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ACRONYMS AND ABBREVIATIONS
CHC:

Communication for Healthy communities

DHO:

District Health Officer

DHT:

District Health Team

DIALOGOS: Danish NGOs that funds the project
FGDs:

Focus Group Discussion

HIMS

Health Information Management Systems

HCW:

Health Care Workers

IBA:

Indigenous Birth Attendants

IECs:

Information Education and Communication Materials

IHP:

Indigenous Health Providers

KII:

Key Informant Interview

KIMHECOP: Karamoja Indigenous and Modern Health Collaboration Project
NGO:

Non-Governmental Organization

THETA:

Traditional and modern Health practitioners Together against AIDS and other
diseases

UWONET:

Uganda Women Network

VHTs:

Village Health Teams
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EXECUTIVE SUMMARY
The end line evaluation report highlights progress in achieving project indicators, challenges,
lessons learnt and proposes recommendations for the future of the project. The report focuses on
the progress in implementation of the annual implementation plans against the targets set in
strategic plan of 2013/2016. The compilation process of the end line evaluation was participatory
with involvement of the KIMHECOP board and KIMHECOP staff. The overall coordination and
technical support was by the consultancy team. The report focuses on the core indicators for
monitoring the performance of KIMHECOP in achieving the set targets. The report is based on
KIMHECOP reports gathered quarterly, project data collected qualitatively and quantitatively.
The IHPs and IBAs groups are 5 of 150 members. IHPs/IBAs practiced their indigenous and
acquired knowledge on disease prevention, treatment and birth attendance. At end line,
document review revealed the existence of the list of names of 8 women groups formed in the
third Phase of the project with 240 members. Each women group comprised of 30 people who
were trained using project guides and curriculum. IEC material including posters and/or
pamphlets on the most significant and frequent health problems and safe delivery from the
previous phase were distributed by field staff. The book on Indigenous Karamojong Medicine
was developed pending printing and distribution in- and outside the community.
Posters on the most frequent health problems in the community were developed and these
included posters and/or pamphlets on TB and coughs, respiratory diseases, malnutrition among
others. A total of 4 pamphlets translated into Nga Karamojong were produced in phase 1 of the
project and distributed to the field staff for use during community trainings. KIMHECOP also
adopted IEC materials from other organizations e.g. Communication for Healthy communities
(CHC) and AIDS Information Center (AIC) among others. Other IEC materials developed were
on nutrition, hygiene, maternal- and child-health and democracy issues. Hence the trained IHPs
and IBAs carried out community activities such as dissemination of knowledge on health and
disease prevention; referral of pregnant women to health facilities; participation in mass
immunization campaigns. This was evident from the increase in the number of referrals of cases
and increase in deliveries from health facilities; and attendance of children with malaria,
pneumonia and diarrhea.
The project developed an IHP/IBA patient’s referral monitoring sheet which was included in the
official HIMS. It contained information about the name of the IHP/IBA carrying out the referral,
Parish and village of the case, type of referral, the name of the health centre and name and
signature of the HCW attending to the patient. The number of patients (pregnant women and
birth deliveries) referral increased to 104 in 2013, 249 in 2014, 318 in 2015 and 358 in 2016 as
referrals made by the IHPs/IBAs to Health Centres.
Project objective 1: By July 2017 the family hygiene, nutrition, prevention and treatment of the
most significant and frequent diseases especially in women and children has improved in Moroto
and Napak Districts
v

Project objective 2: All IHP/IBA groups had groups leaders, the groups were governed by a
constitution written in English.
Four copies of the training manuals were seen. No posters and /or pamphlets on the most
frequent health problems including advocacy, democracy, human rights, leadership in the
community were developed in phase 3 of the project. The project relied on the posters and/ or
pamphlets produced in phase 1 of the project. The project additionally adopted IEC materials
covering similar topics from other organizations e.g. CHC among others.

Collaboration between district health authorities and the KIMHECOP IHPs and IBAs existed
evidenced by the DHO/DHT involvement of the IHP/IBA in the district health activities like
immunization programs, team work with the VHTs together in the community whenever the
government activities run in the community.
The findings indicated no written articles about KIMHECOP activities were seen but the plan
was underway to have web page for KIMHECOP as cited

Overall, 5 KIMHECOP staff participated in events (meetings) on traditional and intercultural
medicines with organizations like PROMETRA. Output is shared with board of directors.
Reports exists

Project objective 3: Project documents show the existence of a strategic plan for 2013-2017 with
clear indicators, activities, out puts and objectives. This was put into effect by the annual
operational plans that existed. A membership internship policy existed that gave guidelines for
placements of students doing research in the field of traditional medicine.
Proper documentation of project activities was done. Evidence of quarterly and annual reports
were seen. These were documented in hard and soft copies as well as the minutes of all meeting.
Lessons learnt
Involvement of the community during implementation of project activities brought about
ownership of the project and sustainability.
Working closely with the existing structures e.g. IHP/IBA and women groups to pass on health
messages contributed towards achievement of the overall objectives of the project
Health innovations by the project increased the uptake of health services by community members
e.g. modification of the MAMA kit (Baby bucket), formulation of a referral sheet.
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Collaborative working with the local government, civil society, the private sector and other
actors contributed to the achievement of the project targets.
Challenges
Some of the challenges included inadequate or shortage of human resource diversity, funding
gaps- funding from government of Uganda to the health sector has remained sub optimal, delay
of passing of indigenous and complementary medicine bill 2015, delay in the registration of
IHPs and IBAs Association, motivation of IHPs and IBAs and women groups remains a
challenge including the community’s demand for handouts.
Recommendations
The project should increase the number and diversity of the human resource in order to scale up
activities to other areas. The project should strengthen their human resource by increasing the
number of employees with a health background like medical doctors, nurses and maternal
specialists.
The project should mobilize more resources to strengthen the sustainability of the IHPs and IBAs
and women group’s activities through lobbying and proposal development using the existing data
from phase 1 and 2.
KIMHECOP should jointly implement similar activities with other programs, the district local
government and projects in order to cut down the cost associated with the project delivering
specific results.
KIMHECOP should take lead in the creation of dissemination platform for all implementing
partners in Karamoja region to share achievements, good practices, success stories and
challenges.
The project should utilize existing data to develop policy briefs that will guide in policy decision
making and the integration of trained and registered traditional health practitioners into the
health system.
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INTRODUCTION AND COUNTRY CONTEXT

1.1 Project Background
Since 2008, KIMHECOP (previously named KATHES) has implemented a primary health care
project in Karamoja Region in North-Eastern Uganda. Since the beginning, the Danish
government has financed the project through a grant from CISU, and the project is implemented
in close collaboration with the Danish NGO Diálogos, the latter being directly responsible
towards CISU regarding funds and project implementation.
The project has run in three phases. The current (third) phase was initiated in July 2013 and ends
end of June 2017. It has a total budget of 3.748.702 DKK (approx. 530.000 USD).
The project’s main aim is to increase the health status of the rural population in the area. In all
three phases, indigenous health providers (IHP) and indigenous birth attendants (IBA) have been
organized and trained, and connections with the official health sector have been established, thus
creating a concept of intercultural medicine. Over the years, the project area has increased and is
now covering villages in two districts in the region, Napak and Moroto.
The local NGO KIMHECOP is the only organization in the area established and run by local
Karamojong. It has the potential to become an important local development actor in the area.
Therefore, in this third phase of the project, there has been a particular focus on strengthening
KIMHECOP’s capacity with the aim of improving their skills in advocacy, fund-raising etc.

1.2 Uganda Country Context
With rising population in Uganda, a total fertility rate of 6.2 (UDHS, 2011) and average annual
population growth rate of 3.0% (UBOS, 2014), it is projected that by 2020, Uganda will have a
population of approximately 45.74 people (UBOS website). Uganda remains among the poorest
countries in the world with an annual average GDP per capita of USD 390.
Karamoja sub-region, where Napak and Moroto districts are located, is the country’s most
disadvantaged region. Estimated 80% of the one million people live below the poverty line, and
access to or use of basic health, nutrition and education services are lowest here. (UNICEF,
2010; UBOS and ICF International, 2012).

1

1.2 Purpose and Objectives
1.2.1 Purpose
The overall purpose of the end of project evaluation is to assess the project’s performance as
regards achievements of objectives and performance. A range of methodologies were used to
ascertain to what extent the project has contributed to improved health status of the population in
the project area; reached the project objectives stipulated in the project log frame and the project
document; produced any results - positive or negative - not foreseen in the project log frame and
the project document; Assess KIMHECOP’s potential as an NGO and the potential for future
KIMHECOP-Diálogos interventions in Karamoja and make recommendations for future
interventions in the area.

1.2.2 Specific Objectives
Specifically, the end of project evaluation intended to,
 Assess to what extent the project has contributed to achievement of the overall objective
 Assess to what extent the project has achieved its 3 immediate objectives
 Assess the relevance of the activities in relation to achieving project objectives
 Assess the relevance of the target groups in relation to achieving project objectives
 Assess whether the project has given rise to positive or negative results not foreseen in
the project document
 Assess the extent to which achievements of the project objectives can be expected to be
sustainable
 Assess whether the project has been implemented in accordance with what was stipulated
in the project document
 Assess whether constraints or risks in project implementation have been analyzed
sufficiently during the project and whether mitigating actions have been put in place
when needed
 Assess to which extent the project partners have been able to draw benefit from new
opportunities arising during project implementation







Assess the project structure, management and administration on the project in Karamoja.
Assess to which extent the project has been able to coordinate its activities with other
actors including the official health service and other NGOs
Assess the project’s monitoring an evaluation system
Assess to which extent the project has been managed in a cost-efficient manner
Based on the findings, give recommendations regarding potential future project activities
in the area
Based on the findings, give recommendations that may help KIMHECOP to strengthen
its position as an NGO in the area further, even in the absence of funds from Denmark
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1.3 Scope of the end of project evaluation
As provided in the terms of reference (ToR), this evaluation is based on the criteria of relevance
(appropriateness of problem and need identification), effectiveness (achievement of purpose or
the extent to which the KIMHECOP Project activities were implemented), efficiency (sound
management and value for money), impact (achievements of wider effects with focus on the
Project benefits translated into achievement of the result areas), and sustainability (likely
continuation of the achieved results).
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EVALUATION METHODOLOGY
This section presents the detailed methodology that was used in the end of project evaluation
highlights the study area, study population, evaluation survey design, data collection and
sampling procedures including the data management, analysis and the ethical considerations. The
baseline evaluation methodologies used were similar to those used at baseline as detailed
beneath.

