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Abstract
The Basic Support for Institutionalizing Child Survival Project commissioned this report in Uganda to
identify research findings to guide BASICS and its partners in developing a comprehensive communitybased strategy to improve care seeking, compliance with treatment, and referral for malaria, acute
respiratory infection, and diarrheal disease. Findings from an analysis of 68 studies revealed a low level
of understanding of the key danger signs for these three illnesses, which account for 60 percent of all
childhood illnesses treated in Ugandan health units. Traditional medicines are usually the first line of
treatment, followed by pharmaceuticals, and drug vendors supply at least 70 percent of the drugs used at
the community level. The report also reviews the activities of the Ministry of Health and its partners in
Community Integrated Management of Childhood Illness (C-IMCI) and makes recommendations for an
intervention strategy that builds on these efforts.
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Preface
IMCI Effectiveness Study. At the same time,
BASICS II supports national expansion of the
strategy with partner organizations. BASICS II
also works with the Uganda Expanded
Program on Immunization (UNEPI) to develop
affordable strategies and approaches for
revitalizing and sustaining routine
immunization coverage nationwide.
BASICS II commissioned the following report to identify research findings that could
guide the project and other partners in developing a comprehensive community-based intervention strategy to address care seeking,
compliance, and referral for malaria, acute
respiratory infection, and diarrheal disease.
The strategy was to be aligned with the
MOH’s Community IMCI and Home-based
Management of Fever strategies resulting
from Uganda’s commitment to the Abuja Roll
Back Malaria declaration.
In this report, the consultant annotates
appropriate studies, describes relevant research findings, analyzes findings, and provides suggestions to guide an implementation
strategy.

PREFACE

T

he Basic Support for Institutionalizing
Child Survival Project (BASICS II) is a
global child survival project funded by
the United States Agency for International
Development (USAID) with the strategic
objective to “increase use of effective,
improved, and sustainable child health
interventions.” BASICS II is charged with
achieving the greatest possible country-level
impact on major threats to child health and
providing technical leadership in advancing
the state-of-the-art in policy and programs.
BASICS II works in partnership with other
USAID projects, donor agencies, ministries,
private voluntary agencies, nongovernmental
organizations, and the private sector to link
resources at the global, regional, and country
levels to ensure the maximum scale of
program efforts.
In Uganda, BASICS II supports the
Ministry of Health (MOH) to help accelerate
and strengthen the implementation of
Community Integrated Management of
Childhood Illness, including nutrition, within
six districts of Uganda selected as sites of an
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T

he Uganda program of the Basic
Support for Institutionalizing Child
Survival Project (BASICS II)
commissioned this study to guide the
development of comprehensive intervention
strategies to promote child survival at the
community level in Uganda. The consultant
was asked to review and compile information
on research and work done at the community
level in the previous ten years (published and
unpublished) on care seeking, compliance,
and referral for childhood illness, focusing on
malaria, diarrhea, and acute respiratory
infection. These three diseases account for
about 60 percent of all childhood illnesses
treated in health units in Uganda. The
consultant was also asked to briefly review
the Community Integrated Management of
Childhood Illness (C-IMCI) activities of key
partners and to provide recommendations for
an intervention strategy.
This qualitative assessment involved a literature review and key informant interviews.
Interviews were conducted with members of
district health teams (DHTs) from two of the
six “IMCI Effectiveness Study” districts and
officials from the Ministry of Health, the World
Health Organization (WHO), UNICEF, and the
Commercial Marketing Strategies (CMS) and
Delivery of Improved Services for Health
(DISH) projects.
Findings showed that adequate information
exists to guide the design of an intervention
strategy, although there will be a need to carry
out some additional research as part of the interventions. A total of 68 of the reviewed studies were selected for inclusion in this report.
Forty-eight of the studies were conducted in
Uganda and are included in the analysis.
Twenty additional studies were found to be relevant even though they were conducted outside of Uganda and are thus annotated but not
included in the content analysis. Most studies
were cross-sectional descriptive surveys (38)
and qualitative exploratory studies (18). Twelve

were prospective community trials.
Key findings in the literature review associated with malaria suggested that although
children’s caretakers recognized malaria as a
major childhood health problem, they did not
easily recognize the key danger signs. Many
caretakers did not distinguish between malaria
and general fever. The majority of caretakers
associated malaria with mosquitoes, but the
actual transmission dynamics were unclear to
them.
Six to nine out of ten caretakers were reported to treat fever/malaria at home. Herbs
and home stocks are the first line of action,
followed by analgesics and finally by use of
antimalarials, usually chloroquine. Only 83
percent of caretakers reported feeding children the same amount of food or more during
illness, and only 23 percent gave more food
following an illness episode.
Eighty percent to ninety percent of treatment actions outside the home are taken at
the community level. Over 79 percent of caretakers used retail shops due to accessibility
and the possibility of credit. Almost 80 percent of caretakers using chloroquine used it
inappropriately. Noncompliance with chloroquine therapy was associated with its bitterness and side effects and with inadequate
counseling by providers. Children with convulsions were most often taken to traditional
healers.
The efficacy of insecticide-treated nets
(ITNs) was under review. Prevalence of mosquito nets ranged from 0.5 percent to 8 percent, with lower rates in rural areas than in
urban centers. Knowledge of ITNs was low (14
percent), and bednet ownership was perceived
as a luxury for the rich and knowledgeable.
Cost was stated as a barrier to ownership as
well as uncertainty about the safety of treated
nets. Few other preventive actions against
malaria were taken: one study showed that 28
percent of those interviewed used insecticide
sprays. Two projects reported a significant re-
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duction in malaria incidence after interventions to increase use of ITNs. Seventy-one
percent of caretakers reported hearing preventive and curative messages on the radio.
Diarrhea was perceived to be a major
health problem of children. Handwashing
practices had reportedly improved since
1991. However, most water and sanitation indices were very low. Caretakers did not associate poor home hygiene with diarrhea, and
72 percent of caretakers inappropriately disposed of children’s excreta, considering it to
be harmless.
Over half of caretakers knew the symptoms and signs of diarrhea requiring action.
Fifty-six percent of caretakers chose home
care. Only 8 percent of caretakers reported
giving children more food and fluids during
bouts of diarrhea, although most maintained
breastfeeding. Awareness of oral rehydration
solution (ORS) was high (75 percent to 90
percent), but its use was low (11 percent)
due to poor knowledge of preparation and
lack of access and availability. ORS was
available in health facilities but not readily
available in drug shops.
More than 62 percent of caretakers
sought treatment from drug shops, and inappropriate medications were often given. Traditional healers managed more than 40 percent
of diarrhea cases. While they did encourage
fluid intake and suggested referral if the
child’s condition did not improve, they did not
understand the cause of the disease and did
not prescribe herbs in sufficient quantity and
quality to offset dehydration. Community
health workers were demonstrated to be effective in conveying clear and simple messages to households.
Ninety percent of caretakers recognized
acute respiratory infection and took action.
Some communities had developed a classification scheme for types of ARI. However, in
other communities only 19 percent of caretakers understood the key danger signs requiring immediate treatment. Thirty percent
of caretakers used herbs as a first line of
treatment, while 60 percent sought immedi-

ate care from a health unit. Choice of treatment option depended on cost, available
credit, and transportation.
Overall findings show a low level of understanding of preventive actions for malaria and
diarrhea and of the key danger signs for all
three illnesses. Key sources of messages
were radio, parents, grandparents, senior
women, traditional healers, and drug shop operators. Traditional medicines were usually
employed as the first line of treatment, followed by pharmaceuticals. There was a high
knowledge of between 20 to 30 commonly
used drugs, and many unused drugs were
kept at home. Community drug vendors supplied 70 percent to 80 percent of the drugs
used at the community level. Most practiced
inappropriately, using drugs and injections irrationally and often being influenced by clients’
demands and ability to pay. Preventive health
messages and referral messages were rarely
given. The national drug policies were unclear
to drug vendors and were laxly enforced.
People chose drug shops because of accessibility, availability of drugs, and credit services.
Some negative perceptions of public facilities
existed, including mistrust of injections given
by the public sector, the belief that white tablets are inferior to colored tablets, and expectations of poor communication and counseling
services. The male head of household often
makes decisions about treatment options.
Community health workers and community-owned resource persons (CORPs) are
widely used in Uganda but have a high rate of
attrition, possibly because motivation is not
adequately addressed at inception and during
implementation. Field findings were consistent
with this explanation and provide adequate
background for designing intervention options.
The Ministry of Health is in the initial
phases of C-IMCI implementation. Training
materials and guidelines have been developed, and a supportive policy framework is in
place. C-IMCI early implementation districts
have provided a good baseline for preliminary
work. WHO and UNICEF have provided substantial support to the introduction of C-IMCI

■

Early findings have demonstrated that
Participatory Rapid Appraisal (PRA) is
effective in promoting “well child” actions,
such as practices associated with clean
water and sanitation and use of bednets.
Recommendation: Emphasize sustained
community capacity building for
understanding child health and taking
appropriate actions through use of the
IMCI-tailored PRA.

■

An intensive communication strategy
focused at the district level is needed to
strengthen positive family practices.
Recommendations: Focus on recognition
of key danger signs, appropriate home
care, and the importance of early
treatment.
Emphasize interpersonal communication
and practice-based rather than
knowledge-based communication and
behavior change (CBC) efforts through
the CORPs, including the development of
job aides for their use.

■

The MOH has developed a strategy and
guidelines for home-based management
of fever thatlinks malaria interventions
with the C-IMCI strategy.
Recommendation: Follow the guidelines
developed for the Home-based
Management of Fever Strategy and the
new policies for drug protocols that are in
development.

■

Partnership with community drug vendors
is pivotal for successful outcome of
household and community health-seeking
practices.
Recommendations: Develop tripartite
partnerships among communities,
community drug vendors, and health
units.
Train community drug vendors in the use
of appropriate antimalarials, antibiotics,
and ORS and in danger signs for referral
to enhance the child survival pathway.
Use district assistant drug inspectors as
focal persons to monitor and oversee drug
vendor activities.

■

Partnerships between communities and
health facilities need to be explored to
increase use of public-sector IMCI-trained
providers.
Recommendation: Train health facility
staff in community outreach, interpersonal
counseling, and participatory problemsolving methodologies.

EX EC UT IV E SU MM AR Y

in Uganda. BASICS II is helping accelerate CIMCI implementation directly in six districts
and nationwide through work with the NGO
community. The MOH has also designed a
strategy for home-based management of fever
that provides guidance for linking malaria and
other C-IMCI interventions. Implementing partners should use partnerships and develop coordination mechanisms at the district level to
strengthen the proposed interventions
Critical steps in the pathway to child survival are highlighted for interventions. These
include the need to focus on water and sanitation; access to and use of bednets; danger
sign recognition; male involvement in care
seeking and treatment decisions; home care
for ORS preparation; appropriate feeding practices during illness; compliance with a full
regimen of antimalarial therapy; and the importance of community drug vendors for first-line
treatment and referral.
This report includes general recommendations to implementing partners on various CIMCI related issues. It is recommended that
implementing partners design a strategy with
intervention option packages that are complementary and synergistic. Implementers should
engage communities and districts in a catalytic process aimed at building and sustaining
capacity. Organizations working on C-IMCI
projects should emphasize behavior change,
and the NGO community should be involved
in coordination and implementation. The role
of districts should be designed in such a way
that they take leadership of the implementation process. An intervention package should
focus on the following critical areas:

xiii

■

Insecticide-treated nets need to be widely
marketed and distributed, with
mechanisms in place for their
sustainability.
Recommendation: Promote use of ITNs
through community drug vendors.

EX EC UT IV E SU MM AR Y

Develop public–private partnerships for
net sustainability.

xiv

Possible areas of intervention research for
implementing partners could include:
■
■

■

Social marketing of ITNs, particularly
among poor communities.
Motivation and sustainability of CORPs,
particularly through the use of a
behavioral model with multiple incentives.
The impact of communication
interventions on behavior change.

Section 1

Introduction

T

The Uganda program of the Basic Support for Institutionalizing
Child Survival Project (BASICS II) commissioned this study to
guide the development of comprehensive intervention strategies to
promote child survival at the community level in Uganda.

Background
In 1995 Uganda launched Integrated
Management of Childhood Illnesses as a
major strategy to address childhood mortality
and morbidity. IMCI is now part of the
country’s essential health care package. The
implementation of the strategy has three
components:
■

■
■

Improving health workers’ skills in the
management of the common childhood
illnesses.
Improving the ability of the health system
to support IMCI implementation.
Improving household and community
practices that affect the health, growth,
and development of children.

Uganda is one of the initial countries to
respond to the Santo Domingo Declaration
(1997) and is now one of the lead countries in
implementing the household and community
component (C-IMCI). The Ugandan Ministry of
health introduced this third component in
1998. It is aimed at promoting key household

and community behaviors that are likely to
have the greatest impact on child care,
survival, growth, and development.
Uganda has a population of about 22.5
million people, 20 percent of whom are age
five or younger. About nine out of ten people
live in rural areas, and 45 percent of the total
population fall below the poverty line. Less
than half have access to formal health
services (MFPED 2000). Malaria, diarrhea,
and acute respiratory infection account for
about 60 percent of all the childhood illnesses
treated in health units (HMIS report, MOH
2000). Malaria is the leading cause of
childhood mortality and morbidity in Uganda,
accounting for 46 percent of illnesses in
children (UDHS 1995).
Uganda is one of the countries that have
signed the Abuja declaration on Roll Back
Malaria in Africa. In 2001 the MOH developed a
strategy for home-based management of fever/
malaria that integrates malaria and C-IMCI
activities into a home-based care approach.

Objectives of the Consultancy
The major objective of the consultancy was to
collect and assess information that is required
for the design of a comprehensive intervention
strategy aimed at improving child survival in
Uganda.
Specifically, this involved:
1) Reviewing studies conducted (mainly) in
Uganda over the past eight to ten years
relating to care seeking, compliance, and
referral at the community level and
preparing a summary report to inform
protocol development.

INTRODUCTION

The consultant was asked to review and
compile information on research and work
done at the community level in the previous
ten years (published and unpublished) on care
seeking, compliance, and referral for childhood
illnesses, focusing on malaria, diarrhea, and
acute respiratory infection. The consultant was
also asked to briefly review the C-IMCI
activities of key partners and to provide
recommendations for an intervention strategy.
An annotated review of the studies is annexed.

