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Executive Summary
A research team of five graduate students from the University of South Florida, College of Public Health, conducted baseline data collection within five communities of Kasese district, Uganda from May 21st through July 15th, 2011. The research team partnered with the Bishop Masereka Christian Foundation (BMCF), specifically the Bishop Masereka Medical Centre (BMMC) located in Kasese town center, in a phase one formative study assessing the nature of both the communities in which the research team worked, as well as the possibility of a future partnership between the hospital and the University. Baseline data was collected by means of transect and asset/threat mapping, interview-style survey administration, key informant interviews, male and female focus group sessions and team members’ observations/interactions noted in daily journals. Interpreters were provided by BMMC, as well as by the communities themselves, designated by the village chairmen. The baseline survey focused on demographic data, food insecurity status, malnutrition, health indicators and healthcare access.

Anthropometric measurements were taken for all children under the age of five who were living in the households surveyed, to assess for malnutrition issues. All survey data was inputted into the team’s EpiInfo 2.0 data base and data was analyzed for percentages and frequencies of numerous variables. Asset/threat maps were created by plotting GPS coordinates of each community via Microsoft Excel.  Focus group transcripts of each male and female focus group were created and summarized. Educational workshops and preliminary data reports were provided to the community upon completion of each baseline data collection week- one week was designated to each of the five communities. Communal health issues, the risks that create the prevalence of these issues, as well barriers and bridges to health care necessary to ameliorate such issues, were identified through the completion of this study. Major health issues found include: malaria, malnutrition, and infectious disease. Chronic disease was found consistently to be an issue, however, remains under diagnosed, underreported and undertreated. Social issues found include: gender inequities, lack of higher educational attainment and lack of economic opportunity. The overarching and all encompassing issue within all five communities is poverty. The conclusive finding of this study is that there are numerous venues for future prevention and intervention efforts within the five research communities that could increase the health of the community populations, providing stability within these communities and fostering economic opportunity and growth- dramatically reducing the ramifications of poverty and positioning a blockade in its path.

The research team’s suggestions for improved health on the individual/community level include: boiling water that is used for consumption, practicing better malaria prevention and control behaviors including the proper use of mosquito nets, maintaining latrines, practicing personal hygiene and sanitation behaviors, enhancing diet with proteins, fruits, and vegetables when possible, ensuring completion of an immunization schedule for every child, adhering to safe sex practices and entering and remaining in school from age five, onward. The research team’s suggestions for improved health on the district/policy level include: routinely evaluating the health status of the communities it serves, addressing specific health concerns of the community members, extending Vitamin A and de-worming coverage to the entire district, ensuring the availability of and access to all required immunizations, and extending the coverage and consistency of malaria prevention efforts including the equal distribution of nets.
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Introduction

Preface
The data summarized herein come from the Uganda Demographic and Health Survey 2006. (Uganda Bureau of Statistics (UBOS), 2007). The data included are those we deemed relevant to our specific project objectives and activities. Our purpose in summarizing the countrywide Uganda DHS (hereafter, "UDHS") is to provide the partners with the most recent published statistics for the region in which our partner site is located-Kasese. The 80 administration districts in Uganda (56 at the time of the UDHS 2006 report) are grouped into nine (9) regions in the report. Kasese District occurs within the "Western Region" and therefore the statistics reported below are comprised of those relevant nationally, and more specifically for the UDHS Western Region comprised of 9 administrative districts along the border with the Democratic Republic of the Congo. 

A description of Kasese district, as well as the five research communities, is provided within this section to further illuminate the context in which the research team was working. 

Situational Analysis- Uganda
The Republic of Uganda located in East Africa, represents an area of 241, 039 square kilometers landlocked by Sudan to the north, Tanzania to the south, the Democratic Republic of Congo to the west, Rwanda to the southwest and Kenya to the east. More than 30 million people, consisting of both native Ugandans and approximately 150,000 refugees and asylum seekers, live within the country’s boundaries (Office of the United Nations High Commissioner for Refugees [UNHCR], 2011).

Due to its favorable climate and two rainy seasons per year, Uganda’s economy is predominately based on agriculture. The country is self-sufficient in food, yet uneven distribution occurs consistently throughout its entirety. 

In 2001, approximately 35% of the entire population was living below the poverty line (Central Intelligence Agency). 

1.0 Mortality

1.1 Adult and Maternal. Maternal mortality is high, estimated at 435 deaths per 100,000 births, representing 13 percent of all deaths among women age 15-49.  Ugandan women have a fertility rate of 6.5 births per woman, with uneducated women having, on average, three more children than those with at least some secondary education. It was found that only 47 percent of pregnant women make four or more antenatal care visits during their entire pregnancy, initiating antenatal care near the gestational age of 5.5 months - relatively late. Approximately 75 percent of women did not receive any postnatal care and the 23 percent of those who did, did not receive care within the first two days after delivery- a critical period during which time complications, including hemorrhage and infection, among others, can occur, greatly contributing to maternal mortalities. 

Adult mortality rates for men are slightly higher than those of women, lingering at 9.3 and 8.2 deaths per 1,000 populations respectively.  The isolated time frame in which a women’s mortality exceeds that of men is during age groups 15-19 and 20-24-prime childbearing years. The mortality rates for men and women are similar during ages 25-29 and 30-34. After the age of 35 years, male mortality exceeds female mortality by growing margins as age advances. 

1.2 Infant and Child. Infant, child and maternal mortality are all surrogate markers for health-system function and food security/nutritional status. The first month of life is associated with the highest risk to survival. The infant mortality rate in Uganda is 89 deaths per 1,000 live births and the under-five mortality exists at 137 deaths per 1,000 live births.  

2. Child Health and Nutrition

	2.1 Vulnerability. It has been found that one in five Ugandan children, are orphaned or vulnerable. Combing factors such as state of vulnerability, poor maternal health, malnutrition, and infectious disease, Ugandan children need every defense to survive preventable illness; however, only 46 percent of children aged 12-23 months have been fully vaccinated.

	2.2 Malnutrition. Uneven food distribution has created mass malnutrition among the population’s most vulnerable members- nearly 38 percent of Ugandan children under five years of age are stunted (short for their age), six percent are wasted (thin for their height), and 16 percent are underweight. Each of these statistics represents a number of children who, because of malnourishment, will not reach their full potential physically, and in many circumstances, mentally- development that will most likely never be recovered. In addition, these same children will have weakened immune systems, exacerbating the potential for opportunistic infection and disease, causing them to suffer multiple co-morbidities throughout their lifetime, if they survive their most vulnerable years.

3. Malaria

Malaria is endemic in greater than 95% of Uganda and transmission is among the highest for any country in the world- Uganda is ranked 6th worldwide in number of malaria cases and 3rd in number of malaria deaths (Uganda Bureau of Statistics (UBOS), 2010). 

Malaria is the leading cause of morbidity and mortality responsible for 40% of all outpatient visits, 25% of all hospital admissions, and 14% of all hospital deaths- a death toll exceeding that of HIV/AIDS (Uganda Ministry of Health [UMoH]). The UMoH estimates that overall malaria-specific mortality accounts for 70,000-100,000 child deaths annually.

Malaria is most prevalent during the rainy seasons of March to June and August to November, contributing 8 months out of every year that have substantial risk of acquiring  malaria; however, two of the most successful primary malaria prevention methods, insecticide treated nets (ITNs) and indoor insecticide spraying, are less than common.

3.1 Insecticide Treated Nets (ITNs). 34 percent of households in Uganda own a mosquito net, with only 16 percent of households owning an insecticide treated net (ITN).  Regarding the two most vulnerable populations, children under the age of five and pregnant women, only 22 percent and 24 percent, respectively, slept under a bed net, while only 10 percent of either population slept under an ITN. 

3.2 Household Insecticide Spraying. Indoor residual insecticide spraying (IRS) is one of the vector control mechanisms under the core interventions for a malaria control program aimed at halting transmission in epidemic-prone areas; however, only six percent of households nationally, are reported as having been sprayed in the past 12 months; households in urban areas are more than twice as likely as those in rural areas to have been sprayed.

4. Water and sanitation

[bookmark: _GoBack]	4.1 Water. Due to poor sanitation in conjunction with unsafe water sources, Ugandans have an increased risk of water-borne diseases and illness. Inadequate water supply has led to the spread of typhoid, cholera, dysentery, hepatitis, and guinea worm, leading to roughly eight percent of Ugandan deaths in 2002 and continuing to be threats to health in years to come. Cholera has become endemic in some areas and in children under five, this and other diarrheal diseases were responsible for 17 percent of deaths in Uganda. 

The volume of water available per person is also an important issue- while the WHO recommends a minimum of 20 liters per person per day the average consumption in rural areas is only 12-14 liters. This further contributes to lack of hygiene and hand-washing, as well as an increased risk of relying on unsafe sources (Health Planning Department, Ministry of Health, Uganda; Directorate of Water Development, Ministry of Water and Environment, Uganda; Uganda Bureau of Statistics; International Livestock Research Institute; and World Resources Institute, 2009). 

Considering the above, 89.3 percent of those within the urban population have sustainable access to an improved water source (i.e. household connection, piped, public standpipe, borehole, dug well or spring and rainwater), compared to 63.8 percent of those within the rural population. It has been found that 29.3 percent of those in urban dwellings and 63.4 percent of those in rural dwellings do not treat their water using any method before consumption/use- a primary prevention effort that could greatly decrease water-borne illness. 

4.2 Sanitation. Households without proper toilet facilities have a higher risk of dysentery, diarrhea and typhoid. In Uganda, only 21.2 percent of the urban population has access to improved sanitation (flush toilet, ventilated improved pit latrine (VIP), traditional pit latrine with a slab or a composting toilet), and just 9.2 percent have access rurally. The most common toilet facility within urban areas is a facility shared with other households, while the most common facility in rural areas is a pit latrine without a slab/open pit- a potential hazard for overflow and vast community contamination.

5. Transportation
In the entire country, only 50.6 percent of the population have some form of transportation (the most common form is a bicycle), leaving 49.4 percent of the population not having any form of transportation.
Situational Analysis-Western Uganda

1. Mortality

	1.1 Adult and Maternal. Most indicators of maternal health suggest that mothers in the Western region are less well off than the countrywide profiles; demonstrating a higher fertility rate than the national average at 7.3 infants per woman, and 40.5 percent unmet need for family planning, child-bearing age women are particularly susceptible to maternal complications in this region.

	1.2 Child and Infant The child mortality rate (CMR) is higher in the Western region than countrywide. The infant mortality rate is 76 per 1,000 live births, and the under-five mortality rate is 145 per 1,000 live births. 

2. Child Health and Nutrition

	2.1 Vulnerability. 18.1 percent of children in this region are orphaned and/or vulnerable. For the Western region in particular, the levels of diarrhea, acute respiratory infections, anemia and stunting occur at high levels; however, just over half (51%) of children in the Western region are fully immunized.

2.2 Malnutrition. 21.5 percent of children born in the Western region were smaller than the average at birth and 11.3 percent were classified as low birth weight (LBW). 49.6 percent of children were found to be stunted, and five percent were found to be wasted. 


3. Malaria

	3.1 Insecticide Treated Nets (ITNs). The percentage of households owning and using bed nets in the Western region is substantially lower than countrywide. Children under the age of five and pregnant women are disproportionately affected. Only 20 percent of households living within the Western region own a bed net, with 10.6 percent of these households owning an ITN.

3.2 Household Insecticide Spraying. A mere five percent of households within the Western region had been sprayed with insecticides in the 12 months prior to survey administration.

Kasese District

Kasese district is located in the southwest portion of what is considered the Western region of Uganda. The district was formed in 1974 under the Provincial Administration of Rwenzori district that was carved out of Tooro Kingdom and was named after its municipal centre, Kasese town (Kasese District Council, hereafter [KDC], 2011).

Kasese District has a total surface area of 3,389.8 square kilometers of which 86 percent is dry land, 12 percent is open water and 2 percent is permanent swamp/wetland. About 63 percent of the land area is occupied by nature and wildlife conservation schemes and other government projects such as prison farms, mining institutions and irrigation farming. The main source of livelihood is agriculture with over 85 percent of the population depending on this type of success.

The entire Kasese district has an estimated population of 646,677(extrapolated from 2002) people, of who 51 percent (329,805) are females and 49 percent (316,872) are males. Most families living within the district are living in over-crowded conditions.

Kasese town center being positioned in proximity to the Democratic Republic of Congo and Rwanda further exposes this particular population to a higher risk of disease/infection by those traveling between countries.  

In 2011, the district had 274 primary schools, 248 that were government funded and 26 that were private. Kasese District has one District hospital and 63 health units, out of which 16 are government-aided, while 46 are privately owned. Noted doctor to population ratio is 1:31,300, while the midwife/nurse ratio to population ratio is 1:2,196 (KDC, 2011).

Research Communities

Umoja
Umoja is an urban community, consisting of about 3,000 people, located on the outskirts of Kasese town center within Nyakasanga Parish, approximately 3 kilometers from Bishop Masereka Medical Centre (hereafter, BMMC). This parish consists of Nyakasanga I, Nyakasanga II, and Umoja. The community was lead by Chairman Edward and Chairman Luke, both acting as community guides. Interpreters in this community were Aboki, a midwife and a member of the village health council, and Denis, a young community member and a member of the youth village health council. This community had many assets including, 2 large primary schools and various churches, several large agricultural plots, banana plantations, brick and charcoal stove making, and a geographic location in proximity to Nyamwamba River at the foothills of the Rwenzori Mountains. Main sources of income include hairdressing and selling of food crops and mud bricks.

Kidodo	
Kidodo is an urban community with a population of approximately 1,100 people located within Railway Parrish, 2.5 kilometers from BMMC. Borders of this community include: Queen Elizabeth National Park to the back, Fort Portal Road to the front, open land to the left, and Railway community village to the right. Kidodo was originally to be industrial land, however, the community formed as a result of refugees from Rwanda and the Democratic Republic of Congo moving into southwestern Uganda and “squatting” in this area, remaining here until present. A main point of contact and interpreter in this community was Pastor Mirembe Daphine, secretary for the Chairman in this village. Daphine is a school teacher at Eden Primary School and holds a degree in Public Administration. Prominent assets in this community include many small kitchen gardens, churches and schools. Threats within this community include the municipal dump located on the border of Kidodo and Kikonzo villages, creating environmental and sanitation health issues; in addition, the community’s proximity to the national park often brings wild animals and parasitic disease to the residents. There are two major industries within Kidodo village: cobalt and cotton. The cotton factory is located within the community’s boundary, and the cobalt factory is positioned on the front side of Kidodo village across Fort Portal Road, forming one of the community’s borders. In the past, this plant used to produce copper, but following the depletion of the copper mines has since transitioned to cobalt. This factory was mentioned to have dumped contaminated water into the land that is now the Kidodo community, adding yet another layer of environmental health concerns. Main sources of income include working in the local factories, as well as selling food crops from home gardens and firewood from local resources.

Railway
Railway village is an urban community located in Railway Parish, consisting of approximately 900-1,000 people,  positioned between its adjacent communities Kikonzo (to the right) and Kidodo (to the left), and bordered by Queen Elizabeth National Park and Fort Portal Road, to the back and front, respectively. Chairman Wambale Kikoma was the community leader with whom the research team interacted in Railway village; however, the main community guide was Mister Luke, the NRM Flag bearer for the Railway village community. An asset of this community is a small community health center, however it does not consistently operate due to inadequate staffing and funding-members of all three communities in the Railway Parish utilize this health center’s service when functioning. Railway village has many factories including those that produce coffee (Uganda’s main export), as well as cotton and chickenfeed. Main sources of income include working in these local factories and selling food crops, firewood and personal crafts in the local market place.

Kikonzo
Kikonzo is a newly formed urban community located in the furthest corner of Railway Parish, comparable to the number of households within Kidodo village (approximately 1,100 people). The community is bordered by Queen Elizabeth National Park to the back, Fort Portal Road to the front, another major road to the right side, as well as Railway village community to the left side. At the time of our visit, Kikonzo was restructuring their town council and did not yet have a Local Council office (LC1); to account for this deficiency, a few of the community members guiding the research team in Kidodo and Railway, also guided the research team here in Kikonzo- specifically Chairman Kikoma and Mister Luke. Main sources of income within this community include working in the local factories, and selling firewood and personal crafts. The community is currently attempting to establish a permanent market for people to produce and sell goods along the roadway as a source of income. 

Kiganda
Kiganda is a small rural community of about 506 households that is located on the shores of Lake George, approximately 51 kilometers from BMMC-a one hour drive from the Kasese town center through Queen Elizabeth National Park. Kiganda is one of six communities that make up the Katwe Parish, which has a total population of 4,611 people. Our primary point of contact in this community was Miss Angela, a community health leader and a teacher at one of the primary schools for orphans in Kiganda village. USAID was a notable stakeholder within this community, working on a community engagement project within the national parks of Uganda attempting to create cooperative relationships aimed at promoting a more sustainable approach to ecotourism and avoiding abuse of the park’s resources. Another stakeholder in the area was the Church of Uganda, whom supplies insecticide treated bed nets to residents of the village. Some of the assets in this community are the lake (Lake George is one of the largest lakes in all of Africa) which fosters a substantial fishing industry, as well as the salt mines, rice paddies, several churches and mosques, a level III health center, and a dispensary. The health center in Katwe is the only health center to service all six villages within the parish and appears fully functional; however, there is no trained doctor working at this health center and in times of emergency, individuals must find means of transportation before reaching care. Major sources of income include fishing, salt collecting, and working for the national park. Agricultural ventures are not supported here due to crop damage by wild animals and outside regulation by national park officials that prohibit the growth of crops due to mosquito population concerns.


Study Objectives

Objective 1: Generate contextual data and determine community-perceived barriers and bridges to accessing reproductive and antenatal/prenatal health care. By means of transect mapping, health asset and threat mapping, survey administration,  focus group sessions, educational workshops, key informant interviews and mere observation and interaction, the needs of each of the five communities will be determined, and the community-perceived barriers and bridges to healthcare, with a focus on reproductive and antenatal/prenatal healthcare, will be assessed and exposed.  

Objective 2: Determine acceptability and feasibility of reproductive health programs and intermittent presumptive treatment of malaria during pregnancy (IPTp).By means of asset and threat mapping, survey administration, mere observation and interaction, yet more specifically key informant interviews, female-centered focus groups and educational workshops, the acceptability and feasibility of a reproductive health program and IPTp will be assessed and noted. 

Objective 3: Health and nutrition assessment of target communities. By means of focus group sessions, educational workshops, key informant interviews and survey administration, specifically the food insecurity scale, nutritional anthropometry and food diet free listing, the research team will assess the health and nutrition of the five Kasese communities. 

Objective 4: Collect qualitative and quantitative data to assess water and sanitation issues. By means of transect mapping, asset and threat mapping, survey administration, focus group sessions, educational workshops, key informant interviews, and mere observation and interaction, the research team will assess water and sanitation issues as they relate specifically to the five Kasese communities and their unique water and sanitation resources. 

Objective 5: Health promotion sessions of communities and school/church groups based on needs assessment collected during baseline. By means of survey administration and preliminary data analysis utilizing the previously created EpiInfo 2.0 database, the research team will be able to quickly identify community demographics, health status and areas of concern on which to focus the topics discussed during the weekly educational workshops, presented to each of the five communities at the conclusion of their baseline assessment.

Objective 6: Meetings with stakeholders and community partners. By identifying and communicating with stakeholders invested in this potential long-term partnership, the research team will assess the community needs, and utilize the findings to suggest areas of possible intervention/prevention that could be the basis of programs continuing the partnership and enabling further, future, collaboration with the University of South Florida (USF).

Methods 
The primary goal of this study was to initiate a formative phase study of five selected communities by assembling background and baseline data on stakeholders, community composition, leadership structure, health status and healthcare access, focusing on constituents of household demographics, maternal health, malaria prevention, water and sanitation, household food security and nutrition status.
Dates of project: May 21st, 2011-July 15th, 2011
A weekly schedule was created by means of collaboration between the USF Research Team and the BMMC Staff. See Appendix B for the weekly schedule.
At least two members of BMMC staff joined the research team in the community each day. These individuals aided the team with navigation around the community, interpretation of the survey instrument, and facilitation of cultural acceptance and understanding within the community. Please see Appendix E for details of BMMC staff attendance and the activities that they each performed.
Below you will find a description of each of the team’s activities and methods for doing so. These activities were repeated each work week, with one week dedicated to each community- a total of 5 communities were assessed. 
Study population
The study population was recruited from five village communities located within Kasese district. The five communities chosen for assessment include: Umoja located within the Nyakasanga Parish, Kidodo, Railway and Kikonzo communities located within the Railway Parish, and Kiganda, located within the Katwe Parish. Twenty households were randomly selected and surveyed from the Railway and Kiganda communities, the smallest of the five communities, and thirty or more households were randomly selected and surveyed from Umoja, Kidodo, and Kikonzo, the largest of the five communities. Anthropometric measurements were recorded for children under the age of five living within the randomly selected households. Community leaders and community guides were involved with survey administration, focus group sessions, educational workshops, and key informant interviews. 

Transect mapping/ health asset and threat mapping 
Mapping typically began at 9:30 AM on Monday mornings, commencing May 29th, 2011 and ending July 4th, 2011.  The team re-entered the community and re-introduced themselves and their objectives to the community leaders. These individuals then guided the team throughout the community, dedicating the entire work day to simultaneously completing transect and asset/threat mapping. Mapping consisted of the team walking around the entire perimeter of the community, assigning GPS coordinates to the boundary, as well as any pertinent assets/threats. During mobilization, key informants and community leaders would be prompted with questions concerning: community history, family structure, agricultural capabilities, water sources, community structure, access to health care, location of facilities, factory production and location,  and prevalence of issues such as malnutrition, malaria and other diseases- each topic, unearthing the intangible components of such assets and threats.  Pertinent assets included: churches, schools, water taps, water sources, local factories, markets, health centers, and agricultural land. Each coordinate was correlated to a description and picture. The team utilized Google Earth to accompany their “on-the-ground” perspective with a “from the sky” perspective, using a satellite image of the community to target areas of varying household concentration with the intention of strategically planning household survey administration the following day. Please see ‘Results’ for an asset mapping summary, and Appendix C for the asset map of each community.

Survey Administration 
Survey administration began at 9:30 AM on Tuesday mornings commencing May 30th, 2011 and ending July 5th, 2011. The research team divided into two groups of two USF research team members each, lead by either a member of BMMC community outreach staff and/or a community leader. The surveying system consisted of both teams beginning at a location within the community having exhibited an area of high household concentration from satellite images the day before- from this point, both teams mobilized in the same direction.  In a “leap-frog” type fashion, each team was brought to a random household, at which time the household would be assigned a GPS mark, representing coordinates. While the first team began survey administration, the second team would mobilize in a similar direction and begin administration at another random household. As each team completed survey administration in the households, they would continue to mobilize- the process repeated itself until the appropriate number of surveys were completed, representing each region of the community to the best of the research team’s ability. While the areas of greatest concentration were noted in the community via Google Earth mapping, the actual households surveyed had no pattern. Surveys were managed using an interview-style administration, interpreted by a BMMC staff member or community leader/key informant. Children under the age of five were measured for both height and weight using a basic standing scale and tape measure. No less than 20 surveys were completed in each of the 5 communities. All households surveyed can be found on each of the five community asset maps, aimed at correlating specific household health status with physical location of assets/threats.

Survey Content
The survey tool was developed by the USF research team. The survey consists of similar questions and structure found within the Uganda Demographic and Health Survey (UDHS). Information obtained from the survey consists of basic demographics, household food insecurity, water and sanitation, malaria prevention, socioeconomic status, maternal health and access to healthcare. Questions were administered at the household level and responses were most often given by the head of household or first wife. Anthropometric measurements were recorded for children under the age of five, and used to assess malnutrition status. Please see Appendix B for survey instrument.

Demographic information was collected to assess the household socio-economic status, marital status, educational attainment, household size, degree of water access and sanitation, fuel sources, agricultural capabilities, among other household-level factors that may affect the household health status.
USAID’s Food and Nutrition Technical Assistance group (FANTA) has developed an 18-question survey designed to quantitatively distinguish the food secure from the food insecure, along a continuum of food security. The household Food Insecurity Access Scale (HFIAS), present as a nine-question part of the survey tool used in this baseline assessment, has been validated in multiple international settings and has been shown to accurately assign food security status over time. The survey examines three distinct domains of food insecurity including: anxiety and uncertainty about household food supply, insufficient quality of food, and insufficient food intake. 
Anthropometric indicator measures were obtained for each child participant under the age of five, including: age, sex, weight, and length/height, conducted according to the FANTA measurement guidelines. Each child’s age was ascertained by participant recall. Recumbent length was recorded for children less than 24 months of age, while standing height was recorded for children aged two years and older. Length/height measurements were taking using a metric measuring tape and values were recorded to the nearest 0.5 centimeter. Weight was measured using a portable standing scale, with values measured to the nearest kilogram.

The survey instrument was examined by BMMC staff prior to community administration. The instrument was modified slightly to eliminate confusion of specific question wording and question layout. Additional questions were incorporated into the administrated version of the survey satisfying curious inquiries of the BMMC staff members with hopes of improving hospital service. 
 
Survey data collection commenced May 29th, 2011, and ended July 8th, 2011. The survey was administered in more than 12 local languages including: L’Uganda, L’Konzo, and Rotooro-the most common (there are multiple spellings of each of these languages, these were the most prevalent). All answers were recorded on the paper forms and the data acquired was entered into the research teams EpiInfo database for data analysis.