2.1 End of project evaluation site and the target population
2.1.1 Study Area
The study area for the end of project evaluation was Napak and Moroto districts in Karamoja
Uganda.
Moroto district has a land area of 3,532.92 square kilometers and lies between 2o 32’ N and 34o
40’ E, at the foot of Mt Moroto. It is bordered by Kaabong district in the north, Kotido district in
the northwest, Napak district in the West, Nakapiripirit district in the South west, Amudat district
in the south and the entire Eastern borderline is shared with the Republic of Kenya. It has an
average altitude of 1,356 meters – 1,524 meters above sea level.
Napak District is situated in mid-north-eastern Uganda. It lies between latitudes 1˚ 53’N, 3˚ 05’N
and longitudes 33˚ 38’E, 34˚ 56’E. It shares borders with five districts: Kotido to the north,
Otukei and Abim to the northwest, Katakwi to the west, Moroto to the east and Nakapiripirit to
the south. Napak’s elevation ranges between 1,356 – 1,524m above sea level. The district has a
total land area of 8,516km squared which is 3.5% of the country’s area coverage

2.1.2 Study Participants
The study participants included the Indigenous Health

Practitioners, Indigenous

Birth

Attendants, Women groups especially those in Child Bearing Ages 13-49 years old and records,
District Health Officer, Health Centre in charges, VHTs, midwives and nurses.
2.2 Evaluation Survey Design
This was a descriptive cross-sectional study employing the qualitative and quantitative methods
of data collection.
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2.3 Research questions
1. What is the progress accomplished in the implementation of the program in relation to the
baseline?
2. What is the programs’ potential for reaching the stated objectives;
3. What key lessons were learned in implementing the KIMHECOP project

2.4 Sample size
In total 100 interviews were conducted with old and new women groups.
2.5 Sample size distribution and sampling procedure
Table: 1, gives the sample distribution for the different categories and locations in the two study
districts.
Table 1: Sample size distribution
Number of women groups to interview in the different locations (100)
Old
7 WOMEN GROUPS MAINTAINING
Lokeryaut (Moroto District)
Kadilakeny (Moroto)
Kotaruk (Moroto District)
Nakamistae (Moroto District)
Bilae (Moroto District)
MUSAS (Moroto District)
Losikait (Napak District)
Total
Total
8 WOMEN GROUPS
8Komaret
WOMEN
GROUPS
NEW
(Moroto
District)
Rata (Moroto District)
Lorukumo (Moroto District)
Looi (Moroto District)
Lomerimong (Napak District)
Longalom (Napak District)
Lopei (Napak District)
Kodonyo (Moroto District)
Total
Totals

New

4
4
3
3
3
3
20
40
6
6
6
6
10
10
10
6
60
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2.6 Sample/Study Participants Selection Procedure
Selection of study participants was through random and non-random procedures. Non-random
selection was applied to select secondary stakeholders based on their role in the implementation
of the KIMHECOP Project while the random selection was used for selecting New and Old
women groups.
2.7 Data Collection Methods
A mix of quantitative and qualitative methods of data collection was deemed appropriate for this
evaluation. A team of 5 research assistants was selected and trained to support the consultant in
collecting data. Qualitative data, mostly obtained from district participants was collected by the
Consultant assisted by the Field Supervisors. The interviewers mostly supported the Consultant
in collecting the quantitative data; they administered the individual interviews with eligible
respondents.
2.7.1 Quantitative methods
Quantitative data was collected using structured questionnaires and observation checklists from
direct beneficiaries of the KIMHECOP project i.e. New and Old Women groups. Checklist for
secondary data review was also be used. The evaluation team reviewed documents availed and
others accessed from government archives. Documents were reviewed both at inception phase
and during data processing and analysis.
2.7.2 Qualitative Methods
Qualitative techniques of data collection used in this evaluation were mainly key informant
interviews and focus group discussion with stakeholders who were direct project beneficiaries or
the secondary stakeholders. The key informants were selected purposively from the DHT district
officials, DHO, health center in charges, mid wives and nurses at the health centres. Focus group
discussion were conducted with 1 old IHP/IBA and 1 new IHP/IBA and 1 old and 1 new women
groups from each district (Napak & Moroto) were conducted. A total 8 FGDs were conducted (4
FGDs in each district were conducted). Each FGD comprised of 8 members.

2.8 Quality Assurance
We selected field staff (research assistants) who were fluent in English and spoken local
language Ng’ Karamojong and; we also considered prior experience in conducting quantitative
research and with tertiary level education.

A training workshop covering basic research
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methodology, study goals/ objectives, and tools was conducted prior to the start of the data
collection. A pre-test was carried out as well. Also, field supervision efforts were undertaken to
ensure that high quality data is collected. Field editing of data was done at the end of each day.
Meetings were also held after each field day to review the day’s activities and plan for the
following day.

2.9 Data Management and Analysis
All completed questionnaires were checked for accuracy and consistency of recorded responses
before entry into the computer. A data entry module was designed and developed using the
EPIDATA version 3.1. After entry, the data was exported to computer software programs; SPSS
and STATA version 13 for analysis. Frequency tables and cross tabulations were produced.
On the other hand, thematic content analysis of the qualitative data was done. This involved use
of an analysis grid with themes reflecting the evaluation objectives to delineate salient comments
and explanations. All data sources were triangulated to produce the evaluation report.

2.10 Ethical Consideration
The research Assistants sought for informed consent from study participants. Anonymity was
ensured and confidentiality of the data kept. We also sought for permission from the relevant
program and district authorities prior to the commencement of the study.
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3.0 END OF PROJECT EVALUATION FINDINGS AND DISCUSSION

Background Characteristics of the study population
The overall characteristics of the respondents at end line showed that majority of the
respondents were married and had not attained any formal education as shown in Table 2.
Table 2: Background Characteristics of the study population
Variable

Marital status

Education level

Knowledge
about
KIMHECOP
Participated in
KIMHECOP
trainings

Details

Single
Married
Widowed
None
Primary
Secondary
Yes
No
Not sure
Yes

Baseline
Old women
group

Endline
Old women
group

Baseline
New women
group

End line
New women
group

Percent (%)
0.0
100.0
0.0
82.0
10.0
0.0
80.0
10.0
10.0
40.0

Percent (%)
0.0
80.0
20.0
92.5
7.5
0.0
100.0
0.0
0.0
100.0

Percent (%)
2.0
98.0
0.0
87.0
10.0
3.0
2.0
91.0
7.0
18.0

Percent (%)
0.0
100.0
0.0
90.0
8.3
1.7
93.3
3.3
3.3
93.3

No
No response

60.0
0.0

0.0
0.0

82.0
0.0

3.3
3.3

3.1 EVALUATION OBJECTIVES
3.1.1 Evaluation objectives 1 & 2: extent to which the project contributed to achievement of
the overall objective & extent the project achieved its 3 immediate objectives
The extent of achievement of the of the evaluation objectives was done by determining the extent
to which the indicators under each project objective was achieved. The project objectives were;
Objective 1: By July 2017 the family hygiene, nutrition, prevention and treatment of the most
significant and frequent diseases especially in women and children has been improved in Moroto
and Napak Districts;
Objective 2: The civil society is strengthened to take part in a democratic and peaceful
development in Karamoja by increasing the organization, intercultural collaboration and mutual
understanding among the IHPs/IBA’s, women and the health sector and
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Objective 3: By July 2017, KIMHECOP is a sustainable civil society organization which is able
to facilitate the dialogue to advocate for inclusion of indigenous knowledge and health in the
health systems, at regional and national level.

Objective 1: By July 2017 the family hygiene, nutrition, prevention and treatment of the most
significant and frequent diseases especially in women and children has been improved in
Moroto and Napak Districts

Indicator 1.1.1 A baseline and an evaluation report exist
A baseline evaluation of the project was undertaken by a senior consultant from the NGOs
Consulting Group. The evaluation followed a cross sectional design and information was
collected from the project intended beneficiaries (i.e. IBAs, IHPs, Women groups, Health
workers) in Moroto and Napak districts in July 2013. From the baseline survey prior to the
intervention, most births happened at home with the assistance of the IBAs. Literacy levels for
IBAs/IHPs were low though they had participated in public health education activities. The
majority of IBAs at the time of the baseline evaluation performed antenatal control on pregnant
women; assisted during pregnancy; performed post-natal services through visiting the mothers
and giving advice; encouraged the new mothers to go for vaccinations for their babies. The IBAs
were able to mention at least 9 complications under delivery. There was some collaborative
working relationship with the health system reported with some of the IBAs sharing information
with health centres and KIMHECOP. From the baseline survey findings, key recommendations
include; development of education and training curriculum suited for the community; enhancing
efforts to strengthen recording information and making referrals; undertaking a multi sectoral
approach to address community health challenges.

9

Indicator 2.1.1 Groups and list of names of 8 groups and 240 group members exists
Findings from document review revealed the existence of the list of names of 8 women groups,
each comprised of 30 people thus giving a total of 240 group members. The women who were
maintained through trainings on disease prevention, treatment and birth attendance and all these
activities were documented. The new women groups were formed in Kodonyo, Komaret,
Longalom, Looi, Lopei, Lorukumo, Nawaikorot and Rata. Additionally, 6 groups also
comprising of 30 members were maintained from the second phase of the project. The old groups
consisted of Bilae, Musas, Kadilakeny, Lokeriaut, Nakamistae, Losikait and kotaruk.

“We have those groups which consist of 30 people and we maintained them. We formed 8 new women
groups and we documented them in our report, in total they add up to 240 women” (KI-KIMHECOP)

Indicator 2.2.1: The book on Indigenous Karimojong Medicine revised, printed and
distributed in 500 copies in- and outside the community

KIMHECOP developed a book on Indigenous
Karimojong Medicine with input from various
stakeholders and partners for use in the community. A
total of 360 copies of this book were published and are
in circulation. In the text box on the right is the cover
page of the book.

“Actually, we were able to print up to 360 copies of the
books. We identified publishers from Kampala to work on
the book.”. (KI, KIMHECOP)
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Indicator 2.2.3 Posters and/or pamphlets on the most significant and frequent health
problems and safe delivery elaborated and distributed in 500 copies each in and outside the
community
The project developed posters on the most frequent health
problems in the community and these were translated into
the local language Nga’ Karamojong in order for the
community to understand and change behaviour. The most
common diseases reported in the villages included
diarrhoea, TB and coughs, respiratory diseases,
malnutrition among others.

The pamphlets being used were developed in phase I of the
project and a total of 4 pamphlets were produced and
distributed to the field staff for use during community
trainings. No copies were distributed to the community as
many of beneficiaries cannot read them because of low
literacy levels. Therefore, another strategy of using field staff
to explain the information in the posters was used and this
was more impactful. The project was able to leverage on
other partners implementing similar activities in the region
due to the good working relationship. Because of this
working relationship, KIMHECOP used some of the IEC
materials developed by other organizations such as CHC,
among others.