1

2) Assessing (through review of reports) the
factors affecting the availability and use
of insecticide-treated nets (ITNs),
particularly in rural areas of Uganda.
3) Assessing key partners’ activities to
promote care seeking through C-IMCI,
highlighting strengths, weaknesses, gaps,
and possible areas of collaboration.
4) Reviewing existing models for intervention
related to care seeking, treatment,
compliance, referral, feeding/fluids, and
disease prevention that have been tested
in Uganda, particularly focusing on:
• The role of community drug vendors (in
drugstores, shops, and private clinics)
in recommending, explaining, and
selling complete courses of
antimalarial therapy.
• The involvement of community health
workers in the management of diarrhea
with oral rehydration therapy (ORT).
• Home-level treatment of diarrhea with
ORT, other fluids, and appropriate
feeding during child illness.
• CBC to promote prompt care seeking.
• Means of ensuring antimalarial
availability in the community.
5) Developing an outline for designing,
implementing, and monitoring a
comprehensive intervention.

IN TRO DU CTI ON

Methodology

2

The major component of the methodology was
a literature review of various publications: both
published and unpublished research reports,
technical reports, journals, dissertations,
periodicals, activity reports, and working
papers. The review covered literature
produced in the past ten years on malaria,
diarrhea, and acute respiratory infection
among children under the age of five.
Materials were collected from various
sources, including institutions such as the
Institute of Public Health of Makerere
University, UNICEF, WHO, the Child Health
and Development Center, Makerere Institute
of Social Research, GTZ, Makerere Medical
School, and Ministry of Health libraries. Other

sources of information included partners in
health care provision, such as district health
teams, DISH, and Action Aid.
A number of key informant interviews
were conducted with individuals from the
organizations and structures that have
championed the implementation of the IMCI
strategy in Uganda: two of the six IMCI
Effectiveness Study districts, the Ministry of
Health, WHO, UNICEF, CMS and DISH. The
interviews were aimed at seeking the views of
the major C-IMCI partners, particularly on the
challenges, experiences, strengths,
weakness, and gaps of current C-IMCI
activities and on possible areas for
collaboration with BASICS II and other
implementing partners.
The consultant analyzed the data for
content and themes according to the various
components in his terms of reference. Only
studies conducted in Uganda were included in
the content analysis. Of the studies reviewed
that were conducted outside Uganda, only
those with critical experiences and relevant
findings were selected for documentation.
These studies were not included in the
content analysis presented in the findings
section.
A total of 68 documents from the
literature reviewed are annotated in Annex 1,
including 48 documents on studies conducted
in Uganda. Most studies were cross-sectional
descriptive surveys (38) or exploratory studies
(18). Only twelve were prospective community
trials. The majority of the studies addressed a
cross section of the interests stated in the
terms of reference, such as recognition of
illness, decision making for treatment,
compliance with treatment, and preventive
actions.
The consultant analyzed similar variable
results together and established a median for
a given variable result from the different
studies. An area of interest is reported as
“many studies” if more than nine studies
considered the variable in question; a “number
of studies” if four to nine studies considered it;
and “few studies” if three or fewer considered

Levels of categorization of variable
occurrence were high (more than 69 percent),
good (50 percent to 69 percent), low (30
percent to 49 percent) and poor (less than 29
percent). The study had a limitation of
comparing variables from studies with
different sample sizes (variable power of
studies).

IN TRO DU CTI ON

the variable. Variable agreement in more than
three-fourths of the studies is referred to as
“most studies” and in more than 50 percent of
the studies as “the majority of studies.” When
there was variable agreement in less than 50
percent of the studies, the varying results are
presented. Studies conducted after 1997 are
categorized as “recent studies,” and those
before 1997 are referred to as “earlier studies.”

3

Section 2

Summary of Findings

T

his chapter presents the salient findings and the consultant’s
thematic synthesis of the studies reviewed. Annex 1 contains the

Health-Seeking Behavior
Recognition of the common childhood
illnesses
Many studies conducted in Uganda show that
caretakers recognize malaria as the major
health problem in their communities.
Equivalent terms for malaria as it is
understood biomedically were reported to be
nonexistent in all the studies reviewed.
However, caretakers have local terms that
describe malaria and generally encompass
most of the signs and symptoms used in
describing clinical malaria.
Caretakers perceived fever as a sign
detected by a rise in body temperature and
differentiated malaria from other definitive
causes of fever, such as measles. In one of
the studies mothers did not recognize malaria
well (sensitivity=37 percent), and 63 percent
of them misclassified sick children with
malaria-positive blood slides as having other
conditions.1 This is a critical finding for child
survival programs and has particular
significance for CBC interventions. However, a
number of studies in Uganda that addressed
this issue were concentrated in the central
region (Buganda). In a country with such wide
cultural diversity as Uganda, countrywide
assessment of such perceptions is required.
Most studies indicated that a median of
50 percent (23 percent to 89 percent) of the
respondents associated mosquitoes with
malaria. The percentage was often higher in
studies done in urban centers (71 percent to
89 percent) than those conducted in rural
areas. The actual transmission dynamics of
malaria were reportedly not clearly
understood. Nearly all studies reported such
local explanations of the cause of malaria as

eating raw mangoes, rainy weather, and dirty
water. However, the proportion attributing
malaria to such causes seemed to
progressively diminish with the more recent
studies compared to those done ten years
ago. A good understanding of causality has
implications for the community’s preventive
behavior and practices.
In a critical finding for the pathway to
child survival, a number of studies stated
that danger signs for malaria such as
convulsions were not often linked to malaria
and were commonly thought to be traditional
illnesses. This could have consequences for
child mortality, particularly if prompt,
effective treatment is not sought for cerebral
malaria.
Diarrheal diseases were perceived to be a
major health problem among children in
Uganda in most studies. Caretakers
recognized frequent passage of watery stools,
generalized weakness, and eating and
drinking poorly as symptoms that prompted
them to seek treatment outside the home in
most studies. Folk definitions of diarrhea and
its management were reported based on the
perceived causes, and childhood diarrhea was
attributed to numerous causes. In the majority
of studies, over half of the caretakers
correctly identified most of the risk factors
associated with diarrhea. However, a few
associated diarrhea with cultural and spiritual
issues, while others considered it to be
caused by developmental changes such as
teething, and very few (3.4 percent) did not
know the cause.14 Most studies indicated that
children’s excreta were disposed of
inappropriately and were largely regarded as
harmless.

SU MM AR Y OF F IN DI NG S

annotated detailed findings of each of the studies.
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A number of recent findings documented
high levels of knowledge of the relationship
between poor excreta disposal, handwashing,
home environmental hygiene, and diarrheal
diseases. However, they also reported poor
hygienic practices, including those not
requiring financial expenditure, such as
cleaning the environment around homesteads.
This finding suggests that the current health
message strategy may be more knowledgethan practice-based. Further research on the
knowledge-practice gap is recommended.
Acute respiratory infection was
recognized as one of the major childhood
illnesses. Communities had a well-developed
classification system based on a combination
of signs and symptoms, which included
severity of presentation, body part affected,
and duration of episode in a number of
studies. The perception of ARI transmission
seemed to correlate well with the medically
known modes of transmission. Only 19
percent of caretakers were able to recognize
at least one danger sign of severe ARI.22 This
was even lower than the Ministry of Health
standard of knowledge of at least two danger
signs.
A number of studies reported that high
fever (65 percent) and a child becoming
“sicker” (63.9 percent) were the most common
reasons for taking a child for medical care.
There was poor knowledge about the critical
symptoms for seeking care: blood in stool (3
percent), repeated watery diarrhea (5.7
percent), and repeated vomiting (6.4 percent).
Convulsions (8.8 percent) were among the
least reported signs prompting caretakers to
seek care outside the home.3

6

Implications for implementing partners
■ Caretakers in high malaria-endemic areas
should be taught to suspect malaria in
every case of febrile illness.
■ Recognition of key danger signs is a
critical step in the pathway to survival.
Implementing partners should consider
this recognition among the top priorities
for message development.

■

The term malaria and its cause are not
universally understood. Appropriate CBC
should be adopted in the implementing
partner’s districts.

Decision making
A number of studies indicated that
caretakers easily recognize fever and other
behavior changes (inactivity, loss of appetite,
general malaise) in children as signs of
illness requiring treatment or remedial action.
Mothers were highly responsible (79 percent)
for all the initial decisions and remedial
actions for management of childhood
diseases.9 A number of studies also reported
that decision making was influenced by
perception of cause, previous experience,
severity of the illness, and perceived
consequences of the outcomes of action or
non-action. Most studies reported that the
time from recognition of illness to making a
decision was also influenced by the
household resource base, and particularly
the availability of funds and drugs in the
home at the time of illness. Parents,
grandparents, senior females, traditional
healers, and drug vendors were reported to
play a major role as sources of knowledge
and to greatly influence household
management of childhood illnesses in a
number of studies.
Male spouse decisions were ultimate
(mean 42 hrs from onset of illness), most
likely associated with positive health-seeking
behavior, and commonly had financial
implications.4 These findings, clearly
demonstrated in a study done in the Kiyeyi
Primary Health Care Project area, showed
that in the intervention group, males spouses
played a bigger role in the decision to take
children outside the home for care. Members
of the intervention group were also more likely
to recognize the danger signs of ARI, such as
fast breathing and chest in-drawing. The
proportion seeking urgent attention for these
symptoms was 64.8 percent in the
intervention group and 24.4 percent in the
control group.23

Treatment actions and compliance
Most studies documented that 80 percent to
90 percent of all treatment actions for
childhood illnesses in Uganda were taken at
the community level and 70 percent to 80
percent involved modern drugs. A number of
studies revealed a hierarchical trend of
treatment for childhood illnesses in Uganda.
Home remedies were reported to be the first
line of action, usually sought within the first
six hours. Home treatment is followed by
drugs and advice from community drug
vendors within 18 to 24 hours and finally by
care sought at a formal health unit by the end
of 72 hours if the illness persists.
All studies were in agreement that when
children are perceived to have malaria,
communities usually apply supportive
treatment and use home drug stocks. Local
herbs were often administered simultaneously,
usually within the first six hours of recognition
of illness. Analgesics and chloroquine were
administered within the first 12 and 36 hours
of recognition of illness, respectively, and
were obtained from sources within a 0.5 km to
1.5 km radius, mainly from ordinary shops.4
Most studies reported very high levels of
ORS knowledge (70 percent to 90 percent,
median 75 percent), although most perceived
it as medicine. Only 15 percent knew how to
prepare the ORS mix correctly and an even
lower proportion knew how to prepare salt
sugar solutions (SSS). About 80 percent of
the caretakers were reported to have fed their
children less than usual during illness
episodes in a number of studies. Some fluids
were encouraged, such as tea, porridge, and
SSS, but they were given in inadequate
amounts. Others avoided giving milk, millet,
and banana juice.15 ORS was not readily
available at the community level.
Most of the literature suggested that
families in Uganda keep drugs in their homes.

These drugs are either western or traditional,
and most are leftover from previous illnesses.
Traditional medicine is a major component in
health care, but many prefer pharmaceuticals.
About 80 percent of the population were able
to obtain all their perceived drug requirements
from community drug vendors (shops, drug
shops, and private clinics).28 Most studies
reported poor compliance with treatment. This
was largely reported to be as a result of drug
side effects, patient recovery, inadequate
counseling, and procurement of partial doses.
A literature review of malaria treatment in
Uganda was conducted in February 2001 by
D.W. Batega for the CMS Project in Uganda.
Implications for implementing partners
■ CBC strategies should focus on educating
consumers about appropriate malaria
treatment.
■ Counseling and messages should
emphasize appropriate feeding practices
during illness.
■ Where ORS is available, counseling is
needed on its proper preparation and use.
■ Strategies for promoting compliance with
full treatment need to be developed and
tested.

Interventions
Community drug vendors
Most studies indicated that community drug
vendors supply about 75 percent of the
western drugs used at the community level in
Uganda. Most drugs were obtained from
shops (42 percent) and drug shops (32
percent), both licensed and unlicensed. Both
had a wide range of drugs, including those
they were not supposed to stock. A few
studies documented that national drug
policies were unclear to community drug
vendors and were laxly enforced.
A number of studies reported that
advantages offered by community drug
vendors included convenience, proximity to
households, easier credit facilities, and fewer
restrictions on drug quantities, compared to
public health facilities. While these
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Implications for implementing partners
■ Successful health-seeking behavior
interventions must incorporate strategies
that involve the male spouse.
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advantages ensured prompt treatment, quality
of services was often questionable. It was
reported that the majority of drug vendors
handled drug supplies inappropriately and
were likely to be dispensing ineffective drugs.
Studies showed that communities
considered colored drugs from drug vendors
more effective than the white tablets (generic)
obtained from the public sector.38 Most
studies indicated that caretakers knew that
drug vending personnel are usually less
knowledgeable than those in public health
units.
A number of studies highlighted a big
knowledge–practice gap. Prescribing patterns
were more likely to follow patient demands
and expectations and profit motive rather than
professional principles. Most drug vendors
misused antibiotics, practiced polypharmacy
(prescription of multiple pharmaceuticals), did
not given clear instructions about the
dispensed drugs, and almost never gave
preventive health education messages. It was
also documented that most drug shop
personnel were not qualified to dispense
drugs.
A few small-scale intervention studies
were carried out in Uganda. All of them
demonstrated that prescribing patterns
improved significantly with training,
supervision, and use of job aids, as was
demonstrated in the Bungoma study.

8

Implications for implementing partners
■ Community drug vendors occupy a
strategic position in the community. This
important resource must be utilized to
achieve C-IMCI objectives.
■ Recognition of danger signs and
appreciation of the timing of appropriate
referral by community drug vendors is a
critical gap in the pathway to child
survival that can be addressed through
training and CBC.
■ Information, education, and communication (IEC) about drug policies and
rational prescription is of paramount
importance.

■

■

■

■

Both licensed and unlicensed drug
vendors should be part of the intervention
strategy.
Mechanisms for licensing currently
unlicensed drug vendors should be
considered and supported.
Peer support models for working with
drug vendors should be explored and
tested.
Training materials and jobs aids from the
Bungoma study could be adapted to the
Ugandan context and tested for
effectiveness.