Outreach
Outreach days typically began at 10 AM on Wednesday mornings commencing May 31st, 2011 and ending July 6th, 2011. The outreach consisted of brief health education and child health status updates noted by physical assessment and weighing. Child check-ups were completed by administering: necessary immunization (based on availability), de-worming (Albendazole) and Vitamin A. If the research team was unsuccessful the day before (Tuesday) completing the targeted number of surveys for the specific community, the survey administration process was completed by one USF team, while the other assisted with the outreach activities. After completion of outreach activities, the team would end the work day by entering the data acquired from the completed surveys into the EpiInfo database. 
Focus Groups
The research team held both male and female focus groups; these sessions typically took place at 11 AM on Thursday mornings, either outside in a shaded area on benches provided by the community, or within buildings of communal gathering, such as churches and schools. Focus groups commenced on June 1st, 2011 and ended July 7th, 2011. Individuals were not chosen for participation, but instead were invited to join the focus group sections during survey administration and/or were recruited from their homes immediately before the focus group session by means of community mobilization. During each of the female focus group sessions, one of the four Kasese team females was designated as moderator-the other three transcribed during the session and this role assignment was rotated for each community. Having only one male on the Kasese research team, both moderation and transcription were completed by this male, aside from the focus group in Kiganda-Katwe, during which one female team member assisted him. Each focus group lasted approximately 90 to 120 minutes (an amount of time that was considerate of all stakeholders, maintaining the integrity of information needed by the research team in conjunction with the respect for what attendants would like to tell them). Focus group questions covered encompassing aspects of the community including: family structure, daily activities, number of children, breastfeeding, child immunization, reproductive health, sexual health, family planning methods, diet, hygiene, malaria prevention, tradition, among many other sub- topics that surfaced, as they each pertained to the health status and healthcare access issues of community members. Please see the ‘Results’ section for a summary of the focus group findings and Appendix C for the focus group transcripts.

Educational Workshops
Educational workshops were dedicated to health education and community empowerment. Educational sessions typically took place at 11 AM on Friday afternoons commencing June 9th, 2011 and ending July 8th, 2011. At this junction, the research team had created a preliminary report of simple but useful frequencies and percentages that “spoke for themselves”. During the educational session, the team targeted areas of concern exposed during survey administration, focus group sessions and key informant interviews. Workshop topics included: balanced diet, water treatment, sanitation issues, family planning methods including birth spacing issues, reproductive health including antenatal and postnatal care, breastfeeding and child nutrition, sexually transmitted diseases, malaria prevention and treatment, and issues of violence. The team went over the preliminary report with the community leaders, as well as those community members that attended these sessions. The team completed the educational session by asking that the community express any health concerns or others issues they would like to be acknowledged.

Water Assessment
Observed water sources in the community were marked with GPS coordinates and incorporated into the asset/threat mapping. Sanitation concerns were documented and discussed with community members- specifically community leaders, key informants and particularly knowledgeable survey respondents. Testing of the water supplies was not completed- however, this would serve as an excellent future project.

Journal Entries
Each team member was required to keep a daily log of each day in Kasese. These logs manifested themselves as journal entries, transcribing our experiences both personally and professionally capturing daily observations, interactions, thoughts and feelings. These journals serve as qualitative data for this research project. 

Data Analysis
Before departure from USF, the research team created a database emulating the survey instrument. The EpiInfo software package v2.0 developed by the Centers for Disease Control and Prevention (CDC) was used for statistical analysis and anthropometric calculations (CDC, Atlanta, GA, USA).  At the completion of each day of surveys, team members would rotate turns inputting data from their completed surveys into this database. The preliminary reports that were presented to the communities were created using this data base and program. This final report uses the entirety of information entered into this database.

Randomization
Randomization was successfully managed by the research team. As mentioned, while household concentrations were logistically considered, specific households and people were not; every household was as random as possible. It was difficult at some points in time to remind the key informants and community leaders to not ‘choose’ a household of a particular socio-economic or health status, but let the team randomly choose which one to approach. The team explained the reason for remaining ‘random’ was to maintain the intention of creating a generalized picture of the community, best assessing all community members’ needs.

Reliability
Every effort was made to make the data collected as reliable as possible. Due to instrumentation being simple and un-calibrated, in addition to the difficulty encountered when measuring straining children, it is noted that there may be errors with anthropometric measurements. In addition, due to the use of several different interpreters, and the influence they each may have had on how survey questions were perceived, as well as answered(creating bias), in concurrence with responding via paraphrase, it is also noted that data may have been lost in translation.

Validity 
The goal of this entire project was to gather baseline data consisting of demographics, health status, and healthcare barriers and bridges to access. By means of survey administration, focus group sessions and key informant interviews, the team was able to successfully unveil who the community consisted of, the health statuses and issues of these people within the community, and the reasons that they, as individuals and as a community, are having difficulties accessing care. The conclusions based on what was found via baseline research, observation and interaction, are well-founded concepts that accurately depict the situation and context of the communities in which the team worked.






Results
Household characteristics 
There were a total of 132 households interviewed. Accounting for the discrepancies found regarding variable N, only 130 of these households specified head of household and 129 heads of households specified marital status. [Please refer to each gray section heading when considering percentages, as the variable N does fluctuate for given responses.]

Head of households (HOH) characteristics are presented in Table 1. Figures are given for the overall research project, as well as for each specific community.  The majority of the heads of households were males (97), and married (103) with an average age of 41.5 years.  

The average household size was 6.3 people.  Railway Parish (Kidodo, Railway, and Kikzono villages) had the highest incidence of overcrowding, greatly contributing to the transmission of disease and unsanitary conditions within these communities. Twenty-eight households of the 132 total, reported every member of their household having been recently sick prior to survey administration. Malaria represents 20-35% of this recent illness (varying by community). Only nine (9) households stated that no one was ill within their households during the same timeframe.

 (
  
Table 1
. Household Characteristics
)

	Household Characteristics
	 Overall
(N=130)
 
	Umoja
(N=30)
	Kidodo
(N=30)
	Railway
(N=20)
	Kikonzo
(N=31)
	Kiganda
(N=19)

	Head of Household Age
	Years
	Years
	Years
	Years
	Years
	Years

	Average
	41.5
	38.8
	38.0
	50.5
	37.9
	48.5

	Minimum
	20
	22
	25
	28
	20
	28

	Maximum
	80
	65
	70
	80
	65
	70

	Head of Household Gender
	N (%)
	N (%)
	N (%)
	N (%)
	N (%)
	N (%)

	Male
	97 (74.6)
	25 (83.3)
	25 (83.3)
	10 (50.0)
	26 (83.9)
	11 (57.9)

	Female
	33 (25.4)
	5 (16.7)
	5 (16.7)
	10 (50.0)
	5 (16.1)
	8 (42.1)

	Head of Household Marital Status
	N (%)
N=129
	N (%)
N=29
	N (%)
N=30
	N (%)
N=20
	N (%)
N=31
	N (%)
N=19

	Married or in ‘Common Law’ Marriage
	103 (79.8)
	26 (89.7)
	25 (83.3)
	12 (60.0)
	27 (87.1)
	13 (68.4)

	Not Married
	26 (20.2)
	3 (10.3)
	5 (16.7)
	8 (40.0)
	4 (12.9)
	6 (31.6)

	Categorical Household Food Security Status
	N (%)
N=132 
	N (%)
N=31 
	N (%)
N=30  
	N (%)
N=20 
	N (%)
N=31 
	N (%)
N=20 

	Food Secure
	3 ( 2.3)
	2 (6.4)
	0
	0
	0
	1 (5.0)

	Mildly Food Insecure
	6 (4.5)
	1 (3.2)
	1 (3.3)
	0
	1 (3.2)
	3 (15.0)

	Moderately Food Insecure
	22 (16.7)
	7 (5.3)
	2 (6.7)
	1 (5.0)
	4 (12.9)
	8 (40.0)

	Severely Food Insecure
	107 (81.1)
	23 (74.2)
	27 (90.0)
	19 (95.0)
	26 (83.8)
	12 (60.0)

	Household illness
	N (%)

	N (%)

	N (%)
	N (%)
	N (%)
	N (%)

	All Members were Reported Ill in the Last 3 Months
	28 (2.3)
	3 (9.7)
	3 (10)
	5 (25)
	12 (38.7)
	5 (25)

	No Members were Reported Ill in the Last 3 Months
	9 (6.8)
	3 (9.7)
	1 (3.3)
	2 (10)
	0
	3 (15)

	Household Size
	N
	N
	N
	N
	N
	N

	Average
	6.3
	6.1
	6.7
	7.1
	6.5
	5.5

	Median
	6
	6
	6.5
	5.5
	5
	6




Mothers here are poor, and many have no husbands. We need projects that we can do to make money and feed our families. We are starving.” 
-Mother in Kikonzo

Household food insecurity
The Household Food Insecurity Access Scale (HFIAS) yields a continuous score and a categorical classification. The continuous score has a range of 0-27, with 27 as the most food insecure. In our survey, the mean HFIAS continuous score was 15.6±6.5 SD. The data presented in Table 1 demonstrates that 107 (81.1%) of the households interviewed were classified as severely food insecure, 22 (16.7%) were described as moderately food insecure, and 6 (4.5%) as mildly food insecure. Merely three (2.3%) of the 132 participating households interviewed were classified as food secure based on the HFIAS survey responses.  Each of the five communities exhibited severe food insecurity in over 60 percent of the households surveyed; Railway community exhibited 95 percent of households surveyed as being severely food insecure-an astounding figure. 

Population characteristics
The survey sample included 132 households, composed of 817 people, of whom 381 were male (46.6%) and 436 were female (53.4%). Characteristics of this population are presented in Table 2.  The average age of the study sample was 18.7 years, with the youngest participant being one day old and the oldest participant reported as being 99 years.  Chart 1 exhibits the highest proportion of the population to be in younger age ranges, with the proportion of total individuals decreasing as age increases- consequently, depicting Kasese as a relatively young population. 

Umoja exhibits a low maximum age for women at 64 years, while Kidodo and Kikonzo both exhibit a low maximum age for men at 58 and 65 years, respectively. These numbers are supported by looking at the top of Chart 1- as age increases, mortality rates for men increase, and number of individuals decrease.

Averaged among all five communities, the majority of individuals were married (61.8%), while 4.8 percent had been divorced, and 4.1 percent were widowed. 

Among the individuals who were over the age of 17 at the time of survey (N=290), educational data was missing for 18 individuals. In those who had provided their level of educational attainment, forty-six percent (46%) had only attended primary school and only 2.7 percent had achieved an education past secondary school; twenty percent (20%) had never attended school.

“My children want to go to school but there is no money, no money in general.”
 – Young mother in Umoja

Many individuals speak of the lack of employment- without an education, it is difficult to access many economic opportunities; however, when there is no opportunity, there is no economic gain to be had, and an education that is not free does not become a logical priority/investment.
 (
Table 2. Population Characteristics
)
	Population Characteristics

	Overall
(N=133)

	Umoja
(N=31)
	Kidodo
(N=30)
	Railway
(N=20)
	Kikonzo
(N=31)
	Kiganda
(N=20)

	Population Age
	Years
	Years
	Years
	Years
	Years
	Years

	Average
	18.7
	17.5
	17.2
	19.3
	18.5
	24.1

	Minimum
	0
	0
	0
	0
	0
	0

	Maximum
	99
	70
	70
	99
	95
	70

	Male Age
	
	
	
	
	
	

	Average
	18.3
	18.6
	16.4
	16.8
	18.5
	23.6

	Minimum
	0
	0
	0
	0
	0
	0

	Maximum
	99
	70
	58
	99
	65
	70

	Female Age
	
	
	
	
	
	

	Average
	19
	16.3
	17.8
	22.1
	18.5
	24.5

	Minimum
	0
	0
	0
	0
	0
	0

	Maximum
	95
	64
	70
	80
	95
	70

	Marital Status (Age 15-49)
	N (%)
N=344
	N (%)
N=70
	N (%)
N=78
	N (%)
N=50
	N (%)
N=80
	N (%)
N=36

	Married or in ‘Common Law’ Marriage
	194 (61.8)
	48 (68.6)
	54 (69.2)
	23 (46.0)
	55 (68.8)
	14 (38.9)

	Divorced, Separated
	15 (4.8)
	4 (5.7)
	4 (5.1)
	1 (2.0)
	3 (3.8)
	3 (8.3)

	Never Married
	92 (29.3)
	18 (25.7)
	19 (24.4)
	20 (40.0)
	18 (22.5)
	17 (47.2)

	Widowed
	13 (4.1)
	-
	1 (1.3)
	6 (12.0)
	4 (5.0)
	2 (5.6)

	Population Education (Age >17)
	N (%)
N=341
	N (%)
N=69
	N (%)
N=76
	N (%)
N=52
	N (%)
N=79
	N (%)
N=44

	None
	68 (20.0)
	7 (10.1)
	12 (15.8)
	17 (32.7)
	19 (24.1)
	9 (20.5)

	Primary School
	157 (46.0)
	34 (49.2)
	38 (50.0)
	19 (36.4)
	35 (44.3)
	21 (47.7)

	Secondary School Only
	101 (29.6)
	27 (39.0)
	25 (32.9)
	13 (24.9)
	23 (29.1)
	11 (25.1)

	More than Secondary School
	9 (2.7)
	-
	1 (1.3)
	3 (5.7)
	2 (2.6)
	3 (6.9)




 (
Chart 1.
 Population Pyramid
)


Water and sanitation
Community asset mapping, key informant interviews and focus groups revealed that the Kasese district has access to various improved water sources, including personal taps, community taps, springs and rainwater.  97.7 percent of the community is using an improved water source for their household water needs and another, 89.9 percent is using an improved water source for bathing as well.  Water and sanitation statistics are depicted in Table 3.  The majority of households (75.8%) reported not treating their water in any way before use; however of those who did treat their water, 19.7 percent reported boiling their water before consumption/use and three percent (3%) mentioned chlorine/bleach as their method of water treatment. 

Jerry cans, the most typical container used for retrieving water, was also the primary container used for storing water-community taps typically charged 100-150 shillings per jerry can of water. 

Over seventy percent (72.27%) of households surveyed did not have access to an improved toilet facility; defined by the DHS as including a flush toilet, ventilated improved pit latrine (VIP), pit latrine with slab, or a composting toilet.  6.1 percent of households did not have access to any toilet facility and practiced open defecation.

In addition, dumping of the entire town’s waste, including hospital waste, is done so in Railway Parish, specifically Kidodo community. Present as both trash piles the size of small buildings and waste lagoons physically located behind a resident’s home, environmental health concerns are obvious and run deeply throughout this community.

“Dumping garbage and waste in the community brings a 
'bad smell with the wind’ and too many flies.” 
– Resident in Kikonzo
 (
Table 3. Water and Sanitation
)

	Water and Sanitation
	Overall
(N=132)
	Umoja
(N=31)
	Kidodo
(N=30)
	Railway
(N=20)
	Kikonzo
(N=31)
	Kiganda
(N=20)

	Household Water Source
	N (%)
	N (%)
	N (%)
	N (%)
	N (%)
	N (%)

	Improved
	129 (97.7)
	30 (96.8)
	30 (100)
	20 (100)
	31 (100)
	18 (90)

	Unimproved
	3 (2.3)
	1 (3.2)
	-
	-
	-
	2 (10)

	Household Water Source for Bathing
	N (%)
	N (%)
	N (%)
	N (%)
	N (%)
	N (%)

	Improved
	120 (89.9)
	30 (96.8)
	30 (100)
	20 (100)
	31 (100)
	9 (45)

	Unimproved
	12 (9.1)
	1 (3.2)
	-
	-
	-
	11 (55)

	Household Water Treatment
	N (%)
	N (%)
	N (%)
	N (%)
	N (%)
	N (%)

	Boil
	26 (19.7)
	12 (38.7)
	4 (13.3)
	4 (20)
	4 (12.9)
	2 (10)

	Bleach/Chlorine
	4 (3)
	2 (6.5)
	-
	-
	-
	2 (10)

	Other
	2 (1.5)
	-
	2 (6.7)
	-
	-
	-

	No Treatment
	100 (75.8)
	17 (54.8)
	24 (80)
	16 (80)
	27 (87.1)
	16 (80)

	Container for Water Storage
	N (%)
	N (%)
	N (%)
	N (%)
	N (%)
	N (%)

	Plastic
	127 (96.2 )
	30 (96.8)
	30 (100)
	17 (85)
	31(100)
	19 (95)

	Glass
	2 (1.5)
	1(3.2)
	-
	-
	-
	1 (5)

	Natural
	3 (2.3)
	-
	-
	3 (15)
	-
	-

	Toilet Facility
	N (%)
	N (%)
	N (%)
	N (%)
	N (%)
	N (%)

	Improved
	28 (21.2)
	8 (25.8)
	5 (16.7)
	4 (20)
	4 (12.9)
	7 (35)

	Unimproved
	96 (72.7)
	23 (74.2)
	24 (80)
	11 (55)
		25 (80.6)
	13 (65)

	No Facility
	8 (6.1)
	-
	1(3.3)
	5 (25)
	2 (6.5)
	-




 (
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)



Access to healthcare
The most commonly reported health centers used were St. Paul’s Hospital, Bishop Masereka Medical Centre (BMMC), Kilembe Hospital, Katadoba Health Center, and various dispensaries. Services are provided free of charge at government facilities; however through key informant interviews and focus group sessions, it was revealed that often patients would go to government facilities and be turned away because of lack of medications, immunizations or treatment. In addition, with the plethora of local dialects and use of English among the educated, it was witnessed on more than one occasion, miscommunication of: appointment date and time and  medication use, creating an extremely detrimental situation to the health of patients seeking care. Transportation was reported as a primary barrier to seeking healthcare (second to money); a majority of study respondents (37.1%) reported travel time to the nearest clinic taking between 31-60 minutes.  Another 30.3 percent reported travel time to take over an hour. Poor communication and lack of resources, in conjunction with a majority of study respondents (81.7%) not having any form of transportation available for household use, made for attempting to receive healthcare very difficult, and the actuality of healthcare access, scarce-leading to missed appointments, lack of immunizations and difficulty retrieving medication from dispensaries not within walking distance.  Of those who had transportation, the bicycle was the most common with 14.6 percent reporting owning one.  Very few households reported owning a motorbike or car (3.1% and 2.3%, respectively).  


“If the dispensary cannot handle an emergency, we can only mobilize taxis. The household will have to try to raise it (money), but the big number die because of money. 
They say if you lose money, you lose life.”
 – Community health worker in Kiganda


 (
Table 4. Access to Healthcare
)
	Access to Healthcare
	Overall
N=132
	Umoja
N=31
	Kidodo
N=30
	Railway
N=20
	Kikonzo
N=31
	Kiganda
N=20

	Nearest Health Center
	N (%)
	N (%)
	N (%)
	N (%)
	N (%)
	N (%)

	15 minutes or less
	19 (14.4)
	11 (35.5)
	2 (6.7)
	3(15.0)
	2 (6.4)
	1 (7.1)

	16 – 30 minutes
	24 (18.1)
	9 (29.1)
	8 (26.6)
	2 (5.0)
	4 (12.9)
	3 (14.2)

	31 – 60 minutes
	49 (37.1)
	8 (25.8)
	13 (43.3)
	9 (45.0)
	11 (35.5)
	9 (42.8)

	Over 60 minutes
	40 (30.3)
	3 (9.6)
	7 (23.3)
	7 (35.0)
	14 (45.2)
	7 (35.6)

	Health Center
	N (%)
	N (%)
	N (%)
	N (%)
	N (%)
	N (%)

	Local Clinic
	47 (35.6)
	6 (19.4)
	4 (13.3)
	6 (30)
	15 (48.4)
	16 (80)

	Hospital
	69 (52.3)
	24 (77.4)
	17 (56.7)
	11 (55)
	13 (41.9)
	4 (20)

	Traditional Healers
	4 (3)
	1 (3.2)
	-
	2 (10)
	1 (3.2)
	-

	Other
	12 (9.1)
	-
	9 (30)
	1 (5)
	2 (6.5)
	-

	Households with form of Transportation
	N (%)
N=131
	N (%)
N=31
	N (%)
N=29
	N (%)
N=20
	N (%)
N=31
	N (%)
N=20

	Bicycle
	19 (14.6)
	6 (19.4)
	5 (17.2)
	-
	4 (13)
	4 (20)

	Motorcycle
	4 (3.1)
	1 (3.2)
	2 (6.9)
	-
	1 (3.2)
	-

	Car
	3 (2.3)
	1 (3.2)
	-
	-
	1 (3.2)
	1 (5)

	No transportation
	107 (81.7)
	23 (74.2)
	22 (75.9)
	20 (100)
	27 (87.1)
	15 (75)

	
	
	
	
	
	
	


 (
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“I go to the government hospital but there are no medicines, they just give paper and I have to go elsewhere. But I have no money so I just go and collect herbs.” 
– Woman from Kikonzo on treatment of malaria in pregnancy

Maternal health
WHO guidelines recommend at least four antenatal care visits during pregnancy.  Referring to Chart 5, a majority of study respondents (78.9%) reported four or more antenatal care visits.  The majority (78.4%) of women also reported using a skilled birth attendant, defined as a midwife, skilled birth attendant, or a traditional birth assistant when giving birth.  Study respondents with an educational attainment of secondary education were significantly more likely to use a skilled provider to assist while giving birth (88.9%). In contrast, women who never attended school reported a rate of using a skilled provider twenty percent lower, at only 69 percent.
 (
Chart 5
. Overall Antenatal Care Attendance
) 



“There are so many orphans and widows here, and their children are suffering.”
 – Community leader in Umoja 

Child health and nutrition status
Among the study sample of children under-five, 37 percent was stunted, 18.1 percent was wasted, and 28.3 percent was underweight. Forty-eight percent (48%) of all children measured had some form of malnourishment. The prevalence of malnutrition was higher among males for all nutritional status indicators except for being underweight, at which point it was equal for both males and females. Percentages and frequencies of malnourishment can be found in Table 5.

Comparing the percentages found by the research team with the 2006 DHS estimates, it can be said that stunting, wasting and being underweight, are just as, if not more, prevalent in Kasese district than nationally- being underweight exhibiting an increment of 12.2 percent more than the national average, represents the largest discrepancy.
 (
Table 5. Malnutrition
)

	Categories of Malnutrition
	Girls
(N=56)
	Boys
(N=71)
	Total
(N=127)
	2006 DHS Estimates *

	Stunted (height-for-age)
	23 (41.1)
	24 (33.8)
	47 (37.0)
	38%

	Wasted (weight-for-height)
	9 (16.1)
	14 (19.7)
	23 (18.1)
	6%

	Underweight (weight-for-age)
	18 (32.1)
	18 (25.5)
	36 (28.3)
	16%

	Malnourished (any outcome)
	30 (53.6)
	31 (43.7)
	61 (48.0)
	-


Linear regression modeling was performed to quantify the association between the HFIAS 
continuous scale score and Z-scores for each nutritional status indicator (stunting, wasting and underweight).  The regression plot for each of these bivariate associations is presented in Figure 1, below.  

 (
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While the HFIAS continuous score was negatively correlated with Z-scores for stunting, wasting, and underweight, none of these associations reached statistical significance, likely due to insufficient sample size and low statistical power.  

The average age of the malnourished children was 27.4 months while the average age of healthy children was 25.4 months- consistent with the cease of breastfeeding and weaning on soft foods that include: Irish potatoes, pumpkin, rice and beans. Data shows that only 8.1 percent of the malnourished children were attending school while the remaining 91.9 percent were not attending school-primarily due to age being below five years.  It is noted however, that children under five can attend preschool; however, preschool is not government funded and therefore there are fees associated with enrollment that may further affect parents’ ability to register children of this age into school. Over half (53.1% had not, 3.8% did not know) of the study’s children age one to 14, had not been de-wormed or did not know the de-worming status of their children, during the timeframe of six months prior to survey administration.  


“I failed to take my baby to get immunized because I am always looking, looking for something to eat, all the day and morning.” 
– Mother with infant in Kikonzo


	Child Nutrition 
	Overall (N=128)
	Umoja
(N=37)
	Kidodo
(N=27)
	Railway
(N=26)
	Kikonzo
(N=27)
	Kiganda
(N=11)

	Average Age
	Months
	Months
	Months
	Months
	Months
	Months

	Malnourished
	27.4

	27.3

	30.2

	20.5

	32.6

	17.5

	Healthy
	25.4

	25.6

	26.4

	25.2

	27.0

	21.5


	Malnourished Children
	N (%)
N=62
	N (%)
N=20
	N (%)
N=15
	N (%)
N=11
	N (%)
N=13
	N (%)
N=3

	Attending School
	5 (8.1) 
	1 (5.0)
	-
	2 (18.2)
	2 (15.4)
	-

	Not Attending School
	57 (91.9)
	19 (95.0)
	15(100.0)
	9 (81.8)
	11 (84.6)
	3 (100.0)

	De-wormed (Age 0-14)
	N (%)
N=371
	N (%)
N=94
	N (%)
N=91
	N (%)
N=67
	N (%)
N=94
	N (%)
N=25

	Yes
	160 (43.1)
	32 (34)
	43(47.3)
	33 (49.3)
	41 (43.6)
	11 (44.0)

		No	
	197(53.1)
	54 (57.4)
	47 (51.6)
	(33 (49.3)
	49 (52.1)
	14 (56.0)

	Don’t know
	14 (3.8)
	8 (8.5)
	1 (1.1)
	1 (1.5)
	4 (4.3)
	-


 (
 
Table 6
. Child Nutrition
)

“We cannot afford to send our children to school and the children are chased for school fees.”
– Mother of 6 in Railway

It is to be noted that while government schools are said to be providing one meal a day to children while at school, each government academic institution that the research team visited was not providing this type of service. This can mean the one meal children may depend upon, does not exist, allowing children to go hungry all day and without energy to perform well in the academic setting. 

Reasons for not having been de-wormed in the last six months include: not being unable to make it to where pills were distributed, not being present when pills were distributed, there was not medication available, or their child had a low rate of school attendance (a key source of distribution).
Nutrition behaviors
Nutrition status and knowledge was quite similar throughout Kasese district; the discrepancies however, appeared in the food consumed- more specifically the amount of animal and fish product eaten by specific members of specific communities. Most community members reported almost never having animal products for consumption, and it was clarified that on most occasions, access was only to the bones (of fish, goat or cow).  Few community members mentioned meat consumption (aside from on specials occasions i.e. wedding ceremonies, or religiously observed holidays), or milk as part of their diet- such commodities were noted as only available to those of higher status and income. Kiganda village ate the majority of fish because of its location on the shores of Lake George, while Railway reported the least amount of animal consumption- further exposing food security issues within this village. 

The majority of community members mentioned matoke, cassava, beans and greens as their primary food consumption diet. Greens include do-do, cabbage, spinach and pumpkin leaves. Meals reported were usually monotonous, nutrient deficient, and calorically dense. As mentioned, most meals were lacking a good source of protein.

Household nutrition behaviors are presented in Table 7.  17.4% of study respondents have ownership of agricultural land.  Over fifty percent (50%) of the study respondents are using wood (either free or bought) as fuel for cooking, while the remaining forty-two percent (42%) are using charcoal.  From observations made by USF study investigators, typically a separate structure is used for cooking, generally with very poor ventilation. 