Actually, we have materials from the old stock (phase1) that we are still using. And sometimes when
we don’t have we go to the CHC in Moroto and pick some from them. We pick antenatal, family
planning, domestic violence. We even go to the partners to pick them may be from FIDA, straight
talk based on the subject we are going to teach.
We have developed with in the first phase and we had around 4 copies developed for the field staff.
No pamphlets distributed to the community because looking at the target group, they are more
illiterate mothers. These were distributed in the group members. The pamphlets were not developed
for this phase because we realized that the ones we distributed (from phase one) did not work in the
community. Only the children in school benefited and majority who were not in school did not
benefit. (KI, KIMHECOP)
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Indicator 2.2.4 Guides and curriculum manuals for the training programmes elaborated
and in use and staff trained accordingly
We found out that the training documents (guides and
curriculum manuals) developed by the consultant were being
used by the project staff for the training of the project
beneficiaries (IHPs and IBAs, and women groups) as well as
the community. These training manuals were developed with
input from stakeholder, partners and the community. One of
the

training

manual

developed by the project
and in use was the Karamojong intercultural medicine book
which

describes

the

most

common

illnesses

and

Karamojong herbal plants.
Other guides and curriculum manuals were adopted from
the relevant ministries as well as from international
partners and national partners e.g. the trainers’ manual that
was adopted from THETA community HIV/AIDS/STDs
training program. Leveraging on existing partners doing
similar activities ensured sustainability of the project.

2.3.1 5 new IHP/IBA groups are in place and training is executed according to action
plan and curriculum. Brief minutes from training exist.
The project formed 5 new groups were formed, and 3 old groups were maintained from the
second phase. They include; Misas, Nawanatau and Iriiri. These groups attended trainings and
for every workshop or meeting an attendance form and minutes were documented. Each
IHP/IBA was made up of 30 members from various villages attached to a health centre. The
IHPs and IBAs were identified by the community because of their occupation and these were
recruited by the project and trained following the project curriculum and manuals on health,
disease prevention, hygiene and nutrition as well as referral of pregnant women to health
facilities. All the IHPs/IBAs completed their trainings.
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Indicator 2.3.2 The IHPs and IBAs conduct one community activity in the villages
quarterly, disseminating knowledge on health and disease prevention to approx. 20.000
people in 46 villages
The IHPs and IBAs carry out community activities such as taking pregnant women to seek
attention from health facilities, participating in mass immunization campaigns among other
activities in their respective villages. The actual number people reached are not documented and
so measures have to be put in place to register the number of people reached by the IBA/IHPs.
Another hindrance is the delay of passing the bill on complementary and traditional medicine.
However, during follow up monitoring visits by the project staff, the IBA/IHPs are ever
encouraged to carry out their roles. Some IHPs and IBAs are rewarded for the number of
referrals made to the health facilities with items such as soap as a motivation to continue their
roles on disseminating knowledge on health and disease prevention to the villages.
Yes (I would say that IHPs and IBAs conduct one community activity in the villages quarterly,
disseminating knowledge on health and disease prevention). Whenever we go to the field we
advise them to hold their own meetings and carry on their activities like hygiene; moving from
one village to the other and also, we encourage them to monitor pregnant mothers; any sick
person; children; and during the mass campaigns on immunisation they the most active ones
helping the health workers. Initially we had a plan of registering these people (IHP/IBA) and
make them formal but what is delaying us is the bill of complementary medicine that is not yet
approved and so we are advised to work through the VHTs. Then another thing that we do to
monitor what IHPs/IBAs do quarterly is that we have a mechanism where we developed a form
after 3 months we go to the health centre and see how many people has each IHP referred from
the system. They are working with the VHTs together. Whenever you refer a patient/ a pregnant
mother she is given a form from the Health Centre to fill that she has been referred and it is put
in the box. After 3 months we go to the Health centre open the box and count how many patients
were referred to the Health centre. (KI, KIMHECOP)

Indicator 2.4.1 3 existing groups get 9 trainings of one day each according to action plan and
curriculum. Brief minutes from training exist.
The existing old women groups received and completed 9 training days each following the action
plan and curriculum. The purpose of these trainings were to refresh the groups on the previous
trainings in order to enable them perform their roles properly. The trainings focussed on
HIV/AIDS, common disease identification, female genital mutilation and referral of pregnant
women to seek attendance from health facilities among others.
Output: overall the IHPs and IBAs practiced their indigenous and acquired knowledge on
disease prevention, treatment and birth attendance. This was evident from the increase in the
number of referrals and deliveries from health facilities; attendance of children with malaria,
pneumonia and diarrhoea working together with the VHTs among others
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The old groups of IHPs and IBAs finished their refresher trainings. We could visit them
quarterly to refresh them on the previous trainings to see if they were following what we trained
them on and so we are done with them. What we are left with is monitoring their work and we
encouraging them to send mothers to deliver at health centres. (KI, KIMHECOP)

Indicator 3.1.1 Registration format exists
The project developed an IHP/IBA patient’s referral monitoring sheet. It contained information
about the name of the IHP/IBA, Parish and
village, type of referral, name of health centre
and name and signature of the HCW. This
referral form was developed and agreed upon
by the various stakeholders, partners and the
health centre. With these forms the total
number of referrals can be documented. For
sustainability, IHPs and IBAs who refer a
certain number of patients to the health facility
are rewarded in the community with nonmonetary incentives e.g. soap.

The registration; we meant how we can register the progress of IHP basing on what we are doing.
The main thing we are doing is to encourage these mothers to make use of the modern health services
like delivering at the Health centre instead of staying with the patient/pregnant woman in the village
for a long, they should be referring to the health centre for immediate attention by HCW. We designed
this referral forms for a mother who refers. Before using these referral sheets, we had to agree with a
few organisations that we are working with as we wait for approval of the bill. The form captures the
patient’s name, village name and the IBA who has referred. Those IHP who refer are appreciated in
the community by KIMHECOP. When you refer we give soap. (KI, KIMHECOP)

Indicator 3.2.1 The referrals of patients (pregnant women and birth deliveries) are increasing
significantly. Quantitative and qualitative indicators will be determined be the end of the baseline study
The number of patients (pregnant women and birth deliveries) referral increased significantly
after the project intervention Figure 1. The project trained IHPs and IBAs on referrals and gave
non-monetary incentives such as soap and bed sheet to whoever referred many patients to the
health facility. The project also came up with innovations that made the MAMA kit better hence
motivating pregnant women to give birth from a health facility. All referrals were registered in
the health facility HMIS registry and a copy of the referral form inserted in a box that would later
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be opened during community meetings to establish the number of referrals made. However,
estimation of the number of referrals from the monitoring box did not give the true picture as
some of the referrals were not captured. There is need to put measures to make it mandatory to
record all referrals made by IHPs and IBAs and also verify with the hospital registry that the
numbers are the same.

Figure 1. Number of referrals by IHPs and IBAs (See Annex 2) Details
Indicator 3.2.2 An exchange of knowledge on prevention and treatment of the most significant
and serious health problems has taken place securing that authentic, acceptable and ethically
sound health practices are being performed in mutual understanding
The project organised 3 collaborative workshops aimed to refresh the IHP/IBA association on
their roles as TOTs, improve and strengthened the networking relation of the IHPs and IBAs and
HCWs especially on referrals. These workshops were attended by partners, stakeholders, IHPs
and IBAs, VHTs and health workers who shared experiences and exchanged knowledge on
improvement of working relations as well as coming up with way forward to cement the gaps.

15

Indicator 3.2.3 Treatments and procedures used by IHP and IBA are recognized and included
in the official health records
The project trained and monitored the activities of IHPs and IBAs to ensure that their treatment
and procedures do not interfere with the work of health workers. Despite the delay in passing the
bill on traditional medicine, the project has encouraged the IHPs and IBAs to refer patients to the
health facility as the first line of treatment. When treatment by health works fail, then patients are
referred to seek treatment from herbalists who follow the treatment guide developed by the
project. These treatments and procedures used by IHP and IBA are recognized by health
workers.
Indicator 3.3.1 Registration of referrals from IHPs and IBAs is included in the official health
information system. Records of follow up are in place
The project developed referral forms. The forms are filled in by the health care workers (HCW),
the referrer/IHP or IBA, and the HCW signs in their respective provisions in the form. This
information is then entered in the official hospital health facility registry.
Output: over all, collaboration and referrals between the indigenous and modern health care
systems have been mainstreamed

Indicator 4.1.1 Groups and list of names of 240 members exists
The project recruited, trained and maintained women groups. Overall 7 groups from the second
phase (Bilae, Musas, Kotaruk, Nakamistae, Lokeriaut, Kadilakeny and Losikait) were
maintained, and 8 groups all of 30 members were formed from the third phase and trained.
Registers and attendance lists of all members were documented and kept. The women groups
were constituted from villages and these were women of breast feeding age.

We also have new groups in place. From the first one we had, it was actually a list of IHPs/IBAs. Our
second group was more of breast feeding women and all of them had their names in the register. For
the 8 groups and in each group, there are 30 members. The women groups are recruited per village in
Manyatas that are near to each other. We advise them to give us names and it is women of breast
feeding age who qualify for the women groups. The IBAs have different talents, there are some who
give herbs, and there are some who help mothers to deliver. (KI, KIMHECOP staff)
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4.2.1 Ten posters and pamphlets (IEC materials) on nutrition, hygiene, maternal- and child
health and democracy issues are elaborated, and distributed in 250 copies each in- and outside
the project area
IEC materials on nutrition, hygiene, maternal- and child health and democracy issues were
developed and used during community out reaches to sensitize communities. Specifically, the
project developed and distributed pamphlets and posters on TB, feeding, referral procedures,
disease prevention, hygiene and sanitation. These IEC materials were translated into the local
language and utilised visual aids like pictures for the community to understand and change
behaviour. The IEC materials were developed from the previous phase and some were adopted
from projects implementing similar activities.