Insecticide-treated nets
Nine study reports particularly focused on the
use of insecticide-treated nets (ITNs). Of
these, only four were carried out in Uganda.
Final reports of two big intervention studies
(Kabarole and Mubende, executed by GTZ
and Action Aid, respectively) were not readily
available. Instead, excerpts were taken from
presentations given at meetings. The other
two descriptive studies clearly highlighted the
status quo of ITNs in Uganda. A number of
other health-seeking behavior studies also
addressed ITNs to varying extents. NetMark
is finalizing a baseline survey of ITN
knowledge, beliefs, ownership, treatment, and
use in Uganda conducted in November 2000
based on a sample size of 1000 households
from five sites.
All studies were in agreement about the
efficacy of treated bednets and their particular
importance in community protection as well
as the mechanical protection they offer to the
individuals using them.
Most studies in Uganda document a very
low level of mosquito net use, ranging from
0.5 percent to 8 percent. The prevalence was
reported to be lower in rural areas than in
urban areas. However, only about 30 percent
in a number of studies were reported to use
bednets consistently, and a small proportion
of those nets were treated.
A NetMark exploratory study showed
general cultural acceptability and a wide
unmet demand for ITNs in Uganda.43 The

Implications for implementing partners
A strategy that promotes the involvement
of the private sector in the production,
marketing, and distribution of ITNs is a
requisite for success.
■ Cost recovery is paramount for bednet
program sustainability. Best practice
models targeting low-income
communities, such as use of intrinsic
community credit schemes, could be
considered.
■ An intensive communication campaign
should be developed to promote bednet
use, helping consumers overcome
perceived barriers currently limiting their
use. The campaign should involve key
community members, such as shop
owners and community-owned resource
persons (CORPs).
■ Further research in social marketing of
bednets is needed on the following topics:
• Consumer preferences
• Best practices of credit lines
• Distribution mechanisms
• Incentives for supplier involvement,
public-private partnerships
• Optimal affordable costs
• Best practices for low-income
communities/households to benefit
optimally from subsidies.
■

Other interventions
No credible studies addressed the use of
community health workers/CORPs,
community anti-malaria therapy strategies, or
IEC for C-IMCI in Uganda. What were
available were excerpts of MOH, NGO, and
district reports, and some very small
studies.
Community health workers (CHWs) have
been used since the inception of the primary
health care strategy in Uganda. A number of
vertical programs from the Ministry of Health,
district programs, community-based
organizations, and NGOs recruited many
CHWs countrywide. There are many CHWs in
Uganda who belong or have belonged to the
various health programs.
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major barriers to ownership of nets were
largely lack of availability, low levels of
awareness of their significance, safety
concerns, and—most important—cost,
particularly in rural areas. In the same
study, it was also noted that ITNs were
associated with affluence, luxury, and social
status.
Experiences from Kenya and Tanzania
documented the success of aggressive social
marketing that made ITNs more readily
accepted in the intervention areas, with a 70
percent compliance rate. However, this level
of compliance was possible only when nets
were distributed and retreated free. When
costs were introduced, compliance rates fell
markedly.
A number of unpublished activity reports of
district and NGO programs in Uganda indicated
that an attempt to introduce subsidies
eventually did not benefit the target population.
Most nets were repatriated back to urban
centers, where they were sold at market prices.
Key areas that require further research
are the social marketing dynamics,
addressing reliable sources of ITNs
(especially for rural areas), cost-recovery
schemes, sustainability of interventions, and
private-public sector collaboration.
Observations of the role of ITNs in providing
the greatest protection to children younger
than one year (causing greater reductions in
under-one mortality than in under-five
mortality) documented elsewhere need to be
closely monitored in Uganda with wide use of
ITNs because of the variable endemicity
levels countrywide.45 The consultant found no
study that addressed this question in
Uganda.
The demonstrated impact of ITNs on all
case mortality and community acceptance of
bednet use has positive implications for child
survival programs. Realizing the potential
benefits of ITNs, however, will require an
aggressive social marketing strategy involving
many actors to make the approach affordable
and sustainable. A good private–public
partnership is essential for success.
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Most reports seemed to agree that CHWs
were enthusiastic at the beginning of the
programs and came with a lot of expectations.
However, over time their attrition rate often
hurt the programs, because their
expectations, incentives, and motivations
were not properly addressed. Reports further
mentioned that when a project winds down,
CHWs’ activities also almost consistently
diminish, largely due to of lack of logistical
support. Further research particularly focusing
on the sustainability of CHWs and their
incentives and motivation is highly
recommended. A number of schemes have
been suggested, including behavioral models
that address multiple incentives, such as
public recognition, regular follow-up and
support, and linkage and supervision from
sustainable structures. All these areas should
be explored.
There was limited experience or
documented studies of community
antimalarial distribution. An ongoing study
supported by WHO addresses the
prepackaging of antimalarials in Mpigi,
Masaka, and Mubende districts. The Ministry
of Health, in collaboration with WHO and
UNICEF, is planning to implement a home
management of fever strategy that aims to
put mechanisms in place for making
prepackaged antimalarials available at the
community level. If successful, this would be
a major child survival breakthrough. Studies to
monitor antimalarial drug resistance patterns
are of paramount importance.
No documentation of credible studies
addressed communication for behavior
change targeting the common childhood
illnesses in Uganda. However, the HIV/AIDS
CBC campaigns of the late eighties and
nineties have registered considerable success
in Uganda.
Implications for implementing partners
■ Research is needed to increase CORPs’
motivation and retention over time, for
both those involved in IEC and those
involved in antimalarial distribution.

■

Experience and lessons learned from
Uganda’s HIV/AIDS CBC and behavior
change campaigns should be considered
when designing C-IMCI strategies.

Overall Implications for
Implementing Partners
■

■

■

■

Though most of the studies found in the
literature search were small and districtbased, the consistency of the majority of
the findings provides adequate
background for designing intervention
options for Community IMCI.
Most of the C-IMCI behavioral practices
have been documented, so it may not
necessary to repeat a large study to
address these practices. However,
intervention baselines should be
established. This recommendation has been
exemplified by the similarity of the findings
of the Kiboga and Mukono IMCI baselines.
Community drug vendors occupy a critical
position in the community and play a major
role in the drug distribution process. They
are an important community resource that
implementing partners should utilize to
achieve C-IMCI objectives.
Further research is recommended on
several topics. Partners can work with
universities (by offering study grants to
students, for example) to design studies
nested within the intervention project that
can provide answers to some of the
following research topics:
• A detailed understanding of the
knowledge-practice gap of the key
C-IMCI behaviors
• The impact of IEC strategy options in
promoting C-IMCI
• Social marketing strategies for
insecticide-treated materials, with
particular focus on persons in
low-income communities
• Intervention options for adequately
targeting male spouse involvement in
care seeking and treatment options
• Motivation and sustainability of
CORPs, particularly in regard to the
use of a behavioral model.

Section 3

Involvement of Development Partners in C-IMCI

I

Six of the identified partners were selected,
and representatives from those organizations
were interviewed. These included:
■
■
■
■
■
■

Ministry of Health (MOH)
World Health Organization (WHO)
United Nations Children’s Fund (UNICEF)
Delivery of Improved Health Services
(DISH)
Commercial Marketing Strategies (CMS)
Masindi and Kiboga districts

Ministry of Health
The Ministry of Health is the mandated lead
authority for IMCI activities in Uganda. It has
championed the evolution of the IMCI strategy
in Uganda and has registered considerable
successes. Most of the C-IMCI activities are
still in their infancy countrywide. The MOH
program is mostly in the preparatory, pilot,
and resource mobilization phases of
implementation. Emphasis has been on
obtaining baseline indices and establishing a
community best practices models that could
be replicated if found successful and feasible.
In 1999, the Kiboga District C-IMCI
component was established with the
collaboration of UNICEF. It emphasized two
main components—a community PRA
process and communication for behavior
change emphasizing interpersonal
communication.
The MOH, in collaboration with
development partners such as UNICEF and
WHO, developed training materials and

guidelines for the implementation of the CIMCI component. However, the training
materials and guidelines have not been massproduced, and their circulation is limited. This
has greatly affected the development of the
best practice community model. It would be
difficult to implement CBC without materials.
A supportive policy framework for the
IMCI strategy has been established and is
clearly documented in the National Health
Policy and also included in the five-year
National Health Strategic Plan. IMCI is a
component of Uganda’s minimum health
package. The IMCI section in the MOH has
continued its consensus-building efforts and
advocacy. A number of partners have been
identified, and liaison networks are being
developed with some considerable success.
However, a few still view IMCI as a competing
section that duplicates their own roles. This is
likely to change with time.
The Home-based Management of Fever
Strategy has been fully developed in a
participatory manner. The strategy document
has been prepared, and the MOH is mobilizing
resources to implement it. In addition, the
government is planning schemes to address
incentives and motivational issues for
community health workers/CORPs.

Achievements
■
■
■

C-IMCI training materials and guidelines
developed
Supportive policy framework in place
High level of political will
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mplementation of C-IMCI in Uganda is still in the initial stages. It is
probably too early to glean substantial practical lessons from this
early experience. Instead, major potential partners in the implementation of C-IMCI in Uganda were identified and their current activities
and future plans were reviewed to establish key development partners,
areas of possible collaboration, and unmet needs.
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■
■
■
■
■
■
■

■
■

Best practice model of established in
Kiboga District
IMCI training of trainers carried out in
Kiboga District
Many persons oriented, sensitized, and
trained in IMCI
Baseline studies carried out in Kiboga and
Mukono districts
Participation in the IMCI Multi-Country
Effectiveness Study established
Community PRA methodologies tested
and applied
Good coordination between IMCI and line
departments (e.g., Malaria Control Unit)
established
Malaria Home-based Management of
Fever Strategy developed
Components 1 (facility staff skills training)
and 2 (systems support) of the IMCI
strategy being implemented in most
districts

Challenges
■
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■
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■

·

Most efforts appear to have been spent
on planning at the central level at the
expense of community implementation.
Training materials have not yet been
mass-produced. Available copies were in
limited circulation even to those who were
carrying out training.
The IMCI section seemed understaffed.
Government funding to C-IMCI activities
was limited (commitment appeared not
yet tangible).

Despite a few shortcomings, it must be
recognized that C-IMCI activities in Uganda
are taking a global lead in establishing an
implementation framework and are generally
on track toward achieving the goal of
improving child survival in Uganda. Every
effort and goodwill must be invested in this
process for the success of this program,
particularly focusing on service delivery.

Districts
Two of the six IMCI Effectiveness Study
districts—Masindi and Kiboba—were visited.

The 1997 Local Government Act mandates
districts to implement health programs either
in liaison with or through local government or
administrative authorities. These legislative
provisions make districts a strategic entry
point into communities.

Masindi District
The district is receiving C-IMCI support from
the BASCIS II program. The activities have
only recently been introduced. District and
sub-county-level leaders, NGOs, and staff
have been sensitized on C-IMCI. The major
target groups for the training activities were
councilors, various health workers, religious
leaders, various NGOs, and opinion leaders,
such as TBAs. This participatory process had
covered five subcounties in the district out of
the 14, which represents about 40 percent
coverage of the district’s population.
The district had experienced a spirit of
team building during the sensitization
sessions. The inclusion of people from other
departments, such as welfare and agriculture,
improved intersectoral collaboration and
networking among and across various
departments. The community aspects of
various activities have been augmented.
Although the district had done some work
at the community level in other program
areas, it lacked a clear malaria control
strategy. The District Council had
implemented ad hoc bednet programs, and
about 2,000 subsidized nets had been sold.
However, most were bought by urban
residents and by traders who later resold them
at market rates elsewhere. There was a
reported unmet demand for nets among the
population, and the nets were in short supply.
The district had trained about 300 CHWs:
one per village in about 50 percent of the
district. These workers could potentially be part
of IMCI implementation. They were paid a
bicycle allowance from a Poverty Alleviation
Fund grant; however, this payment was
reported to be irregular. The CHWs carry out
home visits and at the same time double as
resource persons for many other programs.

Kiboga District
Kiboga was the first district to implement CIMCI in Uganda, beginning in 1999. The
district was perceived as a model district for
C-IMCI in Uganda, particularly in community
mobilization.

The activities were implemented as
prescribed in the Uganda MOH standard
guidelines for C-IMCI. They began with entry
at the district level, a baseline study, and subcounty orientations, followed by parish
sensitization and training. UNICEF supported
the initial activities in three subcounties, and
then the MOH and WHO took them over,
adding two more. Recently BASICS II has
added another three, for a total of eight out of
14 subcounties in the district with some CIMCI activities underway. The PRA process
has reportedly reached the village level in the
first five subcounties. Parish-level PRAs were
planned in the other three (BASICS IIsupported) subcounties.
Part of the PRA community activities
involve community visits and working out
priorities with community members using
resource mapping, transect walks, gender
analysis, a disease matrix, and other
participatory methods. This has yielded
substantial community outreach, particularly
among mothers.
This highly participatory process is
reported to have re-energized the community.
PRA proved to be a very good tool for
collecting information and encouraging
community ownership of programs, leading
directly to immediate action. Some
communities reported an increase in latrine
coverage of about 50 percent. Models such
as grouping households, either in pairs or
groups of five or ten, for self-critique and
group support were found very useful if
sustained.
The district health team interpreted the
initial phases of UNICEF activities as if they
were a study and were meant to be done as
prescribed without much interference from the
district. As a result, the DHT appeared to
have interpreted the entire C-IMCI program as
an MOH project. This misperception was
exacerbated by the overreliance on the focal
person. The other members of the DHT
interviewed, particularly the acting district
director of health services and the district
nursing officer, who are the hub of district
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Although CHWs have been trained and oriented
in various health care delivery modules, they
do not have a clear relationship with the formal
health system. Therefore, they may eventually
lack motivation and could easily become
ineffective. Reaching households remains a
tremendous challenge. Community health
workers were not sustainably integrated due to
strategic, logistical, and financial constraints.
This makes interpersonal health education at
the household level unsustainable and rather
project-driven. The MOH was working out a
mechanism for making CHW a salaried
position. To do so, it will need to reestablish the
health extension system that prevailed in the
1960s.
The district enjoyed support from a
number of programs, such as DISH, Action
Aid, and UNICEF. There was also good
political will toward various health programs.
The politicians were reported to be
benevolent, interested in, and enlightened
about health programs. The total percentage
expenditure on health was 10 percent to 20
percent of the district’s local revenue.
At the community level, IMCI faced a
number of threats. They include the various
parallel programs, most of which were not well
coordinated and appeared to be competing,
including some that did not complement each
other well. NGOs need forums at the district
level to enable them to harmonize their
policies and activities. Considering that NGOs
in the country are not well coordinated, this is
likely to be a challenge and will require careful
planning. Recommendations of the New
Partnership for Participatory Action in J.
Bakirya’s 2001 BASICS C-IMCI report should
be considered. There also appeared a lack of
clear strategies for sustaining these programs
once NGO or donor support is phased out.
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health activities, had not been apprised of the
activities. They felt that the DHT should be
more involved, particularly in monitoring
activities. However, it was also noted that
they were new office bearers. DHT members
also mentioned the lack of recent supportive
supervision from the ministry. The focal
person often goes to Kampala to collect
logistical supplies and advice. Most often
tools (training materials) were promised and
never delivered, even though DHT members
were told to continue the PRA process.
As in Masindi, little has been achieved in
malaria control in Kiboga. Some preventive
measures may have improved as a result of the
PRAs. Insecticide-treated nets (ITNs) have been
widely discussed during the PRAs but are not
available, largely due to marketing, distribution,
and organizational problems. For example,
although trainers recommend ITNs to
communities, they do not even have a net to use
for demonstrations. In addition, there seemed no
clear mechanism for remunerating and motivating
CORPs; hence, a high attrition rate was
considered a real threat to sustained success.
The experience that has so far been
realized in Kiboga indicates that the PRA
methodology is a very useful tool for initiating
a behavior change process. However, it must
be realized that this is a gradual process, and
attempts to move it too quickly will undermine
results.
Implications for implementing partners
■ Strategies to promote coordination of all
players at the district level, including
NGOs, should be implemented.
■ Partners should support integrated
planning so that C-IMCI is not viewed as
a project but as an integral part of the
district health services.
■ Partnerships between the community and
the health facility need to be explored to
increase use of public sector IMCI-trained
providers. Workers in the health facility
could be trained in community outreach,
interpersonal counseling, and participatory problem-solving methodologies.

