts The French section of MSF was 
already worlung in the distrlct of Bundlbugyo, and therefore managed to support the health 
dlstnct services from the beginning of the outbreack The epidemlc later began movlng north 
affectmg the northwest and northeastern districts We were also already worlung in some of 
these districts Arua Adjumani, Moyo (sleeping s~ckness control program) We therefore 
asked and obtamed from OFDA to extend the area of implementation for this third objective 
to the concerned d~stncts In June, the number of new cases dramat~cally decreased all over 
the country, and in July we thought the epidemic was apprently over But we had to face 
another peack In September In places l ~ k e  Arua dlstrict At the end of the period considered in 
this proposal, the situation was newly qulte, although some cases were st111 recorded in very 
isolated sites 

Area of implementahon and Intented beneficlanes 
The country of Uganda is divided into 45 d~stncts At this tlme, at least 37 have been affected 
by cholera MSF-F led interventions in the following d~stncts 
Bundibugyo (Bwamba county) 120,000 
Ai ua 8 15,000 
Adjumanl 200,000 
Moyo 1 50,000 

Intented results 
1 Provide curative care to cholera patlents 

- Case fatahty rate (CFR) < 2 % in the CTCs 
This figure was reached only on week 17 in Bundibugyo and in Nyahuka CTCs when we 
decided to manage completely the treatment faciltties (see graphs and detals on the 
implementation plan) In h a  district the figure was respected since the beginning in Omugo 
m d  011 CTC We did not built any other CTC dmng the second peack of the epidemic in 
Arua district (we just gme a technical advise and help as the district health team had been 
already trained by our medical coordinator from may to july) 

CFR < 5 % in the districts where MSF supports existing health facilities 
For the same reason mentlonned above thls figure was reached only m week 17 in 
Bundibugyo d~strict 



Bwamba county, Bund~bugyo dlstr~ct, weekly cholera cases 

In Arua distnct, the CFR hovered around 5 % (5 35% for 2992 cases by week 42) with many 
of the deaths occurring at home and in the unsafe areas (Annga county) where the distnct 
health teams were very reluctant to go However, despite the importance of the second peack, 
these teams usually manage the patients to avoid big mortality rates Between others, one of 
the m a n  reason might have been the emergency preparedness w~th special emphasis on case 
management that the MSF medical coordinator provided to the in charges m the PHUs during 
may June and first half of july 

ARUAd~strlct weekly cholera data 
week 11 week 42 (1 998) 
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The following objectives were also satisfied in the CTCs since week 17 in Bundibugyo d~stnct 
w ~ t h  the Increase of the expatriate team and the total control of the treatment facilities and 
since the real beginning of our intervention in Arua distnct (week 20) 

- Length of hosp~talisat~on < 4 days 
- Re-admission rate < 5 % 
- Case management accordmg WHOIMSF guidelines 
- Sufficient medical and non medical supplies avadable (one week consumption 

minimum) 
- Suf-fic~ent nat~onal staff working with good quality of treatment of cholera patients 
- Sufficient knowledge by local health authontles and national staff on running the 

centre 



Note the OFDA present funding started on week 20 

2 Piovide preventive services to districts with respect to cholera 
The following objectives were also filled (see details on the implementation) 
- Staff traming on cholera management in health facilities where significant outbreak is 
present prior to or within 1 week of outbreak starting in prionty districts 
- Pieventative information and chlorination prov~ded in at least 1 treatment site and health 
units where an outbreak exists 
- Sufficient emergency medical and non medical stock available within the district (treatment 
for 20 cases) 

3 Continue supporting the MoH in surveillance in districts affected bv cholera 
These objectives were satisfied since the beginning of our intervention untill the complete 
handover to the medical authorities in the concerned d~stncts 
- Receiving reliable data on daily basis by the data collectors/DMOs and mobile teams 
- Daly and weekly analysis and interpretation of the data (include mapping and epidemic 
curves CFR's and attack rates) 