Indicator 4.2.2 Guides and curriculum manuals for the training elaborated and in use
The guides and curriculum manuals that were formulated in 2013 were still in use.
We have the guides and curriculum manuals that we are putting in use for the training. (KI,
KIMHECOP staff)

Indicator 4.3.1 8 new women's groups get 24 trainings each according to action plan and
curriculum. Brief minutes from training exist.
In the first quarter of 2016, 9 trainings were conducted and in Komaret (Domestic violence),
Looi (Domestic violence), Kodonyo (Domestic violence), Lorukumo (Domestic violence), Lopei
(Domestic violence), Ngoleriet (Domestic violence), Longalom (Domestic violence), Rata
(Hygiene and sanitation) and Kodonyo (hygiene and sanitation).
In the second quarter of 2016, a total of 12 trainings were conducted covering topics on
Respiratory infection (Lorukumo, komaret, Kodonyo, Lopei, Nawaikorot, Looi); Immunization
(Nawaikorot, Komaret); hygiene and sanitation (Lorukomo, Lopei); and FGM (Rata).
In the fourth quarter, a total of 15 trainings were conducted covering topics on HIV/AIDS and
stigma (Longalom, Rata); women involvement in leadership (Kodonyo, Nawaikorot); democracy
and human rights (Looi, Lorukumo); alcohol (Komaret, Lopei, Lorukumo, Nawaikorot,
Longalom, Looi, Rata); and sex and gender roles (Looi, Longalom).
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Over all a total of 36 training days were completed with minutes according to the action plan and
curriculum exceeding the target set out.
Indicator 4.3.2 8 new women's groups exist and hold monthly meetings in their groups=384
A total of 8 women groups exist and they always hold meetings when mobilised for an activity
by other organisations operating in the same area though the project continuously encourages the
groups to hold monthly meetings. They also meet after community activities and forum like
saving group circles that bring them together. During monitoring visits by project field staff
these women groups are tasked to give feedback from the deliberations of the previous meetings.
Strategies should be put in place to the have all the women groups document minutes of their
meetings despite the challenges of reading and writing among these groups. This enabled the
project estimate the total number of meetings held and the impact.
There are 8 new women groups trained by KIMHECOP and asked to revise and share knowledge with other
community members through their own meetings advised to be held monthly. Some of these group members are also
members of other partners’ groups and exchange knowledge when they meet with others in other group activities.
Reports on group meetings are shared verbally with the project staff. All members in these groups are illiterate.
However, in certain groups their children help in writing meeting minutes handed to KIMHECOP office. Also,
during fresh or refresher training recap on the previous training is done to find out whether they had a meeting or
didn’t. and share with us what they discussed and how it helped them. That is how we assess. Some of the women
group members have other activities like saving groups so they use that chance of meeting for saving to discuss and
share activities of KIMHECOP. (KI, KIMHECOP)
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4.3.3 New women’s knowledge on health issues, democracy and human rights has improved
by knowledge and attitudes in 50% of the participants
Table 3: New Women’s group Knowledge on health issues (Causes of mortality in children)
Variable

Details

Named causes of deaths
in children

Dehydration

2.0

0.0

-2.0

Vomiting

5.0

0.0

-5.0

Curse of twins

2.0

0.0

-2.0

Dysentery

2.0

0.0

-2.0

Bewitched

0.0

0.0

0.0

TB & Cough

0.0

0.0

0.0

Pneumonia

2.0

6.3

4.3

Chicken Pox

2.0

0.0

-2.0

Still born

3.0

0.0

-3.0

Tetanus

2.0

12.5

10.5

Malnutrition

0.0

0.0

0.0

Diarrhoea

13.0

18.8

5.5

Malaria

5.0

25.0

20.0

Measles

3.0

18.8

15.8

Jaundice

2.0

0.0

-2.0

Fever

13.0

0.0

-13.0

Miscarriage

13.0

18.8

5.8

Diarrhoea

97.0

88.3

-8.7

Malaria

88.0

95.0

7.0

Pneumonia

45.0

13.3

-31.7

Cholera

20.0
10.0
67.0
47.0
38.0
73.0
22.0
27.0
2.0
85.0
8.0
3.0
0.0
73.0
17.0

3.3
8.3
73.3
38.3
31.7
41.7
10.0
1.7
71.7
98.3
33.3
8.3
66.7
81.7
18.3

-16.7
-1.7
6.3
-8.7
-6.3
-31.3
-12.0
25.3
69.7
13.3
25.3
5.3
66.7
8.7
1.3

Named common
diseases in children

Action taken when the
child is sick

Keep modern medicine
for first aid in the home

Anaemia
Vomiting
Eye disease
Measles
TB & Cough
Chicken Pox
Jiggers
Go to healer/IHP
Go to hospital
Use herbs
Use tablets
VHTs & mobile clinics
Yes
No

Baseline
New women
group
Percent %

End line
New women
group
%

% Change
New women
group
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Keep herbs for first aid
in the home
Women’s contact with
VHT and Mobile Clinic
teams

Sometimes
Yes
No
Sometimes
Yes
No
Sometimes
No response/Not answered

10.0
27.0
67.0
6.0
88.0
10.0
0.0
2.0

0.0
70.0
28.3
0.0
86.7
13.3
0.0
0.0

-10.0
43.0
-38.7
-6.0
-1.3
3.3
0.0
-2.0

Table 4: Feeding and hygiene of the children
Variable

Details

Meals given to the
children by the
mothers on a daily
basis

1 meal a day

25.0

1.7

2 meals per day

50.0

58.3

-23.3
8.3

More than 2 meals per day

20.0

40.0

20

No response/Not answered

5.0

0.0

-5

Soya flour

12.0

15.0

3

Cooking oil/butter

37.0

91.7

54.7

Fish/gold fish(omena)

38.0

88.3

50.3

Meat

23.0

38.3

15.3

Posho

22.0

95.0

73

Milk

20.0

6.7

-13.3

Sorghum

70.0

41.7

-28.3

Maize

37.0

35.0

-2

Tomatoes

28.0

70.0
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Beans

50.0

96.7

46.7

Greens

88.0

93.3

5.3

Once a day

13.0

63.3

50.3

Twice a day

52.0

33.3

-18.7

More than twice a day

33.0

3.3

-29.7

No response/Not answered

2.0

0.0

-2

Contents of children’s
meals (what the
children’s meals
consists of)

Bathing of children

Baseline
New women
group
Percent %

End line
New women
group
%

% Change
New women
group
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Table 5: Community Sanitation and Hygiene
Variable

Details

Disposal of
human waste

Bush
Pit latrine

Access to safe
water
Frequency of
cleaning inside of
the house
Frequency of
cleaning the
compound

River
Behind the house
Borehole
Water spring
River
Every day
Once a week
When need arises
Every day
Once a week
When need arises

Baseline
New
women
group
Percent %
95.0
0.0
5.0
2.0
85.0
5.0
10.0
40.0
22.0
38.0
37.0
20.0
43.0

End line
New
women
group
%
51.7
10.0
38.3
0.0
100.
0.0
0.0
95.0
5.0
0.0
93.3
6.7
0.0

% Change
New
women
group
-43.3
10
33.3
-2
15
-5
-10
55
-17
-38
56.3
-13.3
-43

Indicator 4.3.3 The new women group are sharing their knowledge among themselves and the
community disseminating knowledge to approx. 20.000 people in 46 villages.
From the focus group discussion findings revealed, there was knowledge sharing among
themselves as well as dissemination of knowledge to the community. There is need to conduct an
evaluation among community members to measure the Knowledge gained.
Indicator 4.4.1 6 old women's groups got 10 refreshment training days according to action
plan and curriculum. Brief minutes from training exist.
Year
No. Refresher training

2014
-

2015
11

2016
13

The project conducted refresher trainings among the old women groups. The refresher trainings
covered topics of respiratory tract infections and TB; FGM; women involvement in leadership;
domestic violence; hepatitis/jaundice; sex and gender roles; breast feeding and alcohol. KI
interviews revealed that the project had 7 old women groups and they had a total of 79 trainings
conducted exceeding their target of 70 trainings
We have 7 old women groups who got refresher trainings. From the target (of the refresher
trainings) we exceeded by 9 out of a target of 70 (refresher trainings) we had 79 and the
minutes are there. (KI, KIMHECOP)
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Indicator 4.4.2 6 old women's groups exist and hold monthly meetings in their
groups=288
The number of meetings held by each group varied. This is because meetings were held
whenever women groups were mobilised to implement an activity in the community that brought
them together. The project staff continued to encourage them meet monthly even if there was no
organisation bringing them together.
meetings vary from group to group, in some groups where they have activities with other
partners they normally meet and share. In fact the only time these groups meet is when an
organisation brings them together and when the organisation goes, it is the only time they meet
and discuss their issues. But they can’t meet by themselves like on a Saturday some say they are
busy and going to the market. So the only opportunity they have is after a training/activity. But
we have been encouraging them to do but we find it had to do. A few can agree but the rest may
not. One of the ways to address this is by registering them with the sub county such that they
can be recognised/known such that in case of any activity in the district they can be reached and
got through their registration in the sub county. (KI, KIMHECOP)

Output: Women have improved their practices on nutrition, hygiene and reproductive health
within their family

Indicator 5.1.1 3 radio spots elaborated and broadcasted in the Karamoja sub-region
and neighbouring regions per year
Radio spots messages on safe deliveries at the health centre were conducted on Nena and
Karamoja FMs. Another topic covered was the encouraging deliveries at health centres as
opposed to delivering at home with unqualified IBAs. At least 2 radio messages are aired in
annually.
Output: The general population in Karamoja was informed about disease prevention, treatment,
safe deliveries, nutrition and hygiene
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Objective 2: The civil society is strengthened to take part in a democratic and peaceful
development in Karamoja by increasing the organization, intercultural collaboration and
mutual understanding among the IHPs/IBA’s, women and the health sector.

Indicator 2.1.1 A baseline and evaluation report exist
A baseline and evaluation report of the project is available and was undertaken by a senior
consultant from the NGOs Consulting Group.

Indicator 2.1.1 Groups leaders are named in each group
In each of the groups the leaders are named. It’s worthwhile noting that each has a constitution
that govern them. The insert beneath shows cover page of Nabuin women group constitution.
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Indicator 2.1.2 Rules are in place and implemented
The rules governing the women groups exist and were written in local dialect Nga’ Karamojong
spoken by the people of Karamoja as cited beneath,
In fact, the constitution was written in the English language. Each group has a constitution but
the activities done by the IHP and IBAs and women groups differ. IHP and IBAs have their own
constitution and women groups also have their own constitution. IHP and IBAs have the same
constitution and women groups have the same. These constitutions are explained to them in the
local language of Ngakarimojong going through it chapter by chapter.
I: How do you validate and implement the rules?
Whenever we visit a group at least we share something about the constitution. We begin when we
are taking attendance who is not there, then we take them through, do you know what some of
our rules are at least they speak some of the rules. We do this whenever we go to the field. (KIKIMHECOP)

Indicator 2.1.3 List of activities exist as a part of monitoring
The list of activities exists and is monitored quarterly. The project staff visit the health centers on
quarterly basis. During the visits the project staff, the health workers, the VHTs and IHPs meet
to discuss the activities that have been done.

Indicator 2.5.1 Female leaders trained – one from each village
For women groups, there are 7 female leaders

Indicator 2.2.1 Curricula on advocacy, democracy and human rights as well as on
female leadership are in place and implemented in training
Four copies of the training manuals exist. The training manual covers on advocacy, democracy,
human rights, leadership as well all other topics like disease prevention and treatment, alcohol;
smoking; immunisation; nutrition; proper drug use; child health; personal hygiene; and
sanitation.