■
■

■

■

■
■

Strategies to motivate and retain CORPS
should be developed and tested.
Mechanisms for improving local
ownership and developing other avenues
of funding should be explored to promote
the sustainability of interventions.
IEC materials, tools, and documents
should be made widely available to
district and NGO partners.
Mechanisms for strengthening the capacity
of districts to reach households in a
participatory manner should be developed.
ITNs should be made widely available in
the district.
A district system for supervision and
monitoring of community-level activities
should be developed.

UN Agencies (WHO and
UNICEF)
UN agencies have taken the lead in
supporting the introduction of C-IMCI in
Uganda. UNICEF took the initial lead in
implementation, and WHO assumed
responsibility for technical material
development. These agencies have played an
active role in the advocacy programs,
supported baseline studies, and developed
pilot models. They also provided leadership in
the development of training guidelines, which
has been highly participatory.
UNICEF was reported to be massproducing training materials. This process
seems to have taken rather long. UNICEF has
modified its approach in its next five-year
country program to concentrate in only 26
districts and on a few subcounties in each
district, facilitating a closer regional
supervision strategy (a few districts under
each UNICEF officer) and ensuring
consolidation of the impact of interventions.
Three of the six IMCI Effectiveness Study
districts (Ntungamo, Masaka, and Kiboga) will
be included in the UNICEF program.

Other Programs
The Delivery of Improved Health Services
Project was identified as a case study to

■

■

■

■

Implications for implementing
partners
■

■

■

Strengths, Weaknesses, Gaps,
and Areas of Collaboration
SWG analysis
Table 1 on the following page shows an
analysis of the strengths, weakness, and
gaps (SWG) of the key partners in C-IMCI
and identifies possible areas of collaboration for the success of a child survival
project.

Emerging issues
■

At the time of this review, a clear direction
for moving from preparation to scaling up

implementation among partners was
lacking, particularly regarding the size of
IMCI package to implement. Planning has
taken a considerable amount of time.
Adequate background and a policy
framework to support C-IMCI implementation exists.
No clear consensus has emerged on the
way forward regarding an implementation
strategy for ITNs.
Initiation and follow up of C-IMCI to
districts has not been comprehensive
because no adequate supervision system
is in place. This may affect progress at
the community level.
IMCI indicators did not seem to be
harmonized within the ministry.

■

Caution should be taken in initiating the
C-IMCI component so that it is viewed
as a catalytic process rather than a
project.
A realistic and manageable project based
on selective C-IMCI interventions should
be designed, using a phased approach
and adaptive planning. Every effort must
be made to enable organizations to keep
their promises in communities.
Critical and complementary packages
should be implemented either
simultaneously or in phases. Interventions
addressing community mobilization,
community drug vendors, communication
for behavior change, home-based
management of fever, and capacity
building are prerequisites for a successful
effort to improve child survival.
Methods should be designed for
strengthening the supervision of
community-level activities. For example,
a contract could be given to a competent
NGO to develop a supportive supervision
strategy and to introduce C-IMCI
activities to districts. The focus and
emphasis should be on building capacity
within districts and subdistricts.
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represent other programs/partners
participating in C-IMCI. DISH began work in
Uganda in 1994 but had only recently
introduced child health programs. Its major
emphasis has been on reproductive health.
DISH has focused on strengthening IMCI
components 1 and 2 and has developed a
strategy to embark on C-IMCI during the next
18 months in two districts (Kamuli and
Mbarara). The planned activities, focusing on
community PRA and the Home-based
Management of Fever Strategy, were still at
the proposal stage. Networking activities,
particularly with WHO, were being carried out
as part of proposal development. DISH
appeared to have limited experience in C-IMCI
activities but had considerable experience in
IEC, particularly in reproductive health. The
Ministry of Health was in the process of
forging an active partnership with DISH in the
area of communication for behavior change.
Partners could easily tap into this potential
resource.
Other projects, such as Commercial
Marketing Strategies, were reviewed. CMS
has considerable leverage in social
marketing of health services. It is marketing
pretreated bednets that seem promising in
Uganda. Studies are underway to determine
their safety and efficacy over time.
Communities were reported to have observed
that these nets did not kill mosquitoes
instantly, as portrayed in IEC messages and
materials.
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Table 1. Analysis of Strengths, Weakness, Gaps, and Areas of
Collaboration in C-IMCI in Uganda
Strengths

■
■
■
■
■
■
■
■
■
■
■
■
■
■
■

Weaknesses

■
■
■
■
■
■
■
■
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■
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■
■

Gaps

■
■
■

Areas for
collaboration

■

■
■
■

■
■
■

The concept addresses the key concerns of childhood illnesses.
Training materials and guidelines have been developed.
Government is planning incentives and motivation schemes for CHWs/CORPs.
The MOH has very well trained officers in C-IMCI.
Decentralization offers a very good entry point.
Many studies have been done, and most information needed for planning is
available.
A policy supportive of C-IMCI is in place.
The PRA process is a very good community mobilization tool.
There is a high level of interest among partners.
Kiboga has offered a good learning experience as a model district.
Some districts have parish development committee.
There is good national level capacity and good potential at lower levels.
An NGO coordination mechanism is taking root; BASICS II is taking the lead at
the national level.
NGOs have capacity, are well entrenched in communities, and can be good
implementers.
Political will is strong.
A lot of time has been spent on the preparatory phases. It was less clear how the
move from preparation to full implementation could be made efficiently.
The IMCI MOH division is understaffed.
There appears to be no structure for supervision of community programs in the
ministry, particularly at lower levels.
Training and advocacy materials have not been mass-produced and circulated.
There is limited capacity at the district level, though there is a lot of potential.
IMCI indicators did not seem to be harmonized.
Health workers need orientation and training in community health approaches.
Districts appear to have viewed IMCI as a project, rather than a catalytic program
for child survival, and therefore expected additional funding.
Districts do not seem to be receiving adequate supervision, particularly for
community-level activities.
The introduction process and the overreliance on focal persons appear to have
resulted in districts not owning the C-IMCI component.
Donors have unrealistic expectation of quick results.
More advocacy is required at all levels.
Critical steps must be fulfilled, e.g., sufficient time for introduction at all levels,
materials must be available before the PRA process begins.
IEC does not seem to be well coordinated with the current IMCI strategy.
(Experiences should be borrowed from HIV/AIDS campaigns.)
Building on what is available: Home-based Management of Fever Strategy, PRA
strategy, training tools and materials, local governance structures, health
subdistricts, PDC where they exist
Networking and information exchange among stakeholders and partners
Involving districts as partners with a view of owning the program
Using NGOs with comparative advantage to implement some of the activities,
e.g., CBC, introduction of C-IMCI, supportive supervision, capacity building at
district and subcounty levels, social marketing of nets
Harmonizing IMCI indicators
Further advocacy for government to commit material support for IMCI
Exploiting the advantages of the private sector in social marketing schemes

■
■

Ample time should be allowed for
implementing the strategy—preferably 36
to 60 months—because behavior change
is usually a slow process.
Implementing partners should pursue
networking efforts with C-IMCI partners.
PRA should not be viewed as an end in

itself but rather should be supplemented
with PLA (participatory learning and
action) for sustained community capacity
building. Implementing partners should
focus on conceptual frameworks and
avoid lengthy debates on semantics.

I NV OLV EM EN T O F DE V EL OP M EN T P AR TN ER S I N C -I MC I
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Section 4

Recommendations for an Intervention Strategy

S

trategies should be simple, manageable, and realistic, but
comprehensive. To achieve this goal, related and complementary
activities should be implemented intensely in the same geographical
areas. Partner involvement should be ensured from the beginning.
Recommendations
Community mobilization through PRA
The PRA process could be tailored to focus
on C-IMCI behaviors and used to collect
baseline information, plan intervention
activities, build capacity at the community
level, and ensure participatory monitoring of
results. Recommendations for using the
process to mobilize communities are to:
■
■

Complementary Intervention
Options
The following areas are packaged as
different intervention options, but they are
complementary activities, and all are
prerequisites for a major impact on child
survival. The activities for different
intervention options should be implemented
either simultaneously or in phases,
depending on the prevailing circumstances,
in ways that exploit their potential synergistic
contributions to the goal of improving child
survival.
■
■
■
■
■
■

Community mobilization through a PRA
process
Communication and behavior change
Home-based management of fever
Partnerships with community drug
vendors
Partnerships between communities and
health facilities
Marketing and distributing insecticidetreated nets

■

■
■

■

Target households.
Further explore the models of community/
household/group support.
Select CORPs carefully and encourage
community members who have good
track records with other programs to
participate.
Plan motivation of CORPs carefully and
consider use of multiple incentives.
Use the existing structures:
• Use PDC as the entry point, where
they exist, and identify other entry
points where necessary.
• Help local government councils and
executives assume ownership of the
program and encourage them to make
budgetary contributions.
• Link CORPS to the health subdistricts
and involve them in the initial planning
of interventions.
Emphasize district capacity for
supervision and monitoring.

Communication and behavior change
An intensive communication strategy is
needed to encourage and support behavior
change. This strategy should:

RE CO MM EN DATI ON S FO R AN I NT ER VE NT IO N PR OT OC OL S TR AT EG Y

In implementing this strategy, the partners
must be prepared to address the tradeoff
between intensity of activities and
geographical coverage. Another important
issue to address is the choice between
integrating activities within the district
health plans, with a risk of slow rates of
implementation, and a more intensive
approach, which might reinforce the
impression that the strategy is a “project”
and reduce local ownership.
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■

■
■
■
■

Learn from the experiences of the
successful HIV/AIDS control program in
Uganda.
Build the capacity of and support local
agencies to carry out CBC activities.
Emphasize strategies for improving
practices rather than knowledge.
Emphasize interpersonal communication,
especially through CORPs.
Encourage male spouse involvement in
changing health-seeking behaviors.

Home-based management of fever
Strategic considerations are well developed in
the Ministry of Health’s draft Home-based
Management of Fever Strategy document,
which was discussed at a stakeholders
meeting in May 2001. Guidelines from the
final document should be used in developing
program interventions.

■

Partnerships between communities
and health facilities
Uganda has trained a significant number of
health practitioners in IMCI, yet use of
facilities remains low. Community perceptions
about the quality of care and counseling
received at some facilities were documented
to be less than optimal. Quality of care may
be good in the technical sense, as defined by
the WHO strategy, but community definitions
of quality are equally important. Partnerships
between communities and health facilities
should be strengthened. The following
strategies could be employed:
■
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Partnerships with community drug
vendors
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Partnership with community drug vendors is
pivotal for the success of household and
community health-seeking behavior.
Recommendations for developing such
partnerships are to:
■

■

■

■
■

■

Obtain baseline information, including
information about vendors’ inventories and
profiles, using rapid assessment
techniques in project districts.
Consider both licensed and unlicensed
community drug vendors, and support
possibilities for licensing the latter.
Establish mechanisms for training the
drug vendors according to need. Training
should focus on rational drug use and
knowledge of drug policies.
Provide appropriate training materials and
job aids.
Develop mechanisms for supportive
supervision, including using some of the
drug vendors in this process.
Enlist the district assistant inspectors of
drugs as focal persons for community
drug vendor activities.

Establish tripartite partnerships among
communities, community drug vendors,
and health units.

■
■

Train health facility staff in community
outreach, interpersonal counseling, and
participatory problem-solving
methodologies.
Strengthen the role of community
management committees.
Involve health facility staff in community
dialogue to discuss the results of the
PRA and devise appropriate solutions.

Marketing and distributing
insecticide-treated nets
Mechanisms for the sustainability of ITNs
should be central in the conceptual framework
for their marketing and distribution. The
following strategies are recommended:
■
■
■
■
■
■

Do not distribute nets free of charge.
Help the private sector take an active role
in marketing and distribution.
Use all intrinsic community distribution
avenues.
Link the ITN component with successful
community credit schemes.
Enlist an NGO with proven social
marketing experience.
Aggressively pursue a CBC campaign
addressing barriers to bednet use, such as
concerns about the safety of treated nets.

Explore the potential of pretreated nets,
which seem to be a most promising
intervention but require further research
analysis.

Way Forward
In order to achieve maximum cooperation,
emphasis should not be placed on conducting
baseline studies to establish benchmark
indices rather than to identify intervention
options. Uganda’s experience has already
provided sufficient information to design

effective interventions. Stakeholders seem
eager to act, focusing on service delivery.
This opportunity should be fully exploited.
Approaching any project as a catalytic
process rather than a short-term, donor-driven
effort would encourage sustainability. In
practical terms, this means that the role of
districts should be designed in such a way
that they take leadership of the implementation process. This ownership should be
further enhanced with a clear and concise exit
plan for the MOH’s implementation partners.