Detads of the ~rnplementahon plan 

1 Bundibugyo distnct 
The MSF team working in Bundibugyo was alerted to a cholera epidemic in the first week of 
March, 1998 and came to the assistance of the distnct heath authonties by setting up 2 CTCs 
(Cholera Treatment Centers) and 3 lazarets in the most affected areas in Bwamba county 
Bundibugyo The peack was in week 15 and a steady decline in the number of cases was then 
observed untill the handover to the local authonties in weeks 24 and 25 MSF was forced to 
completely manage the treatment facilities mentionned by increasing the expatnate presence 
since weeks 16 and 17 (OFDA funding started officially week 20) We also provided medical 
and logistical supplles and even payment of the local staff to ensure a pertinent emergency 
level response This level of intervention was required due to the unacceptable CFR noted 
pnor to MSF involvment, manly caused by lack of staff, inadequate traning and therefore 
poor case management 
Out of the 3 lazaret units (24 hour IV treatment center with less than 10 beds) one was closed 
shortly after it's initiation due to vanous problems with management (Hoima) The other two 
(Bubukawanga and Ntandi) were operational for 13 weeks and then closed after the incidence 
in the area had decreased dramatically 
The Nyahuka CTC was set up in the government dispensary and supervised by an MSF 
expatriate The stiucture was handed over in week 23 



Nyahuka CTC weekly cholera cases 
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The bundlbugyo CTC was situated in the male medical ward within the government hosp~tal 
The full time presence of a medical expatriate since week 17 has a dramatic effect on the CFR 
(Case Fatalitty Rate) The CTC was handed over by M 

Bundlbugyo CTC weekly cholera cases 

F in week 25 

2 Arua distmt 
In the first week of May (week 19), the MSF team managing the Sleeping Sickne$s hospital in 
Omugo was informed of a sudden increase m the number of diarrheal cases seen at the 
government dispensary m Omugo We then assumed care of the cases and a CTC was opened 
in an empty wing of the SS hospital An exploratory mission was done at this time by the new 
medical coordinator in conjunction with the distnct heatlh authonties and the outbreack was 
found to be confined to one county of the district, Terego county The CTC remained 
operational for a one month penod dunng which the staff from the dispensary suplemented the 
Sleeping Sickness hosxtal staff and were trained in the proper management of cholera 

Omugo CTC, weekly cholera cases 
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011 CTC weekly cholera 
cases 

All the activities undertaken in the distnct were in close collaboration with the DM0 MSF 
was acting as technical support and providing few medical and logistical supplies There were 
only a few sporad~c unconfirmed cases reported from other counties until the southern county 
of Mad1 began to consistenly see an increase in suspect cholera cases which was eventually 
confirmed by laboratory The MSF medical-coordinator ran a mobile team to further asslst the 
district with surveillance and also provided on the site traning to the peripheral heatlh units 
managing the cases in the south of the district Unexpectanly, there was an outbreack in Arua 
municipality over the week-end of week 23 with some 62 suspect cases treated in the OPD of 
the government hospital with a CFR of 9 7% MSF was requested to supervise a CTC set-up 
In one of the munic~pality health centers 011 CTC We quickly organised the center and 
tra~ned the staff The CTC was operational for penod of 3 !h weeks but only saw a total of 77 
cases, wlth a CFR of zero 
It then became apparent that the district was able to manage the epidemic, with the existing 

mfrastructure and with and adequate buffer stock under the supervision of the D M 0  
When the second peack occured, we only give technical assistance to the district, in terms of 
case management traning assessment and emergency supply The rest of the control activities 
were then undertaken by the distnct health teams 

3 Adjumani and Moyo districts 
The MSF nurse in charge of the Sleeping Sickness program m that area began to alert the 
district health officials about the proxirmty of the cholera epidemlc to their borders in late 
April/ early May The required level of emergency preparedness and the basics of management 
were discussed w ~ t h  the DMOs of both districts A mobile team with a nurse was later sent to 
the districts for on the site training in surveillance case definition and case management The 
medical coordinator later finished the training of the PHUs which were not reached in the first 
sesslon and accompanied the DM0 of Moyo to investigate in the villages the reported new 
cases 
Note these two districts were at high risk due to the insecurity in certams sections (which 
rendered a few PHUs inaccessible for the traning sessions), the high number of refugees 
estimated as 30 000 in settlements in Moyo and over 60,000 in Adjumanl, and the lack of 
trained health workers in the PHUs Thus, the assistance gven for emergency preparedness 
was essential for these districts through the mteractions with the health officials, the training 
sessions and distribution of teach~ng matenals for the health workers and also the transport of 
medical supplies from National Medical Stores in Entebbe 