Indicator 2.2.1 Posters and/or pamphlets on advocacy, democracy and development
have been elaborated and disseminated in 250 copies in- and outside the community
No posters and /or pamphlets on the most frequent health problems including advocacy,
democracy, human rights, leadership in the community were developed in phase 3 of the project.
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The project still relied and used the posters and/ or pamphlets that were produced in phase 1 of
the project however they also adopted IEC materials that covered similar topics from other
organizations e.g. CHC and AIC among others.

Indicator 3.1.1 Certificate of registration exists and approved by authorities
The IHPs and IBAs did not have certificate of registration at the time of evaluation, however
efforts were under way to have them registered locally at the district. The major limitation to
registration of the IHPs and IBAs was attributed to lack of the bill on complimentary medicine.
The bill was tabled in parliament however it’s passing has been delayed.

Indicator 3.2.1 DHO/District Health Authorities have instructed Health Centres to
collaborate with the IHP and IBA associations for referrals and registration of
activities
There is a collaboration between district health authorities and the KIMHECOP IHPs and IBAs
DHO/District Health Authorities are aware, whenever there is a programmes in the district for
example immunization, the DHO/District Health Authorities are advised to IHPs and IBAs
because they work with the VHTs together, they are work in the community whenever the
government activities run in the community.

Indicator 3.2.2 Minutes from meetings exists
We have collaboration meeting minutes

Indicator 4.1.1 A total of 12 radio programmes/spots and campaigns are broadcasted
Most of the radio programmes where on health-related issues (on disease prevention, treatment,
safe deliveries, nutrition and hygiene).

Indicator 4.1.2 Articles and news about KIMHECOPS activities and the scope of the
project is being disseminated via newspapers, magazines and other means
The findings indicated that no written articles about KIMHECOP activities seen but the plan was
underway to have web page for KIMHECOP as cited
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At the moment, we have not written an article about KIMHECOPS activities but we are on plan to
have the webpage where we can put all our activities such that whoever wants to know whatever we
do and what we plan to do. Presently we have no database. We had one but we are not updating.
The consultant who was helping us from Denmark passed on and recently we sought of it and we
are in contact with the person who will help to develop the webpage (KI-KIMHECOP)

Indicator 4.1.3 Village meetings are held according to action plan
There were 97 village meetings including 56 meetings on referral performance monitoring and
41 on group activity reviews. All reports exist.

Indicator 5.1.1 Report from Annual General Meeting exist
A copy of the Annual General Meeting (AGM) report was seen. Only 1 AGM was held on
15/12/2016. See Annex 1 for the report

the AGM was held with the involvement of stakeholders. The report highlighted the project
Activities, achievements and challenges. In this phase only one AGM was held on 15/12/2016
due to inadequate funds.
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Indicator 6.1.1 Networking activities at district-, national- and international level on
Intercultural Medicine with at least five organizations
The project has had net working activities; in July 2016 the project had a networking activity
with Concern Worldwide and PROMETRA Uganda as elaborated below
“We had a consultant who had come from Malawi, so they invited 20 IHPs/IBA members in the sub
counties that we are operating. Then we also had networking with PROMETRA Uganda, we took
some IHP/IBA group leaders for the meeting where they shared information about traditional
medicine”. (KI-KIMHECOP)

Indicator 6.2.1 A formal network has been formed
We have network with PROMETRA Uganda, we also previously had worked with THETA but
they vanished/disappeared but I am seeing them coming back. For PROMETRA we have a
formal network like normally when they organize meetings, they initiate and they invite us
together with other stakeholders, like the traditional institutions and the government were
represented because one of the issues in recent meeting that was discussed was the over
destruction of the forests yet much of the medicines is got from the forests.

Indicator 6.3.1 KIMHECOP staff has participated in 1-2 events, conferences, meetings
on traditional and intercultural medicines
Overall, 5 KIMHECOP staff participated in events (meetings) on traditional and intercultural
medicines with organizations like PROMETRA. Output is shared with board of directors.
Reports exists
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Objective 3: By July 2017, KIMHECOP is a sustainable civil society organization which is
able to facilitate the dialogue to advocate for inclusion of indigenous knowledge and health
in the health systems, at regional and national level

Indicator 1.1.1 An annual two days’ seminar for board and staff executed.
Documentation exists.
An annual two days’ seminar for board and staff was completed and during the meeting, the
project status was assessed and plans made for the future of KMHECOP. In the meeting, plans
for the next quarter were also developed.
“Yes... I think they had it in Lodwar cross-country from Kenya. We had one in Lodwar and
we had one in Mbale just for purposes of change of environment and have concentration
they opted to have it a distant from home to avoid interference from calls at workplace and
home.” KI-KIMHECOP

Indicator 1.2.1 A strategic plan exists
The project at inception developed a strategic plan for 2014-2018 with clear timelines for
implementation of the planned activities. There were 3 objectives set out focusing on;
improvement of hygiene, nutrition and prevention of frequent diseases among women and
children; increasing collaboration and understanding among the IHPs/IBAs, women groups and
the health sector; and advocating for the inclusion of indigenous knowledge in the health
systems. Attainment of these objectives was made possible by the commitment of KIMHECOP
working closely with various stakeholders including NGOs, district local Government,
consultants, health care workers, Dialogos, the community, IHPs/IBAs and community health
workers.

Indicator 1.3.1 An annual operational plan exist
The project developed annual operational plans with the participation of Dialogos and this
guided in the achievement of the 3-year strategic plan. In addition, log frames were developed
highlighting each objective indicators, activities and out puts. Budget lines were made for each
activity with justifications. Activities were planned for each quarter and this guided in
monitoring and evaluation of the project performance towards achievement of planned activities.
Quarterly reports were submitted highlighting the achievements, challenges and opportunities
and these guided the implementation of activities in the next quarter.

28

Indicator 1.4.1 Range and number of trainings/skills acquired by staff
The staff had a number of training; the organisation conducted regular trainings for all staff to
build their competencies. As a policy, the project also encouraged its staff to attend specific
tailored training courses which included; Seminar/workshops; learning/exposure visit; short
courses of (two weeks to one month); Attachments and Weekend training programmes; and
Long distance programme. Reporting on each training was done and documented. One of the
staff members enrolled for the master of Public Health programme to build skills that will be
applied during project implementation as cited underneath

“Yes, the admin completed a bachelor in microfinance and community economic development, then
the previous Executive Director(Annie) the late completed a diploma in administration in Health
service management. Presently one of the staff is doing a master’ in public health a long distant
study. The staff and board had short trainings sometime back on project proposal writing, good
governance, organizational development, among others. Done by a hired consultant from NGO
consultancy” KI-KIMHECOP

Indicator 1.5.1 Volunteer/Internship policy documents available
The KIMHECOP project has an internship policy that described the procedures for accepting and
supporting trainees for field attachment. KIMHECOP accepted persons seeking work experience
as field attachment trainees especially those who were interested in doing research in traditional
medicine. However, the expenses for traveling to and from the Project, to and from the place of
training as well as costs for food and lodging etc. were borne by the trainee. The interns
participated in proposal writing. The project received a total of 3 applications and one completed
the internship programme.

“We get interns locally and internationally, these were four and one interns respectively in these
phase. This year we received interns’ applications to begin in June, but could not take since the phase
end in that time and we are not yet certain of the next phase funding” KI-KIMHECOP

Indicator 1.6.1 One training seminar for the board members per year.
The Board underwent a refresher training once in the phase and that was in 2014, however a
board manual exists for reference on the board roles and responsibilities
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Indicator 1.7.1 KIMHECOP quarterly and annual reports exist
Quarterly and annual reports from 2013 to 2014 were documented and shared with the funders
and relevant stakeholders. The reports highlight the objectives, planned activities, out puts,
challenges and opportunities and activities for the next quarter. This approach of monitoring
activities weekly, monthly, quarterly and yearly enabled timely achievement of project set
targets.

Indicator 1.7.2 Project quarterly and annual reports available
Copies of project quarterly and annual reports were documented and were available in both soft
and hard bound copies. Some of the reports were shared with the district local government,
partner NGOs, and the funders.

Indicator 1.7.3 Midterm review and end of term report exist
No midterm review done, this was an oversight from the donor group, however we had annual
review done by the donor and reports exists.

Indicator 1.8.1 Minutes from meetings exist.
The project staff held weekly and monthly planning activities for the successful implementation
of the planned activities. Various topics from the operational plan were discussed and assigned to
a person to be in charge. Some meetings were held at the office while others occurred in the
field. Previous minutes were discussed, and field updates given and these guided planning for the
next week. All these minutes were documented. 32 monthly and 72 weekly staff planning
meetings were held during the phase; in 2013, 4 monthly and 19 weekly, 2014; 6 monthly and
15 weekly, 2015; 11 monthly and 21 weekly and in 2017, 1 monthly and 2 weekly planning
meeting held

Indicator 1.9 Contract with external consultant exist together with contents and mutual
responsibilities
KIMHECOP recruited or hired consultants to provide support to the Organization. These persons
were usually hired for periods of a few days up to few months. All consultants were hired on a
contract basis with the contract stipulating the period of hire, the compensation, and the person
within KIMHECOP to whom he/she is accountable to. Consultants were not entitled to any
benefits apart from those specified in their contract, but must sign casual contract agreement.
Evaluations for the project were done by external consultants.
Output: KIMHECOP secretariat was strengthened in areas of human resources, corporate
governance, advocacy and resource mobilization
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Indicator 2.1.1 Database review report
The database indicating all information of the project groups, and members exist and in use. All
information on project operation is keep in soft and hard copies

Indicator 2.1.2 An electronic members’ data base exists
Yes, it is updated, it is with the administrator in her laptop and incase of the number we call for a
meeting then the IHPS/IBAS can update us

“KIMHECOP needs to expose itself beyond its operation area, to be able to be recognized. Strategies
such as website ownership sales the organization internationally. For example when soliciting for
funds certain donors ask if we own a website. Therefore we need to have a website for easy
accessibility and good enough the organization is in process to design a website, already a service
provider as been contracted for website design.
Continued proposal writing to search for funds to fund certain activities relevant but not funded by
KIMHECOP e.g. construction of delivery waiting shelter to reduce MMR, widen the area coverage in
same project, improvement of nutrition among the people the project operation cause by inadequate
food.
Registration of the IHPs and IBAs association at district at national level for easy recognition even
after KIMHECOP ceases to leave.
To promote ownership, the project solicits membership fee from all members of the project including
the staff, board of directors, group members and interested parties. An annual fee of 50,000 is
charged to BoD and staff as their contribution and a minimum of 2,000 to the group members and
entire interested community members. This membership fee is keep by the administrative and
financial manager and audited annually as part of the project staff and is aimed at buying project
land to construct a office other than renting” KI-KIMHECOP
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Indicator 2.2.1 Statutes reviewed, updated and approved by the board and AGM
The project has policies and manuals that govern the operation of the project such as human
resource, financial, internship, vehicle, and board guide.