RE CO MM EN DATI ON S FO R AN I NT ER VE NT IO N PR OT OC OL S TR AT EG Y

■
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moth ers see king
care in Mulago
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preva lence of malaria and physicians
overe stimated it when prescribing
presum ptive trea tment (sens itivity of 37
perce nt and 98 percent, respectiv ely).

■ Mothe rs tended to underes timate the true

behav ioral cha nges in c hildren as pointe rs of
unwellness th erefore r equiring treatme nt or
reme dial action.

■ Mothe rs easily recognize fever and other

and interchang eably

■ Mothe rs call malaria a nd fever synonym ously

drugs used.

■ Analg esics wer e the com monest we stern

antimalarial.

■ Chlor oquine was the most frequently used

antim alarials to their c hildren irrespective of
the p erceived c ause of fever.

■ Mothe rs indisc riminately adminis tered

prior to examina tion, and 76 percent were
given modern d rugs.

■ 90 pe rcent of the children had had trea tment

(37 p ercent s ensitivity), with 63 perce nt of
malar ia (slide +) misclas sified as other
conditions.

overt symptom s of malaria,
e.g., convulsions, anem ia to
mala ria

■ Need to help co mmunities link

ensur e that mo thers lea rn to
give treatment for malaria for
all suspicio us cases , as
antim alarials a re not har mful.

■ Health educators should

guidelines for the first line of
treatm ent of malaria.

■ Mother s should be given

suspe ct malaria first in every
case of febr ile illn ess.

of illness, w ith only 40 perce nt suspe cting
mala ria to b e the ca use.
■ Mothe rs’ recog nition of malaria was very poor

■ Mothe rs should be educated to

■ Mothe rs assoc iated fev er with several types

RECOGNITON OF ILLNESS AND HEALTH-SEEKING ACTIONS (malaria, diarrhea, a nd ARI)
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Other studies, however, have
demon strated th at mother s are
able to tell tha t fever ma y also
be ca used by other illne sses,
e.g., measles, w ounds
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3. IM CI commu nity
compo nent. Bas eline
survey: Kiboga
Distr ict. (n=300)

L. Atuya mbe, et.
al. Institute of
Public Health,
MOH, U NICEF,
and WHO rep ort,
Sept. 2000.

fever episodes of 67 per cent.

There was reported high us e of ORS d uring

hands with soap when indic ated.

which only one had slept under a ne t the
previous night, and only 3 nets were tre ated.

■ Only 5 percent (15/300) had mos quito nets, of

■

■ Only about 20 percent reported to wash their

usual after the illness ep isode.

■ About 24 perce nt fed th eir children more than

have fed their children less tha n usual d uring
the illness episode.

■ 83.1 percent of the c aretaker s reported to

diarrh ea (5.7 pe rcent), re peated vom iting
(6.4), and convu lsions (8.8 percent) were
among the leas t reporte d prompting signs that
should be man aged outs ide the home.

■ Blood in stoo l (3 perc ent), re peated w atery

critical symp toms for seeking care.

■ There was ins ufficien t knowle dge abou t the

sicke r/very sick (63.9 percent) were the most
commo n prompting indica tors for taking a child
for m edical c are.

■ High fever (6 5 percen t) and c hild bec oming

RECOGNITION OF ILLNESS AND HEALTH-SEEKING ACTIONS (malaria , diarrhea, a nd ARI)
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The h igh use of ORS is not
reported in most other stu dies,
proba bly beca use it’s not
qualified in ter ms of freq uency,
adequ acy, and prepara tion
quality, but mer ely reported as
“ever used.”
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4. Mothers perce ption
and r ecognition of
child hood malar ia in
Rakai District- 1998.
(surv ey, n=240, with
a qualitative
compo nent)

D.Twe baze.
Diss ertation for
the aw ard of
MPH, Ma kerere
Unive rsity, 1 998.
a ris e in body tempera ture.

convu lsions a nd anemia , were no t well linked
to malaria, but to traditional disor ders.

Presen tation of danger signs, su ch as

cause s of fev er, such as meas les.

(42hr s), but were mor e likely to influence
positive health-seeking behav ior.

■ Fathe r’s decisions wer e most o ften the last

from sources w ithin ½ an d 1½ Km r adius
respe ctively, and were mainly obtained from
ordinary sh ops.

■ Analg esics and chloroquin e were obtained

and h erbs wer e on aver age applied within the
first 6 hours, analgesics within 12 hours , and
effec tive antimalaria ls within 36 hou rs of
recogn ition of illness.

■ Suppo rt treatme nt and use of home s tocks

at the community level.

■ 80–90 percent of the treatment actions were

■

■ Mother s differen tiated malaria from other

but its actual transmis sion dyn amics wer e not
clear ly unders tood.

■ The d isease w as associated with mosquitoes,

contr ol program s is critical.

■ Patern al involve ment in ma laria

antima larials su ch as
chloro quine more widely
available as an algesics s hould
be implemen ted.

■ The p olicy to e nable effe ctive

major role in the manag ement
of malaria. They should studied
more and positive actions
should be reinfo rced.

■ Commu nity pra ctices p lay a

give n more k nowledge and
skills to recogn ize malaria and
particularly to recogniz e the
danger signs, su ch as
convulsions and a nemia.

prese nts as a “syndrome ” of sign s and
symptoms that correlate s fairly well with what
clinicians ca ll clinical mala ria.
■ Mothe rs perce ived feve r as sig n detected by

■ Mothe rs/careta kers shou ld be

■ Mothe rs perce ive “mala ria” as a disease that

RECOGNITION OF ILLNESS AND HEALTH-SEEKING ACTIONS (malaria , diarrhea, a nd ARI)
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The a bility o f mother s to
recogn ize malaria could be used
as an entry po int for p rompt
treatment at the comm unity
lev el.
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thesis, March
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5. Malaria, maiz e and
mango es. A
descr iptive res earch
into m alaria in s outh –
west U ganda.
(explor atory)

6. R ecognition,
treatment see king
behavio ur and
perc eption a mong
rural w omen in
Masa ka distr ict,
Ugan da. (cr osssectional sur vey,
n=395, and qualitative
compon ents)

7. Be tween loca l and
biome dical
conce pts of malaria;
perceptions of
malaria among
Baga nda in M pigi
Distr ict, Uga nda.
(exploratory s tudy)

manag ed mainly with tra ditional therapie s and
throu gh biomedicine to a lesser ex tent.

■ Eyabw e is ass ociated w ith witch craft, a nd is

that correspond with different
symptomatolog y, such as convu lsions c alled
Eyab we.

■ The Baganda a lso reco gnized o ther dis eases

either local her bs or biom edicine, u nless
when it persists then a health facility is
consid ered.

■ Omuss ujja is generally treated at home with

gwens iri (ever of mosquitoes)

■ The Baganda r efer to malaria as omuss ujja

mala ria.

■ Bagand a do not h ave a vern acular nam e for

thou gh with local he rbs.

■ Commun ity apprec iates prom pt interve ntion

maize , whose abundance coincid es with rainy
seas ons.

■ Omusu jja comes from eating mangoe s and

■ Omusu jja affe cted children more than ad ults.

feeling unwell to a specific fever diagnosis of a
rise in body temperature.

■ Symptoms of o musujja varied from gene rally

is th e important disea se in the ir commu nity.

■ Women consistently rec ognize that omus ujja

symptoms of fever.

■ The c ommunity u sed local herbs to treat

thoug ht to be the comm onest cau se of
mala ria.

■ Mosqu itoes, m angoes, a nd maize were

and th e term was not specific to malaria.

■ The lo cal term for malaria was “omushw ijy,a”

should be well understo od so
that more effective h ealth
messa ges could be
developed.

■ The local ter m for ma laria

available either thr ough
commu nity health worke rs or
train ed drug s hop opera tors.

■ Effec tive drug s must be made

that malaria is a mosq uitoborne parasitic disea se in
simple terms.

■ Messa ges must c learly ex plain

would provide a basis for
health care deve lopment th at is
cultu rally rele vant.

■ Resea rch on loc al percep tions

the c ommonly u sed herb s was
highly recomme nded.

■ Resea rch about the effica cy of
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The s tudy con siders o nly a
small section of Ugan da’s
cultu ral heritage. Similar
studie s need to be replica ted in
othe r cultur al settings.

Signs and sym ptoms ar e not
well correla ted with the
complications o f malaria. They
are s ometimes interpreted as
diffe rent dise ases.
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1994.

9. M anagemen t of
malaria within
house holds: Women
behav ior, attitudes
and p ractices in the
initia l manageme nt of
mala ria in M pigi
Distr ict. (su rvey,
n=3 99)
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E.A. State.
Dissertation,
Dept. of
Sociolo gy, B.
Arts, M akerere
Unive rsity, 1 993.

8. Th e contro l of malaria
in Uga nda- a stu dy of
perc eived ca uses
and h ome trea tment
in Kab alore District.
(sur vey, n=100)

home, tradition al healers , and drug shop
operators play a major role as sourc es of
knowledge and practice s in hous ehold
manage ment of illness.

■ Paren ts, gran dparents, senior females in the

influ enced by perceptio n of caus e, severity of
illne ss, availability o f funds at the time of
illne ss, and a vailability of drug s in the home.

■ The time it ta kes to ma ke a decision is m ostly

with limited or no significan ce to ma laria
treatment, e.g., use of local herb s and
available dru gs—mostly analge sics.

effic acious dru gs availab le at
hous ehold le vel with the
necess ary inform ation.

■ Empow er mothe rs by ma king

for b ehavior ch ange to e nsure
appro priate, pr ompt treatment.

■ Most of the in itial actions were inappropr iate,

■ Use a communic ation str ategy

for a ll the initial decis ions and r emedial ac tions
in th e manageme nt of malaria.

commu nity mob ilizatio n for
actio n agains t malaria was
recomm ended.

■ Health educatio n and

■ Mothe rs were highly re sponsible (79 per cent)

deter rents for seeking medical c are and o pting
for s elf-medic ation ins tead.

■ Finan cial con straints were am ong the major

aroun d their co mpounds, though most knew
the implicatio ns of an unattend ed enviro nment
and mo squito bre eding.

■ Very few people tried to clear the areas

drugs from rura l shop ven dors.

■ 57 pe rcent of the rura l popula tion obtained

canes were er roneously conside red the major
cause s of malaria.

■ Unboiled, dirty water, raw mang oes, and sugar

urban population did not know the cau se of
mala ria.

■ 27 pe rcent of the rura l and 1 p ercent o f the

bites were the cause of malaria, both in rural
and urban ar eas.

■ 50 pe rcent of the resp ondents felt mos quito
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Other behavior determinants
should be addr essed as well,
e.g., shop own ers, trad ition
heale rs, and in jectionists, in
order to encou rage pos itive
practices.

More r esearch is required in the
knowle dge-practice disparity for
clear ing mosq uito-bre eding
sites.
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T. L ambrechts et
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1999 , 77(7):58293.

*11. Integr ated
Mana gement of a
Sick C hild Initiative:
First experie nces.
(review of rep orts)

*St udies condu cted o utsid e Uga nda bu t of releva nce

Mwenes i and
Harphans. Soc.
Sci. & Med.,
1995,
40(9 ):1271-1 277.

*10. Child ma laria
treatment prac tices
amon g mother s in
Kenya

and s piritual ways an d norms is centr al to
influ encing tre atment-se eking beha vior.

■ Under standing of commu nity social, cultural,

progr am is still in its infan cy world wide.

■ Imple mentation of the Community IMCI

and a nemia to malaria wa s elusive , and
mothe rs had their own explanato ry models for
thes e illnes ses.

■ The a ssociatio n of conv ulsions, splenome galy,

mosqu itoes, bu t transmission not well
under stood. In preventive measures, most
showe d indifference to mosquitoes.

■ Only 56 perce nt linke d malaria and

proce dures depe nd on the general a xioms
about health and illn ess with in a peo ples’
culture.

■ Illne ss recogn ition, definition, and manag ement

every day illne ss, not p reventable but
treatable.

■ Child malaria was perceived as a mild,

under stood in local terms.

■ Appro priate me ssages mu st be

succe sses of th e existin g and
past child sur vival pro grams

■ Focu s on building on the

implemented as a new and
separ ate stra tegy.

■ Commun ity IMCI m ust be

aware of the potential
resis tance caus ed by existing
misco nceptions of the c auses
of the danger sig ns for
child hood malaria.

■ Health educa tors mus t be
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The ap preciation of the ro le of
mosquitoes in pa rasite
trans mission is critic al to
succes sful preve ntion
campaigns.
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received effic acious d rugs.

■ Among the feb rile children, on ly 18 pe rcent

13 pe rcent of febrile c hildren w ere considered
healthy.

■ 38 pe rcent wer e reporte d sick an d febrile , but

norma l tempera ture.

■ Among all repo rted feve rish, 55 percent had a

tempe ratures were repo rted sic k by mothers.

■ 63 pe rcent of the children with above-n ormal

perce nt were febrile a nd about 50 perce nt of
these were positive.

■ Of th e 784 exam ined from household s, 23

appro priate c are for their
children

■ Mothe rs did not seek

feve r in the ir child ren.

■ Mother s often fa iled to id entify

Witho ut effec tive hom e care, it is
unlike ly that th e morbidity and
morta lity due to mala ria in y oung
child ren will be grea tly redu ced.
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199 4, 58( 3-4) 317-30 . I. Agyepo ng, Ma laria ethno medic al per cepti ons an d pra ctice in an Adang be far ming commun ity a nd imp licat ions f or co ntrol, Soc. Sci. & Med. , Jul . 1992 , 35( 2):131 -7.

• 12. Home car e of
D. Amadou et al.
mala ria infe cted
Bull WHO, 2 001,
childr en of less than 5
79 (1):28-32.
years of age in a rural
area o f the Repub lic of
Guinea . (survey, n=784)
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13. H ome manag ement
of ac ute childhood
diarrh oea by
mothe rs/caretakers
in Kiy eyi target area,
Toro ro Distr ict,
Ugan da.
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the aw ard of
maste rs of
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medic ations for children with diar rhea.

■ There was indiscriminate use of inapprop riate

manag ement are based on the perc eived
cause; however, feeding an d use of O RT is
hardly a feature in the manag ement. T hough
ORS aw areness wa s high, us e rate was very
low b ecause o f poor kn owledge o f prepar ation
and lack of a ccessibility and availability.

■ Folk definitio ns of diarrhea an d its

drinking, and pr eventive m easures ag ainst
diarrh ea have in creased since 1991 in the
target area.