“The National Park is too large and we would like to move 
the boundary so that we have more land.”
 -Individual in Railway speaking of inability to have gardens because of lack of land
 (
Table 7. Nutrition Behaviors
)

	Nutrition Behaviors 
	Overall
	Umoja
	Kidodo
	Railway
	Kikonzo
	Kiganda

	Household Owning Agricultural Land
	N (%)
	N (%)
	N (%)
	N (%)
	N (%)
	N (%)

	          Yes
	23 (17.4)
	5 (16.1)
	7 (23.3)
	2 (10)
	4(12.9)
	5 (25)

	          No
	109 (82.6)
	26 (83.9)
	23 (76.7)
	18 (90)
	27 (87.1)
	15 (75)

	Female Headed Households Owning Agricultural Land
	N=21
	N=3
	N=5
	N=6
	N=3
	N=4

	          Yes
	2 (9.5)
	-
	1 (20.0)
	-
	-
	1 (25.0)

	          No
	19 (90.5)
	3 (100.0)
	4 (80.0)
	6 (100.0)
	3 (100.0)
	3 (75.0)

	Using Solid Fuel for Cooking
	N=132
	N=31
	N=30
	N=20
	N=31
	N=20

	          Wood (bought)
	47 (35.6)
	17 (54.8)
	9 (30)
	5 (25)
	9 (29)
	7 (35)

	          Wood (free)
	27 (20.5)
	1 (3.2)
	10 (33.3)
	5 (25)
	11 (35.5)
	-

	             Charcoal
	56 (42.4)
	13 (42)
	11 (36.9)
	8 (40)
	11 (35.5)
	13 (65)

	                Other
	
	-
	-
	2 (10)
	-
	-

	Food Frequencies
	N (%)
N=81
	N (%)
N=11
	N (%)
N=13
	N (%)
N=15
	N (%)
N=27
	N (%)
N=15

	Millet Bread
	1(1.2)
	-
	-
	1 (6.7)
	-
	-

	Matoke
	55 (67.9)
	8 (72.7)
	10 (76.9)
	9 (60)
	21 (77.8)
	7 (46.7)

	Cassava
	52 (64.2)
	8 (72.7)
	12 (92.3)
	6 (40)
	12 (44.4)
	4 (26.7)

	Fish
	20 (24.7)
	4 (36.4)
	5 (38.5)
	1 (6.7)
	3 (11.1)
	7 (46.7)

	Meat
	15 (18.5)
	3 (27.3)
	4 (30.8)
	1 (6.7)
	4 (14.8)
	3 (20)

	Beans
	49 (60.5)
	8 (72.7)
	10 (76.9)
	4 (26.7)
	19 (70.4)
	8 (53.3)

	Greens (do-do, cabbage, spinach, pumpkin leaves)
	32 (39.5)
	2 (18.2)
	8 (61.5)
	6 (40)
	12 (44.4)
	4 (26.7)




Malaria prevention techniques
Through focus group sessions and key informant interviews, malaria was reported as the chief health threat to those living within Kasese district.  Table 8 illustrates data that was collected about malaria prevention. 61.4 percent of households interviewed reported having mosquito nets, while 34.7 percent of community participants reported sleeping under mosquito nets. Furthermore, 39.9 percent of the children under five that were living within the households surveyed were reported to have slept under a mosquito net the previous night, while the remaining 61.1 percent had not. Less than 1 percent of participating households reported having their household interior walls sprayed with insecticide in the last twelve months.  

“People around here would rather get HIV than malaria. You can live for 20 years with HIV without medicine, but if you get malaria and can’t get medicine, you die.”
 – Middle-aged man in Kiganda
 (
Table 8. Malaria Prevention
)

	Malaria Prevention
	Overall
	Umoja
	Kidodo
	Railway
	Kikonzo
	Kiganda

	Households Who Spray Interior Walls (in the last 12 months)
	N (%)
	N (%)
	N (%)
	N (%)
	N (%)
	N (%)

	Yes
	12 (9.1)
	4 (12.9)
	2 (6.7)
	1 (5)
	2 (6.5)
	3 (15)

	No
	120 (90.9)
	27 (87.1)
	28 (93.3)
	19 (95)
	29 (93.5)
	17 (85)

	Mosquito Nets
	
	
	
	
	
	

	Households who have nets
	81 (61.4)
	25 (80.6)
	12 (40)
	11 (55)
	19 (61.3)
	14 (70)

	Households who do not have nets
	51 (38.6)
	6 (19.4)
	18 (60)
	9 (45)
	12 (38.7)
	6 (30)

	Households with nets and sleeping under them
	(60.1)
	(66.0)
	(48.0)
	(49.3)
	(66.4)
	(62.5)

	Households with nets and not sleeping under them
	(39.9)
	(34.0)
	(52.0)
	(50.7)
	(33.6)
	(37.5)

	Population sleeping under nets
	(34.7)
	(52.1)
	(18.3)
	(24.8)
	(36.3)
	(47.6)

	Population not sleeping under nets
	(65.3)
	(47.9)
	(81.7)
	(75.2)
	(63.7)
	(52.4)

	U5 sleeping under nets
	(39.9)
	(53.7)
	(30.0)
	(32.1)
	(42.9)
	(33.3)

	U5 not sleeping under nets
	(60.1)
	(46.3)
	(70.0)
	(67.9)
	(57.1)
	(66.7)



Community members reported mosquito breeding grounds to include: stagnant water, bushy areas, gardens, latrines, and dark areas of the house.  To prevent mosquitoes from breeding near the homestead villagers reported slashing, trimming trees and removing trash and stagnant waters in proximity to their compounds. At dusk, villagers would close their windows and doors. Members in every community have good knowledge about keeping their compounds clean and getting rid of standing water to prevent mosquito breeding grounds-sweeping is a constant ritual and duty. However, nearby natural environments, including water sources, such as the rivers and lakes, as well as Queen Elizabeth National Park foster an environment perfect for mosquito breeding, thus maintaining mosquito populations regardless of individual or communal efforts- this further endorses the use of mosquito nets and indoor spraying as the main forms of primary prevention.

“I have a wish to prevent [malaria] and want to sleep under a net, 
but I lack any money to buy any.” 
– Woman in Kikonzo

Barriers to accessing mosquito nets were mentioned by all five communities and include: lack of provisions by the government, inequity with regard to net distribution by various organizations, and cost. Most villagers noted that when nets were not provided by such venues, they would not typically purchase one from the market due to burden of cost; nets cost approximately 7,000-10,000 Uganda shillings (about $3.60 USD). Villagers described obstacles to bed net use to include the following: lack of sufficient number of nets, improper use of nets (not properly tucking it in), it being too hot, themselves as having asthma and being unable to breathe or simply forgetting to use the net.  In addition, it was mentioned that nets were not used because there was no way to prevent malaria- regardless if you slept with a bed net, you could be bitten by an infectious mosquito at any time while outside.

Focus Group Transcripts Summaries
Common Themes-Female Focus Groups 
Reviewing the female focus group transcripts various common themes are found. The typical day is very similar in most communities beginning the day with praying, face washing, dish washing and compound sweeping, followed by searching for means of income, including firewood collecting and selling, crop/fish collecting and selling, personal crafts or working in local factories. In addition, preparing and cooking meals for children was common among most women. Holidays and special occasions were the only times mentioned to eat meat or have animal products, and/or a diet different from the daily diet. A balanced diet was a concept that was misunderstood by the communities until further probing.

Most women desire many children, ranging from six to 12 children in each community- 14 was the highest number of desired children and this was recorded in Kikonzo village. Breastfeeding was prevalent in each of the five communities, and knowledge of the suggested length of breastfeeding and reasons for doing so was present, however, exclusive breastfeeding was a concept that seemed to be misunderstood. Most community members were familiar with cesarean sections and the reasons for having the procedure.

The most common family planning method throughout all five communities is injection. Condoms were mentioned in each community, however with differing responses of use and reasons for not using- this is discussed in the following section.  Most women have basic knowledge of the most common sexually transmitted infections (STIs) including gonorrhea, Chlamydia, syphilis, HIV/AIDs, and a condition known as “pineapple”-what the research determined through various key informant conversations, is genital warts; however, it was also conclusive that there is a lack of knowledge about human papillomavirus (HPV) and cervical cancer. Most community members are aware of the ways to prevent such infections, however admit to difficulties in being able to do so, whether it was access to methods or inability to use methods because of demands from their spouse. In addition, there tended to be confusion with regard to sexually transmitted infections and other types of illness- as an example, both Railway and Kiganda villages named sickle cell when prompted to discuss STIs. 

The majority of women living within the five research communities are monogamous, while most men have multiple partners-some women did admit to having more than one partner. Polygamy was present in each of the five communities. Violence was also mentioned as existing within the communities; reasons given included: refusing to have sex, burning the food, or alcoholism as an exacerbating factor.

There is universal knowledge among all five communities of what causes malaria, with mosquitoes being mentioned frequently as the most common way of contracting illness. Women within the research communities are aware of who is most susceptible: children, pregnant women and the elderly. Use and knowledge of prevention and treatment methods vary and are discussed in the following section. Self-medication, including the use of local herbs, was commonly mentioned throughout each community as a form of malaria treatment.

Each community mentioned fiscal resources as the main barrier to accessing preventive care and treatment and transportation as the second.

Contrasting Themes-Female Focus Groups
Contrasting themes found between the communities include family planning methods. While condoms were mentioned as being used in three of the five communities (excluding Railway and Kikonzo), the reasons for not using condoms differed.  Those in Railway stated they did not use condoms as a form of family planning or STI protection because that had no money for them, the men could not enjoy their wives, or they wanted to produce a child every year. In Kikonzo, the main reasons for not using condoms included a fear of spermicide causing disease or infertility, fear of the condom staying in the vagina, or the condom restricting the uterus. In Katwe, tying herbs around the waist was a form of family planning, while in Kidodo tying the umbilical cord of the first born child around the waist during intercourse was a method used to prevent pregnancy. 

Another discrepancy in detail was found among child immunizations. While most women agreed that children should be immunized and that their children were fully immunized, it was a consensus that in most communities some children were not immunized because of fear of the vaccines ‘altering’ the nature of the child, fear of the vaccines causing the disease it was meant to prevent, or the lack of completing immunization because there was ‘a new baby each year’, with priority going to the youngest child. In Kikonzo, it was mentioned that “food comes first”. In addition, it was also a misconception that immunizations cost money, when it is widely known they are provided free by the government-a great cause of concern.

“We don’t always know programs of the government and don’t 
have any idea how to know what’s going on.”
 – Mother of young children in Kidodo

Treatment of malarial symptoms differed among each community. While the majority of individuals understand malaria, the cause, the most vulnerable and the importance of seeking treatment, it was still mentioned that women rely on herbal remedies, such as quinine from the national park, while others wet the clothes of their child to reduce fever, as primary forms of malaria treatment.
Common Themes-Male Focus Groups
Between the results of the four male focus groups, many common themes became apparent. In each community, varying degrees of separation from health care services persisted in forms ranging from proximity to trust, in cases of known corruption, to perceived and actual cost, and finally to medical supply and services. When questioned about the potential to address disease prevalence through prevention, most members responded that the people have inadequate knowledge of disease prevention methods.

Sanitation, washing clothes, bathing, avoiding contact with dirt, animal waste, solid waste were all concerns that were addressed by focus group members. In addition to these, latrines were noted to be in poor condition and very few had slabs. Regarding access to improved water sources, members uniformly cited the high cost of safe water, either through community or individual taps or general supply systems, such as community-wide treated cisterns in Katwe.
In several instances, men mentioned the common role of women in gathering wood from within the park, which is an illegal activity that can result in fines, imprisonment, or extortion. The relationships between men and women were noted to be strained, with many reports of varying situations in which domestic violence is prevalent and perhaps expected to occur. Further, men have a broad understanding of various sexually transmitted infections; however, they often place the responsibility of sexual health promotion and family planning on the part of women.

Contrasting Themes-Male Focus Groups
Kiganda presented some unique characteristics with which to distinguish itself from communities nearer to Kasese Town Council. Firstly, the men of Kiganda cited several major sources of income: most notably fishing and salt mining. The history of Kiganda differs also, since it was settled generations ago, rather than the other communities, which were the largely result of stabilizing refugee populations from the regional conflict with the Democratic Republic of Congo and Rwanda.

Asset Maps Summary
While the asset maps for the five communities lack geographic referencing information at this time, they display a certain wealth of social resources for members of the community to access. These resources include many schools and spiritual centers, which are consistently dispersed throughout each community. These social organizations provide residents with social capital and outsiders lenses through which to view the activities within the community. In addition, each community, excluding Kikonzo (as it is a newer community and shares boundaries and residents with all of Railway Parish) shows the availability for local commerce, in the forms of market, stores, and agricultural factories (coffee, cotton, chicken feed, etc). While water taps are present in each community, the number and ownership vary slightly between communities. As for employment opportunities, it bears noting that the communities closer to Kasese Town Council, particularly Railway and Kidodo, contained within them more businesses and factories for local workers. Health centers, as noted by these asset maps, are lacking-those that are present in these communities, generally offer no more value that the symbol they represent on the map-they are there, but not functioning (aside from the health center in Kiganda-Katwe); if they are functioning, it is at a very basic level, many times not having the resources necessary to serve the community’s entire population in need. The rudimentary maps included in this report require additional attention for the information contained within to be analyzed and displayed in a more informative manner. The research team has determined that GIS analysis is a valued investment for the future of this project, and that analysis will include spatial analysis of water sources, health care access, and vector habitats.

Stakeholder Analysis
Stakeholders involved in the process of this research project are numerous. Stakeholders include: the University of South Florida, specifically the Global Health Department and future students who have to fulfill the international field experience requirement; Bishop Masereka Christian Foundation (BMCF), specifically the Bishop Masereka Medical Centre (BMMC) and its future public health focus; Bishop Masereka and his hope to incorporate a Public Health focus into the work of his hospital by means of a future partnership with the University; Betty Castor and her husband, Samuel P. Bell as investors and supporters of this potential partnership, with a focus on education as the primary means of prevention and community empowerment leading to healthier communities and populations; the Health district in Kasese who will utilize the information gathered by the USF research team to plan future outreach and assistance by need, focusing on the issues presented by both the data collected and the comments of community members; lastly and most importantly the five communities in which the research team was working: Umoja village part of the Nyakasanga Parish, Kidodo, Railway, and Kikonzo village communities representing the entire Railway Parish, and Kiganda village community, a part of Katwe Parish, as the reason for the research team’s work and the focus of such future public health prevention and intervention efforts. 

Each of the aforementioned stakeholders was pertinent to the process and completion of this entire research project and the success of the research team in providing the results found within this report. Please see Appendix D for Stakeholder Analysis chart.
Discussion
Malaria
Malaria is absolutely one of, if not the, principal health concern within the Kasese district communities. Referring back to statistics found in the Situational Analysis for Uganda, malaria is endemic in greater than 95% of the country and transmission is among the highest for any country in the world. Uganda is ranked 6th worldwide in number of malaria cases and 3rd in number of malaria deaths (Uganda Bureau of Statistics (UBOS), 2010), contributing to 40% of all outpatient visits, 25% of all hospital admissions, and 14% of all hospital deaths (Ministry of Health [UMoH]). Within the five research communities, the context of malaria is no different and the actions of both the government and individuals living within the research communities, do not suggest that it will change. The majority of individuals within these communities, while many are taking precautions to address mosquito proliferation, are not addressing the issue of the existing mosquito population. Although a majority of households surveyed had at least one mosquito net, many of them were not using them at all, or were using them improperly. Overall, the majority of the members of the community were not sleeping under nets. This was even more of a concern for children under the age of 5, particularly vulnerable to malaria; only 40 percent of these children slept under mosquito nets in the communities studied, although that rate rose to 66 percent in households with nets. However, overall the communities are falling far short of the Roll Back Malaria goal of 60 percent coverage of children under 5 by insecticide-treated nets. We found that the most vulnerable populations, both children and pregnant women, were greatly exposed to risk of infection, of urgent and continuing concern since malaria-specific mortality accounts for 70,000-100,000 child deaths annually. Malaria is preventable and treatable, however the severe poverty and lack of healthcare access in these communities are allowing it to become life-altering and deadly. Malaria should absolutely be a main priority for future USF-BMMC collaboration and prevention/intervention efforts.

Household food insecurity and Malnutrition
The Household Food Insecurity Access Scale (HFIAS) is a tool designed to assess whether households have experienced problems accessing food in the past 30 days, as well as the extent of those problems. When implemented as part of our survey, we found that the vast majority - 107 out of 132 households -were categorized as severely food insecure. The results we obtained mirror those of similar studies (Bukusuba et al (2007); Misselhorn (2004); Smith (2000); Weiser et al (2010)). The direct causes of inadequate food access are poverty, environmental stressors, and conflict (Misselhorn, 2004). Food shortages in Africa are an ongoing problem, and long-term projections suggest that food production per capita is likely to diminish into the future (Rosengrant, 2001). Food crises together with chronic food shortages lead to compromised human well-being, hunger, malnutrition, co-morbidities, non-adherence to medical treatment (especially antiretroviral [ARV] treatment) and an overall sense of desperation – posing serious challenges to governmental and non-governmental institutions, and formal and informal policy and decision makers at all levels (Misselhorn (2004); Weiser et al (2010)). Not only were food resources in the five research communities insufficient, they were consistently the same, leading to an unbalanced data and lack of nutrients, contributing to nutrient/micronutrient (folic acid, iron), vitamin (Vitamin A) and protein deficiencies (Kwashiorkor). The number of children who were malnourished to the extent of being stunted, wasted and underweight was well over the national average; in conjunction with many of these same children not being immunized (due to unavailability of pertinent vaccines or inability of parent to reach a clinic) this situation poses a serious threat to the quality and duration of these fragile lives.

Education
It can be noted that educational attainment in the Kasese district is low, however, comparable to the national averages. 32.3 percent of those listing educational attainment in the Kasese district research communities, had achieved some secondary or higher education, compared to the national average of 51 percent;  20 percent of those within the research communities had never attended school, compared to the national average of 24 percent. While it is against the law for any child under the age of five to not be enrolled in an academic institution, it is difficult for many families to manage the fees associated with school enrollment (uniform, books, etc.) Due to lack of economic opportunity for parents, and large family size due to desire, in conjunction with unmet family planning needs, children that are supposed to be enrolled in school are not due to domestic obligation, and inability of families to afford academic requirements simultaneously with other necessities- at most times, providing food and shelter for a large family. In addition, government schools that are required to provide one meal per day for every student, are not providing such a service. It is important of the government to fulfill its duty to children of school age in order to have these children remain in school. Education must be a priority and assistance enabling families to enroll their children must be considered, especially with regard to economic opportunity for parents. A child should not have to surrender their education- education is a necessity if a community is to remain healthy and efficient.

Low Life Expectancy 
The current median age in Uganda is 15.1 years, the lowest in the world (CIA, 2011). The population of the communities studied in Kasese averaged a bit higher (18.7 years), yet this is still an unusually young population. In the most recent WHO Mortality Country Profile available for Uganda, the primary causes of (adult) death cited are HIV/AIDS, malaria, lower respiratory infections, diarrheal diseases and perinatal conditions (WHO, 2006). Increased fertility, lack of family planning and birth spacing, an unmet need for family planning services, access to and utilization of health services, malnutrition, harsh environmental conditions and poverty are also contributing factors to the extremely young population observed here (UDHS (2006); Kiwanuka et al (2008); Stoneburner (2004)) .  With the younger populations becoming increasingly larger, and the older populations diminishing, many children will be left without a caretaker of any kind-further contributing to the decrease in nutrition status, immunization status, educational attainment and overall health of the entire population. In many instances, the death of a parent due to HIV/AIDS leaves many children orphaned and vulnerable-these children are often left to grandparents, aunts and other caretakers that are willing to take the child in. In each of the five communities, widowed grandmothers were taking care of multiple children left orphaned by their deceased sons or daughters; the stress of stretching resources in a non-income household, creates unbearable burdens on these older generations; such circumstances are what allow poor health outcomes, co-morbidities and premature death to persist. From an economic standpoint, communities in which these circumstances take place will fail to thrive, thrusting future generations into the inevitable and unending cycle of poverty and poor health.

Antenatal Care 
Almost 75 percent of women in the communities studied reported attending the WHO recommended “4 or more” antenatal care visits. This is comparable to the latest statistics provided by UNICEF (2011), which state that “79 percent of women in the developing world receive antenatal care (ANC) from a skilled health provider at least once during pregnancy”. The Kasese data portrays a much better situation than the national statistics (47%), and similar literature published on Uganda (Tann et al 2007).  When stratified by the use of a skilled attendant at birth, the number increased to almost 80 percent. Skilled attendance at delivery is one of the key indicators to reflect progress toward the Millennium Development Goal of improving maternal health (UN 2011). While the use of skilled attendance is far from universal, and is lagging in some regions, available data shows that substantial progress has been made towards achieving the global goal of 90 percent coverage by 2015 (Stanton et al 2007). The antenatal period presents important opportunities for reaching pregnant women with a number of interventions that may be vital to their health and well-being, as well as that of their infants. Regular contact with a doctor, nurse or midwife allows health personnel to manage the pregnancy and provide a variety of services, such as treatment of hypertension to prevent eclampsia; tetanus immunization; intermittent preventive treatment for malaria and distribution of insecticide-treated mosquito nets; prevention of mother-to-child transmission of HIV; micronutrient supplementation; and birth preparedness, including information about danger signs during pregnancy and childbirth (UNICEF, 2011). The antenatal period is also an ideal opportunity to supply information on preconception health, family planning, and birth spacing. Although antenatal services are utilized, the quality of those services, which is difficult to measure, has not been assessed and from mere observation, seems to be inconsistent from patient to patient depending on available resources. It is essential to ensure a high quality of antenatal care so that services provided actually contribute to improved maternal health. This could be a focus area of future USF – BMMC collaboration. 

Conclusion
Lessons Learned
Over the course of eight weeks, this high-performance team of public health students accomplished more work than any individual could in so much time. Asset-oriented community mapping, household surveys, key informant interviews, and focus groups came together to familiarize the team and future partners with the health character of these five western Ugandan communities. As members of the team interacted with the community, it became clear that members were eager to learn about future resources and partnerships with regards to their health and well-being. The team has further identified a wide range of areas of study which may be pursued in future visits.

Within the community through the results of the research team’s efforts, several key lessons were learned regarding the health and health-related character of the community. First, focus groups illuminated a significant stigma against testing for HIV infection. Second, the issue of chronic disease is prevalent, while the related issues remain largely unaddressed and untreated. Third, members of the communities at hand were made up in large part by refugees and displaced persons from recent conflicts with neighboring Democratic Republic of Congo. Finally, during community asset mapping, some members were found to cultivate their own household gardens, which would benefit the community if expansion could take place.

Regarding the logistics of continuing the operation of this intensive program in future years, some lessons bear repeating in order to avoid meeting recurring challenges. One such lesson is to form written agreements with all partners regarding expectations with regards to monetary exchanges, time investment, and scope of work within the community. While performing the work, the team met unpleasant barriers to work through confusion regarding daily program scheduling and expenses. A second lesson was the importance of positive public relations within local communities on the part of partner organizations. In several focus group meetings, frustration with purported corruption and failing resource chains provided a potential barrier to further partnership. For this reason, and others, staff members assigned the role of community liaison and translator for the research team must be chosen strategically and diplomatically to alleviate confusion and frustration, both on the part of the stakeholder organization and of the community at large. A final lesson was that of the difficulty for forging partnerships with the local health district office, with which the research team planned to meet, but failed to do so as plans were canceled.


Limitations of the study
The time within which the team must complete the assignment was a difficult pressure for the scope of the project. This resulted in team members limiting the scope of their specific individual research areas, such as maternal and child health, malarial diseases, and water and sanitation. Finally, the communities chosen were assumed to represent comparable populations to communities addressed by the research team on the eastern side of the country. However, the population was much greater than anticipated, being situated in an urban setting, which posed concerns for comparison, as well as survey representation.

The Way Forward
In future projects with communities in western Uganda, the research team is calling for interest specifically for health education and promotion in local schools, as well as peer mentoring programs to build a foundation upon which to base and embrace healthy choices. Where the recent research team attempted to connect with other local partners, future teams must succeed in order to achieve local efficiency of programming, most notably those programs sponsored by the local health district. While the team made contact with the local mayor of Kasese Town Council, future communication should pursue partnership with regards to the proposed solid waste management agenda proposed by the current mayor and other ventures that coincide with every stakeholders’ interest and investment within these communities-primarily the communities themselves.

Phase 2 in Kasese
Widespread concern and overall health effects of malaria across communities in the scope of the Kasese research team support the future investment of malaria intervention programming. Thanks to the continued efforts of Dr. Nisbett and students, varied programs will be analyzed and compared with the health character of the communities at hand to determine which, if any, should be pursued further. With this said, additional components for future phases of this project are apparent to the research team. Student experts from various fields are needed to explore a wide array of interrelate concepts relating to the health status of these communities. Firstly, within the College of Public Health, students with expertise in biostatistics and epidemiology should pursue research with records of the local hospital and the health district office. The occupation benefits and hazards related to work at the local agricultural factories and local health facilities, present an additional area for further research. Finally, the Bishop Masereka Medical Center specializes in maternal and family health services and may be of interest to community and family health students. Further, to expedite analysis in future projects, a student with skills in SASS should be incorporated in the project in some way. 

In addition to College of Public Health programs, this project is relevant to a broad range of interdisciplinary involvement, including: the College of Engineering, whose students research and apply water testing and appropriate technologies; the division of Social Work within the College of Behavioral and Community Sciences, which may examine current local practices for health counseling and the social support structure for elderly raising orphaned grandchildren; the department of anthropology, which may examine the cultural and economic adjustment of refugees transitioning from the Rwenzori mountain range to areas surrounding Kasese Town Council; the psychology department, which may analyze the community-wide impact of poverty on health empowerment; and finally, the Patel School of Global Sustainability to address transportation barriers to health care access and discuss balancing human and ecosystem wellness at the border of Queen Elizabeth National Park.