Indicator 2.3.1 and 2.4.1 Two articles/news on KIMHECOP achievements and projects
per year published in local and national media.
A radio talk show on KIMHECOP project was held (in 2014 with facilitation from the project.
The DHO’s offices from the two districts held a radio talk show at radio Nenah during the
outbreak of hepatitis, here the project activities were also highlighted). Article about
KIMHECOP have been written by Dialogos.
Output: overall the knowledge and profile of KIMHECOP was raised

Indicator 3.1.1 A strategy is elaborated
What are the sustainability strategies in place?
1). The project as formed and trained an IHPs and IBAs association as ToTs, their constitution in
place pending for registration at district level. Registering the association will keep them
recognised, and easily contacted even after KIMHECOP existence.
2). The project took the IHPs/IBAs association for an exchange visit with PROMETRA on
herbal medicine conservation.
3). The project also got involved in the review of herbal medicine bill 2015 in collaboration with
many stakeholders dealing in herbal medicine countrywide i.e. MoH, PROMETRA Uganda,
UMU extra. This workshop enabled KIMHECOP to be recognised as existing by other
stakeholders.

Indicator 3.2.1 A development programme exists and is approved by the Board of
directors

The strategic plan is one of the tools used by the project as a direction on project development
following the plans as stipulated. The strategic plan reminds the staff to be aggressive in fund
soliciting from other donors to cover the gaps that dialogos fund was unable. The staff has been
writing proposal to other donors, but many did not succeed i.e. Japan embassy, ECF, however we
got some funds from share institute and RSSAF to support “Baby bucket” to promote birth at health
centres. (Document review)
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Indicator 3.3.1 and 3.4.1 At least two project proposals have been presented for donors
by the second half of the project period
The project submitted about 10 proposals to different donors for funding, but only 2 were
successful with little funding worth Uganda shillings 8, 654, 870/= for a period of 3 month. We
recommend the capacity of field staff be strengthened through training in grants writing. Some of
the project proposals included the baby bucket project, the delivery waiting shelter for pregnant
women and Integrated Response to Malnutrition.

“Aaaaah we submitted 10 proposals, 2 were successful like the one of “baby bucket” then there was one
that almost succeeded at the last moment it failed. Actually, we had written a project on waiting shelter for
expectant mothers who said they risk giving birth at home because labour pains are abrupt and health
centre are distant while on pain for labour. The waiting shelter was a place to stay to wait for birth when
the days for a mother to give birth are due. a proposal was written to the government of Japan but actually
it went to the final stages but later drop without clear reason. And the main thing is that the initial plan was
to have it in a village setting such that when they are at the shelter they don’t have that phobia of being at
the health center such that when that time comes they can match to the health center. So when we interacted
with their community we were like why don’t they like over staying in the health center or in the hospital
they said that those wards are for sick people and they are not sick”. KIMHECOP had initiated manyatta
setting at Nadunget health centre but later discouraged by the district in a view that it was not developing
the community.KI-KIMHECOP

Output: overall an active and sustainability plan with donor diversification was in place

Indicator 4.1.1 KIMHECOP is involved in activities with 5 collaborating organisations
including dialogue meeting with each on annual basis.
KIMHECOP has a good working relationship with other partner organisations and the district
local government. KIMHECOP supports other organisations implementing similar activities e.g.
joined in the African child day celebrations. KIMHECOP collaborated with Marie topes and
Communication for Health Communities (CHC) OBULAMU to encourage mothers up take
family planning as detailed beneath
“Yes, we have had some collaboration with organization like Concern Worldwide, OBULAMU
called Communication for Health Communities (CHC), Uganda Women’s Network (UWONET).
OBULAMU held four joint activities with KIMHECOP on HIV/AIDs, Domestic violence in 4
different places in the district of Moroto, the same CHC invited stakeholders in health for a
workshop on Community of Practice (CoP) knowledge, UWONET facilitated community dialogues
on gender and democratic issues with a participation of many CBOs and LGs in Moroto district.
KIMHECOP attends Joint sector planning meetings held quarterly and annually, and NGO forums
organized by the district the project operates. During these meeting, quarterly and annual reports,
plans and budgets are shared to harmonizes working relation and avoid duplication” KIKIMHECOP
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Indicator 4.1.2 Memorandum of Understanding elaborated and signed with at least 5
collaborating partners
No memorandum of understanding exists between KIMHECOP and at least 5 partners but work
with them on invitation grounds/basis as elaborated below

“We don’t have any MOU’S we only have invitation letters,. but we have MOU’s with the two districts
with Moroto and Napak and acquire annual renewal certificates. ” (KI-KIMHECOP)
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3.2 PROJECT RELEVANCE
The project was relevant towards contributing to the achievement of the set targets, goals and
objectives of the second National Health Policy (2010/11-2019/20) - focuses on health
promotion, disease prevention, early diagnosis and treatment of disease, specifically prioritizes
the effective delivery of the Uganda National Minimum Health Care Package (UNMHCP), more
efficient use of available health resources, strengthening public and private partnerships for
health and strengthening of health systems and the Health Sector Strategic and Investment Plan
(HSSIP). Additionally, the Uganda National Development Plan (NDP) 2010/11-2014/15
emphases on investing in the promotion of people’s health and nutrition which constitute a
fundamental human right for all people.
The project addressed key challenges that face the health system in Karamoja such as maternal
mortality, infant mortality and life expectancy at birth and set out priorities on which to focus
health interventions. The assessment of what has been achieved and what has not, and reasons
why, will guide future programming and the bill on traditional medicine in Uganda.
“…. I think KIMHECOP has made great contributions to the rise in the number of mother
delivering at health facilities, people turning up for antenatal; antenatal 1,to antenatal 4,
referrals have increased because they have a unique way of doing referrals through those
mothers of which now other partners have adopted that and its working well in a non, actually in
a highly illiterates region. These indicators are increasing”. (KI- representative from NGO
Moroto)

Additionally, another key informant also affirmed that,
“Yes very relevant because, before the number of ANC’s were low and they could really delay, the
first ANC could really delay somebody comes for the first ANC may be around 6 months, when the
pregnancy is overdue for the first visit, so when this project started there was rise in ANC
attendance, so our numbers improved.................. and also the deliveries also actually improved.....,
because of those small incentives we gave to them. KI-In charge HC III

The project was relevant towards addressing sustainable development goal 3 (SDG3) which
seeks to ensure health and well-being for all, at every stage of life. The project addressed major
health priorities in Karamoja region, including reproductive, maternal and child health;
communicable and access for all to safe, effective, quality and affordable medicines and vaccines
through referrals working closely with the district local government. These activities were in line
with the SDG 3. KIMHEFCOP also registered progress towards achievement of SDG 16 which
was about peace, justice and effective, accountable and inclusive institutions are at the core of
sustainable development. Activities implemented by the project to achieve SDG 16 included
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training on advocacy, democracy and human rights also sharing information to communities
through village meetings, and radio broadcast.
“another relevancy of our intervention in the community is that there is much awareness
creation like if there is something happening we make them aware may be the issue of
immunization or vaccination, we talk to them in depth not only informing them that there is
immunization, we explain to them why they should really go for that immunization, then
also we interact with very many communities whenever we go to a particular community” Group Discussion-KIMHECOP staff

“then this side of community health, I think it has improved, some time back women could not even
attend meetings, if they attend their work was just to sit and listen and go, because they are the
main people in the family, so they are involved in most of the planning now and we encourage them
to voice out themselves because they are ones who will suffer at the end, we have seen this in rural
locations whenever we go to the field especially where man and women work together like IHP so
we see from the way they coordinate in the community, the way they talk because even the sitting
arrangement has changed, we encourage them to- it throughout” Group Discussion-

KIMHECOP staff
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3.3 LESSONS LEARNT
The approach and activities planned by KIMHECOP worked in meeting the overall project
objectives. This is attributable to the good practices and the lessons learnt here in include the
following;
Involvement of the community during implementation of project activities brought about
ownership of the project and sustainability. Women groups, IHPs and IBAs attended project
workshops organized by the project and the district. In these workshops, they shared experiences
in implementing their activities and gave in put in the annual work plans. In addition, the project
trained IHP/IBA who in turn were a useful human resource and offered assistance to both the
project and district health workers e.g. they supported district programmes like immunization.
Involving IHPs/IBAs and women groups in project activities with supportive supervision made
them drop the bad practices like FGM.
Leveraging on the existing structures to pass on health messages contributed towards
achievement of the overall objectives of the project. KIMHECOP worked closely with health
care workers to train IHPs and IBAs, women groups and community health works on the referral
procedures. In return the trained beneficiaries supported in mobilizing pregnant women deliver at
health facilities and passed on health information to the community and this explains the uptake
of good health seeking behavior.
“They (IHPs and IBAs and women groups) are also involved in community education, dialogue
and sensitizations. Most of the time they are in the field talking to the community to change their
health seeking behaviour. You know culturally our people in the past years of insecurity were
depending on traditional medicine-herbs but now we are trying to share with them that even the
western medicine is good and the western medicine is not different from the herbs because all these
medicines are herbs. They are substances, depends on the preparation and the dosages. So, it has
also increased on our outpatient attendances because they are now valuing. They go there and
when they see what they get also from the health facility. I think they are now embracing the health
sector services. Also, they are involved in encouraging the people to go to school”. (KI- District
health team member Moroto)

Health innovations by the project improved the uptake of health services by community
members. The project modified existing health interventions to attract people to seek medical
care from health facilities. For instance, the MAMA kit by the Ministry of health was modified
by the project and included additional packages for the mother and her new born e.g. soap, and
baby caring sheets and this encouraged pregnant women to deliver from health facilities.
Delivery from health facilities increased and the number of referrals sheets found in the
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monitoring box for the second and third quarter of 2016 were 164. According to the HIMS, the
number of maternal deaths among health facility deliveries in Moroto reduced significantly to 3.
This could be attributed to the improved referral by the project.

“KIMHECOP went ahead to give a comprehensive MAMA kit, they are looking at the mother and
her baby that is in the package there is some bed sheets for the baby, some soap, some and the
sheet for the mother... So, when they (pregnant women) come to the labour ward or when time
comes for delivery, they just come the way they are coming in their skirt and their pains. So, when
they are delivering, it’s you the health worker to know what to do whether you wrap the baby in
the mothers’ skirt or what. The national medical stores MAMA kit has only cotton, gauze and
razor blade and the ligature. So that (comprehensive MAMA kit) has also encouraged mothers to
delivering in the health facility. So, what has this done to mothers, it has reduced maternal
mortality rates. In 2006, Moroto was among the districts who were I think contributing the high
maternal deaths in country. We were 760 maternal deaths per 100,000 which was bad but as we
talk we can say like last year we only lost 12 mothers we have come down to about 179 per
100,000 live births”. (KI, District Health team member Moroto)

Achieving the targets of KIMHECOP strategic plan was attributable to the enhanced partnership
that brought together the local government, civil society, the private sector and other actors.
KIMHECOP mobilized all available resources and received support. Collaboration and
integration of activities with other partners and stakeholders strengthened the capacity of
KIMHECOP to implement planned activities. IEC materials from other projects were adopted by
KIMHECOP for training IHPs/IBAs and women groups. CHC Obulamu, the district local
government and other stakeholders implemented jointly similar activities targeting IHPs and
IBAs and women groups. KIMHECOP tapped into strength, resources available within the
community and/or organization to achieve agreed goals by working together.