■ Practices of h andwashin g, boilin g water b efore

durin g the ep isode, w hile bre astfeeding is
mainta ined.

■ Most children are give n less fluid and food

perce ived sever ity are th e major fa ctors
deter mining th e choice of treatment.

■ Availability o f money in the hom e and

focus their p ublic he alth
progr ams more on safe water
supply and ex creta
manage ment.

■ Local governm ents nee d to

for improving the ava ilability of
ORS.

■ Comme rcial mark eting str ategy

home- based fluids.

■ Promo tion of us e of available

■ Frequ ent passag e of stoo ls, genera lized

weakn ess, and eating a nd drinking poorly are
the s igns that prompt a mother to seek
treatment outs ide the home.

misco nceptions and beliefs.

■ IEC strategy to a ddress

the m ajor health problem s in children.

■ Diarr heal dis eases ar e perceived as o ne of

Major Theme: HEALTH-SEEKING BE HAVIOR

KEY FINDINGS

The Kiyeyi tar get comm unity
area is likely to have more
positive behavior compar ed to
the re st of the country be cause
of th e KIYEYI PHC Pro ject.
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14. Kno wledge,
attitud es and
practices of urban
communities of
Tororo in relation to
home manageme nt of
diarrh oea in children.
(desc riptive cross
sectional su rvey
n=3 90)
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D. Kyam anwua.
Diss ertation for
the aw ard of
MPH, Ma kerere
Univ ersity, 1997
(unpublished).
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high but prob ably not often p racticed , and
home en vironmental hygiene was lac king.

■ Knowle dge about handwashin g was gene rally

diarrh ea episode s, though the majority of
mother s continue d breastfe eding.

■ Some useful fo ods were w ithheld d uring

excre ta, which was regard ed as harm less,
and s ources o f water w ere suspicious in most
cas es.

■ There was inap propriate disposal of child ren’s

thoug h most th ought it was medicine, and only
15 pe rcent kn ew how to prepare the mix. Even
fewer knew how to prepare SSS.

■ Knowledge abo ut ORS w as high (75 perc ent),

the factors a ssociated with dia rrhea, though
most did not pr actice th e safe methods.
Other s still as sociated it with cultural
miscon ceptions a nd develop mental
milestones, and very few d id not kno w the
cause (3.4 per cent)

■ About 50 perc ent of th e mothers knew mo st of

diarr hoea and d id something at home when
the c hild fell sick.

■ Caretakers kn ew the g ravity a nd dange rs of

homes should b e encour aged.

■ Environmenta l hygien e in

assoc iated with diarrhe a and
its c ausality, dispellin g the
myths , beliefs and prac tices
detr imental to effec tive
manag ement of diarrhe a at
home.

■ CBC re garding fa ctors

importance of OR S. An
emphas is on the actual
benefits and the implications of
inade quate amo unts shou ld be
communicated.

■ Incr ease and sustain the

Major Theme: HEALTH-SEEKING BE HAVIOR

KEY FINDINGS

GAPS

34

Kisa mbaMugerwa and G.
Wamai. CDD/
MOH, U NICEF
report, 1992.

Anakbon ong et
al. Bull WHO,
1990 , 68(3):359363.

16. Tr aditional m ethods
in th e manageme nt of
diarr heal disea se in
Ugan da.
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15. O ral rehydr ation
thera py in Uga nda A
comm unity b ased
survey on the
knowledge attitudes
and pr actices of oral
rehyd ration th erapy
in Ma sindi District,
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alter native treatment if no im provemen t was
observ ed within 3 days.

■ Heale rs encoura ged their clients to seek

e.g., water, fruit juice, porr idge.

■ Traditional hea lers enco uraged in take of fluids,

presc ribed wa s unlikely to corr ect or o ffset
dehydr ation.

■ The a mount of fluid of h erbal extracts

cause of diar rhea.

■ Traditional he alers did not appre ciate well the

manag ed by tr aditional healers (42 perc ent).

■ Diarr hea was one of th e common est illn esses

were encourag ed thoug h given in inade quate
amoun ts, but o thers suc h as milk, millet, and
banan a juice were avo ided.

■ Some fluids, such as tea, porridge, and SSS,

often used in combina tion.

■ Home management remedies and source s are

ORS to stop d iarrhea, misconce ptions o f ORS
as a medicine , nonava ilability of ORS, and
lack of readily available clean w ater to pr epare
ORS.

■ Identified con straints to ORS wer e inability of

240, 90 perce nt); how ever, on ly 11 pe rcent
had a dequate knowledge and skill for p roper
use of ORS.

■ Aware ness of OR S was repo rted high (214/

previous 2 we eks.

■ 17 pe rcent of children had had d iarrhea in the

dang er signs and har mful
practices shou ld be
addre ssed.

■ Specific messa ges abou t the

targ eted and assiste d to
impro ve diarrh ea manage ment.

■ Traditional hea lers shou ld be

strategy building on pos itive
commun ity beliefs and
discou raging neg ative
misc onceptions.

■ An ORT health pro motion

Major Theme: HEALTH-SEEKING BE HAVIOR

KEY FINDINGS

The s tudy repo rts that some
people do not have the basic
ingre dients o f SSS as a result of
econo mic barr iers.
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18. Acute childhood
diarr hoeal disease
manag ement in the
commu nity in Kumi
District. (surve y, n=
362)

*19. F luid intak e and
feeding practices
durin g diarrho ea in
Odukp ani, Nig eria.
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breas tfeeding d uring diar rhea.

■ Less than ½ the mothers co ntinue

■ Low intake of fluid dur ing diarr heal epis odes.

percen t to 24 pe rcent.

■ Water and sanita tion indic es were lo w: 15

for ch ildren’s feces.

■ 72.1 percent practice poor dis posal me thods

obtain able only in health units.

■ ORS w as not re adily ava ilable an d was

commo n, with only 8.4 percent wanting their
childr en to eat well durin g an episo de of
diarr hea.

■ Withh olding fee ding during episode s was

dista nce, as is the low health se rvice
cover age (only 24.4 perc ent).

■ Acces s to hea lth care is largely affected by

treatment, as they are closest to the
commun ities.

■ The traditional healers d o most of the first-line

a child’s activ ity is imp aired as a result o f the
illn ess.

■ Diarr hea is re cognized as needin g attention if

of th e decisio n, to see k care ou tside the home
for d iarrhea a nd 47.6 p ercent of the decisions
to se ek such ca re for malaria.

■ The h ead of the househ old made 51.7 pe rcent

use o f soap a nd safe w ater, ar e not
assoc iated with lower incidence of diar rhea.

■ Hygie nic prac tices, su ch as ha ndwashin g and

impro ved use of fluid and food
in hom e manageme nt of
diarr hea.

■ Health educator s should target

■ As ab ove.

and r ecognition of the d anger
signs are param ount.

■ Messa ges about ORT str ategy

worke rs who u nderstan d the
cultu ral value s of the seminoma dic peo ple.

■ Train community health

Major Theme: HEALTH-SEEKING BE HAVIOR

KEY FINDINGS

Dehyd ration an d electr olyte
imbala nce are the major
immed iate caus es of dea th in
diarr hea.

Inte rvention s for un ique
categ ories of p opulations must
be given due c onsidera tion.
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Oth er stu dies with s imilar find ings were: Q. Oke llo, Transi ent ri sk fa ctors for d iarrhe a in childr en les s tha n 3 ye ars i n urba n are a in L ira Di stric t. Dis serta tion, M. Me d. Pub lic He alth, Maker ere
Uni versit y, Ka mpala, Ugan da, 19 95 (un publi shed s urvey, n=25 0).
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the aw ard of
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20. H ealth-se eking
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caretak ers for
diarr hoea and acute
respir atory infe ction
among under fiv es in
Busir o North, Mpigi
Distr ict. (sur vey +
qualitative methods,
n=3 90)

21. Com munity
manag ement of acute
respiratory tract
infe ction in childre n in
rura l Sabad du B
subco unty, Go mbe,
Mpig i Distr ict.
(exploratory s tudy)
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identified as major s etbacks for refe rral.

■ Trans portation and lack of funds were

to co rrelate w ell with the biom edically known
modes of transmission.

■ The p erceptio n of tran smission of ARI s eemed

level appeared to local h erbs,

■ The first line of treat of ARI at the comm unity

class ification scheme tha t is based on a
combination o f signs a nd symptoms, sev erity
of pr esentation , body par t affected , and
duration of episode.

■ Commu nities h ave a we ll-developed

most important h ealth prob lems.

■ Commu nities rec ognize AR I as one o f the

numbe r of fac tors, suc h as cultural beliefs,
past experience s, health facility- related qu ality
of ca re, seve rity of illness, a nd econo mics.

■ Health -seeking c hoice was influenced by a

they could easily get cr edit facilities and most
times mentioned private sector sou rces.

■ Caretakers cho se cheaper methods where

to a health facility as the in itial ac tion for both
ARI a nd diarrhe a almost e qually (OR 2.57
[1.13-5 .06]).

■ Young er childr en were m ore like ly to be taken

health unit car e for ARI, compared to 37
percen t for diar rhea.

■ A lar ger prop ortion ( 64 perce nt) opte d for

caretakers too k home-ba sed actio n for
diarrh ea and ARI, respectively.

■ 56.3 percent a nd 30.5 percent o f the

develops diar rhea or ARI.

■ Over 90 percent take action when a child

possibilities of low- cost,
commu nity-bas ed trans port
alter natives would be very
useful.

■ A stud y to addre ss the

worke rs with the requ ired
knowledge and s kill to m anage
ARI a nd refer ral.

■ Supp ort comm unity he alth

empha sis on the danger s igns.

■ Commu nication strategy with

positive health-s eeking
behavior in hous eholds
addre ssing the factors that
influence su ch behav ior.

■ Health education to pr omote

Major Theme: HEALTH-SEEKING BE HAVIOR

KEY FINDINGS

The local cla ssification could be
easily linked to the WHO/
UNICEF classification o f ARI
based on seve rity.

Positive health- seeking be havior
is he avily linked to the quality of
health care p rovision in a
neigh bourhood . Concom itant
effor ts to im prove fa cility-b ased
care are also recomme nded.
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C.S. Nakazzi.
Diss ertation for
the award of the
diplo ma in pu blic
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22. Kn owledge, attitude
and pra ctices
rega rding a cute
respiratory tract
infections in Na guru,
a Kam pala peri- urban
Area. (descriptive
cross -sectiona l n =
385)
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Only 19 perce nt of car etakers mentione d the
correc t symptoms for the d anger sign s for
severe ARI.

recog nize the d anger sig ns such as fast
breathing and chest in-drawin g and to seek
urgent health attention, p articularly for
malno urished children (64.8 pe rcent
compa red to o nly 24.4 percent in the co ntrol
grou p).

■ The in tervention group was more like ly to

outside the ho me, fathe rs played a bigger role
in th e interve ntion grou p (Kiyeyi), compar ed to
the control (Nagonge ra).

■ In th e decisio n to take a child for trea tment

commo nest sourc es of rem edial meas ures.

■ Drug stores and ordinary shops wer e the

care for their children w ith severe ARI.

■ Most caretake rs delaye d seekin g approp riate

was c ommonly a ssociate d with we ather
chan ges.

■ Knowledge on the cause s of ARI was poo r. It

cough prompted mothers to take their children
to h ealth un its.

■ High fever, extreme weakn ess, and s evere

■

RECOMMENDATIONS

prima ry health projec t was
critical for po sitive dec ision
makin g, behavior change , and
impro ving child survival.

■ Pater nal involvement in the

about the dange r signs of ARI,
promp t, appropr iate trea tment
seekin g, and pos sible
preve ntive meas ures.

■ Need to educate m others

Major Theme: HEALTH-SEEKING BE HAVIOR

KEY FINDINGS

The s tudy cove red a
geogra phically s mall poor urban
commun ity; there fore,
countr ywide gene ralization s are
not pos sible.
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*24. Acute lower
respir atory infe ctions
in ru ral Bangladesh
childr en: Patter ns of
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be a major con straint to seekin g outside care
other than hos pitaliza tion.

■ Female autono my and mo bility did not se em to

unsa tisfactory.

■ Quality of ca re of both licens ed/unlic ensed

chang e of phy sicians a nd treatm ent regimens.

■ Unrea listic ex pectation s of car e often led to

of illness.

■ Outside care was sough t 1-3 day s after onset

existed, the u se of allopathic care was high.

■ Altho ugh the co ncept of c ontagion b arely

mecha nisms was perceived as the dom inant
causal model.

■ Expos ure to co ld throug h a varie ty of

chest in-drawing, follow ed by sym ptoms
related to qu ality of breathing , presen ce of
high fever, a nd letha rgy.

■ Main recognition and s everity indicato r was

■ Pneum onia rec ognition was alm ost univ ersal

age o f child a nd mother, educatio n, duration of
illne ss, birth order, ho using typ e, or dis tance
from health ce nter.

■ Seeking medic al care w as not as sociated with

loss, were th e most c ommon re asons
identified for not any seeking care.

■ Failu re to rec ognize sev erity, fo llowed by work

in th e reporte d signs a nd sympto ms or
perce ived cau se of illness am ong thos e who
sough t allopathic, home opathic, spiritua l, or
combined treatment.

■ There was no significa nt differ ence obs erved

cause o f ALRI.

■ Cold was repor ted as the most c ommon

symptoms of ALRI.

■ Most mothers could re cognize the different

treatment with in 24 hou rs of illness, and 23.3
perce nt did no thing at all.

■ 62 per cent (out of 194) so ught allop athic

paramo unt importance.

■ Ration al drug use is of

very cr itical

■ Recog nition of danger sig ns is

aware of the h eavy work loads
rura l women have and the
sever e time co nstraints that
deter them from s eeking
promp t and tim ely trea tment
from appropriate sour ces.

■ Health provid ers shou ld be

of giv ing parents clear
guide lines on recognition of
seve rity of symptoms and
sig ns.

■ Study suggests potential value

Major Theme: HEALTH-SEEKING BE HAVIOR

KEY FINDINGS

Inapp ropriate drug use, poor
quality of care in both licensed
and u nlicensed facilities is
typic al of a b reakdown of a
health system with lax
regulatory me asures, as in
Ugand a, especia lly among urban
poor communities.

The c haracteristics obs erved
are co mmon among rural
wome n in Uga nda.