[bookmark: _Toc305495330][bookmark: _Toc305497840][bookmark: _Toc305497923]References

Bukusuba, J., Kikafunda, J.K., Whitehead, R.G. (2007). Food security status in households of people living with HIV/AIDS (PLWHA) in a Ugandan urban setting. Br J Nutr 98:211-217.
Central Intelligence Agency (2011). The World Factbook. Africa: Uganda. Last updated August 23, 2011. Retrieved from https://www.cia.gov/library/publications/the-world-factbook/geos/ug.html
Demographic and Health Survey (DHS). (2010). Uganda Malaria Indicator Survey 2009. 
	Calberton, Maryland, USA : UBOS and ICF Macro, 2010.

FANTA-2. 2010. The Analysis of the Nutrition Situation in Uganda. Washington, DC  : Food 	and Nutrition Technical Assistance II Project (FANTA-2), 2010.

Kasese District Council (2011). District Overview and Opportunities. Retrieved from 
	http://www.kasese.go.ug/overview/index.htm.

Kiwanuka, S.N., Ekirapa, E.K., Peterson, S., Okui, O., Hafizur Rahman, M., Peters, D., and Pariyo, G.W. (2008). Transactions of the Royal Society of Tropical Medicine and Hygiene 102:1067-1074.

Office of the United Nations High Commissioner for Refugees. (2011). UNHCR country 
	operations profile – Uganda. UNHCR. [Online] 2011. [Cited: September 23rd, 2011.] 
	http://www.unhcr.org/pages/49c3646c2.html.

Ministry of Health, Health Planning Department, Uganda; Directorate of Water Development,
Ministry of Water and Environment, Uganda; Uganda Bureau of Statistics; International Livestock Research Institute; and World Resources Institute. (2009). Mapping a Healthier Future: How Spatial Analysis Can Guide Pro-Poor Water and Sanitation Planning in Uganda. Washington, DC and Kampala : World Resources Institute, 2009.

Misselhorn, A.A. (2004). What drives food insecurity in southern Africa? A meta-analysis of household economy studies. Global Environmental Change 15: 33-43.

Rosengrant, M.W., Paisner, M.S., Meijer, S., Witcover, J. (2001). 2020 Global Food Outlook: Emerging Trends, and Future Alternatives.  IFPRI, Washington.

Smith, L.C., Obeid, A.E., and Jensen, H.H. (2000). The geography and causes of food insecurity in developing countries. Agricultural Economics 22:199-215
Stanton, C., Blanc, A.K., Croft, T., and Yoonjoung, C.(2007). Skilled Care at Birth in the Developing World: Progress to Date and Strategies for Expanding Coverage. J.biosoc.Sci 39:109-120.
Stoneburner, R.L., Low-Beer, D. (2004). Population-Level HIV Declines and Behavioral Risk Avoidance in Uganda. Science 304:714-718.
Tann, C.J., Kizza, M., Morison, L., Mabey, D., Muwanga, M., Grosskurth, H., and Elliot, A.M. (2007). Use of antenatal services and delivery care in Entebbe, Uganda: a community survey. BMC Pregnancy and Childbirth 7:23.

Uganda Bureau of Statistics (UBOS) and Macro International Inc. 2007. Uganda Demographic and Health Survey 2006. Calverton, Maryland, USA: UBOS and Macro International Inc.

UNICEF (2011). Childinfo: Monitoring the situation of children and women. Retrieved from http://www.childinfo.org/antenatal_care.html.
United Nations (2011) We Can End Poverty 2015 - Millennium Development Goals: A Gateway to the UN System’s Work on the MDGs. Retrieved from http://www.un.org/millenniumgoals/.
Weiser, S.D., Tuller, D.M., Frongillo, E.A., Senkungu, J., Mukiibi, N., and Bangsberg, D.R. (2010). Food Insecurity as a Barrier to Sustained Antiretroviral  Therapy Adherence in Uganda. PLoS ONE (5)4:e10340.
World Health Organization (2006). Mortality Country Fact Sheet 2006: Uganda. Retrieved from http://www.who.int/whosis/mort/profiles/mort_afro_uga_uganda.pdf.









IX. Table of Contents-Appendices

Appendix A- Pre-departure Project Documents: 
Situational Analysis Table	42
Appendix B- Project Documents: 
Log Frame	44
Theoretical Frame Works	46
Gantt Timeline	49
On-site Schedule	50
Survey Instrument	51
Appendix C- Results
Asset Maps	55
Population Pyramids	60
Population Age Distributions	63
Educational Attainment	66
Focus Group Transcripts and Key Informant Interviews	69
Appendix D-Stakeholder Analysis
Stakeholder Analysis Chart	148
Appendix E-Contributions
Pre-Departure	150
Data Generation	151
Analysis, Writing, Final Product	152
Appendix F-Research Team
Short Biographies	153
Pictures	155





	 (
 Situational Analysis
APPENDIX A
)Variable/Indicator
	Uganda Nat’l
	Western Region

	
	
	

	Fertility/Family Planning
	
	

	Total fertility rate (TFR) per woman
	6.1 (7.1 rural)
	7.3

	Median age at first birth
	19.1
	18.2

	Median age at first marriage (females) aged 20-49
	17.8
	17.3

	Median age for sexual debut
	16.6
	16.1

	% married women ever using contraceptive method
	52
	20.6

	%married women having unmet need for family planning
	41
	23.1

	
	
	

	Maternal Health (antenatal care=ANC)
	
	

	% women receiving skilled ANC in previous 5 years
	94
	94

	4+ ANC visits
	47
	--

	Self-reported being informed of ANC problems
	35
	85.6

	% births in health facility
	41
	29.8

	% reporting symptoms of obstetric fistula
	3
	5

	Maternal mortality rate (MMR per 100,000 births)
	435
	--

	% women vitamin A deficient
	19.4
	12.7

	% women with any level of anemia
	49
	45.1

	
	
	

	Child Health/Nutritional Status
	
	

	Infant mortality rate (IMR per 1,000 live births)
	75
	76

	Child mortality rate (aged < 5 per 1,000 live births)
	137
	145

	% aged 12-23 months fully immunized
	46
	51

	% diarrhea episode for child aged <5 in previous 2 weeks
	26
	21.1

	% treated with some kind of ORT
	54
	32.9

	% showing symptoms of ARI in previous 2 weeks
	15
	15.3

	% children aged 6-35 mo. who were vitamin A deficient
	20.4
	14.7

	% children with any level of anemia
	73
	64.4

	% children stunted (short for age)
	38
	49.6

	% children wasted (thin for age)
	6
	5


	Variable
	Uganda Nat’l
	Western Region

	Malaria
	
	

	% of households with bed net
	34
	20

	% of households with ITN
	16
	10.6

	% of children <5 sleeping under net on previous night
	22
	9.5

	% of pregnant women sleeping under net previous night
	24
	14.9

	% of children aged <5 with fever took and took anti-malarial drugs
	61
	59.7

	% of pregnant women exposed to IPTp (at least 1 dose)
	37
	39

	
	
	

	STIS/Reproductive Health/Safe Sex
	
	

	% ever sexually-active females reporting STI/symptoms
	11.3
	15.9

	% ever sexually-active males reporting STI/symptoms
	7.4
	5.8

	% unmarried, sexually-active females having intercourse
	24.2
	27.1

	% sexually-active females aged 15-24 using condoms
	27.1
	26.1

	% unmarried, sexually-active males having intercourse
	27.6
	29.5

	% of sexually-active males aged 15-24 using condoms
	65.3
	59.1




 (
   Project Log Frame
APPENDIX B
)FORMATIVE STUDY OF KASESE COMMUNITIES
Primary Goal: To gather information, and conduct health promotion activities on nutritional status, antenatal/prenatal care, malaria and water & sanitation.
	Key Objectives
	Activities
	Tools/Targets
	Outputs

	
	
	
	

	O1. Determine community-perceived barriers and bridges to accessing reproductive and antenatal/prenatal health care
	A1.1 Conduct focus groups discussions with leaders, groups, CHCs
A1.2 Key informant interviews of CHWs
	FDGs KIIs/Adult females, youth females, adult males, youth males, CHCs, CHWs
	Written Report

	
	
	
	

	O2. Determine acceptability and feasibility of reproductive health programs (e.g. HPV) and intermittent presumptive treatment of malaria during pregnancy (IPTp)
	A1.1 FDGs of women’s groups, CHCs
A2.2 KIIs of CHWs
	FDGs KIIs/Adult females, youth females, adult males, youth males, CHCs, CHWs
	Written Report

	
	
	
	

	O3. Collect data to measure nutrition status and review malaria prevention methods in place
	A3.1 Conduct household surveys including demographics, household food insecurity, and malaria prevention methods
A3.2. Take child anthropometric measurements
	Household Food Insecurity Access Scale (HFIAS)/Households and CHWs
Height boards and scale/Children
Document review clinical data
	Completed surveys for 20 randomly selected households in each of the 5 communities
Anthropometric measurements fir children U5 for each of the randomly selected households

	
	
	
	

	O4. Collective qualitative and quantitative data to assess water and sanitation issues
	A4.1 Conduct spatial analysis of existing wells, latrines and other water sources
A4.2 Conduct testing of water quality
A4.3 conduct focus group with community members to assess water and sanitations needs and to generate time budgets for water acquisition
	Water quality testing supplies, FGDs, KIIs/community leaders, CHCs, CHWs
	Written report of observations and results

	
	
	
	

	O5.Health promotions sessions for communities and school/church groups based on needs assessment collected during baseline data collection
	A5.1 Conduct malaria education training
A5.2. Conduct CHW training on reproductive health
A5.3. conduct training on food
A5.4. Conduct training on antenatal care and management of malaria during pregnancy
	Training materials/CHCs, households, men’s and women’s groups
	Report of individuals reached for training sessions and team assessment report

	
	
	
	

	O6. Meetings with stakeholders and community partners
	A6.1 Assess acceptability & feasibility of malaria intervention
A6.2. Assess acceptability & feasibility of nutrition intervention
A6.3. Assess acceptability & feasibility of water and sanitation intervention
A6.4. Assess acceptability & feasibility of reproductive health interventions (e.g., HPV, IPTp)
	Key informant interviews and document reviews/ stakeholders
	Feasibility report of interventions in the way of malaria, nutrition, water & sanitation, and reproductive health











 (
Household Food Insecurity Access Scale Categorization Scheme
)
             Coates et al., 2007



Theoretical Framework for Household Food Insecurity

             Misselhorn, 2005



Theoretical Framework for Child Malnutrition
UNICEF, 2009
	Uganda Summer 2011

	Activity
	2 Months before Departure
	1 Month before Departure
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in Uganda
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Gantt Timeline
)















Activities

	1	
	Complete all IFE paperwork
	9	
	Conduct household survey for selected parameters (e.g. age/sex composition, and questions on health topics)

	2	
	Get vaccines and anti-malaria prescriptions
	10	
	Conduct water and sanitation assessment

	3	
	Secure housing/airport pick-up in Uganda
	11
	Conduct document review of stakeholder reports for pertinent demographic & health data on communities

	4		
	Purchase airfare
	12
	Interview stakeholder representatives regarding community needs, previous programs, potential for future collaboration

	5	
	Arrive in Uganda and meet community partners
	13

	Conduct community educational workshops on various topics (e.g. malaria, gardens, water and sanitation)

	6	
	Conduct daily journal entry (all team members)
	14	
	Assess feasibility of interventions relating to the information gathered from baseline data collection

	7	
	Conduct transect mapping exercise
	15	
	Report results to community partners

	8
	Conduct health asset and threat mapping
	16
	Present results to all stakeholders


 (
On-Site Schedule
) (
SC
HEDULE FOR COMMUNITY OUTREACHES
PUBLIC HEALTH DEPARTMENT, 
SUMMER
 2011
)
	DAY/TIME
	*LOCATION*
	RESPONSIBLE PERSONS
	ACTIVITIES IMPLEMENTED

	MONDAY

9:00am-4:00 pm
	
UMOJA-NYAKASANGA
	Public Health Team
Sunday Alex
Sr. Pamela
	Community Mapping


	TUESDAY

9:00am-4:00 pm
	
UMOJA-NYAKASANGA
	Public Health Team
Mr. Perezi
Sr. Pamela
	Surveys at household level
Young child health services and screening

	WEDNESDAY

9:00am-4:00 pm
	
UMOJA-NYAKASANGA
	Public Health Team
Mr. Perezi
Gladys
	Immunization Services (Outreach)
Assessment, screening and health education

	THURSDAY

9:00am-4:00 pm
	
UMOJA-NYAKASANGA
	Public Health Team
Mr. Perezi
Josephat

	Focus Groups
Key Informant Interviews

	FRIDAY

9:00am-4:00 pm
	
UMOJA-NYAKASANGA
	Public Health Team
Josephat
Sunday Alex
	Health education
Feedback to the community


*Community will change accordingly*
 (
Survey Instrument
)
	Uganda Baseline Survey

	Household #:     |__|__|__|
	Today’s Date: _____ /____ /_____
                                 Day        Month       Year

	Region:
	District:

	Community Name:
	Survey Team:

	GIS Coordinates          
Latitude:                            Longitude:
	Name of Respondent: 

	Language of the survey interpretation:
	Additional comments:



	Questionnaire No:
	|__|__|__|



	Interview Introduction:
Hello, my name is ___________ and I am from University of South Florida in the USA. We are working in collaboration with the Bishop Masereka Foundation Hospital in Kasese and the Papoli Community Development Committee in Papoli.
The purpose of this interview is to gain information about the household and its members, including: number of household members, household food security, transportation, available health services, and daily living. This information will help us to better understand the community.
This survey is completely voluntary and you may choose to not participate or to cease participation at any time. All information provided will remain confidential. This information will be used to prepare reports, but those reports will not include any identifying information.
The interview will take approximately 30 minutes. 
We would very much appreciate your participation in this survey.
Do you have any questions about the survey? 
May I begin the interview now?





	Household Demographics

	Line No
	USUAL RESIDENTS AND VISITORS
	RELATIONSHIP TO HEAD OF HOUSEHOLD
	SEX
	AGE
	EDUCATION
	MARITAL STATUS
15YR OR OLDER
	CHILD ANTHROPOMETRIC MEASUREMENTS
UNDER 5YR
	SICK PERSON

	
	Please give me the name of the persons who usually live in your household and guests of the household who stayed here last night, starting with the head of household
	What is the relationship of (NAME) to head of household?

SEE CODES BELOW
	Is (NAME) Male or Female?
	How old is (NAME)?

IN YEARS
	What is the highest level of education completed or currently attended by (NAME)?
	What is (NAME’s) current marital status?

1=MARRIED OR LIVING TOGETHER
2=DIVORCED OR SEPARATED
3=WIDOWED
4=NEVER MARRIED and NEVER LIVED TOGETHER
	CHILDS DATE OF BIRTH MM/DD/YYYY
	MOTHER’S WEIGHT 
(CHILDREN 24MO OR LESS)
	CHILD’S WEIGHT
	CHILD’S HEIGHT OR LENGTH
	Has (NAME) been ill in the last 3 months?
	Has (NAME) been de-wormed in the last 6 months 
 0-14 years 

	(1)
	(2)
	(3)
	(4)
	(5)
	(6)
	(7)
	(8)
	(9)
	(10)
	(11)
	(12)
	(13)

	01
	
	
[___][___]
	
M     F
1      2
	
[___][___]
	
	
[___]
	
__ /__ /____
	
[__][__][__]
	
[__][__][__]
	
[__][__][__]
	Y    N  DK
1    2     8
	Y    N  DK
1    2     8

	02
	
	

[___][___]
	
M     F
1      2
	

[___][___]
	
	

[___]
	
__ /__ /____
	
[__][__][__]
	
[__][__][__]
	
[__][__][__]
	Y    N  DK
1    2     8
	Y    N  DK
1    2     8

	03
	
	

[___][___]
	
M     F
1      2
	

[___][___]
	
	

[___]
	
__ /__ /____
	
[__][__][__]
	
[__][__][__]
	
[__][__][__]
	Y    N  DK
1    2     8
	Y    N  DK
1    2     8

	04
	
	

[___][___]
	
M     F
1      2
	

[___][___]
	
	

[___]
	
__ /__ /____
	
[__][__][__]
	
[__][__][__]
	
[__][__][__]
	Y    N  DK
1    2     8
	Y    N  DK
1    2     8

	05
	
	

[___][___]
	
M     F
1      2
	

[___][___]
	
	

[___]
	
__ /__ /____
	
[__][__][__]
	
[__][__][__]
	
[__][__][__]
	Y    N  DK
1    2     8
	Y    N  DK
1    2     8

	06
	
	

[___][___]
	
M     F
1      2
	

[___][___]
	
	

[___]
	
__ /__ /____
	
[__][__][__]
	
[__][__][__]
	
[__][__][__]
	Y    N  DK
1    2     8
	Y    N  DK
1    2     8

	07
	
	

[___][___]
	
M     F
1      2
	

[___][___]
	
	

[___]
	
__ /__ /____
	
[__][__][__]
	
[__][__][__]
	
[__][__][__]
	Y    N  DK
1    2     8
	Y    N  DK
1    2     8

	08
	
	

[___][___]
	
M     F
1      2
	

[___][___]
	
	

[___]
	
__ /__ /____
	
[__][__][__]
	
[__][__][__]
	
[__][__][__]
	Y    N  DK
1    2     8
	Y    N  DK
1    2     8

	09
	
	

[___][___]
	
M     F
1      2
	

[___][___]
	
	

[___]
	
__ /__ /____
	
[__][__][__]
	
[__][__][__]
	
[__][__][__]
	Y    N  DK
1    2     8
	Y    N  DK
1    2     8

	10
	
	

[___][___]
	
M     F
1      2
	

[___][___]
	
	

[___]
	
__ /__ /____
	
[__][__][__]
	
[__][__][__]
	
[__][__][__]
	Y    N  DK
1    2     8
	Y    N  DK
1    2     8



	Household Food Insecurity Access Scale (v.3)

	For each of the following questions, please consider what has happened in your household during the past 4 weeks. By household, we mean those of you who sleep under the same roof and take meals together at least 4 days per week.

	NO
	QUESTION
	RESPONSE OPTIONS
	CODE

	1
	In the past four weeks, did you worry that your household would not have enough food?
	IF NO= 0 
If Yes, how many times?
1 = Rarely (once or twice)
2 = Sometimes (3-10 times)
3 = Often (more than 10 times)
	|___|

	2
	In the past four weeks, were you or any household member not able to eat the kinds of foods you preferred because of a lack of resources?
	IF NO= 0 
If Yes, how many times?
1 = Rarely (once or twice)
2 = Sometimes (3-10 times)
3 = Often (more than 10 times)
	|___|

	3
	In the past four weeks, did you or any household member have to eat a limited variety of foods due to a lack of resources?
	IF NO= 0 
If Yes, how many times?
1 = Rarely (once or twice)
2 = Sometimes (3-10 times)
3 = Often (more than 10 times)
	|___|

	4
	In the past four weeks, did you or any household member have to eat some foods that you really did not want to eat because of a lack of resources to obtain other types of food?
	IF NO= 0 
If Yes, how many times?
1 = Rarely (once or twice)
2 = Sometimes (3-10 times)
3 = Often (more than 10 times)
	|___|

	5
	In the past four weeks, did you or any household member have to eat a smaller meal than you felt you needed because there was not enough food?
	IF NO= 0 
If Yes, how many times?
1 = Rarely (once or twice)
2 = Sometimes (3-10 times)
3 = Often (more than 10 times)
	|___|

	6
	In the past four weeks, did you or any other household member have to eat fewer meals in a day because there was not enough food?
	IF NO= 0 
If Yes, how many times?
1 = Rarely (once or twice)
2 = Sometimes (3-10 times)
3 = Often (more than 10 times)
	|___|

	7
	In the past four weeks, was there ever no food to eat of any kind in your household because of lack of resources to get food?
	IF NO= 0 
If Yes, how many times?
1 = Rarely (once or twice)
2 = Sometimes (3-10 times)
3 = Often (more than 10 times)
	|___|

	8
	In the past four weeks, did you or any household member go to sleep at night hungry because there was not enough food?
	IF NO= 0 
If Yes, how many times?
1 = Rarely (once or twice)
2 = Sometimes (3-10 times)
3 = Often (more than 10 times)
	|___|

	9
	In the past four weeks, did you or any household member go a whole day and night without eating anything because there was not enough food?
	IF NO= 0 
If Yes, how many times?
1 = Rarely (once or twice)
2 = Sometimes (3-10 times)
3 = Often (more than 10 times)
	|___|



	Household Status

	1.
	
Where do you go when you are sick/or have an emergency?
	0 = Friends/family                         4 = Doctor
1 = Community Health worker   5 = Traditional Healer  
2 = Local Clinic                               6 = No Where  
3 = Hospital                                    7 = Other
	|___|

	2.
	Who assisted you in giving birth? (If applicable)
	0= Husband                                    3 = Skilled birth attendant                                         
1=Family Member                         4 =Traditional Assistant
2= Midwife                                     5 = No one
	|___|

	3.
	How often does a woman go for healthcare when pregnant? / After she’s given birth?
	0 = Never                                        4 = Four times          
1 = One time                                  5 = Four or more times  
2= Two times                                 6 = When she can get there
3= Three times                              7 = Other
	|___|/
|___|

	4.
	What type of toilet facilities does your household have?
	0 = Flush toilet      
1 = VIP Latrine
2 = Covered pit latrine/no slab 
3 = Covered pit latrine/with slab
4 = Uncovered pit latrine/no slab 
	5 = Uncovered pit latrine/with slab    
6 = Composting toilet
7 = Other
8 = Not applicable
9 = Do not know 

	|___|

	5.
	What is the source of your household water?
	0 = Household tap      
1 = Community shared tap
2 = Water traders 
3 = Rain water
4 = Well/spring 
	5 = River/canal    
6 = Borehole
7 = Other 
8 = Not applicable
9 = Do not know 
	|___|

	6.
	What is your water source for bathing?
	0 = Household tap      
1 = Community shared tap
2 = Water traders 
3 = Rain water
4 = Well/spring 
	5 = River/canal    
6 = Borehole
7 = Other 
8 = Not applicable
9 = Do not know 
	|___|

	7.
	What type of containers do you use for water storage? Can we see it?
	0 = Bucket
1 = Plastic container
2 = Glass container      
3 = Natural container
	7 = Other 
8 = Not applicable
9 = Do not know  
	|___|

	8.
	Do you do any of the following to your water?
	0 = Boil 
1 = Bleach/chlorine
2 = Strain            
3 = Water filter
4 = Solar disinfection
	7 = Other 
8 = Not applicable
9 = Do not know 

	|___|

	9.
	Does a member of your family own agricultural land?
	0=No
1=Yes
	
	|___|

	10.
	What types of animals live on this land?
	
	
	

	11.
	What form of energy/fuel do you typically use for cooking? 
	0 = Electricity 
1 = Wood, bought             
2 = Wood, free
3 = Petroleum 
4 = Gas
	5 = Dried animal manure
7 = Other 
8 = Not applicable
9 = Do not know 

	|___|

	12.
	Does any member of your household have means of transportation? If Yes, what?


	0 = No 
1 = Yes____________________________________
2= Sometimes 
	
|___|

	13.
	How far is the nearest health clinic/hospital from your household?
	
Response in minutes/hrs 
	
|___|

	14.
	Does your household have any mosquito nets?
	0 = No 
1 = Yes
	|___|

	15.
	Who slept under the net last night?
	(NAME)(s):

	16.
	At any one time in the last 12 months, has anyone sprayed the interior walls of your dwelling unit with insecticide?
	0 = No  
1 = Yes
	|___|



159
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 (
Focus Group Transcripts
)FOCUS GROUP NOTES
UMOJA-NYAKASANGA


Date: June 3rd, 2011
Site: Umoja Health Center
Interpreter: Sunday Alex
Moderator: Chelsea Bunch
Note taker(s): Angela DiMaggio, Ashley Richards, Megan McLaughlin
Number of participants: 8


= Prompt/subject continuation
a, b ,c, etc. = community member interpretation
[  ] = Team’s observation
(  ) = Implied by community members
*  * = general consensus by community members

1. Can you tell me what a typical day is like in your community?
a. Farming 
Is it like that for everyone?
b. Other duties – some have jobs, businesses, stay at home as housewives
2. Can you tell me about your family?
a. Woman lost husband a few years back, has 8 kids. Some are at school, some are not. She works at her hair salon from 8 am to 8 pm. The kids who aren’t in school stay home and “keep the house”. 
b. Second woman also a widow. Stays with 10 kids – some are her grandchildren whose parents died of HIV /AIDS. She does small scale farming, bricklaying and is a hairdresser (rotates each day). Some kids in school, some not. Her pregnant daughter stays home and keeps the house
3. Is there anything else anyone would like to add about the family? 
a. They could be living quite a number of lifestyles, but it gets hardened by many things
b. Government says everyone needs to be in school – it’s hard to afford that and food for everyone in the house. Government says if they come by, and the kids aren’t in school, they will put the adults in jail. 
c. It’s hard to please yourself, your children, and the government – “that’s the life”-everyone agreed