“…one of our key partners that we worked with here is KIMHECOP. KIMHECOP basically deals
with community structures, mobilising the communities on antenatal care for safe deliveries, and they
have aspects of HIV, you know integration of services, so what we do with KIMHECOP is we interact
with staffs of KIMHECOP in details, we expedite the process of building the capacity in terms of
availing them with materials. We also went ahead and planned together for activities in the
communities that target their same beneficiaries. So, we’ve held activities in Rupa, we’ve held
activities in Luputuk, those are health facilities; health centre IIIs, we’ve held activities in Nadunget
sub-county in about three places. So, what we had there was a called Manyata debates. We were
having debates on family planning where men and women come and debate on benefits and how to
adopt and improve on family planning. We also had activities on maternal child health where the
KIMHECOP came together with communication for health communities (CHC) and other partners
like Baylor, CUAM, IRC. We plan together, we held activities in quite a number of places; we had it
in a Nakapalemen, we also had it in Kosiroi in Tapacsub-county, so those are some few places that we
had activities with them. So, we have been implementing activities jointly with them starting from
planning processes to execution and even trying to make a follow up check on the activities
implemented in those areas”. (KI-NGO representative Moroto)
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3.4 CHALLENGES


Inadequate or shortage of human resource diversity



Funding gaps- funding from government has remained sub optimal



Delay of passing of indigenous and complementary medicine bill 2015 delaying the
registration of IHPs and IBAs Association.



Motivation of IHPs and IBAs and women groups remains a challenge.



The community’s demand for handouts.
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3.5 WAY FORWARD AND RECOMMENDATION

Project
To scale up the good approaches, practices and activities to other areas of the district, the project
should increase on the number and diversity of the human resource. The project should
strengthen their human resource by increasing on the number of employees with a health
background like medical doctors, nurses and maternal specialists. Health workers are a critical
cadre for the project and they will continue harmonizing traditional and complementary
medicine. In addition, other specialists in monitoring and evaluation, communication should be
recruited in order for the project to extend their activities into hard to reach areas.
The project should mobilize more resources to strengthen sustainability of the IHPs and IBAs
and women group’s activities. The project should come up with strategies to lobby for funds
from other stakeholders and partners through proposal writing using the existing data from phase
1 and phase 2. Resources should be mobilized for targeted interventions addressing the gaps
identified and for scaling up good practices to other areas. The project should generate internal
revenue from membership fees and also from the local, national and international partners to
boost scaling up the planned activities.

Partners and other programmes
KIMHECOP should jointly implement similar activities with other programmes, the district local
government and projects in order to cut down the cost associated with the project delivering
specific results. Planning jointly will minimize duplication of activities and also cut down costs.
The project should continue the good working relationship with other partners through sharing of
work plans, resources like IEC materials and field activities. Different partners come along with
different capacities, strengths, skills, competences and experiences that would contribute to the
success of the project.
“What I would still strongly recommend is collaborations; strong collaborations and
integrations of activities because nowadays resources are limited, you cannot do much with what
you have but you can do much with what you have if you have proper strategy of integrations of
activities and clear collaborations with partners. If KIMHECOP can handle one item in an
activity, then partner B handles another item, with of course all these partners available here,
they have their aims and objectives are similar and contribute to the health sector indicators of,
in a national plan.so that would be great” (KI, representative from NGO)

For future programming and sustainability of the KIMHECOP project initiatives started,
collaboration with partners and stakeholders should continue since all projects have the same
objective of improving the quality of life of people in the community. Collaboration and joint
implementation of activities should be strengthened through leveraging on the existing structures
e.g. VHTs, IHPs and IBAs, and women groups
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“…consistency of collaboration with existing structures and upcoming partners is key in the
sustainability and in the moving forward of the KIMHECOP Project. So if other projects, other
partners leave, they have the community structures that they have been building the capacities;
The VHTs that is Village health teams, TBAs; traditional birth attendants, those structures are
there, also leverage on resources of district, Partnership is key in sustaining and making proper
integrations in the projects and activities” (KI, representative from NGO)
“What I would still strongly recommend is collaborations; strong collaborations and
integrations of activities because nowadays resources are limited, you cannot do much with what
you have but you can do much with what you have if you have proper strategy of integrations of
activities and clear collaborations with partners. If KIMHECOP can handle one item in an
activity, then partner B handles another item, with of course all these partners available here,
they have their aims and objectives are similar and contribute to the health sector indicators of,
in a national plan.so that would be great. (KI, representative from NGO)
KIMHECOP should take lead in creation of dissemination platform for all implementing
partners in Karamoja region to share achievements, reasons for success, and experiences on key
issues like community entry, implementation strategies, sustainability, resource mobilization,
good practices, success stories and challenges. This will guide future programming. All good
practices should be adopted and scaled up.
“when we called KIMHECOP for that community practice meeting, it took place in Moroto here,
and it was an original one, KIMHECOP was able to share how they their projects runs, how
their activities goes on in the community and specifically we had an action points I think where
KIMHECOP was able to share the benefits of mobilizing mothers to come to the what, the
facility, where the percentage of mothers dying in maternal death and children’s/infants has
reduced due to that contributions they are doing in those remote areas . Another thing is that we
should also learn to share with partners some of the key successes and challenges we register in
our projects so that we can move faster and easier in sustaining and reaching the populations
better. So we had that forum and I think KIMHECOP for us as CHC we call that forum at least
once. Health practice for partners where partners comes and share their specific experience in
how they reach; how they are doing the community dialogues, how they are doing their IPC;
interpersonal communications in the community, how they are using data to inform their
decisions, so we’ve been organizing such events, if KIMHECOP can also expedite that process,
it will great for them to learn and also other partners to learn from them. (KI, representative
from NGO Moroto)

Donors and policymakers
The project should utilize existing data to develop policy briefs that will guide in policy decision
making and the integration of trained and registered traditional health practitioners into the
health system. For instance, use of existing IHPs and IBAs and women groups to encourage
community members utilize health facilities increased the number of pregnant women delivery
from the health facility and hence contributing to the reduction of maternal and new borne death
in the region. This approach needs to be replicated and scaled up in other areas.
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ANNEXES
Annex 1: Annual General Meeting Report held on 15th Dec, 2016

KARAMOJA INDIGENOUS AND MODERN HEALTH COLLABORATION
PROJECT
(KIMHECOP)
P.O. BOX 26, MOROTO.
Tel: +256 392 896 322
Email: mkimhecop@ymail.com
ANNUAL GENERAL MEETING PROGRAMME:

15th December, 2016

VENUE: Moroto District Chamber Hall
TIME

ACTIVITY

RESPONSIBLE PERSON

8:30 AM

Arrival and Registration

OA, Field worker

9:30 AM

Call to order and Word of Prayer

Rapporteur

9:40 AM

Opening Remarks;

ED

10:00 AM

Remarks from BoD Chairperson

Chairperson BoD

10:30 AM

A word from CAO

CAO Moroto

10:45 AM

KIMHECOP Overview

ED

11:00 AM

12:00 PM

Speeches from;
1.
Community Representative
2.
Health Worker
3.
DHOs
4.
LC V Chairperson
Remarks By RDC

VHT- Lowot James,
IHPs-Nakut Rosa
Lotee Philip- Tapac HC III
DHO Napak/Moroto
LCV Napak/Moroto
RDC Napak

12:30 PM

Closure of the Meeting

RDC Moroto

1:00PM

LUNCH and DEPARTURE

ALL

5 Minutes @

AMERRY CHRISTMASS AND HAPPY NEW YEAR 2017
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MINUTES of KIMHECOP AGM 2016
Min 15/12/2016 Arrival and Registration
The participants started arriving and registering at about 8:00 am at the above venue, which was
well organized and clean at Moroto District Chamber Hall.
Min. 15/12/2016, Prayer and welcome remarks and briefs to the programme
The AGM was called to order at 9:30 am, one of the participants led the prayers. In her prayer
she asked for God’s blessings and presence in the AGM. She also prayed for the families back at
home that they may find them in a good state. After the prayer, the Moderator thanked the
participant for a good prayer and concluded that God is amidst us as we proceed with the AGM.
He said that the project for a long time has been planning for the day and thanked God that the
time has come. He added that, having one voice in the decision making makes things work very
fast. In conclusion, he encouraged participants to be open during the AGM because it’s a uniting
factor for the two health systems, once experiences, challenges, and opportunities are shared the
confidence of working together is built.
Min 15/12/2016, introduction
The Executive Director (ED) led in the introduction of all the different primary stakeholders of
the project from Moroto and Napak district the followed by participants NGO representatives
and finally the Government representatives.
The ED gave the participants an overview of how the project started and later transited from
Karamoja Traditional Healers Health Project (KATHES) to the present name Karamoja
Indigenous and Modern Health Collaboration Project (KIMHECOP).
Organizational strategic objectives, achievements, active partners and working structures were
key in his message.
Min. 15/12/2016 purpose of the AGM
The Moderator thanked participants for their timely introduction. The Moderator defined all
items spelt out in the programme layout to participants and purpose of the gathering.
Min.15/12/2016, Remarks from BoD Chairperson
The BoD Chairperson thanked participants for being attentive to the over view. He gave the
participants an overview of how the project started with the Indigenous Health Practitioners
(IHPs), Indigenous Birth Attendants (IBAs) and Modern health system way back in 2006;
He enumerated the following as the key outputs for the IHPs and IBAs:
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Reporting; Report all issues discussed amidst the IHPs/IBAs group village meetings to the
project office, issues of need for group associations and community development in relation to
the collaborating health systems to the project office.
Collaborating and networking; a link with VHTs in their day to day activities has been created
and IBAs have been working in close link with the midwives when conducting deliveries for
safety.
Data collection. Collection of all data on patients referred by IHPs/IBAs to the health unit and
also to the project office.
Mobilization; these IHPs and IBAs groups have been helpful in mobilization of the community
in all healthy initiatives in your community including project activities and immunization among
others.
He further stressed the point of active ingredients of herbal plants be tested for easy
commercialization of the karamoja herbs.
He cautioned the IHPs and IBAs about the dosage of the herbs that they give to the patients at
home and that let the modern health system take precedence on patient’s health.
He told the participants to desist from bad cultural practices like Female Genital
Mutilation/Cutting (FGM/C)