GAPS

39

REFERENCES

A NN E X 1

26. Wh ere referr al is
difficult or impossible.
(exploratory s tudy)

X. Nsaba gasani.
MISER /MOH
report, 1998,
(unpublished).

COMMUNITY REFERRAL SYSTEM
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trans port, an d difficu lties in reception at
refer ral centers.

■ There are man y barrie rs, such as econ omic,

areas : person al, institutional, and
geograp hical.

■ Problems of r eferral were categorized in 3

becau se of th e implica tions and the req uired
immed iate decis ions.

■ Refer ral is re ceived as a nightm are to mo thers

ofte n very h igh.

■ Fees (cost sh aring) at referral centers were

adequ ate facilities and did not c oordinate well
with the refe rral cen ters.

■ People felt th at the first leve l did not have

orie nted abo ut courtesy.

■ Referr al center staff shou ld be

capac ity, infra structure , and
drug supply of the first- level
health units.

■ It is essential to improv e the

Major Theme: HEALTH-SEEKING BE HAVIOR

KEY FINDINGS

Issue s of refer ral are la rgely
socia l and ofte n have a d irect
rela tionship with in come
dynam ics. Often mothers leave
natur e to tak e its co urse
becau se of econ omic barr iers.
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27. Injectio ns and s elfhelp: Risk and tr ust in
Ugand a health care.
One y ear.
(longitudinal
ethno graphic s tudy)

28. A survey o f the
commu nity dru g use
patte rns in R akai
Distr ict. (n= 226)

29. C ollabora tive pro ject
on co mmunity drug
use, Tororo Dis trict
repo rt. (su rvey
n=1 50)
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commo nly used antimalarial dr ugs.

■ Chlor oquine and its brand s were the most

combin ation or s ingly, wer e used to treat
febrile illne sses.

■ Herbs and phar maceutic als, eith er in

were self-medic ated.

■ 60 pe rcent of the fev er episo des in Kiyeyi

ordinary sh ops.

■ 62 pe rcent of the dru gs were obtained from

■ There was poor c ompliance with treatment.

requirement fro m shops, drug shops , and
clin ics.

■ 78.9 percent w ere able to get the ir entire drug

infor mal sour ces.

■ About 60 perce nt of the drugs are from

health care; how ever, phar maceuticals are
prefe rred where tradition al methods have
failed.

■ Traditional m edicine is a major compone nt in

and traditiona l. The so urce is m ost times left
over from a pr evious ep isode or a purcha se in
the ma rket.

■ People keep dr ugs in th eir home , both we stern

AIDS a re some of the reaso ns for
perso nalizing and domes tic use o f injecta bles.

■ Weake ning gov ernment institutions and HIV/

available at the house hold lev el in Ug anda.

■ Needles, syrin ges, and injectab les are w idely

throu gh person al contacts and per sonal
owner ship of injectin g equipm ent.

■ People prefer to gain access to injec tions

govern ment health institutions.

■ People mistrus t injectio ns provid ed by

and a nalgesics was the main
form of malaria manageme nt in
Toro ro.

■ Self-treatment w ith chloro quine

should be train ed in man aging
IMCI illnes ses.

■ Infor mal sour ces of d rugs

public health in stitutions is of
paramo unt importa nce to
chan ge this trend to ward
obtaining inje ctions ou tside
health facilities.

■ A chan ge in the organization of

Major Theme: TREATMENT P RACTICES

KEY FINDINGS

TREATMENT OPTIONS A ND PRACTICES AT COMMUNITY LEVEL
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Both licensed and unlic ensed
drug s ellers sho uld be tar geted.

The fact the communities
alrea dy keep drugs fo r an
eventuality c ould utilized
positively as a strong point for
home treatm ent.
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folk me dicine:
transformation in the
socia l relatio ns of
health care in
Ugan da.

S.R. Whyte.
Institute of
Anthrop ology,
Univers ity of
Copenh agen,
Denmark.

31. A baseline surve y of D. Tw ebaze et al.
drug shop and c linic
UNICEF report,
opera tors in R ubaga
1994.
Divis ion. (n=149)

30. A study of factors
contributin g to
incre ased preva lence
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and ne eds, such as providing treatme nt by
proxy and adjusting se rvices to the
custo mer’s ab ility to pay.

■ Folk practitio ners resp ect custo mers’ opinions

private vendors in local m arkets

■ Folk practitioners in clude sp ecialists and

bio-institutio ns in Ug anda.

■ Pharm aceuticals are rea dily ava ilable ou tside

practiced ina ppropria tely.

■ Both legal an d illegal drug sh ops oper ators

■ Medic ines are dispens ed freely on req uest.

not ind icated.

■ Injec tions we re used, in most cases, where

■ Refer ral messa ges have low efficacy.

■ Drugs are not utilized appropriately

available.

■ Most d rug stocks for the c ommon drug s are

nurse s. Regis tered pro prietors were no t the
ones m anning the units, le aving untr ained
perso nnel in ch arge.

■ The m ajority of drug shop operators were

and w ere not en forced at all.

■ Drugs policies were not clear to drug han dlers

inapp ropriately and wer e likely to be
dispe nsing ineffective d rugs.

■ Drug shops an d shops handled drugs

aspec ts of this develop ment,
from the local point of view
there are also positive ones
that deserve th e consider ation
of he alth plan ners.

■ Altho ugh there were neg ative

at this level.

■ Train health wo rkers oper ating

to be provided for all lev els of
practice.

■ Standa rd guidelines of pra ctice

unders tood and m ust be
opera ble within the fram ework
of th eir cultural, ec ological, and
econom ic constra ints.

■ Selec ted interv entions mu st be

the r ealities in communities.

cause , transmission, and prevention of
malaria.
■ Drugs were commo nly inappr opriately used.

■ Policies must be in concer t with

■ Major ity of p eople la cked kno wledge o f the

TREATMENT OPTIONS A ND PRACTICES AT COMMUNITY LEVEL

TITLE OF STUDY

More w ork is req uired to a ssess
quality of illegal pra ctitioner s and
the ma gnitude of departure from
stand ard practices.

A stu dy about the effica cy of
antim alarial drugs at the
commu nity lev el should be
consid ered.
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■ Traditional he alers are extensiv ely consu lted.

from home and availability of req uired
medica tion.

■ The type of re tail outlet depend ed on dis tance

purch ase phar maceutic als.

■ Husba nds were consulted most frequently to

of dr ugs and a deeper-r ooted as sociation with
illiteracy.

■ There seemed to be a s erious r isk of m isuse

■ Limited health education is g iven.

■ Patie nts not g iven clear instructions.

■ Misuse of antibiotics.

appro achable a nd should not
alway s seem to be in a h urry.

■ Health worke rs should be

identified and incorporate d into
malar ia interve ntion pro grams
since they too h ave a following.

■ Reputable healers shou ld be

as he alth infor mers.

■ Possible use o f male sp ouses

educa tion mess ages.

■ Development of simple h ealth

■ Suppor tive superv ision.

ways to improve practice, e.g.,
critical histo ry questions,
essential advice and treatment,
and d anger sign s for decisions
necess ary for referral.

■ Train ing focus ing on s imple

populations with awarene ss of
the b enefits a nd dange rs of
OTC d rugs.

■ Health education could equip

in Kilifi may imply
dissa tisfactio n with h ealth
services.

■ Excess ive use of retail ou tlets

Targeting women alone in h ealth
educa tion migh t not ac hieve
inten ded resu lts.

Mother s not only used
inapp ropriate drugs for what
they defined as malar ia, but also
gave incorrect d oses.

Need to recogniz e that rem edial
action taken dep end on
perce ived etiology, progn osis,
and s everity o f the illness.

More researc h is nee d in
estab lishing the barrie rs to
impro ved prac tices de spite
adequ ate knowledge.
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*St udies condu cted o utsid e Uga nda bu t of releva nce

Oth er stu dies includ e: D. Tweba ze, An timal arial self medica tion p racti ces in Toro ro dis trict , IPH report , Mar ch 199 7, (c ross-s ectio nal of exit polls study, n = 89). S. Ch akrabo rty et al. Improv ing
pri vate p racti tioner care of si ck ch ildren : New appro aches teste d in r ural Bihar, Indi a. Sup porte d by USAID. Submi tted to edi tors of Hea lth Po licy and Pl annin g, Lon don S chool of Hy giene and
Tro pical Medic ine (b efore and a fter d esign , n=60 0, 30 0, res pectiv ely). Y. Ta wfik, Utili zing the po tentia l of formal and informal pr ivate practi tione rs in child survi val, SARA P roject repo rt, 20 01.

*35. Pharmaceutic als in
the third world : The
local perspectiv e (to
be improved on).

S. Va n der Ge est.
Soc. Sci. & Med,
1987, 2 9:195204.

J. Mur ry, A.
■ Knowledge-prac tice gap dispropor tionality high
among rural d rug vend ors.
Mosa zgi, et al.
BASICS techn ical ■ Presc ribing pa tterns te nd to fo llow patients’
report, 1998.
deman ds and e xpectations.

*

cour se of an timalarials.

■ Self- treatment ranges from a ‘c ool’ bath to a

or co mpletely uncovere d contain ers).

■ Stora ge of th ese drugs was not optimal (open

OTC d rugs.

■ Some retail-o ut-let p roprieto rs misha ndled

dosag e instruc tions wer e found o n the
packag ing of the drugs.

■ Major ity of the women we re unaware that

Medical
Rese arch
Center, Kenya
Medical
Rese arch
Institute, 1 995.

*33. T he role of drug
deliv ery syste ms in
health care: The case
of se lf-medication –
Halim a and Mw ensi.

34. Ru ral drug v endors
(RDV) in Eritr ea, a
study of trea tment
practices and tr aining
needs (manage ment
of AR I and
diarrhoea).

RECOMMENDATIONS

Major Theme: TREATMENT P RACTICES

KEY FINDINGS

TREATMENT OPTIONS A ND PRACTICES AT COMMUNITY LEVEL

TITLE OF STUDY

A NN E X 1

43

REFERENCES

Abyan I.M and
Osman AA. WHO
TDR Pro gramme,
Socia l and
Econ omic
Rese arch, 1 993.

*37. Social and
behav ioral fa ctors
affec ting malar ia in
Somalia.

■ 79 pe rcent of the chlor oquine w as from r etail

took it inappr opriately, and ab out 10 pe rcent
could not reme mber the dose.

■ 76.9 percent of those who too k chloro quine

drugs is one o f the reas ons for taking
inapp ropriate d oses.

■ Inade quate co unseling and adv ice on taking

itching, deter red indiv iduals from completing
the ch loroquine dose.

■ Bitte rness an d other side effects, su ch as

G. Pariyo, P.
Winch , F.
Wabw ire, et al.
Institute of Public
Health /Johns
Hopk ins
Unive rsity
(unpub lished
repo rt).

A NN E X 1

*St udies condu cted o utsid e Uga nda bu t of releva nce

38. Impact of trainin g on
compliance with IMCI
treatment guide lines
in Ho ima and Kibale
Distr icts – Ug anda.
(cro ss-sectional
stu dy)

High level of knowledg e about d rugs: ov er 20
to 30 types k nown.

commu nication from gov ernment h ealth
facilities.

■ Caretakers no t satisfied with c ounselin g and

gener ic) tablets commonly obtained from
gover nment facilities ar e inferio r in quality to
the co lored tablets obtain ed from pr ivate
facilities.

■ Wides pread pe rception that th e white (IMCI

use, primarily by local injection ists.

■ High levels of injectio n use and inapprop riate

■

should be seriously
discou raged.

■ Indisc riminate u se of inje ctions

targe ting both health wo rkers
and com munity.

■ IEC a bout rational dru g use

Major Theme: INTERVENTION EXPE RIENCE

educa tion mess ages.

■ Development of simple h ealth

is higher in rural ar eas.

■ Suppor tive superv ision.

■ Self- treatment and use of traditional rem edies

ways to improve practice, e.g.,
critical histo ry questions,
essential advice and treatment,
and d anger sign s for decisions
necess ary for referral.

■ Train ing focus ing on s imple

available.

■ No rec ommendation s were

shops was jud ged the least exp ensive o ption
when fees and transporta tion costs were
inclu ded.

■ Self- treatment with antimalarials purchas ed in

when symptoms are relie ved and “save” ta blets
for fu ture attac ks or frie nds and fa mily.

■ A com mon beha vior is to stop ta king med icine

sho ps.

RECOMMENDATIONS

Major Theme: TREATMENT P RACTICES

KEY FINDINGS

COMMUNITY C-IMCI (MALARIA, ARI, DIARRHEA) THERAPY

J. Bwanika.
Dissertation,
Departm ent of
Zoology,
Make rere
Unive rsity, 1 991.

36. Possible factors that
are likely to le ad to
the d evelopme nt of
resistance o f P.
falcipa rum to
antima larial dru gs in
Kyakibula VillageMasa ka Distr ict.
(sur vey, n= 800)

COMPLIA NCE WITH TREATMENT

TITLE OF STUDY

More researc h is nee d in
estab lishing the barrie rs to
impro ved prac tices de spite
adequ ate knowledge.

There are few com munity
studies about the ava ilability of
Fansidar in Ug anda.

Very long reca ll period of 5
months.
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Major Theme: INTERVENTION EXPE RIENCE

KEY FINDINGS

D. Babika an d D.
Kayondo . CHDC,
Minis try of H ealth
and U NICEF
report, 1995.

susta inability at the e valuatio n stage o f the
project.

■ There seemed to be no evidenc e of

super vision flows in th e impleme ntation b y the
organizers.

■ There were pr oblem in logistic s and

disco uraged, and those that re ceived p rizes
considered the m inadequ ate for the effor t put
in the exerc ise.

■ Homes that nev er receiv ed prizes were

motiv ation of prizes fo r partic ipating h omes.

■ Promo tional cam paigns pr ovided an extra

TIPs had high expecta tions, w hich wer e not
met b y the pro ject.

■ There was a h igh attrition rate because most

CBOs.

■ Selec ted TIPs were alr eady health worke rs in

■ Simplicity of the ORT mes sage.

Commun ity health workers ( TIPs) appe ar to
have done a cr editable job in dissemination of
ORT m essages. This was facilitate d by:

local leaders ar e prerequisites
for the succes s and
susta inability of the pro ject.

■ Plann ing and involveme nt of

worker s must unde rstand
precisely what is expected of
them and shou ld have their
expectations addr essed.

■ Both communities and h ealth

guida nce only, should s elect
commu nity hea lth work ers.