4. How many kids do women want to have in Umoja?
a. 1 woman’s mother had 12, she wanted 12 like her mother, but due to different times and complications she has 4. Instead of having all 12 on her own, she acquired children from her brother as well as her daughter, equaling 12 (coincidentally)
b. “I have 3, I want 12”
c. Has 7, she wanted 6
d. Wanted 6 and got 8
*Many women would like to have 12 children like many of their parents did*
(Reasons why they can’t are family members dying and them having to assume responsibility for their children, less family support, times changing)
5. When do women start having kids?
a. At 16 she got pregnant and had to get married
b. After P7 there was no more $ for school so she got pregnant and was asked to get married. There’s never really a “want” to get married, it’s more decided by your situation- “never have decision to get married, it’s a condition”
6. What kind of family planning methods do you use?
a. Differing views, different fears
b. Injection (no problems besides weight gain)- this is the most common method
c. Calendar method
d. Oral contraceptives, but she doesn’t use anymore because of her age
e. Used the injection, but bled for 3 months straight, so she stopped using it and now uses nothing
7. What family planning method is generally used in Umoja?
a. Injection
Why?
b. Less burdening and less expensive than pills
c. Protects the woman against her husband – he doesn’t know if she’s had the injection. When pills are kept at home they can be found by the husband, which leads to questions and sometimes to domestic violence
d. Tablets are very expensive especially because you need 21 days worth
Does anyone use condoms?
e. Married women’s husbands won’t allow it
f. Some men say they don’t know how to use them, and some men actually do allow them
g. Some want to have children “until they are tired”
h. Up to girls to prevent issues and make sure they are used- boyfriends also usually refuse to use condoms
i. It’s up to the woman to protect herself from getting pregnant
8. What can you tell me about STD’s?
a. I have been infected with practically ever STD
b. Syphilis, gonorrhea, HIV and candidiasis
What do people here in Umoja know about them?
c. Syphilis – attacks your baby if you’re pregnant and not treated, destroys formation of your child, destroys private parts if not treated
d. Effect on urethra, effect on skin, smelly discharge, effect on brain
e. “I know that I’m a widow because of AIDS”
f. You’re better off getting syphilis than HIV
g. Syphilis is treatable, HIV is not
h. Syphilis won’t stop you from doing your work
i. If you get syphilis (as opposed to HIV) you can still have healthy babies
j. With HIV, you always have to worry about when you’re going to die- everything about it is painful
k. There are many widows because of HIV
9. Have you heard anything about Human Papillomavirus (HPV)?
a. “Yes. Cervical cancer.
10. What kinds of things make people sick besides what we’ve already talked about?
a. Mosquitoes, house flies, poor disposal of waste, cholera
11. What is the biggest cause of illness?
a. Mosquitoes
12. How do you protect yourself from these diseases?
a. You have to be clean
b. (Malaria) – mosquito nets
c. (Cholera) – stop eating roadside food, eat warm food (not cold), boil water, stay generally clean
d. (Syphilis) – it’s hard but the best way is sticking to one partner, you can use condoms if your partner will understand why
13. How many sexual partners do people generally have?
a. “No comment”
b. More than 3 – sex workers have many
14. How accessible are health care services?
a. Health centers are there but you can only access them if you have the finances
15. What are the reasons you might access the health center?
a. Pain usually motivates 
b. They’d rather die, or have their family member die in the hospital rather than at home – they don’t want the blame of someone dying in their house and having to answer the question “why didn’t you go to the hospital?”
c. They ‘fear the blames’
d. Health centers are there, the reason they can’t access them is because of money- district hospital say they do not have drugs and send them off to expensive pharmacies
What diseases would cause you to go to the hospital?
e. All diseases should send you to the hospital if you have the money
f. If you find out you have syphilis, you might not run to the hospital so fast
g. Headache and a high fever, you go quickly, because that could mean something more serious
16. Do you go to the hospital when you find out you’re pregnant?
a. Yes. Times have changed. Gone are the days where people just deliver in the village. They need to find out HIV status. They want to know if their baby is well, how is my pregnancy going?
b. They are afraid of complications
c. Some believe family planning causes babies to be born abnormal and increase the number of C-sections
17. How many times do you go for antenatal care?
a. 5 or 6 times – depending on when they find out they’re pregnant
b. Go about 6 times depending on when they started antenatal- the hospital determines when they will come back based on gestational age
18. Why do women have C-Sections?
a. Family planning methods increase number of C-sections
b. With Depo, women go 4-5 years without having a baby, and when they do conceive, they can’t push the baby out
c. Mal-position
d. Over bleeding
e. Prolonged labor
f. Obstructed labor
g. Midwife labor – head comes out, shoulders get stuck, then they have to go to hospital for a CS
19. Who assists labor?
a. At the hospital it’s usually a midwife, sometimes a doctor
b. TBA – Aboke – most common in Umoja
c. Friends
d. Some women give birth alone
20. During pregnancy, how does mother’s life-style change?
a. For some, things stay exactly the same
b. When she’s pregnant she doesn’t want to eat certain foods, doesn’t want to work, doesn’t want to see her husband, vomits
c. Experience is different for all women
21. What’s in a typical diet? 
a. Cassava flour and fish – every day
b. Once in a while people can’t afford the fish
c. They would like to eat matoke, but it’s rare and expensive
What about Holidays?
d. Everybody works hard to save for the holidays – bread, rice, meat, fish, matoke
Other than money, what else determines what you eat?
e. “It’s the money”
f. Money and choice
g. People save for a long time and very hard for holiday meals-even if it’s not a true “holiday” meal it is something different than they usually have
22. What does a balanced diet consist of?
a. Some people might have different meals at different times, others have the same all the time
b. “Having different types of meals”
c. Beans posho, pawpaws, rice, silver fish, mango, cassava flour, and fish
d. Millet porridge in the morning, matoke beans for lunch, cassava, meat or fish for dinner
23. Do the children eat the same foods?
a. Some kids eat maize porridge instead of millet porridge
b. Some kids don’t like rice – so they eat bananas instead when rice is served
24. When are children weaned?
a. 6 months 
What foods do they eat when they’re weaned?
b. Irish potatoes, soft foods, peeled beans, rice
25. Do most children get immunized in the community?
a. A good number is immunized – usually done here, because of Perez’s outreach work there
b. Some go to hospital
c. Some won’t allow their children to be immunized
What are the reasons for not immunizing?
d. Parents aren’t immunized- they don’t think their kids need it
e. Some think vaccines are just foreign drugs and don’t want their kids to have them
f. Some think the nature of their children will change
g. cultural reasons-forefathers were not immunized so why should they be?
Are most children de-wormed?
h. Most are de-wormed in school
i. Some parents tell children not to swallow any tablets given to them by others so they don’t get de-wormed
j. Most failure for de-worming is associated w/parents
k. They say they’ll bring them, and they never do
26. What causes malaria?
a. Floods
b. No spraying
c. Maintenance of trees is poor
d. Stagnant water
e. Poor rubbish disposal
Who is most at risk for malaria?
f. Everyone who doesn’t sleep under nets
Who sleeps under nets?
g. Many don’t have them
h. The ones who do don’t use them properly
i. 1 woman is asthmatic, so she can’t sleep under a net
j. Kasese is very hot, sleeping under nets increases heat
What problems does malaria cause in the community?
k. “Malaria kills”
l. “Malaria causes poverty”
Do people get treatment during pregnancy?
m. Yes
Is it part of antenatal care?
n. The few who go to antenatal care get the drugs at that time, other than that they get a fever, go to hospital, and get treated then
27. Overall thoughts on the healthcare system?
a. They believe they have the health centers, but they don’t think they do what they’re supposed to do
b. Government hospitals never have meds, nor do they take care of patients- “no one knows you are there”
c. Only place to get care is in private clinics and hospitals
*They want to know why we wanted only women for the focus group, and what they can get out of this*
KEY INFORMANT INTERVIEW UMOJA-NYASKASANGA 1 & 2 Fourth site visit-5/26/2011-Exactly 3 Km from BMMC: Chairman
Population of about 2500 or more (only individuals who are registered via census)
Inner city village on many road entering Kasese from the East- about 10 minute away, exactly 3 Km
Aboki was introduced to us as our key informant-she is a TBA
First community 
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Living
Individuals rent land- and cannot grow gardens
“The problem is financial”
Nutrition
Nutrition is not enough- adults and children go a whole day without eat and hungry
Tapioc- Main carbohydrate they eat this with bony fish sauce-just fish bones, not flesh-no nutrients
Healthcare
Water drainage is not good children and adults are barefoot-exposure
When they are sick hospitals are very expensive
They treat with herbs instead; however many are ill with diarrhea and vomiting
Immunization (Perezi) comes monthly
There used to be a village health team, however, other responsibilities and obligations have made it difficult for it to continue and thus it has ended
Home packs for medications were promised, yet never given by the town council
They also never gave them their forms to register to vote***
Maternal and Child Health
Vulnerable children and orphans are plentiful-children are left sometimes for days for their guardians to look for food
Antenatal care is not adequate-building a center for women’s care
Many girls get pregnant at 12 years old, the most common is 14 years of age
Abortion (spontaneous) occur often, around the third to fourth month of pregnancy-TBS babies die and they do not know the cause of death
Many parents dumb their daughters when they get pregnant, others are counseled by community leaders to encourage their daughters to continue to go to school
There are traditional birth attendants, but no midwives
Expressed Issues
The entire village is overcrowded- a room 5 by 8 feet may have up to ten people living in it
Need district to bring drugs here
Cancer is prevalent- yet no one is screened until its advanced stages
Hepatitis is prevalent, many people present with liver and kidney problems- again, no one is screened or treated
TB is prevalent
Chairman feels domestic violence in this community is on the rise


Umoja Education Session Transcript (6/29/2011)
 [Each number represents a different speaker, indented bullets represent answers by the team unless otherwise noted, brackets represent personal interpretations of the discussion.]
[First “question” was asked in English, and in truth was more of a series of comments and points rather than questions. At the completion of monologue, the man who asked the question did not stay to hear our responses.]
This question is one of poverty, because everything comes back to poverty. If we put latrines on stones and sand, it falls in on itself. How can we improve that? 
As regards nutrition: you say that we need to eat meat and fish, but the staples of our diet are only cassava, flour, gnuts, even tomatoes because that is what we can afford. 
As regards STDs: you want testing, but it is so expensive. For example, I went to St. Paul’s and it cost 2,000 USh and at Bishop Masereka it was 6,000 USh for two people. I just “bounced back” because it was too expensive. You recommend we use condoms, and they used to be cheap, but now it costs 1,000 USh each. 
With regard to distance to the facility: the private facilities are all expensive and the system is inefficient [there are not enough]. Just now, today, I was at Camaiba dispensary and they had no medications to give. 
With regard to malaria: here there is flooding in the rainy season, this ditch over here [visible from the location of the education session]. And when we get malaria, there is “nothing” at the hospitals. They just send to private clinics or hospitals but we “don’t access.” [Something about fancidar that was missed.]
Since “health is all about life” there is are some current issues. One is a problem of lightning strikes. Just this year, 50 people have died of them and even some have been paralyzed. Also is a problem that we lack shade; we need a mobilization of the community to plant.
The problem that we identify is one of not enough government schools. Those that we have, eve, the teachers do no work. You need to tell them that we need an emphasis on teaching!
 You encourage that we go for test, but the woman can only go alone. What is the way forward?
[Megan] That is a problem. If you look around, this group is all women. You are the ones who are most concerned with health. But what you need to do is share this information. Also, you have a right to protect yourself against HIV, and that includes testing.
Cash-for-sex transactions here are “buying AIDS from you”, but then those people get free medicine. But there are complex problems, for example diabetes, high blood pressure, these “come accidentally” but the government needs also to consider free medications as well.
 In your report, you said that the household average was 6 people. Most of us are renting, but we need to own land for the poor. 
[Megan] That’s why family planning is such an important issue, so that you can plan for the number of children that you have space for. 
Bishop Masereka has care for orphans, care for widows, but not in Umoja. Here there is a problem of so many street children. 
When you all did surveys, you weighed children. What is the way forward on that?
People working in medical clinics don’t always want to be wdoing that professionally. There is mistreatment, unethical treatment [chiming in of others with agreement and comments] they abuse them. There is a poor educational system here. 
Normally they say that people can’t use Family Planning with AZT. Is this true?
[Megan] You can still use a condom.
[At the beginning of the questions, Dennis (the youth health leader) wanted to respond to some of the comments but we asked him to hold his response to the end of the questions. He took notes, and this final point is what he had to say to the community but to our team as well.]
With regards to condoms: we have some in the offices, but many that we already have are expired. We would like to ask Bishop Masereka for condoms. [Note: BMMC has received a grant to provide condoms, but the funding has not yet come through the channels to the hospital yet, so we did not mention this under a fear that it may not come to pass.] 
With regards to HIV and AIDS: it is very hard to eliminate it from Africa, to “chase AIDS away”, but we can prevent it. However first we don’t always tell children about the dangers of HIV. You all “don’t advise us, that is the problem.” But instead you need to “stand firm.” We as youth shouldn’t be able to blame parents that we got HIV. The second way is to be faithful. A man here may have five or six wives. That is a “sexual connection” and you don’t know their partners. [Note: throughout Uganda there is a campaign that does not seem to culturally translate for people to “Avoid HIV. Take yourself off the sexual network.” This seems to be echoed in Dennis’s comment.] Then I would “come back into my own house” and infects my wife. Then he “goes there” and infects again. What you need to do is to have a single wife. “I don’t see a reason why you should go chasing up and down for a number of wives.” But if you are going to do, at least use condoms. Remember that all offices, right here, have condoms. 
With regards to the planting of trees---
[Interruption] I have a question. People say that condoms cause cancer. Is this true?
The only way that you can be harmed by them is if you are allergic to them, and it is very, very rare. 
[Dennis continues.]
With regards for going for testing. There is a high price for testing at BMMC, when I went it was 3,000 USh for myself. The whole group here requests free testing for HIV and STDs. 
Medicine sent to government hospitals, Bishop Masereka, but “asks for so much money.”
[Janet] There are such high costs associated with running the hospital, that is why we must ask for much money. 
They measured kids to determine what is right for the age. To determine whether children are eating well.
We have a huge problem of orphans and widows. “Our children are suffering.”
















FOCUS GROUP NOTES
KIDODO-RAILWAY
 

Date: June 10th, 2011
Site: Kidodo Primary School Lot
Interpreter: Daphine 
Moderator: Angela DiMaggio
Note taker(s): Chelsea Bunch, Ashley Richards, Megan McLaughlin
Number of participants: +20
 


•   = Prompt/subject continuation
a, b ,c, etc. = community member interpretation
[  ] = Team’s observation
(  ) = Implied by community members
*  * = General consensus by community members

1. What does your typical day look like?
a. Praying
b. “Sweeping” (cleaning)
c. Find ways of getting food 
d. “Breaks into park” to get firewood for food preparation
e. Prays for the sick
f. Carries water for “a certain price” [it was not clear whether this was for personal use or income]
g. “Goes and digs for the rich” [construction?]
2. How many children would you like to have, if it were your decision?
11, 12, 4, 6, 6, 6, 4, 10 [answers were said aloud as Daphine looked around the crowd of participants]
a. Wants 12 and is still making”
b. Wanted 6 but “accidentally” gave birth to more because she “lacked guidance” on family planning
3. What does your typical diet look like?
a. Problem of poverty – getting food here
b. Pick foods “from dirty places”
What do people in your community usually eat?
c. Bones after removing meat because it is much cheaper and lots of salt, using bones primarily from a cow or fish [pork does not seem to comprise any real part of the local diet in either community]
d. Cassava flour
e. Dodu – “not a balanced diet” with dodu-cassava-dodu-cassava-dodu-cassava every meal
Do you eat different things on holidays?

 They can only afford meat, including intestines [and the like] on holidays, and not even from a “butchery” [actual meat store] but from “local” [informal, although I don’t know what this would look like practically speaking]

What do you consider a “balanced diet”?
[Participants had quite a bit of trouble understanding what Angela meant by “balanced diet”, suggesting that it is not a concept that is familiar to them. This is in contrast to Umoja, when focus group participants could readily describe what essentially sounded like an educational handout for how to make a balanced diet.]
What foods do you eat? I know that you have trouble getting them, but what would this look like?
What kinds of foods?

Cassava flour, beans, and cabbage

How do you prepare your food?
[Participants seem to have taken this type of question more like “what do you eat and how do you make it” than more of how it was intended like the types of things you do to it. Responses were almost recipe-like.]
Light fire – it is outside since most people don’t have a kitchen

Lights fire, puts water on, first plans then puts in peeling, washes, first boils, then adds cassava, waits about 20 minutes and while fire is still in pan feeds children

What kind of meat do you eat, and how often?

 Easter, Christmas, sometimes if you get visitors

 **Cow**

How is it prepared?

Boiled and fry, cuts tomatoes and onions all together and fire for 30 minutes

Gets oil, puts it in a pan with tomatoes and onions first, and then meat after, then water finally

Light the fire, takes a saucepan, oil, and when it is ready she begins with meat, fries it, onions are added second, then tomatoes, fry it all until it begins boiling and then adds salt

Do you wash the vegetables first?

Wash meat, tomatoes, and onions before and “removes hard”

Doesn’t wash meat from butcher but does from local; does wash tomatoes and onions
4. How is malaria caused?
      a. Already ill from it
     b. Don’t know what kind (female or male) but mosquitoes cause it
How do you prevent malaria?

 *Don’t know*

Who is the most sick (vulnerable) from malaria?

*Children*

What are the signs of malaria?
e. “Rising temperature”
f. Sometimes with the baby, that one there, it stops eating
g. Child refuses to take porridge
h. Child is just weak
i. Breathing is “too hard”
j. Heartbeat beats fast
What is the next step? What do you do?
Puts clothes in water and then on child, by then has been standing so it is warm to decrease high temperature [essentially, lukewarm bath without the bath]

What if you are pregnant with malaria?

Runs right away to the hospital

Goes to drug shops

“always go to drug shops”

Local herbs that are sour (quinine) and makes their own medicine

With child picks the leaves that are sour with a wood flavor, boil and boil these and then bring the child to the pan and brings all of the blankets and clothes and such and makes them hot to “fix” malaria
5. What kinds of family planning methods do you use?
      a. Don’t know
      b. Have heard of them
      c. Injections, Norplant
d. Condoms
[Others don’t know all of these]
What other methods are common in the village?

Local herbs (prompts: how?) [no real explanation of which or how]

Uses the umbilical cord of a child and pierces through it, puts it around waist to prevent pregnancy

What is the most common method?
*Injection*
Do you use condoms?
*The teenagers and those that are not married*
6. What do you know about STDs?
[In order of most common around]
a. HIV
b. Gonorrhea
c. Syphilis
d. Candidiasis
e. “Pineapple” [?]
Symptoms?
[No clear answer]
When urinating you have pain, know about syphilis

You “see something pass” and know

How do you protect yourself from these?

Abstinence

Go to HIV test to know if you are positive or negative

Number of sexual partners that are usual in Kidodo?

“Many”

“Men already separated other side” [husband cheated and so now have separate beds]

What is your opinion?
[Answered as what “should” be done.]
      l. One 
     m. Supposed to abstain until they have one
     n. And if you cannot abstain get one and stay faithful
Does everybody abstain or stay faithful?
     o.*NO!*
     p. Use condoms and “do that”
What about HPV, have you heard of it and what it causes?
[misunderstood by Daphine -> HIV]
You don’t know if you are negative or positive so it’s better to “take chemicals” [ARVs??]
7. What do you do if the men are unfaithful?
a. Ask “God, why are you the one who gave me this?” [joke]
b. She is divorced because she “feared problems”
c. Raises you blood pressure or lowers it
d. Separate bedrooms and beds with the “man in another room”
e. Go to co-wife and “start trading” [fighting??]

Do many men here have multiple wives?

Might be with other women but it’s hard for the housewife

8. Have you heard of cervical cancer?
[Head nods-8 in total- unsure if they nodded in agreement or confusion-conversation changed]
9. Do all pregnant women access healthcare?
*YES!*
Can you share your experiences, like how many times you went and what type of care you received?
[Nothing mentioned]
What medications did you take while you were pregnant?

Can’t afford them, so didn’t take any medications

“Just remain at home, deal with it all at home”

Takes a small sour [unripe] eggplant and squeezes it and takes that
10. Do women here prefer natural births or C-sections?
      a. “Heard it is coming”
      b. Already have had

What are the reasons that women have C-sections?
      c.   Lack the ability to push
Midwives say that the child is in a bad position

Lack lots of vitamins during pregnancy and so they “lack the energy to push out”

Bones near cervix so children are unable to pass
11. Do most women here breastfeed?
      a. *Yes*
      b. Except those that are HIV positive
Why do you breastfeed?

Lack money so it is the “only solution”

Want child to grow up well and have a lot of vitamins

Breast milk contains all food “vital”
12. Are children here immunized?
      a. *Yes*

Where do they get immunizations?

BMMC

St. Paul’s

District hospital

Why do people not immunize their children?
[Understood as “Why do people immunize?”]
It is free

Takes children to protect from disease

To ensure child’s growing fully

Why NOT?

Fear because negative attitude and believe that it is bad

Fear simply because have no soap to wash child, lack clothing [social perceptions by medical staff of ability to care for the child]

Afraid it will lame them
13. What makes people sick other than what we have already talked about?
a. *Water that floods*
b. Sleep on sack that are the same they eat from [old grain sacks used to sort/prepare food and are also used as pallets at night]
c. “Poor feeding”
d. Lacks mosquito nets
e. Hole where pour feces from other hospitals (garbage dump)
What would you say is the biggest cause?

Don’t know, chemicals? 

Roaches

Flies from feces on food
14. How do you protect your family from getting sick?
[Big pause]
The children “already got”
13. How accessible would you say healthcare services are? How easy or hard?
[misunderstood question]
About one time in a year

Why?

Sickness
Poor leadership – not able to address problem

15. If you were to pick one time to spend your money on healthcare, why would it be?
      a. *Malaria*  
Diarrhea for young children

16. What are your overall thoughts and opinions on healthcare in Kasese or overall in Uganda, and how could it be better?
       a. Don’t always know programs of the government and don’t have any idea how to know

MALE FOCUS GROUP NOTES
KIDODO-RAILWAY 


Date: June 10th, 2011
Site: Kidodo Primary School Lot
Interpreter: Janet
Moderator: Curtis De Vetter
Note taker(s): Curtis De Vetter
Number of participants: +10


Participants:
Baruk Simon
Sele Mutsunani
Zibid Masareka
Masereka William
Questions with Notes:
What are risks to health that should be addressed?
Lack of food – not eating can even bring sickness
Describe your access to health care and clinics.
Lack nearest hospital – not one in Kidodo
No medicine at hospital
What is the history of Kidodo – how long have people been here? Where are people from?
First stayed up in Rwenzori mountains
War in 1996 left their belongings destroyed and forced them to relocate
What are common jobs people find here? What does it mean to be unemployed?
Odd jobs in town: unloading trucks
Poverty; no food to eat; sick children; no clinic/medicine
Have any aid organizations visited Kidodo in the past?
Never seen any NGO’s come in Kidodo
How did the people come to settle here in Kidodo?
Went to the town council of Kasese and asked for help; they moved them here
Is the government involved in health/ water/ sanitation?
No services
$200,000 for a private tap (can’t tell how many [in Kidodo], but few)
Latrines/ construction/ purchasing slabs?
Dig pit, buy timber for the floor, build cover
Few use slabs, costs too much - $500,000 or $1M
How do you prevent the latrine walls from falling in?
Some use timbers to shore up latrine walls
How does Malaria affect your health and what actions do you take to address it?
Mosquitoes live and breed in Queen Elizabeth Park
Close doors and windows early to keep out mosquitoes
Don’t have the means; don’t have mosquito nets; no money for medicine
Who’s the first to get food, water, and mosquito nets?
Nets go to the children first
Money goes straight to buying food
Buy clothes once per year
Fetch and drink [water before treating]; no money for firewood or medicine
What diseases come from drinking bad water?
So many diseases: typhoid, cholera, ‘gut perforation’
Describe your typical day, the typical family structure, and typical diet.
Basically worried about feeding children all the time
Eat before bed
HOH [Head of Household is a] man
Mother guides the children – teaches respect, gardening
Diet includes cassava flour, beans, and beef
Are there any times when gender roles of men and women overlap or reverse?
If woman is busy, men fetch water or stay to cook – men/women respect each other
How can you communicate with the Kidodo local authority?
Speak once in a while [about the concerns of the people] – elected council [represents Kidodo] – but no resources to help
The council has an office in Kasese Town, but they meet at the NRM office in Kidodo
Is domestic violence ever an issue in Kidodo?
[Violence] comes when man has no money or cheats
Both sides (men and women) commit violence
Not toward children
Are you aware of any sexually transmitted infections? Do people get tested or use condoms?
Syphilis, gonorrhea, HIV are all common
[people] won’t test unless [they’re] sick; no money for testing

Corrupt government hospitals – doctors steal medicine and sell them outside (black market)
Have problems – no hospitals; not enough water; few taps; no money; no land to dig (farm); Rwenzori National Park took land
Costs of school too high for children – teachers chase them away until they have money
HIV made many orphans in this area
Request for school for orphans and vulnerable children
Are there any methods of controlling family size?
Have three children, then sister dies and HIV and leaves you another three, then “you have failed”

KEY INFORMANT INTERVIEW KIDODO (Chi-dodo), RAILWAY and KIKONZO (Chi-konzo)-RAILWAY PARISH- Fourth site visit-5/26/2011-Exactly 2.5 Km from BMMC: Chairman Peter Bombwale and Chairman Movement
Healthcare
There are antenatal services
No clinic at all
Long distance from health facilities
Financial issues- require money to do tests-thus when someone has pain they do not let anyone know
Outside health clinics leave drugs and then leave
Private health clinics are much too expensive(even if they are close, they are not affordable)
Government services are few
The health center they have there is privately owned and has not been properly managed thus it is a useless building
Maternal Health
Neglected mothers let nature take its course-“ if God should let me have this baby, so be it”
Majority get pregnant by the age of 18
Many women experience spontaneous abortion because of malaria- must have routine treatment for pregnant women
No organization to help vulnerable children
Nutrition
Most households try to balance diet- even if it means buying the food
Available and affordable source
Sombe cassava leaves are a great source of iron and pertinent part of their diet
No gardens yet, but can make them on the open land where they rent
HIV
They are getting treatment
Children
They are immunized
Economic
Firewood is main source of activity for income
Income is much too low to be able to afford health services Latrines become dismantled and destroyed during heavy rain and flooding
Queen Elizabeth park brings a lot of mosquitoes more malaria
Many people come and go when they do not live there proximity to major road
There is a plethora of garbage