Min. 15/12/2016, A word from CAO Moroto
CAO challenged the organization management to strengthen the achievements so that whoever is
interested on that subject matter that the organization is focused can get motivated to fund.
He further put a point across for participants that 66% of Uganda’s population is dependent on
herbal medicine and yet the Complementary traditional bill 2005 has not been put into law in
order to support traditional practice.
He appreciated the active partnership between KIMHECOP and Moroto district local
government since the projection inception.
He advised the IHPs, IBAs and health care workers to continue with the active collaboration that
KIMHECOP has initiated for better health of the population in Karamoja and beyond.
He discouraged the delay of patients at the IHPs hands for a healthy community of Moroto and
Uganda at large.
Min. 15/12/2016 KIMHECOP Overview by Executive Director (ED)
The ED presented the organizational overview as follows;
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From what KIMHECOP is all about, vision, mission, objectives, project thematic areas, target
population, achievements, challenges and lessons learnt.
WHO IS KIMHECOP?
An Indigenous NGO operating in Moroto and Napak Districts (Karamoja).
Project conceived during a research carried on treatment seeking process for childhood diarrhea
among the Karimojong nomadic communities.
According to the research, indigenous health practitioners are commonly contacted for first-line
treatment of diseases within their communities.
Composed of a group of Health and social workers from karamoja to Enhance partnerships
between indigenous Medicine, indigenous Birth Attendants (‘indigenous midwives’) and
Biometric Health Practitioners in Moroto and Napak Districts through the concept of
‘Intercultural Medicine’.
Project launched and dully functional since March 2008, the first phase lasted two years, it was
renewed and currently running on the third phase which is ending June 2017, with hopes of
further funding for another project.
The project is registered in Moroto District LG, Napak District LG and the National CBO/NGO
Board as an NGO.
Funds from Danish NGO-DIALOGOS, KIMHECOP responsible to DAILOGOS and
DIALOGOS to DANIDA-Denmark (DONOR)
WHY KIMHECOP EXISTS
IHP’S ARE RECOGNISED AND ARE NOW PARTNERS TO PUBLIC HEALTH CARE
PROVIDERS
The NDP places emphasis on investing in the promotion of people’s health and nutrition which
constitute a fundamental human right for all people
Constitutionally, the Government of Uganda (GoU) has an obligation to provide basic health
services to its people and to promote proper nutrition and healthy lifestyles
The focus of NHP II shall be on health promotion, disease prevention, early diagnosis and
treatment of disease, it will specifically prioritize the effective delivery of the Uganda National
Minimum Health Care Package (UNMHCP), more efficient use of available health resources,
strengthening public and private partnerships for health and strengthening of health systems).
VISION, MISSION AND OBJECTIVES
Vision “a collaborating and improved health system among the karimojong society”
Mission “to contribute to a sustainable development and improved health status amongst the
karimojong society by collaborating the indigenous and modern health system”.
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Overall objective: to improve the health of the karimojong people by mainstreaming
collaboration between the indigenous and modern health providers and to enable them contribute
to peace, democracy and reconciliation in the post-conflict region, by strengthening the women’s
ability to advocate for a democratic development in karamoja.

Project Thematic Areas;
Disease prevention and treatments on most common diseases; (malaria, Diarrhea,
immunization, hygiene and sanitation, IHPs/IBAs and HCWs Collaboration and referrals, Proper
drug use and Dosage, Respiratory tract infections, Jaundice and hepatitis, child health and
Nutrition)
Reproductive health; (Family Planning, FGM, pregnancy and Birth, ANC, Breast feeding,
HIV/AIDS)
Gender Based Violence; (Alcoholism, Domestic Violence, Rape and early marriage, sex and
gender roles.
Peace and Good governance; (Human rights and democracy, Women involvement in
leadership.)
Target groups/structures and participants:
KIMHECOP project as an implementing organization works with IHPs, IBAs, women, HCWs
and VHTs as primary target groups, who participate directly in project activities.
The secondary target groups are other community members of the 46 villages in the project area.
total of approx. 20.000 people.
As shown in the Table below the project reaches to 330 IHPs/IBAs, 660 women, 20 health care
workers in health units in the area the project operates.
How these structures work:
 The IHPS and IBAs are the immediate health consultants in the villages, Village
members consult them for first line treatment.
 The IHPs and IBAs work as a link between the community and HCWs on referrals, and
are encouraged to work hand in hand with the VHTs.
 These persons (IHPs, IBAs and women) are educated on several health related aspects
and work as TOTs and are role models in the community.
 IHPs, IBAs and women are community mobilizers and educators on health and
development aspects.
 The project takes these groups through training sessions 1 – 2 hours in project thematic
areas in the village for women and at respective health centres for IHPs, IBAs and VHTs

PROJECT ACHIEVEMENTS;
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KIMHECOP has contributed to the:
 Formation of Twenty-two women groups and eleven IHPs and IBAs groups and are
existing in Moroto and Napak districts.
 Development, Launching and Revision of intercultural medicine book used within and
out-side the project area of operation.
 Harmonization of the working environment between the indigenous health practitioners
and modern health system.
 Adaptation of Good health practices by the IHPs and IBAs and Women, thus resulted to
the increase in seeking for best health services by these community i.e. referrals for
deliveries and diseases, proper drug use, ANC, immunization, Hygiene and sanitation at
IHPs work places.
 Awareness on disease signs and symptoms, preventive mechanisms, and risky health
practices exist in these communities i.e. Malaria, Pneumonia, HIV/AIDs, hepatitis,
alcoholism.
 In collaboration with chemotherapeutic institution in Kampala, some herbal test done and
were found useful medicinal plants. Mostly for the treatment of liver and malaria.
 An association of IHPs and IBAs has been formed and are trained as TOTs for the rest of
group members and the community on good health practices.
 Held Bi- annual coordination and planning workshops between the IHPs, IBAs, VHT and
health care workers in the project operation area. this has strengthened the collaborative
working relation amidst these parties
 IHPs and IBAs referral system has been put in place and is working.
CHALLENGES
 Inclusion of the IHPs and IBAs works in the District information system.
 Delay of passing of indigenous and complementary medicine bill 2015 delaying the
registration of IHPs and IBAs Association.
 Slow response to some best health practices. I.e. Hygiene and sanitation….
 Fear of expression of Health status due to legal implications related to FGM act.
 The community’s demand for handouts.
 Funding gap to involve male counter parts in training session.
LESSONS LEARNT





Need of inclusion of these IHPs, IBAs works in the district information system.
Need to advocate for the passing of indigenous and complementary bill to ease and
legalize works of IHPs and IBAs.
Need of Involvement of men to undergo same training session like designed for women.
Formal partnership with other organizations to conduct activities in the same area.
Eliminates duplication, lessen expense, and saves funds for other priority activities.

48

Min. 15/12/2016, Speech from; a Community Representative
The community representative appreciated the brain behind the formation of such a uniting
organization like KIMHECOP because some years back the colonialists had demonized the
traditional herbal medicine practice in Africa and it went along with religious institutions.
She urged all other herbalists to identify all the good herbal plants so that when the office of
KIMHECOP needs them for testing, they can be available.
Speech from the Health Worker
The health worker representative gave a great token of gratitude to the two districts of Moroto
and Napak for accepting KIMHECOP operate in the districts creating a good collaboration
between the modern health system and the indigenous health practitioners and indigenous birth
attendants.
She further added that the collaboration has led to reduction in maternal and infant mortality in
the two districts of Moroto and Napak.
She implored the IHPs, IBAs and health workers to continue with the collaboration even when
KIMHECOP changes its strategic objectives to another field in health.
Speech from DHO Moroto
He thanked all participants present and gave his apology for coming late as he was organizing
teams to for Meningitis A vaccination exercise due to take place in the 39 districts of the virus
prone belt.
He appreciated the harmony brought forth by KIMHECOP between the health workers and the
traditional health practitioners in the communities that has led to increased Outpatient attendance
in all health facilities in the two districts of Moroto and Napak.
He advised to traditional practitioners to take caution on dosage of patients, and pregnant
mothers should be brought to the health centres for delivery.
He further advised the traditional practitioners to keep hygiene and sanitation in their working
places at the village level and even at their homes.
Speech from LC V Chairperson Moroto He cautioned all the two systems that;
 Referral to save life at all times from village level to the highest modern health level.
 Keep hygiene and sanitation to avoid many communicable diseases like scabies, diarrhea
by washing hands before and after serving food, and use of latrines.
 Share existing resources like latrines with your neighbors to prevent and eradicate fecal
related diseases.
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 Emphasis on adaptation to change to move with good modern health practices and also
remove some bad traditional practices in our communities.
 Parents should take children to school in order to achieve change.
 Environmental protection of the existing tree species should be encouraged by all
community members and you should be environmental champions in your villages.
 You should utilize the existing health facilities rather than pestering government to
continue building more.
 Let us work together and support all government programmes and projects.
Thanks to all of you who endeavored to come and share with KIMHECOP the approach of
intercultural collaboration.

Min. 15/12/2016, Closing remarks from LCV Chairperson Moroto
He explained that most of the officers from Moroto and Napak i.e. RDCs, RISO, CAOs and LCV
chairpersons were taken up by another very important activity at the border between Napak and
Katawi at a place called Apeitolim and Nabuwal.
He further emphasized on;
hygiene and sanitation,
referral should be respected by all parties,
taking children to school by all parents and
To sum it up support to all government programmes should be key by every Ugandan.

Min.15/12/2016, Closure of the Meeting.
The meeting was declared closed by the LCV Moroto and participants went for lunch and later
dispersed.
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Chairperson KIMHECOP BoD giving his remarks

Health worker speaks

DHO Moroto giving his speech at the AGM
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The IHPs, IBAs, Health workers and NGO partner representatives listened attentively.

Participants have their Lunch at Moroto District Chamber Hall
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Annex 2: KIMHECOP CONTRIBUTION TO HC DELIVERIES
Health Facilities

2013

2014

2015

2016

Deliveries
Referral by
KIMHECOP
IHPs and IBAs

Deliveries
Referral by
KIMHECOP
IHPs and IBAs
93

Deliveries
Referral by
KIMHECOP
IHPs and
IBAs
88

LOPUTUK HC
III
NADUNGET III

16

Deliveries
Referral by
KIMHECOP
IHPs and
IBAs
53

15

34

74

92

ST PIUS KIDEPO
TAPAC

12

20

50

22

13

26

28

16

RUPA

3

66

7

3

KODONYO

2

7

6

18

LOPEI

5

5

6

4

NGOLERIET

11

15

19

33

AMEDEK

13

5

11

4

LOTIRIR

14

18

24

78

104

249

318

358
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