Weekly cholera cases 
Adjumanl d~strlct 

Sept-Oct 98 
1 5 0 ,  

In September and October, we observed a small cholera outbreack in Adjumani and 
Moyo distncts A few places were affected The district health services were already prepared 
to face the situation and they had stock supply So we did not have to intervene 

Proposed standard of delivery 
In each CTC built by MSF in Bundibugyo distrlct and Arua district, the following standards 
were respected -50 liters of waterlpatientlday 

- 1 latrine125 patients 

Logshcs plan 
To provide transport for expatriate and local staff and for medical and non-medical supplies, 
we used our existing vehicules and trucks 
To build the CTCs and other advanced health structures, huge amount of matenals have been 
used (see BUDGET) 
All procurements was done by the MSF logistics department in Kampala The objective was 
to purcha~e locally in Uganda or as much as possible but in some items proved to be cheaper 
or better quality overseas the MSF Loglstic Department therefore was requested to procure 
from Bordeaux (France) 

Lenght of hme needed to fully sahsfv the obiectwe 
With the rapid decrease of the epidemic since late May we managed to hand over our 
activities and fully satisfy the objective within 2 months 

Phase-out/ phase-over plan 
Since the number of daly admitted cases were under 5lday in a CTC dunng a stable period 
we handed over the logistical and medical management of the concerned structure to the 
DM0 The expats teams were then be directed towards other areas with respect of the 3 man 
points of our objective 
The Nyahuka CTC was handed over week 23 after and adequate monitoring penod with the 
DM0 (District Medical Officer) choosing to handle the few remaining cases in an isolation 
area in the dispensary and the large structure was d~sbanded 
After the handover of Bundibugyo CTC in week 25 the hospital supermtendent decided to re- 
open the ward for medical patients and kept a small isolation area for suspect cholera patients 
Aftei the closing of the Omugo CTC the dispensary was assisted with the designation and 
equipment of an isolation area to handle the few new cases still occunng 



Once the usual health structures were reintegrated, the matenal (tents, plastic sheeting, 
adduction mateiial) were dismantled, and the area cleaned and stenlized 
The Distnct health authorities were then able to manage the situation with their usual staff and 
tacilities, as we could see when in September and October when the second peack happen in 
Arua distnct and reached the Moyo and Adjumani districts 

Conclusion 
With the delay in obtsllning the funding for t h ~ s  objective (peack week 15 in Bundibugyo 
peack week 19 in arua district, proposal accepted week 20), a great part of our activities had 
already started before the beginning of the period considered by this report Then 
unexpectantly the incidence of the disease declined in all the country We then managed to 
reduce progressively our teams after 1 month, the med~cal doctor, 2 nurses and 2 logisticians 
were no longer useful1 in Bundibugyo, and after 2 months, we decided to remove our medical 
coordinator from the north (Arua, Moyo, Adjumani) and to put a momentary end on our 
activities with respect to cholera We only resume technical advise and assessment, as well as 
emergency supply, dunng the second peack in the north (Sept-Oct 98) 
The several goals and results intented in this objective were fully sahsfied 

GENERAL CONCLUSION 

Out of the 3 in~tial objectives which are considered m the current proposal, we have been able 
to satisfy them all We had to reduce our expatnate team worlung on objective #3 (cholera) in 
June due to the decrease of new cases observed among the districts where we were present 
After 2 months, our team was only worlung on the two first object~ves With the re settlement 
of the IDPs in their village of ongin, and the re-opening and functionning of most of the PHUs 
in Bwamba county (Bundibugyo district), we also managed to reduce our medical team 
progressively We ended and leave the place in early october Our remaning activities were 
then only technical supervision and emergency supply for the northern cholera outbreacks 
until1 the end of the period considered in the proposal October 3 1st 