Expressed issues Kidodo Social Mapping Notes (6/6/2011)
Origins of Kidodo
Kidodo was originally supposed to be industrial land, but squatters won the rights, but at different time, Daphine said that the residents, who have a relatively uniform language of Lukonjo, were all refugees from the DRC. From what I could gather, the “squatters” living on the land may have originally made up a refugee camp that transitioned (somehow) into land that was sold to them and houses that were constructed.
Since the land that is now Kidodo was supposed to be industrial land, it was completely cleared of vegetation. As a result, there are very few shade trees with the oldest tree only 2 years old. Nearly all the trees are what we would call Flamboyant trees in America, and are reported as being the only tree that can “survive the climate” that has little water and too much sun. This is why there are no visible food-producing trees (minus exactly one Papaya) because they usually die. The only other plants are bushes that are used to form “fences” or delineate borders between property. 
Despite this seemingly haphazard origin, the roads of Kidodo were planned, and apparently a significant easement exists to allow (eventually) for expansion and improvement of the roads. There is currently, however, a very poor infrastructure in Kidodo, despite a comparatively large number of cars. This may be due to its recent incorporation as a village.
There is essentially no distance between Kidodo and Queen Elizabeth National Park, with the village backing up entirely onto the forest with no apparent easement. Houses on the back end of the community have somewhere in the vicinity of 50 meters to the park. As a result malaria is an obvious problem with mosquitoes coming in from the park’s land, but elephants, lions, and wild boar all come into the area as well.
Industry
There are two major industries near Kidodo: cobalt and cotton. The cobalt plant is immediately adjacent to Kidodo, with its land forming one of the borders of the village. This plant used to produce copper, but has switched its focus to cobalt following the depletion of the copper mines. This cobalt/copper factory used to dump contaminated water into the land that is now Kidodo through a tap that was observed during the mapping. It is unknown if there is more than one of these taps, but this one is on land that is planned to be a church, possibly to be used as a community park. There are at least two, possibly three, separate cotton plants within Kidodo. These are where raw cotton is processed. Neither the cobalt nor the cotton industry employs the residents of Kidodo, but are rather staffed by “outsiders”. I believe that this is because they require skilled labor. 
Employment
Rather than filling jobs at either cobalt or cotton factories, the citizens of Kidodo primarily obtain income from the selling of two products: firewood and bricks. According to Daphine, the main income for the residents is from the bricks, then from the firewood, and lastly from farming on distant rented land. However, at a different point she said that firewood was the main income.
Firewood is collected illegally (“stealing” it) from Queen Elizabeth National Park, both for purposes of selling and personal use. Huge bundles of firewood sell for 10,000 USh each, and when asked Daphine estimated they would provide wood for the cooking of about 6 meals. I do not, however, believe that it would provide fuel for such a short amount of time given their size. In addition to selling the firewood, the males in Kidodo also sometimes turn the firewood into charcoal, which can be sold for a greater price. Conceivably this would also make it easier to transport as well, since charcoal takes up significantly less space than wood.
The second product manufactured by the residents of Kidodo is bricks. These are constructed from the soil in Kidodo which is apparently some variation of clay. When fired in large brick ovens (kilns?), their appearance is very similar to the red bricks seen in the United States. Bricks require a substantial amount of water which appears to be the limiting factor in who is able to make bricks from their land. Each brick sells for approximately 100 USh. 
Even though brick production makes more money, you must have water. In the rainy season this is obtained from rainwater (“free water”). This limits the majority of households to producing bricks only seasonally, while collecting firewood for the second half of the year. Some households, however, are able to make bricks year-round because they have the money to provide the outlay to purchase water to use in brick manufacturing. 
While there are a few goats and cows in Kidodo, it does not appear to make up any significant part of its food or income. It is not very agricultural although there are fields near the park and kitchen gardens at some households. 
Healthcare Access
The nearest health center to Kidodo is a significant distance away, in Kasese town center. She says that the most commonly used hospitals are St. Paul’s and the District hospital, as they are the nearest to the area. There is not even an operating health center in the adjacent Railway. Transportation to the health centers is primarily Boda Bodas, although during the mapping we also saw a significant number of bicycles and a remarkably large number of cars.
At one point there was outreach working in the community from an organization called BRAC which, I believe from other sources, is a microfinance firm. They essentially did de-worming and Vitamin A distribution like BMMC, but once they felt it was no longer beneficial/profitable to them they stopped (or so is Daphine’s belief as to why they stopped).
Water/Sanitation
The only water source for Kidodo is the municipal taps, and there are only two community taps where water can be purchased (“rented”) by households that cannot afford a private tap. Employees monitor these taps and charge 50 USh per Jerry Can. There are, according to her, no other rivers or lakes that can be used to obtain water. Waterborne diseases are not considered a major problem in Kidodo, with very few cases that she believes to come from outside of the community, e.g. from contaminated food. This includes typhoid, dysentery, and cholera when prompted with the specific diseases. 
Flooding is evident, and is considered a problem although this seems to be much less of an issue than in Umoja. The last rain was two weeks ago, but there are still visible puddles and mud. 
Major Health Problems
	When prompted, Daphine clearly identified the three problems that she considers most significant for Kidodo. She was not limited to only three, but there only seem to be three even on her radar as far as critical issues. These are malaria, malnutrition, and education access. Despite talking at length about the problem of perinatal mortality and lack of skilled birth attendants, it was not mentioned as one of the key problems. Likewise, HIV did not appear on the list or, in fact, as part of the entire mapping and discussion.
Malaria
Malaria is considered by Daphine to be the number one health problem of Kidodo, resulting in massive mortality, miscarriages, and morbidity. This is due to the border land of Kidodo, both Queen Elizabeth Park and the marshland that is visible in the cobalt plant. During the walk through of the community Daphine pointed out the sheer proximity of the park and the marshland to the community, which is a problem that is outside the scope of what the community or other organizations working in Kidodo can address.
Care for malaria cases is primarily accessed at hospitals (generally St. Paul’s and the District hospital) but only when the illness is severe. Even at the hospital, there are poor drug supplies many times forcing them to find the needed medications from another source. They cannot, in turn, access the anti-malarials through drugstores or dispensaries because of lack of money.
There are almost no nets in Kidodo because the ITNs earmarked for distribution in Kidodo by the government never reached the households. This is not perceived by Daphine to be a problem of the National or District, but rather corruption at the local level. The nets, rather than being distributed to those that need them, were instead sold by these local individuals for a profit. People in the community, according to Daphine, understand the importance of using the nets, even use the nets when they have them, but the problem is entirely one of access.
Probably the most important and significant thing that I learned during the social mapping exercise was this: the District actually trained two individuals from the VHC to be community drug distributors. The plan was to have them provide medications like anti-malarials, deworming, Vitamin A, and miscellaneous medications like for headaches to the community. However there has been no further activity beyond this training because of no drug supplies and no follow-through by the District.
Malnutrition
Daphne prioritizes malnutrition as the second most important health issue in Kidodo. 
Gardening doesn’t really happen because there is “too much sunshine and goats” although sometimes they do. She claims that they nearly all purchase vegetables but “all can afford”, although when pressed she admitted that everyone cannot afford fruits and vegetables every day. According to her, the visible vegetable stands are selling produce purchased from markets in Kasese and all come from “the mountains”, although I personally doubt this is the case. Since Monday is the day of the big public market in Kasese, she said that there were much fewer people in the village since so many had gone to buy vegetables and matoke. Visibly there are a number of gardens, with the main crops seen of sim-sim (some kind of grain for making bread or maybe a source of yeast?), pumpkin, yams, and some tomatoes (and one patch of watermelon). There was also a fairly large plot of farmland, at least an acre, that immediately bordered Queen Elizabeth Park. Owned by a single family, they are farming peanuts and a little bit of corn.
Education access
A high percentage of children in Kidodo (or “the majority” according to Daphine) do not attend school. This is due to a combination of money and distance to the public school. While there are a few private schools in Kidodo, there is not a public school. The nearest such school is in Railway, and at the opposite side of Railway at that. School fees, uniforms, and books all add up, and with the distance it would take to reach the school or the money it would take to get transportation there puts it out of reach of many of the families in the community. Because the children don’t attend school, they also have not received Vitamin A, deworming, or even vaccines. While this is not solely available in schools, it is apparently the best guarantee that they will be administered.
Pregnancy and Childbirth
Pregnancy and childbirth, while discussed during the mapping exercise and loops through Kidodo, was not one of the “health priorities” that Daphine brought up. According to her figures, which of course we have no way to verify (although there may be some kind of set of records somewhere in the District health office, maybe), negative birth outcomes are happening at a downright astounding rate. There are 5-10 miscarriages each month, which she has largely attributed to malaria but which could be due to such a wide range of causes as to warrant further mention and exploration. Beyond these miscarriages, there are 10 or more stillbirths each month. In a community this size either there is an unbelievably big problem in MCH, or her figures are exaggerated. I’m not even sure that there is any way that we can get at the truth of the perinatal mortality figures in our short time here and especially not through our short survey.
Nearly all the deliveries in Kidodo are by TBAs, described by Daphine as “trained old women”. (This description may cause issues during surveying with the definition/translation of “traditional birth attendant.” There are apparently three operating in Kidodo, with some nebulous and varying level of training (“certificates” in what?) but they are clearly not skilled birth attendants. Of these, one of them reportedly has extremely high rates of stillbirth, but that is an overall trend in the community. The birth attendants and pregnant women themselves understand the critical nature of birth complications and the importance of referral, but there are “no resources to get there.”
Despite such problems in access to skilled assistance in childbirth or for birth complications, there is still reportedly high attendance by pregnant women for ANC. It is unclear as to whether postnatal care visits also frequently occur.
Environment
At the rear of Kidodo there is a municipal garbage dump that seems to have a fairly high level of activity with trucks coming in and waste being sorted. The workers at the plant are sorting out cans and glass, as well possibly of plastic, and then they are attempting to turn the remainder into fertilizer. They have a number of “test plots” adjacent to the dump where they are attempting to determine the best method of reclamation, with plans to sell the waste as fertilizer if it is successful. The threats to health of this facility nearby do not need to be listed here. The best road in Kidodo leads to this plant, with plans to pave it in the near future. This suggests that the plans are for the dump to operate well into the future, probably receiving increasing amounts of garbage.
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•  = Prompt/subject continuation
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(  ) = Implied by community members
*  * = General consensus by community members

What does your typical day look like?
a. Pray
b. Wash face
c. Greet the neighbors/children
d. Sweep/clean
e. Digging [?]
f. Wash clothes
g. Goes and collects firewood “because they are widows they have to get and sell them”
What does a typical family look like in Railway?
a. These are widows
b. 10 children and widow
c. 8 children
d. 4	
e. 4
f. 7
[They are the ones taking care of all these children]
*No other “side”- husband* (widows do not remarry)
3. If you could choose, how many children would you have?
a.4
b. 10
[Dapine: What is your wish for number of children? For me, I want 2. If your husband had not died, how many children would you have wanted? Speaking to a woman who mentioned she was only able to have one child before her husband had died]
c. Wanted 4 but has 10 “because she feared family planning”
d. 7	
e. 4
f. 4
4. What are the typical foods that you eat?
a. Cassava flour
b. Dodu
c. Beans
d. Posho
e. Cassava
f. Matoke and sweet potatoes
What would a “balanced diet” look like?
[Understood as “how do you cook your food?]
g. Firewood
h. Charcoal stove
 [Attempt at clarification: still understood as “how do you cook your food”]
i. Light fire, bring beans and water, cook one hour
            j. “No, that is preparation of beans”
        k. Matoke, dodu- When preparing lights fire, adds dodu, cooks posho in other saucepan
How do you prepare food from the market before you cook it? 
Make Matoke- buy ingredients from market, peels, after saucepan, puts on “oven” and cooks about one hour
Do you wash your vegetables?
        m. *Tomatoes*
        o. Some don’t wash onions, others do
What type of meat do you typically eat?

[Essentially got a recipe again]
p. *Cow*	
q. On Christmas and Easter
r. First prepares boil, meat, onions, tomatoes, salt, boils all together for 30 minutes
s. Meat cuts into two pieces, lights fire, adds meat and “fries, and fries, and fries, and fries, until water comes out, and then fries more” and finally adds water
[Old woman very energized about her cooking!]
Do you eat different foods on holidays?

t. *Of course* [general grumbling agreement]
u. Holidays whether gets beans or rice “every child enjoys more
Do you get more meat, etc.?

v. Cassava only
w. Dodu
x. [No?]

5. What do you know about malaria?
a. headache
b. Coldness and “feels shivering”
c. When she gets it the “headache comes first, then the shivering, then joints, and then fever goes up.”
How is it caused?

d. *Mosquitoes*

[Clapping, initiated by Daphine, after “correct” answers that would reinforce scientific answers and cause more subjective views of disease to be lost. Also likely prevents people unsure of whether their view is “right” from responding.]

How do you prevent malaria? 
e. *Mosquito nets|*
f. Only way is with mosquito nets and keep covered
g. Cut all bushes around house
h. If told everyone has mosquito nets need, but after mosquito nets certain time no working, mosquitoes can get it
i. Remove all stagnant water and would “remove risk”
[The clapping for “right” answers has continued and was addressed following this question.]

Who is most at risk for malaria?

j. young children
k. pregnant women
l. even “the eldest” [the elderly]
For those with nets, who sleeps under them?

young children, pregnant women

Do pregnant women get treatment for malaria?

“Too much” [intended translation to be always?]

What type of medications do you take for malaria?

 Fancidar
[?]
Local herbs
Problem some pregnant women when becomes ill moves around and gets herbs because she “can’t afford” treatment, go to government hospital but “never can get” [hospital never has needed medications for malaria]
“Want to get local herbs from national park but when go there are arrested.”

6. What can you tell us about family planning?
[Only two know recognized the term]

What types are there?

Injection

Only use injection

Do people use condoms in Railway?

*Don’t use*

Reason?

No money to buy
Think some diseases within condoms “that they can acquire”
“Can’t enjoy your wife” with those	

What does she mean by acquiring some diseases?

There is “some fluid” within them and diseases come from that [lubrication]
“Want to produce” and can’t with them 
“Want to produce every year” [English]

7. What do you know about sexually transmitted diseases?
     a. HIV
     b. Sickle Cell [this was not the first time this was mentioned as an STD]
   c. Syphilis
    d. Gonorrhea
     e. Low abdominal pain [PID?]
     f. Candidiasis
What do you know about these?

“All come from having sexual intercourse”

Can you tell me anything else about the actual illnesses?

Syphilis when has taken long time, fluid comes out, can get from urinating in the same place
“Bad fluids come and can get from sharing toilet”
No, no, no, no, “can only come with sex with infected person”

How can you protect yourselves from these diseases?

Condom

“Know if you are staying with someone with Syphilis, have to clean the toilet before use”

How do you protect yourselves from these diseases?

“Would be better to bring condoms with women and men”

Knowing that condoms protect you from these things but that they don’t get used, what do you think about it?

“For them, have no way to protect themselves”

In general, what is the number of sexual partners a person generally has in Railway?
1
      p. Abstain
Is it the same for men?

[Lively joking]

To others have two, to others have one, to others have many 
“For that age, have left the use” [now that they are old they are no longer sexually active]
For her, she is still young, doesn’t go with husband, but for them, they go for HIV tests every three months [husbands works away from home and she doesn’t travel with him, but apparently understands that this seriously increases the risk of her getting HIV and therefore gets herself AND her husband tested regularly]
Can even have ten, but for women have to have condom, with condom OK, otherwise women have children and don’t know their fathers, have no way to support them

[Interruption with Mr. Luke attempting to join group]

8. When do people typically start having sex?

[Answer with HOW you have sex. Followed, of course, with joking discussion.]

What is the age? How many years?

a. Even the elders at such an age can have

[At this point the focus group has 28 individuals and the age distribution is much younger]

What is the youngest age?
14 
16	
Others are born with HIV/AIDS
For her, are many women already her age that has HIV, she is a midwife in the village and sees many with HIV and may have no gloves, all women may have no gloves. Has all children and grandchildren may have and fall down and bleed and if she has wound can catch, so all are susceptible from 14 to old women.
[Conversation became who is susceptible to HIV, not when individuals begin having sex.]

9. Have you heard of HPV?
 *NO*
b. Has heard
c. “Would be better with chalkboard” [?]

10. Have you heard of cervical cancer?
a. Most of them [Daphine began interpreting individual’s answers as they stated them aloud]
b. For her, had a problem [general cancer?]
c. For her, she was operated on during delivery [connection?]
d. She has problem of the cervix [age about 40 years old]
Does she know why?
Lots of pains
How did she find out?
Hospital and some drugs but still problem
Did they do a scan?
Problem is from uterus
[Sounds like the problem is actually PID]
11. Have you heard of a gynecologist?
[Most have not ever heard of one]
Anyone heard of it?
Sometimes the problem might come with women with many men, like 10, each man has a different disease and “leaves one”
Even people with one husband may get HIV but women with 10 may be safe

[Topic changed because of confusion]

12. Do pregnant women access healthcare?

*Yes*

How many times do they go?
3, 4, 3, 2, 5, 5, 3, 4

Can you tell us anything about Cesarean sections?

[Confusing answers]

What are the reasons for a C-section?
Uterus can’t open up with delivery, but first child could, operated 3 times [cervix wouldn’t open]
Child “so fat”
Most of them the uterus, as that one has said, will not “open up”
No energy to push
Muscles are “so hard” for her, cannot relax and deliver but others were normal
Comes first with legs [breech birth]

[About this point the focus group is losing focus]
13. When women are pregnant, does their diet or workload change?
Become pregnant and “feel like balancing diet”
Too much spitting, don’t feel like swallowing [vomiting?]
Become sick and just weak
“Body keeps moving around when trying to work”
14. Do most women breastfeed?
*Yes all*
Can you give me the reasons you wouldn’t?
[Understood as why to do it]
Very important for baby [being advised] for 6 months
How long did you breastfeed for?
1 year
Because when children are born they are hungry and only thing they can feed is breastfeed [food insecurity and inability to purchase formula] 
Others refuse food
 “Only food when infant comes out”
What are the reasons you would NOT breastfeed?
HIV+
Don’t want their breasts to “become socks” [sag]
15. Do people get their kids immunized?
        a. *Always*
Where?
 St. Paul’s
Government hospitals
Town council
Even at this clinic [Railway community health center, which was giving immunizations while the focus group was occurring.]
Why would others NOT?
Others fear that those medicines “develop diseases in their child”
Some are “ignorant”
At one time, no vaccines
Ashanti life – “some come” [?]

16. Other than the things we have discussed, what else makes people sick in Railway?
       a. Poor feeding
       b. Bad sleeping
       c. Dirtiness
      d. Bad condition
      e. Some lack money, “through poverty are always sick all the time”

17. How do you protect yourselves from getting sick?

[They ask that we [the group] should advise them]
We are looking forward to our education session, but what are other ways?
“Money to eat well, at least would be able to be healthy”
“General cleanliness and money to feel well are only ways to protect themselves.”
Wash clothes, bathe

18. How easy or hard is it for them to go to a health clinic (Daphine translates: hospital)?
a. “Often visits the health center, but when reaches there no medicines”
b. for her, visits hospital only once in a while because every time has to stay three days and pay 300,000 USh and can’t afford so sometimes visits bush for local herbs or when have 5,000 USh go to local drug shop and get medications
c. Most of us Africans, we might be having money but don’t have the courage to visit local health center, so go to local herbalists only when “worst of the worst” neighbors will take to health center – they “step in”
19. Why would you go to a health center?
[Understood: “can you?” or possibly “why not?”]
Lack money
What illnesses would cause you to go?
*Malaria*
Asthma
Anemia
She has disease whereby during delivery uterus comes out and has to go [prolapsed uterus]
Cerebral malaria
[Note: some of the respondents of the survey who attended the focus group had reported that someone in their household had actually had cerebral malaria.]
20. What are your thoughts on the healthcare system in Uganda? What could make it better?
a. Nurses neglect patients
b. No meds at all in government hospital
c. No tablets at all and even if there are they under dose
d. Very many mosquitoes and may come back with different disease
e. Bed bugs [cleanliness of hospital in general]
f. A lot of dirt in toilet and latrine in hospital

21. Is there anything else that you would like to tell us?
a. We ask why they don’t go to the hospital, but if go they never have and medicine and there is “nowhere else free” they can go
b. Nowhere to sleep because they are widows
c. No doctor in the whole hospital can help “that girl” [either has cerebral malaria (reported) or cerebral palsy] 
d. Indian man came with microfinance but government can’t come help but take all things in house, don’t come in to look at what he is doing [scam?]
e. Has 7 orphans and no assistance for them
f. Many are HIV+, only CD4 counter is in Fort Porrtal, no transport to get ARV tablets, need to come in so all can access those tablets
g. “Most women are at home with no assistance at all”
h. Orphans and granddaughters and only one taking care of
i. Have problem with public tap, Jerry can 200 USh each time fills
j.*Organizations of Europeans and such working elsewhere, want us to take report to them and so they can get help*
k. Can’t get variety of food, always posho and dodu, even Holy Days (Christmas) [in English]
l. Need land and home for children
m. Corruption in leaders so we “have to come back to ourselves”
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Participants:
Semata Multumo Zaid
Emmanuel Kamabu
Everest Katima – main translator and reporter
Stanley Yarohongra
Joseph K. Kyalyamba
Muhindo Michael
Mbusa Steven
Kwainba Edison
Mark Joseph
Wambale Mundu
Erasu Amos
Buluku Didas
Wambale Robert
Omare Akoro
Jofes Kibundo
Ahangwe Dominic
Wambale Johnson
Ungwale Yusef
Baluku Emanuel
Bwamale Jockus
Mainga Amen
Babu Nelson
Sororo Mbusa
Mande Ismael
Masereka Kisyon
Toule Libu
Jesige Jonathon
Baluk Hannington
Questions with Notes:
What is the typical day in Railway?
Wakes up early in the morning, bathes, go to place of work all day – to earn bread for children
Wakes early in morning, goes out to dig maize, g-nuts, cotton
Most people go to dig gardens, QEP
Everyone goes out to find work, not the same every day
Some security guards
Some work through the night
Many bicycle riders take goods and people
Some own boda-bodas
History of Railway, how long have people lived here, and where have people come from?
21 years; born here
7 years
Since 1984
12 years
Born here and is 51 years old
20 years
Some from Rwenzori and disturbances caused them to move
One from Kabale district
One from Mbera
One from neighboring district (Tora)
What are some risks to health that should be addressed?
Health around is not good
Dirt is collected in town and brought down here
Not enough water; buy from taps – too far from home to taps; only three taps; long process to connect at home; 100sh per jerry can
How do water and sanitation affect your health?
Don’t wash clothes; don’t wash body
Don’t eat; can’t cook when there’s not enough water
Flies and mosquitoes bring malaria and diarrhea
Common illnesses; get sick, related to poverty
Treated by clinic – no meds; resort to herbs, of which some treat malaria, others for diarrhea: neam, artemenen
Tell me about your access to care.
Cost depends on seriousness
UTI - $70,000
Malaria - $140,000
Is the government involved in health care?
Government hospitals have no drugs – only provide immunizations; sometimes the meds are far from the clinic, and it takes too long to get there
Have any groups come to Railway to provide some assistance?
None have come, no implementation
Heard of them (WHO, etc.), know what they do, and willing to work with them
Are you familiar with any domestic violence in Railway?
Very common – males parents not in contact with female parent – separated, try to keep men from child at school
Sometimes man is a drunkard, sometimes woman practices adultery, sometimes woman is a drunkard, sometimes no food at home, sometimes children are chased away from school, sometimes man fails to provide for medication
Venting, many problems, school fees, poverty
How many sexual partners will someone have?
Acceptable to stay with one partner because so many STIs
Some cultures marry more than one…according to their culture; culturally, some people find the more women you have, the more respect you will have (in old days)
Intellectuals don’t need so many wives
More wives, more children, more costs for clothes, school, medicine
Parents go out to pick wood in Queen Elizabeth for school fees
Because of poverty, some people resort to live alone, fail to pay dowry and have no land