■ Commu nities th emselves, with

NO STUDIES F OUND

INFORMA TION, EDUCATION, AND COMMUNICATION (IEC) TO PROMOTE EARLY CA RE-SEEKING B EHAVIOR

39. An assessme nt of
the c ommunica tion
strate gy for
promo tion of O RT: A
case study of Mbale
and Ntugamo
Distr icts.

INVOLVEMENT OF COMMUNITY HEALTH WO RKERS IN MANAG EMENT OF DIAR RHEA WITH ORT THERAPY

TITLE OF STUDY

A NN E X 1

Incentives for c ommunity h ealth
worker s must be thought
throu gh for a success ful project.

Prizes are a ver y good
motiva tional too l for
commu nities, bu t they mu st be
chose n with ca re to max imize
their advantage s and min imize
disadva ntages.
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Actio n Aid re port,
1993.

Alber t Kilian , GTZ
report, 1995.

41. A successfu l ITM
impleme ntation
progra mme in
Mube nde.

42. Work don e in
Kaba role by GTZ
Basic Health
Services Project.

A NN E X 1

F. O kello Og ojo.
Comme rcial
Marke ting
Strate gies,
USAID- funded
project rep ort,
Februar y 2001.

40. Kn owledge attitudes
and pr actices re lated
to mala ria and
insec ticide tr eated
nets in Uga nda.
(base line sur vey,
n=7 00)

RECOMMENDATIONS

fives by 50 per cent.

■ Reduc tion of malaria incidence among u nder-

houses in interv ention villages.

■ Repor ted over 90 reduc tion of mosquito es in

other shapes and colo urs.

■ Recta ngular a nd white nets were preferr ed to

perce nt).

■ Limited knowle dge about ITM nets (14.1

verified), thou gh a few verified were torn. Nets
were more likely to be in urban cen ters.

■ Only 8 percen t had nets on all the beds (not

practiced; all were re ported by less th an 30
perce nt, and sprays w ere the commones t (28
perce nt).

■ Preve ntive meas ures were less frequ ently

only 5 2.4 percen t cited ca rrying dis ease—
even fewer am ong rural respond ents.

■ 76.3 reported to be b othered by bites , and

(70.6 p ercent)

■ Radio was the m ain source of inform ation

mosqu itoes (7 7.6 perc ent).

■ High level of kn owledge ab out malaria and

perce nt) and 3 5.4 perce nt slept with par ents.

■ Most c hildren < 5 years slept on mats (40

large -scale use of nets to be
emphas ized.

■ Positive commun ity effec ts of

should addres s the ne t use
conce rns, suc h as safety,
feelin g very hot, and
inter mittent use.

■ The ma rketing ca mpaign

expen sive, it’s importa nt to
consider cost w hile marke ting.

■ As ne ts were r eported to be

Major Theme: INTERVENTION EXPE RIENCE

KEY FINDINGS

AVAILABILITY AND USE O F ITM MALARIA CONTROLS

TITLE OF STUDY

Final report n ot available.

Final reports no t obtained , just
an exc erpt of re sults pres ented
in 1 995.

Due to a wides pread co ncern
about malaria and the cost of its
treatment, th ere exis ts a definite
need for ITNs, and the figures
sugge st a poten tial deman d for
the pr oduct in U ganda.
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NetM ark Pro ject
report, 2001.

C. Len geler.
Public Health and
Epidemiology,
Swiss Tropical
Institute, Ba sel,
Switzerland.
Coch rane
Databas e Syst.
Rev., 2000,
(2):CD0 00363.

43. For mative
qualitative res earch
on ins ecticide-treated
mater ials in Ug anda.

44. M eta-analys is of
insec ticide tr eated
nets a nd curtain s for
preve nting malaria.

RECOMMENDATIONS

for the educa ted, ric h, and k nowledge able.

48 pe rcent and untreate d nets r educe it by 34
perc ent.

■ Treated nets r educe mild malaria inciden ce by

■ Relative risk of child hood mortality of 0.77

effic acy compar ed to untreated one s (RR
0.83).

■ Treated nets ha d a 17 per cent prote ctive

■ Revie w of 18 studies

of treated n ets.

■ Consum ers were c oncerned a bout the s afety

conce pt of tre ating nets was not known
among traders.

■ Most of the nets were untreated, an d the

size.

■ Nets cost US$ 3 .80 $12.7 0, depending on

rural areas, b ut cost w as the ma jor reaso n for
non-own ership.

■ Nets were not easily av ailable, especially in

insec ticide-tre ated nets will
requ ire majo r financ ial,
techn ical, an d operational
inpu ts.

■ Wides pread acce ss to

effective in red ucing childhood
morta lity and morbidity for
malaria.

■ Treated nets appear to be

about consume r prefer ences
was recommen ded.

■ Continuous ma rket res earch

about safety. M ultiple so urces
of in formation were
recomm ended.

■ Addre ss consum er suspicions

campa igns that emphasiz e net
treatm ent and hig hlight
benefits, e.g., of a com munal
effe ct.

■ Major ITM promotional

available, espe cially in rural
areas. Strong su pplier
involv ement shou ld be
ensu red.

■ Mosqu ito nets were con sidered a luxury item

■ Nets should b e made w idely

child ren under five are m ore vulner able.

espec ially in urban cen ters.

■ Most respondents had good knowledge that

assoc iated ma laria with mosquitoes.

■ Most of the s ampled po pulation (purposively)

■ Dema nd for n ets is h igh,

Major Theme: INTERVENTION EXPE RIENCE

KEY FINDINGS

AVAILABILITY AND USE O F ITM MALARIA CONTROLS

TITLE OF STUDY

A NN E X 1

Results shows that evidence
about efficac y of tre ated nets is
real, as was rep orted in U ganda.

The s elected study population
was he avily bias ed to thos e who
were likely to b e more
knowledgeable about malaria.

The fact that nets are difficu lt to
get in rural are a suggests lack
of ac cess (ava ilability, cost, etc).
The c hallenge now is m aking
nets affordab le and w idely
available.

GAPS

47

REFERENCES

Binka F.N.,
Kabaje et al.
Tropical Medicine
and International
Health, 1996 Apr.
147- 154.

M.K. Cham,
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Sept. 1996,
11(3):2 92-298.

46. Impact o f permethrin
impre gnated be dnets
on child mortality in
Kass ena-Naka nana
Distr ict, Gha na. A
rando mised
contr olled tr ial.

47. Implementing a
nation wide
insecticideimpre gnated b ednet
prog ramme in the
Gamb ia.

A NN E X 1

Nevil, Mung ala,
et a l. Trop ical
Medicine and
Interna tional
Health, April 1996
(2):13 9-146.

45. In secticide-treated
bednets reduce
morta lity and s evere
morbidity from
malaria among
children on the
Kenyan Coast.

RECOMMENDATIONS

and a multisec toral app roach
offer ed conside rable leve rage.

the p rivate se ctor and NGOs.

■ Health promotion called all actors, including

■ The c ampaign w as a suc cess,

percen t persiste nt use and 83 percen t reimpregn ation.

case mortality and comm unity
accep tance an d compliance
with bednet us e has pos itive
implications fo r program s for
impro ving child survival.

■ The d emonstrate d impact o n all

overw helming evidence that
impre gnated mo squito be dnets
reduc e child mortality and
incr ease child survival.

■ Govt s upplied fr ee nets, a nd there w as 78

use of bedn ets.

■ There was over 7 0 percent compliance with

marke ting.

■ Bednets were rea dily accep ted with s ocial

associated with a 17 perce nt reduction in
overa ll mortality (p=0 .05).

■ Use o f impreg nated mos quito ne t was

admitted by a ratio o f 28:51/1000.

■ Child ren in in tervention were les s likely to be

malar ia reduced by 44 per cent (p=0.001).

■ Admiss ion for se vere and life-threatening

perce nt (p=0.001).

■ Malar ia pedia tric adm issions reduced by 41

■ The study demons trates

Major Theme: INTERVENTION EXPE RIENCE

KEY FINDINGS

AVAILABILITY AND USE O F ITM MALARIA CONTROLS

TITLE OF STUDY

Free bednets ar e not
susta inable; me asures for cost
recove ry are para mount.

This study als o demonstrates
the e fficacy of nets on child
survival. Wha t remain s are
issu es of ma ss commu nity
acquisition a nd susta inability of
use an d reimpregn ation.

This s tudy answer ed the
question of the fallacy th at use
of im pregnate d bednets was
assoc iated with an increa se in
severe presentations of ma laria.
(Howe ver, further works need
be do ne in are as of va rying
endem icity in view of the res ults
of a study by Snow et al.,
Relationship b etween s evere
malar ia morbidity and lev el of
falcip arum tra nsmissio n in
Afric a, Lance t, June 1997,
349(9 066):165 0-9.)
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48. So cial marketing of
mosq uito nets in
coasta l TZ.
Overc oming bar riers
to effective
distribution-the case
of Bag amoyo.

49. Evaluatin g the
commu nity educ ation
prog ramme o f an
insec ticide-tr eated
bedne t trial o n the
Kenyan coast.

under stood th e specific messa ges of the of
scho ol prog ram.

■ Howev er, only 30 percen t of the homes

the intervention home s knew a bout the ITBN
trial.

■ Follo wing the school p rogram, 75 perce nt of

the e tiologic al link b etween m osquitoe s and
malar ia, educa tors omitted the term malar ia in
the in itial stag es with su ccess.

■ Becau se of th e low lev el of und erstanding of

98 pe rcent of the mothers und erstood using
bedne ts year round; ho wever; 2 9 percen t did
not us e them dur ing hot se asons.

Bagam oyo Proje ct was th at succes s was
achie ved more with use of comm unity
committees on advice of villa gers. Ad vance
sales were made with the revolving fund.
Pricin g and leak age posed problems to the
revolv ing fund. Some buyer s were
uncomfortable with advance sales. Ho wever
the p roblems we re resolv ed, the pr ivate
secto r involve d, and a three-fo ld decrea se in
the e pisodes o f malaria was realized.

■ The e xperienc e of the USAID-funded

– Poor infrastruc ture.

– Tran sportation,

especially on pr icing,

– Many projects with diffe rent policies,

inse cticide and bedn ets,

– Difficulty in maintaining supplies of

of n ets:

■ Many factors influence large-scale distrib ution

■

RECOMMENDATIONS

succe ss of ITBN trial, there
was n eed to allocate ade quate
resou rces for education to
achie ve a chan ge in
commu nity prac tices an d for
ongo ing comm unicatio n to
maxim ize the effectivene ss of
messa ge and m ethods u sed.

■ It wa s realize d that fo r the

prereq uisite for sustainin g the
proje ct in th e initia l phases and
for cr eation of d emand.

■ The re volving fun d is a

distr ibutions , policies on
distribution need to be
harmo nized, r egular s upply
and logistics ensured , and
invo lvement of commu nity
leade rs and the private s ector
achie ved.

■ For s uccessful mass

Major Theme: INTERVENTION EXPE RIENCE

KEY FINDINGS

AVAILABILITY AND USE O F ITM MALARIA CONTROLS

TITLE OF STUDY

A NN E X 1

The study offers the exper ience
that simplicity and u nderstan ding
the c ommunity’s knowledg e and
perce ptions o f the disease
etiology, tran smission , and
remed ial measur es are critical
for the succes s of beh avior
chan ge effo rts.

A rev olving fun d is one w ay of
raising funds for a p roject b ut is
usually short lived. Creation of
deman d and letting the pr ivate
secto r take up the continued
supply seems mo re sustain able.
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Country Representative, WHO

2)

Dr. J. Namboze

Senior Health Advisor, WHO

3)

Dr. Jessica Nsungwa

IMCI Program Manager (MOH)

4)

Dr. W. Wamani

IMCI Advisor, WHO

5)

Dr. Eva Kabongera

UNICEF

6)

Peter Kabagambe

UNICEF

7)

Dr. Kenya-Mugisha

Senior Consultant, Jinja Hospital

8)

Dr. Magumba

Child Health Advisor, DISH II Project

9)

Dr. Batibwe

Kiboga District Director of Health Services

10)

Mr. C. Walakira

IMCI Focal Person, Kiboga

11)

Dr. Bisoborwa

IMCI Focal Person, Masindi

12)

Sr. C. Nasiwa

District Nursing Officer, Kiboga

13)

Mr James Mugisha

IMCI Program, MOH

14)

Ms. Sarah Mawege

Administrator, IMCI Program

15)

Mr. Peter Cowrley

Director, Commercial Marketing Strategies

16)

Ms. Beth Fischer

Commercial Marketing Strategies

17)

Dr. Nathan Bakyaita

Ministry of Health (MCU)

18)

Ms. Betty Mpeka

Ministry of Health
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List of Persons Interviewed
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Annex 3

Key Informant Questionnaire Tools
Key informant questionnaire interview for the BASICS II Community IMCI Study to review
information on child survival programs In Uganda (Ministry of Health, May 2001)
1) What are the key elements of the IMCI program in Uganda?
Probe: Community IMCI, communication for improving health-seeking behavior of malaria,
ARI, and diarrhea
ORT strategy
Malaria control
Community mobilization
Use community health workers for child survival activities
Community drug vendors
Home management strategy (drug prepackaging)
Collaboration with other actors, NGOs, districts
Community IMCI material development, production, and procurement
2) What is the scope (geographical) of your activities?
3) What challenges do you face in the Community IMCI programs?
4) In your view, what are the major challenges to child survival in Uganda?
5) In your experience, what are the specific child survival threats or opportunities?
6) What are the major strengths you feel can be drawn upon to make a difference in child survival?
7) How are your IMCI programs monitored and evaluated?
Probe: Methods used
Any baseline and evaluation surveys in the last 10 years (list)
8) What do you think are key areas that require further research in IMCI interventions?
Probe: ITM use
Home use of ORT therapy
CBC to promote early health-seeking behavior
Community drug vendors
Home management of malaria (ensuring availability of antimalarials)
Community health workers’ role in management of malaria, diarrhea, and ARI
8) With which partners do you collaborate and which others do you know of?
Probe: Level of contribution, areas of operation, and any experiences gained from partners
and potential partners
9) What are your future plans for Community IMCI (4 year)?
Probe: Improving health-seeking behavior
Malaria prevention and home management
IEC/CBC
ORT strategy
Any other

11) What are your recommendations for the IMCI program in Uganda, and particularly for NGO
involvement?
Thank you

A NN E X 3

10) Which areas do you think are not being addressed and could be handled by a development
partner or any other agency?
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