Railway Key Informant Notes (6/15/2011)
All of the pharmacies (and even those stores that didn’t appear to be pharmacies) sold Quinine-K and nearly all of them sold fancidar (for IPTp). The prices were consistently 1,500 USh per tablet for fancidar so 4,500 USh per dose, which would cost a total of 13,500 USh for all three recommended doses in pregnancy. However, we did visit a “hospital” that is located on the boundary between Railway and Kidodo. Sky Medical Center is an extremely nice facility, very modern, but completely empty. Like, it was completely empty, with only the staff around (and almost none of those, either) and almost no patients. It seems to only have nursing assistants and, occasionally, a midwife, but no nurse or doctor is employed by them at this time, reportedly because of the “newness” of services. It was unclear as to whether the midwife could be called if needed or if at times all deliveries would have to be referred elsewhere. At this center, fancidar is only 1,000 USh per tablet or 3,000 USh which is significantly cheaper. I don’t know, however, whether it would be possible for someone to walk in off the street and purchase the medication without paying for some other medical treatment. Furthermore, I cannot consistently get the question answered of whether fancidar is available from BMMC at a cost—Perezi said it does cost some money, but when I was in the office after the field the ANC nurse said that it was free. 
The other medication, Quinine-Q, is the only medication available for the home treatment of malaria—and it appears as if the pharmacists don’t always know the recommended doses. Or, at the very least, the different prices at different pharmacies didn’t vary by price per pill—it was 200 USh—but by how many pills they were recommending. It looks like a full course for malaria treatment is 8,000 USh. Obviously the price for home treatment is significantly better than going to a doctor/hospital, but is it within the reaches of very poor families? Furthermore, I have no idea how you could probe for that in an interview/focus group effectively—this is all about prioritization of resources, I personally think, not a complete inability to pay for it. Well, I should temporize that with “in Railway” and “for most families”, but while on the one hand I understand the incredibly high levels of poverty and food insecurity, but on the other I see a clear income stream and much higher alcohol consumption. It may be personal bias, I know, but to me it feels like it is that some “luxuries” are being prioritized over health or, possibly more, that other decisions are being put above health/education/the family. I don’t think we can ever really know, but that is my gut feeling. [On a complete side note, “Injectaplan” (Depo-Provera) birth control is at every pharmacy, and is only 1,500 USh. Not using birth control isn’t the result of price—it’s completely sociocultural.] 
As part of “dropping in” on the health assets (and, rather haphazardly, conducting key informant interviews) we stopped at the “health center” that exists in the center of Railway. Its operating parameters are hazy, and it rarely actually has personnel there, but as best I can figure after today is that it was built by a private individual, is provided by the district with a “staff” (which is either never there or “very ill”), and should at least in theory be serving as an actual health access point to district services. The team found a district public health official there, Nelson, who is currently involved in reestablishing a public health surveillance network for Ebola given the recent outbreak scare. Supposedly the district has been giving child vaccines on Tuesdays, Wednesdays, and Thursdays at Railway although, once again, we have never up until now seen the health center in operation. According to him, they will be providing vaccines there tomorrow. (And furthermore that “everyone” knows he will—which they clearly don’t!)
I spoke with him for a bit, until the ride came and we had to leave. I asked about the community drug distributers program from the district,  that Daphine had reported had trained people from Kidodo from the VHC. Excitingly, he told me that the planned program would have included malaria treatment “packs” and described the program with the (older, but common) acronym CDT, indicating that he has at least a passable fluency with programs like these. He told me that the program had been planned, but there was a problem of lack of “sensitization” (which has been used repeatedly here to mean “mobilization”) and “motivation.” He admitted that the problem for the program falling apart was both at the district and the VHC, but as would be typical of a district official, put most of the blame on a lack of community organization. It sounded to me that dedicated community will may be sufficient motivation for the District to provide resources for a CDI program for the home management of malaria, and most importantly that in the past these medication packs have been available at the district level.
The most interesting community health “asset” that we visited today was the traditional healer. We had been talking about traditional birth attendants (which we tried to visit but found them busy) and asked whether there were traditional healers or traditional herbalists operating in Railway. They hedged, but did admit that they existed; however, they were described as “hiding” in town because their profession is less socially accepted in the cities than in the rural villages. The “witch doctor” was actually located within Kikonzo and not Railway itself. His “office” is essentially a front room in his home, and is located in a building that is indistinguishable from the other houses. There was no sign indicating a business, medical clinic, or anything other than a residential dwelling. He does not seem to use herbal remedies in his “treatments,” or at the very least doesn’t grow them, and only typical food crops, mainly Sim-sim, were part of his home garden. When we arrived, he was “treating” a patient and so we waited outside of his home. While we were unable to actually see what was happening, it was clear that he was using some kind of incense, and we heard both drumming and a rattle-type instrument being played inside. 
This particular traditional healer uses neither herbs nor elaborate rituals to address the health problems of his patients. He bases his “treatments” entirely on accessing the spiritual powers of his ancestors. Further, he claims that when herbs are needed they are simply “provided” and he doesn’t even need to go out and collect them. According to him, he doesn’t treat everyone but refers (my term, not his) patients whose problems cannot be addressed by spiritual means to the medical system. I sincerely doubt this occurs very often. He says that he did not seek this position or interaction with the spirits and spiritual realm, but that the calling came to him after the death of his father.He claims that he is Catholic and that his craft is in some way compatible with those beliefs. He even said that he had received permission or sanction or something to follow this “calling” by a priest (Perezi said bishop, but we think this was a poor translation in context). It is an interesting anthropological intersection of traditional beliefs and its incorporation into the Christian faith when it came to the region. 
It is difficult for me to get a handle on the actual operating health assets of the community in contrast to the hypothetical resources. A good example of this would be the existence of Sky Medical Center but its obvious emptiness and lack of operation, or the “community health clinic” that rarely has staff. In this same category is the Village Health Council—it is unclear if it is, in reality, actually doing any programs or health promotion activities in the community. For that matter, it is unclear whether it has ever operated since it was elected. The reticence of community leaders to speak of its operations (or lack thereof) implies that it may be a symbolic position rather than an actual job. This lack of cohesion of the VHC would jibe with what I heard from Nelson about the problems with the proposed CDT program.
While seeing the health assets of the community, and talking to other knowledgeable individuals, I was able to do a little more social mapping. Sim-sim, the grain, isn’t actually used for baking but is rather used whole in things like stews and soups. Ducks are the preferred farm bird of Railway, much more common than chicken, because they “don’t get sick.” I understand this to mean that they are generally heartier and less susceptible to diseases. Vegetables sold in town (both in the outdoor market and shops) are reiterated as coming exclusively from outside of the community. In the mountains there is a much higher rainfall, so they import the large majority of vegetables from there in Kasese as a whole. The locals continue to insist that all the produce sold is being resold rather than grown at home, despite a high use of home gardens in Railway. 
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= Prompt/subject continuation
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1. What does your typical day look like?
a. “First I pray then I sweep, wash my face and go for gardening”
b. Looks for garden to dig, if there is nothing to eat, asks to be paid and then goes and shops for her children
c. I wake up, pray, sweep, wash plates, and look for mattresses (this is to us to put on her back to carry firewood
d. I pray, I sweep, wash my face and the plates, and go into the park to steal firewood (Daphine informed us she told her that she is arrested and beaten with a cane if she is caught)
e. I pray wash my face, wash the plates, and go to the factories where I wait for rich people to bring coffee. I sort through the good and bad coffee. When there is no work I sleep, when there is work I get paid and I am happy.
f. I pray, I sweep, wash my face, wash the plates. I cannot carry (meaning firewood) because I am lame. I go to the street to see if there is work, if not work I suffer the whole night without eating.
g. I pray, I sweep, I bathe and I do brick-making
2. Can you tell me what a general family structure is like?
a. Children, no husband
b. Children, niece/nephew, parents died in bus accident
c. Nuclear, her and the child
d. 6 Children stays with them alone
e. Stays with son and granddaughter, and an orphan, total 6 children
f. 6 children, husband drunk, “his job is to get alcohol not food”
3. How many children would you like to have, if it were your decision?
[Answers to this question ranged from 4 to 14, with these as the number in the order recorded] 
14,6,4,6,6,6,6,8
a. “6-3 boys and 3 girls, I want them to be gender balanced”
b. “Wanted 6 but got 1 because husband died”
When you have reached the number of children you want, do you begin family planning methods?
More or less this was lost in translation
One woman replied “I haven’t applied, my child is only 6 months” [implying she does not need them yet, because she is still breastfeeding]
4. What does your typical diet look like?
      a. Cassava, tapioca, cassava
      b. Beans
      c. Dodu and cassava
      d. Small eggplants to make sauce\
      e. Posho
      f. Fish and beans
Do you eat different things on holidays?--> altered to, If people have money, what do they eat?
Rice and meat for the rich
Bananas, fish matoke
Squeezed fruit juice
Able to boil their water because they have money to buy more wood and charcoal
They can brush their teeth (they can afford tooth paste); the poor use sticks
They can take their patients to the hospital
What do you consider a “balanced diet”?
         m. Rice, meat matoke
         n. Chicken
         o. Eggs, “to stay looking young”, milk, passion fruit juice
         p. Greens, avocadoes
         q. Water
Can you tell me how you prepare your food?\
[Participants seem to have taken this type of question more like “what do you eat and how do you make it” than more of how it was intended like the types of things you do to it. Responses were almost recipe-like.]
Sorts and washes beans, puts them in a pot, and puts the pot on the fire, it takes about 2 hours, if there is no oil. Add onion, tomato and serves immediately, eats with tapioca
 Picks dodu and washes it, puts leaves in a clean sauce pan, washes a tomato and an onion and makes tapioca-water in a clean pan, boils and then puts in flour, prepares on heat for 5 minutes.
5. Moving on to another topic, we will now be talking about breastfeeding. After your babies stop breastfeeding what do you feed them?
       a. Porridge, maize flour, passion fruits
       b. Cannot afford maize flour, gets cassava flour porridge, with no sugar
       c. Cassava, beans tapioca, sweet potatoes
6. Do all pregnant women access healthcare services?
[Daphine requested the women who have, to raise their hands first for those who did access healthcare during pregnancy and the second time for those that did not access healthcare during pregnancy-the results was half had, and half had not]
Who doesn’t go worries about not having a normal delivery, but do deliver normally
Some who don’t go get problems 
What kinds of problems?
Over-bleeding, the baby is in the wrong position (an old woman must put her whole arm 
inside the woman’s vagina and pull the baby out)
Can you tell us the reasons a woman wouldn’t access healthcare services when pregnant?
*Money, there is a delay in taking because there is no money*
Hospitals are not near
It costs too much money- want a dress (hospital gown), gloves [they buy all of these things themselves in many cases)
7. Do you all know the term ‘fistula’?
[Most shake head no]
     a. Don’t know the term
After giving birth, has anyone ever leaked urine?

Yes, some do leak urine. It is hard because there is no specialist for that, must sell land and move far away [stigma]
8. Is there a preference to have a natural birth or a C-section?
[5 women openly admitted to preferring C-sections, while all others “push”]
What are the reasons a woman would have a C-section?
May deliver first child OK, and the second child lacks food and cannot push
Uterus cannot open
Pregnant for 2 years [we believe this was a birth spacing issue]
Poor positioned
 Bones are so small
No energy because there is no food
9. Are all the children here immunized?
      a. All not complete
      b. Some don’t complete because they need 300 shillings to weigh the children
      c. Each year there is a new baby, doesn’t continue because she cannot
     d. Food comes first
10. Now we will go back to Family Planning. Does anyone here use a family planning method? 
[Daphine prompts and asks those that do to raise their hands-7 raised hands]
[Types used: injection (most common), pills, norplants (there is a problem getting them under their skin)]
Do people here use condoms?
* No condoms*
Fear them, they may remain in vagina
Fear spermicide
Restricts uterus [weren’t quite sure what this meant]
11. Can you tell me about STDs?
[Women began saying answers out loud: syphilis, AIDS, gonorrhea, candiasis]
How do you get STDs?
Urinating you can get syphilis and gonorrhea
HIV/AIDs you get from playing sex with an infected person
Candiasis you get from poor bathing of private parts, and urinating too
AIDS you can get through an accident cut, blood flow
Midwives and those who help women give birth use bare hands
How do you protect yourselves from STDs?
*There is no way*
How do you protect your children?
Medical check-up and tablet prescription [HIV insinuated for the next two answers as well]
Have birth in hospital
No breastfeeding
12. Have you ever heard of HPV [Daphine asked to annunciate “P” well]
[Most shake their heads and say “no”]
13. Have you heard of cervical cancer?
[Most have heard, however the ones who know, say they do not know how it is cause]
14. How many sexual partners do people typically have here?
[The usual quiet nature immediately after this question, followed by laughs]
*Consensus is 1 for women*
What about the MEN?
*Consensus is that men have more than 1*
Someone even mentioned men have upwards of 10 women
15. What do you know about malaria?
a. Contaminated water
b. Mosquitoes
c. It effects the very poor “I am poor and my children are ever getting sick with malaria”
Who is most at risk?
*Children, pregnant women, and the elderly*
Do women get treatment for malaria when they are pregnant?
No medicine
*No money*
Government hospitals say there is no medication and send you across the street to a pharmacy where you have to buy the prescription
What are symptoms of malaria?
*Pains, rising temperature, so tired and weak*
When do you seek treatment for malaria?
Usually wait a week and try herbs before going to the doctor
16. What makes people sick other than what we have already talked about?
       a. (Stress) thinking of what to eat-*Agreement*
       b. Poor eating [unbalanced diet]
       c. Too much heat
17. How do you protect your family from getting sick?
      a. No way to prevent malaria
      b. Lack money
c. Wish to boil water, but need the wood to cook food
18. What are other illnesses here in Kikonzo?
[Women began saying answers out loud]
-Diarrhea, pneumonia, ulcers, anemia, edema, problem with uterus (wounds going up into vagina from uterus)[STDs?], backache, low abdominal pain, gum problems[gingivitis, gum disease], disconnection of the bones [fractures], continuous bleeding from the vagina[STDs?], sometimes when peeing uterus comes down [lapses?], breastfeeding sores, early menopause, chest paid[angina, stress, PAD, heartburn?], one woman said when she was pregnant she vomited blood, dizziness, ringing in the ears (“I thought I heard someone coming and no one is ever coming)
What do women do during their monthly period?
*Consensus: look for cut up cloth, or use a cut up diaper, they wash and reuse*
If you had a re-useable pad would you use it? 
*Yes*
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Questions with Notes:
Government hospital has no drugs/ private clinics cost too much
Women go into park for firewood – arrested or bribe the warden
Government schools take too many children – poor education
Donors in the past: but not anymore – need money from the people (referring to maintaining structures such as schools built by temporary partners)
“Prostitution is the order of the day” – too young to marry
Persistent diarrhea; uterus, ulcers, hernias, malaria, typhoid (from the public tap), gonorrhea, UTI, HIV
History of Kikonzo
Government owned the land before being given to the people – ‘virgin land’
Confusion over ownership (Kasese thought it belonged to QEP and vice versa)
Ancestors were hunters
1996 war – settled people here
What are some ways to prevent the diseases you mentioned earlier?
Do not know the prevention to overcome these diseases
If drugs were there, they would be treated
Is the government responsible to provide drugs for the people?
Of course
How do the storms affect people health?
When rain falls, floods begin from the hills
Most buildings fall, forcing them into the national park
Very many problems; no one to assist us
Wind breaker trees are not around anymore
Health sector doesn’t know they exist
An iron sheet costs $30k
Problems are too common
Drop-outs are very many
Used to have coffee (plantations up in the hills) – their only cash crop, but now there’s no market and there’s too much sun
In other regions, there were having kingdoms
Had water, rivers, and agriculture
No skills to build irrigation
Just beginning to try to grow food
[clarified whether the men should speak on Rwenzori region or just Kikonzo]
Tell me more about the Nyamamba and if it floods
Kilembe mines routed the river long ago; now others have rerouted the water to private irrigation schemes
No collecting tanks
Tell me about the Gravity-fed Water System
The taps have come from the mountains
Community taps – controlled by specific people (each has a monthly bill paid by fees per can)
Private taps – pay bills individually
National Water Corporation owns community taps
Used to fetch from Nyamamba – population is too much
No business or good to sell – ‘town sitting on nothing’
Is there any way to report diseases suspected to come from taps?
In the past, we had taps with no meter boxes, then the NWC brought meter boxes saying they would clean the water
Said they clean weekly (nowadays) – [meaning treating close to the source]
When the days before meter boxes, people were not getting sick like today – fear deception by NWC
We can’t tell how many, give a few days to research – very big number [of people getting sick from water taps]
How are latrines used and constructed?
Buildings are not planned
Only three feet deep
Built in rocky soil
Tell me about the lagoon [at the south east side of town]
Lagoon began where there were few people for the specific purpose of disposing of waste
It’s not treated
Many sicknesses from it
People around are suffering
Government wants it to remain there
Men suggest placing it in QEP
[I am to consult with those responsible for the lagoon – town council, etc.]
Kikonzo Educational Session Question Transcript (6/24/2011)
 [Each number represents a different speaker, indented bullets represent answers by the team unless otherwise noted, brackets represent personal interpretations of the discussion.]
If a woman with HIV delivers normally, she is advised not to breastfeed. What can she feed the baby if she cannot afford anything else?
- Breastfeeding if OK for the first 6 months, and is considered “low risk” for transmission. However, this must be exclusive breastfeeding with no other foods, including water.
What can you give a woman whose uterus moves or “comes first”? [Using a term best translated as the “uterus running away.”]
-Josephat: This is caused by STDs [PID] and has a symptom of swelling and most notably pus. There is treatment if you go to a health center, but they need to not use local herbs [in douches] because they introduce infections in the uterus.
Condoms are advocated by the pastor, but the question is how do you improve uptake? There is a problem with teaching, the uptake, and meshing sexual health with doctrine and abstinence.
-[Started answer was interrupted with a heated argument amongst the staff, community leaders, and participants and was not adequately translated to draw any themes.
Regarding Preventing Maternal-to-Child Transmission of HIV (PMTCT), why can it be prevented “when they share food”?
-Josephat: Explanation of the placental barrier that does not allow the disease to cross to the child, that most of the transmission occurs during childbirth so it is necessary to deliver in a health center, and to always have postnatal treatment for HIV for the infant.
What causes ulcers?
Problem with water access, requesting that there be a tap every ten houses *by* BMMC. Question of why did we come to Uganda and how did we pick Railway/Kikonzo?
The woman reported that she has 8 children and a child in S3, she wants to be given an income-generating project that would allow her to make money and get school fees.
	-Interruption by the chairman, essentially closes the meeting and “summarize”
***[The chairman’s presence, which at times dominated, may be one of the reasons why a community organization-type movement did not occur in Kikonzo as happened in Railway Quarters.]
[Was not translated, was answered by Daphine.]
-We request that questions be related to the community as a whole rather than individual
They are requesting that BMMC works to extend a health unit nearby by the hospital
	-We will include in the report, at least, how much they need a health center that is closer
All of the youth have no income to support them, in this woman’s case despite attending hairdressing school.
[One of the women who helped us – sells beads] It is better to have measurements of the soil for bacteria, etc. since we said that the soil is a source of disease. She would also like for us to report at the district level that they want a display area along the road (“green”) for handicrafts like baskets.
It is not “advisable” to have only a few children, but there is no space for these mothers who, for example, have 10 children and goats all in the same house
They also requested art craft space, to look for “market” and income opportunities. They would also like reports from the chairman to be provided at the same time as our report is presented to add weight to our findings.
	- Daphine – microfinance [I think. It was not translated adequately.]
[This concept of the “green” appears to be some kind of defined idea that is known to the community members prior to this meeting.]
 Mothers in Kikonzo are so poor, so what is the best project to make money to improve their situation?
	- Josephat suggests that they organize themselves to make sometimes, to make community opportunities
- Megan requests that we address community problems, not just the problems of individuals. [This comment was suggested by Daphine and seemed to worked to redirect the meeting.]
At the end, the community health council was suggested as a format in which improvements could be made to the communities’ health, with essentially a window opened into the kind of organization that Railway has undertaken. It was recommended the health council “with Mr. Luke” and Janet “move around.” [My final attendance count: 10 males, 34 females.]



















FEMALE FOCUS GROUP NOTES
KIGANDA-KATWE
 

Date: July 8th, 2011
Site: Katwe Office of the Chairmen
Interpreter: Angela
Moderator: Megan McLaughlin
Note taker(s): Chelsea Bunch, Ashley Richards
Number of participants: +8
 


•   = Prompt/subject continuation
a, b ,c, etc. = community member interpretation
[  ] = Team’s observation
(  ) = Implied by community members
*  * = General consensus by community members
 
1. What does a typical day look like here in Kiganda?
a. Wake up, start to arrange the house and clean everything that you used, and then they come down to the [boat] landing and try to find something to “put in their stomachs”
b. Where they get a little amount to pay for school fees or feed
c. When a child is sick, they take the child to the hospital dispensary [Katwe’s]
2. What is the typical family structure?
a. Father, mother, children
b. Mother-in-law, father-in-law, brothers- and sisters-in-law all in the house
c. Grandsons and granddaughter
3. At what age do women usually start having children?
a.18
b.17
c. 16
d. 18
4. If you could make the decision, how many children would you like to have?
a. All of them
b. 5 children
c.15
d. 8
e. 8
f. 6
g. 5
h. 8
Are those the numbers they have, or the number they want?
That is the number that they have, but now that they know about family planning is 2 or 4 children is better
[Big exchange was not translated.]
5. What methods do people use here for family planning?
a. Injecta Plan
b. Herbal Medicine
What kind of herbs?
You tie it in cloth and put it around your waist and then you cannot become pregnant. (Any type of herbs, even ordinary grass, like this [motions picking up cuttings and tying them up])
Tablets
Even Condoms
And that that you place here [Motion at inner arm – Norplant]
Which method is the most common?
*InjectaPlan*
You said that people here use condoms, is that even married people?
Yes
You use a condom when they have argued with their husbands and don’t want to have child.
They use that condom even if you hear your husband has been “going around.” [cheating]

What do husbands think about condoms?
They want it because things now are not good, there is HIV and too many [children] and school fees are so high that they can’t have many children
Other, they like it, but her husband says, “Do you want me to go around and around and around if you use? Do not use.” So I don’t use.
6. What STDs do you know about?
a. Syphilis
b. HIV
c. Candidiasis
d. Chlamydia
e. “Pineapple” which we call (They grow and reach like this [motions with rock at genitals) [Genital warts- we have heard this before in Kidodo]
What else do they know? What are the signs that they have them?
Itching (rash everywhere)
Sores down there
The skin, you feel it is like fire
Even when you are urinating, it becomes what “cht” and hurts [burning with urination]
Is HIV prevalent here?
*YES*
How do you protect yourself from these diseases?
You should not go outside to get another husband, but should stay with the one
It is better even to get tested with him if you are back you can get your butt outside [?]
Even the condoms, they use
7. How many sexual partners do people usually have?
a. It is according, you can find someone who is not satisfied and you go there and there and there and get another woman and even have 5 that day. And a woman married can go outside. It just depends on how much control they have.
8. Do you know about HPV?
(Angela: They don’t know, I don’t even know the word.)
Have they ever heard about cervical cancer? (Cancer of the genitals)
The cancer comes to the uterus and it comes to show outside and they have to remove [Assume genital warts again]
9. Do all women here access healthcare when they are pregnant?
*Yes*
Can you tell me about your experiences and what happened during it?
 4 times [I think this response was based on the knowledge that it is the recommended number of visits.]
And what happens at those visits?
They give you injection that protects the child inside [tetanus]
They give tablets
What kind of tablets?
For vitamins so the child can grow strong
They check where the child is
They tell even to be with good hygiene […] and so they go there
10. Do women prefer natural births or Cesarean sections?
     a. It depends, some women deliver like normal but others have to cut.
What are the reasons a woman has a C-section?
The child is very big and they cannot place [small pelvis]
If the child is like this [motions transverse] or by ankle
If it is foot or arm first
Or even if it is like this [motions umbilical cord wrapped around neck]
11. Can you tell me what you know about fistula?
*Yes*
What is it like? [Not translated] 
[Description in detail; at first they were branching but now they go straight-Weren’t answering the correct question.]
Can you tell me about what causes it?
You can tell you push, push and they go “umrf umrf” and they then break and by accident it gets open (burst) or by they go and break it
What is “it” that breaks?
	[Don’t know really] (Bladder-“down there”)
All the time they are leaking  
Does that commonly happen?
*No*
What happens to a woman that has that problem?
a. Before there was no treatment, but now there are people that have come to Kaganda hospital and can fix
*Agreement*
12. What changes when you are pregnant?
a. The good, they don’t eat it. Say you eat fish and vomit. You even say the husband comes and smells and you say “don’t come here.”
b. You can’t sleep on the bed with the husband because you don’t want or sometimes you want to play all the time
        c. Your blood becomes “watery” [anemia]
        d. Weakness and dizzy all the time, are always tired
Do women eat different foods when pregnant?
Some want to eat all the time but others they can’t eat at all

13. Do most women breastfeed?
*Yes, they breastfeed*
For how long?
For 2 years, others they don’t breastfeed for the problem of HIV they only let feed for 3 months (6 months)
Is it exclusive breastfeeding?
At first they breastfeed only for 6 months and then they give them other food
What kinds of food?
Avocado, Irish potatoes
Pumpkins
Soya
Maize porridge with milk or cassava flour porridge
14. What does your family typically eat?
[Clarify: The whole family on a usual day]
a. Matoke, peanuts or they have like avocado or different foods […] but sometimes they don’t have so they eat all cassava and cassava and cassava
b. Buy an egg and boil it and feed to my child
Is the food that you eat different on holidays?
They can cook and eat the chicken, or eat fish or meat. They enjoy it all they like [? Translation]
They have a party (I take my daughter and give her away and then lots of people come and celebrate)[ marriages]
What is your average diet like?
Flour and tomatoes and avocados […] 
What would make a healthy meal, if you could?
Dodu, avocado, eggs
Potato
Tomato
Eggplants, rice
Mudfish
After you gather food from the market, how do you prepare it?
First wash your hand, wash that they are going to use, they have a basket or if they are going to make [?] you wash banana leaves
And then you tie
And then you make a fire and put it on
We get a fish from the market and work the scales off and put in a clean pan and put in fire and cook and then you wake onions and tomatoes and if you have cabbage you can cut small or cut eggplant or dodu and then you push fire in and “ahh!”
Do you wash their vegetables or meat?
There are others that do but some bring meat and say it is really nice and don’t wash
But it is good to wash it and put it in there
What about dodu and eggplant?
	*Yes*
Which meats do you eat?
      q. Cow
      r. Goat
(They ask: Red meat, some have white fat and some have yellow fat – which is good?)
[Distraction]
15. Do you children get immunized? 
[They say yes, and that we give them -Angela provides them in the Katwe health center]
Have your children been de-wormed?
*Yes*
Why are some other women’s children not immunized?
Long ago they used to hide and not get injection but now they get them and it is better so children don’t die from measles
Why?
Ignorance and now people have become wise

16. What can you tell us about malaria?
a. If you don’t have a net then the mosquitoes come and you get it and if you have holes [in the ground] you need to cover them and cut grass and even close your windows before it gets dark and it keeps them out

Who is most at risk for malaria?
Children under 5
Pregnant women
Old people who sleep uncovered
Who in your house sleeps under mosquito nets?
All of them, some they have because we give
Who gives the nets to you?
Rwenzori Diocese and BMMC; even the government. They are given to children with HIV and women who are pregnant but not all and even now produce more children so you don’t have enough or they don’t always get and they get old
Do women who are pregnant with malaria get treatment?
*Yes*
What kind of medications do they take?
Chloroquine
For them, they don’t know what kind but take 3 tablets [fancidar]
For her, she doesn’t get sick when delivers
How do you treat malaria?
They used to use “rizi” (herbal medicine like quinine) but now they go to dispensary or hospital because if they take too much it causes abortion
They take them to the hospital first
If the children are ill and haven’t been taken to the hospital, they heat water to put on clothes to bathe for fever 
When do they know they need to take children to the hospital? (When do they know they have malaria?)
Comes high [fever] and then she gets hot and pain comes here [headache] and gets much mucus
17. What other kinds of things make sick here?
a. The changing of weather then gets cold and you know you will get sick
b. To sleep badly on the ground
c. Also when you eat very badly, you get sick
d. When you eat when it is very late, you get ulcers
18. What illnesses do you get?
a. Ulcers
b. Blood pressure
c. HIV
d. Back pain
e. Kidney stones [from description]
f. Smallpox [chickenpox?]
g. Diabetes, cancers, syphilis, headaches
h. Sickle cell
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Questions with Notes:
How long have people lived here? And how has it changed in recent decades?
 Started as a lively village where everyone would have loved to stay. In the initial stages there was lots of interesting happenings – fishing industry, idea of constructing a salt industry, and the social life. With these factors, people craved to stay around here. But over a long period of time there was been several changes – especially in the livelihood of people staying on the lake shore – reduction in the fish catch and majority of the people currently survive on god’s mercy and maybe on the salt mine. It initially started with many people (#?) but the number of people then was fewer than what it is now. There were so many fishing sites and ponds with beautiful houses, but over time all these different structures became really bad.
The first people here were the Bakigwe who came from Congo, they stayed in these islands – there work was fishing and the salt mines. During this kingship, other people came in due to the activities taking place. Very many tribes came to this shore, which is evident by how many languages are spoken here. The king of Toro came here and built his palace (administrative offices). This place became known as a trading unit. As you can see there are some Arabs here. This man is a member here – he’s an Arab – descendent of people who used to buy and sell people (slave trade).
How does government work here?
All belong to 1 party. Mainly they belong to the movement (NRM). In higher politics they think they are organized, but when it comes to local leadership such as the local council leaders it’s different because it’s based on who knows who. So – some leaders simply become leaders because they have been here long or know many people even if they may not be the best leaders for the community.
Specific prevalent diseases
HIV/AIDS
STD’s
Malaria
Cough/flu
How do people treat these common diseases?
First approach whenever someone is sick is to go to nearest health center – Katwe health center – but the challenge has been that in most cases they are told there is no medicine. They instead are referred to the local drug shops and sometimes to the hospitals which are many miles away. Those who afford to pay when they visit these often die in their homes because of related diseases.
Another disease that people suffer from is from domestic animals. The animals go and feed in the park, get diseases,come back and people eat them and get sick (anthrax; rabies).
Any methods used for prevention? Any gaps in knowledge that we could teach them about?
They don’t have any preventive idea about the diseases they listed above. Because they are frustrated by service providers
There may never be a condom in the nearest government health facility
From record here the number of women is less than men, and so it’s a guarantee that one woman is shared by many guys and the concept of abstinence does not apply here. In this community, someone would prefer to get HIV/AIDS than malaria. This is because malaria will kill you if you went to the clinic and they told you there is no medication unlike HIV/AIDS because if they tell you you have HIV/AIDS you will still live for more than 20 years without the medicines.
Typical day
A typical day in the community – early morning men and women wake up and go directly to the shore for fishing beginning at 8am. Fishing continues until 2pm. Those who don’t fish go to the salt mine and this also takes about 7 hours. Beyond this time (from 3-7) young men, boys go to the bars. But the situation is different during holidays when students are off school. Because both the students on holiday and those who don’t go to school will do almost the same work which would last about 3 hours of the day (8-11) and leaving the rest of the day idle.
Typical family structure
A family here consists of between 5 to 15 kids. In some families there are no specific husbands or wives because one lady might have multiple husbands and one man might have multiple wives. Only 20 percent of families have married through the church.
With multiple spouses, how long do the relationships last?
For men the relationship is permanent and well known. But it’s very rare to know that a woman in one family is sleeping around although they really do. The man can say ‘I have four wives’ and everyone will know – women can’t make it public.
High divorce rates in this community
How do people get water to drink, for bathing, for cooking, those kinds of things
Major source of water for drinking is Chebambe water, but it’s very expensive and has to be paid for any time you need it. The tap water would be ideal but community members do not commend the cleanliness of the tank and in most cases it often dries up, leaving people with one choice: untreated lake water.
Domestic use is normally lake water
Lake water from river, put in a reservoir where they treat it with some chemicals but the tank is old and not safe – other source is Lake Edward.
Even the tap water itself, when you open the tap there is some bubbles, and the water is too white. This means there are too many chemicals put in it. The white color goes away but it settles to the bottom of the glass or jerry can.
How many homes in Kiganda have private latrines?
I think every home has, but the condition is bad. There are those constructed with just ground soil, some with trees, some with iron sheets. Most don’t have slabs. The condition is bad.
When you use the latrine, do people usually wash with water or wipe with paper?
Both
For the Muslims, used stones and sand. Most people use sand – the Muslims especially. Then follow it with water. Use something different as an alternative – paper.
Do many people use soap to wash their hands?
There are very few. For example when you take water you need to not have long nails. People usually just come by soap incidentally. If I had to give a percentage I would say 80% don’t use soap.
Is there any concern about the animal feces in the town?
People who own cows are aware, they have gone to school, some of them are our leaders. They understand the problem but there’s no collective responsibility to clean it up. People know about the problem but they’re too big-headed to fix it. These leaders that own the cows want them roaming the town for show – to show off their wealth and power.
This town started as a village, grew into a town board, and now town council. The early inhabitants (villagers) still preserved what they had as domestic animals and hence there can never be proper control of animals loitering in town and shitting everywhere as the surrounding areas are parks.
Any concerns about the sanitation of the fish market?
Poor sanitation because people step where the fish is placed
The place that was built for fish used to be clean, but as it ages, it is not clean and the trenches around it are poor.
When was the public toilet behind us built? Who owns it?
2006 (almost five years)
Beach management unit constructed it
Are there any other public latrines?
No other public toilets around town but the three other public toilets are located far away from the people.
Flooding?
Yes, normally happens during the rainy season
Family planning? (vasectomies?)
For men it’s mainly condoms but they feel that family planning is meant for women. Women use pills, injector plans, norplant but with increased challenges after FP methods bring bad side effects – they quit.
Is there any domestic violence here?
There is too much domestic violence here.
Cases not reported to authorities. There are often arguments in families. Most cases they are drunk, lack of food, 60% women 40% men – people fight over women.
At what age do men start having sex?
Between 15 and 20 – many at 15 are still shy, and they don’t have money. Around senior 1 or 2. The older men go for young girls. Men compete for young girls – women start the sexual life as early as 8 years old because there are fewer women than men here.
How many public water taps?
3 – only 2 that are working
Private – Kiganda has almost 200 homesteads – maybe 80 of them have taps.

KEY INFORMANT INTERVIEW KIGANDA-KATWE-First Site Visit-Approximately 51 KM from BMMC: Madame Angela
Very strong, dominant woman named Madame Angela was our primary contact/key informant aside from the chairman of the community
There is health clinic but no medicines
Most people have to hire vehicles to get to the clinic
 “No need to survey, the problems are here”-Chairman
Want assistance without the preliminary work
Mothers
C-sections occur when women get tired and they cannot get to the hospital quickly
Hospital is very far from Katwe in Mbarara (?spelling)
No means of getting there, and no way to pay for gas to pay someone else
Men disappear when women get pregnant because they cannot afford to support them
Children are producing other children 
“Her body is not yet a mother’s body”
In 1998, 4 women died from giving birth
There is a midwife, but only one and she is stationed at the health center-when she is not there someone is put there in her place
There are not many trained women
Obstructed labor occur in homes, and no one tells a woman to go to the hospital
Many women may have an operation first (C-section) because of an emergency and then will no longer want to have a natural birth after their first child
At the health clinic women are seen for antenatal c are and do not pay for the service
Women and their babies are only immediately immunized if the vaccines are at the dispensary-if they are not there, the women and her baby get transport or wait for the vaccines-some have waited up to 10 months

Malaria
Some people are sleeping under nets
Mosquitoes do bite during the date
HIV
It is expensive to get to where the ART treatment is
HIV positive individuals are expected not to give it to another person
They are working on prevention, family planning methods and the use of contraceptives (condoms)
Those who are positive are counseled
THEY NEED MEDICINES HERE
Mothers with HIV
Men do not tell their wives that they are positive
They teach their children through songs and drama (M and D-music and drama)
When women come to get medicine they are asked where their husbands are
Are told advantages and disadvantages of condom use
“Be fearful of husband and abstain from sex to protect yourself”
“See what is good to you”
Babies with HIV
Pamela mentions a HIV free generation
However, there is no medicine, and no food- they die
STORY: 1 boy and girl were left orphaned when their mother who had HIV died- the boy assumed the girl was also sick and made a decision to take care of only himself-he locked her in the house they had lived in and left her there to die- she remained in this house for 3 months and was then found and taken in by Angela-‘the girl is abnormal’ and suffered mental retardation due to severe nutrient deficiencies- the brother was put in jail
Nutrition
“Fish is not enough”
“Meat is not enough”
“You have blood because you are eating meat”
Bundii Cassava with water carbs
Banada, porridge, egg if you can afford it
Need a ‘full’ diet and even more so when one is pregnant
Want to be taught how to prepare a balance diet meal
Living
Land is rented
They are not allowed to grow crops here because it brings mosquitoes
Food in market comes from outside towns and can be expensive
POVERTY (is the underlying issue, mentioned by chairman)
Economic activities include: fishing, salt, pumpkin planting (however it is hard to grow because you have to protect anything grown from animals)
Education
5 primary schools within the community—Government schools
They are supposed to be providing lunch for the children and they are NOT
Many girls drop out between P4 and P7 due to getting pregnant
They believe it is better to be getting money instead of an education-“a woman goes and gets skills and money in case her husband says ‘I don’t want you’
Expressed issues
Need training to handle situations
Need to be taught how to prepare a balanced meal
Would like books for Health and a notebook to write in and make note of who is sick
Need posters for educational purposes
Key Informant Interview/Social Mapping with Angela
Katwe Educational Session Notes and Question Transcripts (7/8/2011). 
The questions and comments from the participants of the session are illuminating in the interests of the community and their feelings towards future public health projects. They are as follows:
1. [From Angela] As part of the education, you said that we need to take care to not come into contact with water, that we need to wear tall shoes to protect yourself when washing, etc. When the water comes all the way to the waist, how can you do this?
-[Curtis] We must look into other methods for reducing risk of exposure that is more appropriate for Katwe
1b. As concerns family planning: there is a problem in Katwe with men’s agreement for it while women “gets weaker and weaker” and woman must sneak around to use those methods. Are there other methods? Problem of reduced libido! Other women -> take men as well to get family planning.
1c. If you use a condom and “play sex” but it is left in there, what is responsible? (e.g. weight, oversized, etc.)
2. If the gentleman has one condom, can he use it again or just better to go “body to body” or what can I do? 
-It is best to buy three condoms because it is “good for 3 rounds” and then tomorrow you can buy more.
[At this point, there are only 3 women remaining and all the rest are male.]
3. As concerns water: when you get and boil it and you have a dirty container or keep it in a dirty place, can you get diseases from this? If you are treating with chlorine why do you still need to boil it?
-They should boil the water anyway [rather than trusting supposed treatment from tap] and get clean containers or even pots.
4. We talked about latrines, that we should keep them clean. She can do it at home, but not this public one. [Completely gross public latrine is located behind the area where the focus group was held, within view of the educational session.] 
[Huge discussion, at times heated, followed that was not entirely translated.]
- Public toilets need people to work in them, they need chairman or town council to step in; there is a person that is supposed to clean them but who is not being paid. 
	- Everyone should participate because everyone is affected by disease.
5. Requesting allowances for participation in the education session
[Answered, essentially, by both Angela and Janet yelling at them]
	- “A person who gives knowledge is better than a person who brings things”
- No one gets allowances, not even Angela, and we are even volunteering our time without pay
6. Ask Angela to bring information if they have more questions
Key Informant Interview/Social Mapping with Angela
Angela is, by her own description, a member of the HCII, a home community worker, housemother, and primary school teacher [Formatting note: flush statements are from the interviewer, primarily Chelsea but also Megan. Responses following the “-“ are from Angela, unless otherwise noted. Bracketed comments are either descriptive or interpretation.]
Are there many Muslims in Katwe?
-There is a mosque here. And one up there and up there.
So there are many here?
-Some, but mostly Catholic.
-All teachers in Kasese District have gone to a meeting, training with people from the district.
Is this a public school? [Katwe Koran Primary School]
-Yes, it is a government school. […]
This elephant art on the wall is really nice.
-For us, we have, like, this clan. That is theirs so don’t kill them. […]
-You have come in the wet season, so you must deal with much mud.
I thought it should be the dry season by now?
-Sometime, but there has been mush rain. […]
What language is it that they are speaking?
-Rutoro
Are there many Rutoro here?
-Yes, that and [missing] […]
How many people live here in Kiganda?
-If you go to the town council, we can get that information. There are people who do a census and have that, but I do not know. I cannot tell. […]
Are these taps gravity-fed? [Curtis]
-The Town Council, I think has done something. […]
This [Katwe Boarding School] is called a boarding school. The students live here?
-Yes, they live there. [points] […]
What kind of a technical school is it?
-Building, electricity. Another one, far, that is wildlife.
Where they teach conservations and wildlife management? [Curtis]
-Yes, exactly.
-And down there, far, there is another primary school. 
There are three primary schools in Katwe?
-No, no, there is another up there. There are 4.
And that is all in Katwe village?
-They are all run by the Katwe Town Council.
Now, we are in Kiganda village?
-There are 6 villages in Katwe Town Council.
So this here by the water is Kiganda?
-Yes.
Is there a Katwe village here?
-Yes, it is up that hill, there, Katwe Hilltop. [Points in the distance.]
-We must go to the tourism center and meet with them, or else they will think you have given me money. 
Yes, we will go there after the health clinic. […]
Is there a map of Katwe?
-Yes, they have. If you want you can get. [Missing] is good at drawing. It is at the Town Council.
This salt mine there, why is it no longer in operation?
-Those who did it [built it], did not use good materials so they all get rusty. Was not good with the salt.
That’s a very poor investment. [Curtis]
-And bad planning. We did not know about it or we would have said “That is bad material.”
Where does the [drinking] water come from?
-Way up there. They river [missing]. 
They say that they use the salt water from the salt lake to drink, that they trust it more than the lake.
[Angela disagrees.]
-There is one dispensary for all of Katwe Town Council. […]
-This is the biggest church in all of Katwe Town Council. The Catholic parish churh.
Is that the old church? [Motions at small building beside church.]
-That is the second mosque. […]
Do children from Kiganda go to this school?
-Yes. And the children from here got to school in Kiganda. Even the children from here go to my nursery down there.  […]
-A hippo passed here. [Motions at tracks in the middle of town.]
Do hippo often come into town?
-Yes, at night.
Do they ever hurt people?
[Yes.] But mostly they just come to eat, like here, and if you don’t get between them you are fine.
There are many electric lines. Do they go to people’s houses? [Curtis]
-Not all of them. Just some, who can manage. Not all. It is very expensive. There are advantages and disadvantages to its coming.
-This used to be a post office, but no more.
How long ago did it shut down?
-More than 10 years ago.
Key Informant Interview with Katwe Health Center Staff
[In the waiting room of the health center is a poster published by GSK titled “A Child’s Prayer.” In part, it reads “Dear God, thank you for reminding my parents to take me for immunizations…”]
Are these drugs purchased by the government?
-Yes. [No elaboration.]
What is the process for drugs, like, when do you order from in the government when you run out? What is the ordering process?
	Who brings the medications?
-The District – Kagando Hospital
When they run out, what is the process?
-From the Town Council [Clarification in Rutoro] They refill after 3 months. Place the order directly with Kagando. 
What kind of medications do they keep here?
-It is broad – anti-malarials to antibiotics
Anti-retrovirals?
-Yes. 
How long does it take to get more of a medication?
-If you call Monday, you will have it by Wednesday or Thursday. 
-This is a Center III, by the government, and it serves the entire Town Council. They give immunizations every Thursday and outreach days. It is open 7 days. There is a maternity ward with one midwife who works “every day.” They provide free HIV tests [at no cost whatsoever] and have “a well-stocked lab here.”
Do they do C-sections here?
-No, they have to refer to Kagando. 
Key Informant Interview with Godfrey Bwambale at the Town Council Office
[This was an unscheduled interview that came about by dropping by the Town Council office. All members of the project team participated in the interview, and it was conducted entirely in English.]
-This is not such an old Town Council. Although the building is old. I personally have been around 2 years. I worked for BMCF for about 5 years. Now, I am acting as the town plaque, am sitting in for him. I am the internal auditor. 
What is the water situation? Where does it come from?
-Pumped water. It is pumped from the lakes up here. When the Engineer gets here…
People pay to have taps installed?
-No.
So they are free?
-Yes.
Are they household or community taps?
-Community.
Can people pay to install household taps?
-No.
What fuel is used to pump the water?
-Use diesel. We have a generator here, from the river.
I know there is a salt spring here. Households use that water?
-No. It is not used for anything. If you pour it on the grass it will dry there. Only can use for example cooking beans—to make it taste good.
Someone said that no one can grow gardens here. Most people rent, and there were problems with mosquitoes? Is that true?
-I have not seen them around. The biggest part is the national park, and it is too hot to grow well.
Angela: The main point is the animals. You can have a small plot, but the big problem is animals.
Most people rent here?
-Yes.
So who owns the land? Is it private or government?
-All private.
The boat tour said that part of the park entry goes to villages in the area. Does that actually happen?
-No. Maybe for the small tax. The small percentage that will allow us to raise some money.
But you do see some of that money?
-Yes.
How many kilometers is it to the nearest hospital?
-About 40 km.
And that is Kigando hospital?
-Yes. I was looking at Kigando.
Angela: We just have two vehicles that come around to Katwe [shared taxis]. The transportation network is very poor, even taxi drivers have trouble coming here.
[Comment that was missed.]
What about emergencies?
-We have the dispensary.
If it cannot handle the emergency?
-We can only mobilize taxis. The household will have to try to raise it, but there is no like community ambulance.
Angela: The big number die because of money. They say if you lose money, you lose life.
-There are no sources of income other than working the salt mines? And maybe some fishing. It makes things very hard. 
Are there any doctors in the area?
-No.
Angela: We have a medical assistant.
How many schools are there in Katwe? Only the 5?
-Yes – [names primary schools]. Also 5 nursery and one secondary. One technical. UWA.
We have the number of schools seeming to be big. What do you need to know?
[Explanation.] How many private versus government schools? [Not answered.]
How many people live in the entirety of Katwe?
-12,321 people. 5,858 female and the rest, 6,466 are male.
You have a census?
-By number of households.
So it’s an estimate?
-No, we go to all. There are 1,400 households in Katwe total.
How many are in Kiganda?
-That’s in the parish.
How many villages are there?
-Big Katwe has 6 villages, 3 parishes with 2 villages each.
How many people like in Kiganda?
-The population captured here is in terms of parish. That is what we have captured here.
That’s OK. What is the parish?
-506 households. And then we have 2,132 female and 2,479 male to equal 4,611 total.
Is there lots of HIV in this area?
-General picture, it’s huge. I think they said, one time, the rate was quite high. They realized about 9%. It is slightly above the national percentage, because it is a landing site.
[Out back] These are the salt flats?
-Yes, they are where we mine. But not in the rainy season, it floods and is not good. They have not been improved. You cannot get anything when it rains like this.
Key Informant Interview with USAID Woman working on the Uganda STAR Project
[This interview was also conducted as a result of a drop in meeting, this time in the tourism office. The entire team was also involved, and it was obviously conducted in English. Minimal notes were taken.]
So can you tell me about the project you do here?
-It’s called the Uganda STAR project, and it encompasses a large number of different programs. They include: conservation education in schools; marketing; working with Red Chili’s [Backpacking hostel in Kampala], etc. tours to incorporate community work; linking “visit ready” projects; partnering with outside private [missing]; improve livelihood so value natural resources and don’t have to poach or encroach on the park land.
She gave us her contact information, and expressed interest in exchanging data with us—our final report of our baseline survey, and they conducted a development-type baseline themselves about 2 years ago that she thinks she can get us as well.
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)Stakeholder 
	Current Activities
	Interest in project
	Assessment of collaboration

	BMMC
	Community organization; provider of interpretation and physical/cultural navigation; potential partnership organization
	Interest in initiating a Public Health focus within the hospital’s work by means of advocating a potential partnership with the University of South Florida, providing public health training to the staff of BMMC and increasing the impact of the community outreach program 
	Continuing collaborations with USF COPH can lead to better health outcomes for the patients at BMMC as well as for community members who are able to benefit from public health programs created and implemented by public health students from the University of South Florida; this partnership will aid the hospital in fulfilling the goal of “providing holistic care and educational services”


	Bishop Masereka
	Student field site supervisor; host and provider of student transportation and accommodation; advocate of potential partnership
	Interest in promoting a Public Health focus among staff at BMMC, and investing in the prevention efforts of both outreach and education as means to promote better health in local communities
	Investment of BMMC in Public Health prevention efforts will help to fulfill the vision of BMMC to “have an enlightened, healthy, and self-sustaining region in South Rwenzori, Uganda”- enlightening communities to both the services the hospital provides as well as making a good name for the organization


	Betty Castor & Samuel Bell
	Networking, fundraising and advocating for project and potential future partnership
	Expanding the positive influence of USF in an international setting
	Continued fiscal and networking support provided to students will enhance the stability of future projects within Uganda; a specific focus on education as means of empowering communities and improving health will remain a primary objective

	USF
	Funding and provider of student interns with knowledge of all aspects of public health
	Creating an interdisciplinary international collaboration that will provide a safe and productive site to conduct a field experience
	Continuing this partnership will strengthen relationships with global partners in Uganda as well as give community members a sense of renewed faith in public health workers- the hope is that continued projects will empower the communities to invest in their own health by means of continued prevention and intervention projects/programs, consistently progressing, planned and implemented by USF students

	Future IFE students
	Potential to further adapt skills currently being learned through the CoPH curriculum, by means of complimenting these academic skills with real-life skills, aiding in the preparation of filed placement
	Interest lies in gaining valuable experience that will lay the foundation for future work in global public health
	Future IFE students, from both the College of Public Health as well as other colleges within the University will provide a more comprehensive health assessment of the communities in and around Kasese, creating an environment suitable for a successful intervention and more cohesive working relationship with current public health organizations working in Kasese

	Local Communities/
Citizens of Kasese
	Active engagement in the process of their own health 
	Better overall health of the community specifically focused on their children and the elderly; an increase of services provided in town and within their own communities; hopes of an outside interest and investment of their health by the health district; increased revenue for local businesses and economic opportunity.
	With community support, community buy-in of public health methodologies for achieving better health outcomes can  spread to communities not directly assessed by the program- empowering communities to take ownership of their own health with proper education and use of available resources

	Health District
	Addressing the needs of the populations they serve within the Kasese district
	Obtaining current household level data to further assess the health status of the communities in Kasese District. Utilization of the information found by the USF Health research team could be used effectively to fulfill and increase outreach programs and assistance within communities, by need.
	A successful collaboration could lead to further extension of health services to areas in greatest need as determined by the baseline assessment-however, time must be found to prioritize these issues and these populations
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)Contributions Pre-Departure

University of South Florida-Site Supervisor
Dr. Richard Nisbett, Associate Professor, USF- Facilitated the initiation of a possible USF/BMMC partnership; ensured cultural competence of Uganda via class participation and research; was responsible for all team/site communications; divided team into two groups, one for each site: Papoli and Kasese; delegated tasks to each team member; created the site situational analysis/background; granted approval of survey instrument; provided instruction on survey administration, data collection, data input and analysis.
Bishop Masereka Medical Centre- Site Supervisors
Bishop Zebedee Masereka, Director and founder, Bishop Masereka Medical Centre (BMMC)- Facilitated the initiation of a possible USF/BMMC partnership; representative of BMMC; responsible for site communications with USF; responsible for preparing the hospital’s staff members for team’s arrival; responsible for ensuring safe accommodation. 
Dr. Daniel, Manager, surgical intern, Bishop Masereka Medical Centre (BMMC)-Responsible for preparing a program working with the hospital to attain mutual goals; assigned BMMC’s staff members to assist the team’s work. 
Graduate Student Team
Elizabeth Helfert, CPH, MPH- Designated Papoli team leader, team/site communications, program planning, survey instrument participation
Megan McLaughlin, CPH, MPH Candidate- Designated Kasese team leader, program planning, list creation, survey instrument creation
Angela DiMaggio, MPH Candidate-Program planning, survey instrument participation
Ashley Richards, MPH Candidate- Program planning, survey instrument participation
Chelsea Bunch, MPH-Program planning, survey instrument creation, data base creation
Curtis DeVetter, MPH Candidate - Program planning, survey instrument participation
Dana Ketcher, MPH Candidate - Program planning, survey instrument creation
Gina Eubanks, MPH Candidate- Program planning, survey instrument participation
Ryan Torkez, MPH Candidate- Program planning, survey instrument participation
Contributions-Data Generation
Graduate Student Team
Megan McLaughlin, CPH, MPH Candidate- Transect and asset/threat mapping, key informant interviews, survey administration, focus group moderation/transcription, data input
Angela DiMaggio, MPH Candidate- Survey administration, focus group moderation/transcription, data input
Ashley Richards, MPH Candidate- Key informant interviews, survey administration, focus group moderation/transcription, data input
Chelsea Bunch, CPH, MPH- Social mapping, key informant interviews, survey administration, focus group moderation/transcription, data input
Curtis DeVetter, MPH Candidate – Transect and asset/mapping, GIS data base and map creation, focus group moderation/transcription
Bishop Masereka Medical Centre (BMMC) Staff Members 

	Name
	Attendance
	Activities

	Janet-HIV Counselor
	17
	Community mapping (3), survey administration (4), focus groups (4), health education sessions (5), immunization (4)

	Perezi-Child Vaccinator
	10
	Community mapping (1), survey administration (5), focus group(1), health education sessions(1), immunization (4)

	Pamela-Nurse
	5
	Community mapping (1), survey administration (4)

	Sunday Alex-Staff
	2
	Survey administration (1), focus group(1)

	Abraham-Lab Technician
	3
	Community mapping (1), survey administration(1), focus group (1), immunization (1)

	Jackson-Staff
	1
	Health education session (1)

	Gladys-Nurse
	1
	Immunization (1)

	Emily-Family Planning Specialist
	1
	Health education session (1)




Contributions-Analysis & Writing
Graduate Student Team
Megan McLaughlin, CPH, MPH Candidate- Responsible for organization of the final report and creation of final product; completion of ‘Executive Summary’, ‘Situational Analysis”, ‘Log Frame Summary’, ‘Study Objectives’ ‘Methods’, ‘Results’ write-up and table creation, and ‘Appendices’; assistance with ‘Research Community Descriptions’, ‘Female Focus Group Summaries’, ‘Asset Map Summaries’, ‘Stakeholder Analysis’, ‘Discussion’ and ‘Conclusion’
Angela DiMaggio, MPH Candidate- Assistance with ‘Female Focus Group Summaries’, ‘Discussion’ and final edits
 Ashley Richards, MPH Candidate- Assistance with ‘Research Community Descriptions’, ‘Stakeholder Analysis’ and final edits
Chelsea Bunch, CPH, MPH- Full data base analysis, creation of graphs and  assistance with table creation in ‘Results’ section, and final edits
Curtis De Vetter, MPH Candidate – ‘Male Focus Groups Summaries’, and assistance with ‘Asset Map Summaries’, ‘Conclusions’, and final edits
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[image: ] Megan McLaughlin: B.A. Anthropology, Pre-Medical studies and Chemistry, Masters of Public Health candidate
anticipating graduation in December 2011. Interests in Global Health Practice, specifically Ma