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Abstract

Background:
The study focused on examining the various factors, directly and indirectly, that influence the performance of VHT
activities. The study was based on the scientific fact that incentives, availability, and support supervisions have a
significant impact on the quality of health services offered by VHTS The study was conducted in Nabuyoga Town
Council in Eastern Uganda.
Methodology:
The researcher adopted cross-sectional descriptive methods; the researcher employed a questionnaire with both
ended and closed-ended questionnaires to gather data. Also, the researcher acquired an interview guide to gathering
qualitative data.
Results
Substantively the study has revealed positive results, that incentives influence the performance of VHTS in terms of
motivation and retention. Secondary the study has shown that lack of sufficient supplies has negatively affected the
performance of service delivery in terms of availability and accessibility. Thirdly, the study has revealed there is a dire
need to adopt an effective supervisory mechanism for technical development and the sustainability of VHT activities in
the area.
Conclusion and recommendations:?
Quiality services delivery by VHTS in health promotion, there is a great need to improve on the availability of incentives,
supplies, and support supervision; it is only by sincere involvement of community members that health quality in the
area can be realized.
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1 Background of the study nants of health and achieve positive change (WHO,
1978).
The purpose of health promotion is to strengthen According to the Ottawa Charter (1986), health

the skills and capabilities of individuals to take ac-  promotion is determined by a combination of
tion and the policy of groups or communities to strategies which include developing personal skills,
act collectively to exercise control over the determi-  strengthening community action, and creating



supportive environments for health promotion;
various countries worldwide have had problems
with promoting health to all individuals. In develop-
ing economies especially Sub- Saharan Africa the
situation is worse. In Uganda, despite efforts by the
Ministry of Health to address the country’s health
challenges, health care performance is still poor.

The health status of Uganda has slightly im-
proved but there is a lot to be desired; the mor-
tality rate of the country is 350 per 100’ 000 live
births, the infant mortality rate is 76per 1,000 live
births and communicable diseases contribute 80%
of disability adjusted life years lost (WHO Statics
2010; HSSIP 2010/ 11-2014/15). The concept of pri-
mary health care originated before 1978 but was
formalized with the Ata Declaration of 1978 and its
emphasis was on education on health problems,
promotion of food supply and nutrition, provision
of safe water and sanitation, maternal and child
health care, control of endemic diseases, treatment
of common diseases and minor injuries, and provi-
sion of essential drugs.

It is against this background that the village
teams (VHTS) Phenomenon came into play to de-
centralize health care services to the grassroots
levels. The health system of Uganda has been
structured with the community / VHT groups at
the grass-root level as health center |, under the
supervision of health center Il, followed by health
center lll, health center IV'S (referral facility - public
or private not for profit), district health headquar-
ters regional referral hospitals, national referral
hospitals and ministry of health at the top. Runumi,
(2007) HSSIP (2010/11-2014/15).

The VHT system was established by the Ministry
of Health through the National Health Policy and
Health sector strategic plan in 2003 and managed
at the village level. It embraces all former commu-
nity health volunteer categories (Angela, no date).
It comprises a team of 9 - 10 members in a village
(HSSP, 2000) selected on a popular vote after sensi-
tization and consensus-building of all vilage mem-
bers from all households and selected on purely
voluntary terms to oversee the health status and
activities of the community. The major objective of
the VHT is to improve health at the household level
and also ease the collection and management of
health information.

VHT members are selected based on the Min-
istry of Health criterion which emphasizes resi-
dence in the community, exemplary conduct, lit-

eracy skills, interest in health issues, status in the
community and prior involvement with community
health activities and willingness to work voluntarily.

The VHT members are taken through training 36
topics which communication community mobiliza-
tion and empowerment, child growth and develop-
ment (Faith, no date). Communicable diseases, sex-
ual and reproductive health, environmental health,
non-communicable diseases, and monitoring and
evaluation. The objectives of VHT are to strengthen
service delivery at the household and village level;
establish a village information system, and em-
power household members to value health band
sustain health actions. (Village health team collec-
tion - VHT'S booklet, unpublished) thus bringing
service nearer to the people. VHT'S roles include
identifying community needs, mobilizing health
programs, maintaining records; referral of the sick
to health center Il, distributing health information
and services; acting as a link between the commu-
nity and health providers HSSIP(2010/11-2014/15).
Village health team collection - VHT booklet, UN
published.

The research study will focus on village Health
Teams (VHT) in six (6) parishes of Nabuyoga

town council; these include; panga, Miganja,
Sengo, Mawele A, and Ojilai A. A total of 100 re-
spondents will be involved in the study and these
include VHTS' health - charges and supervisors of
VHT'S local council chairpersons, Nabyonga town
council health officers, and residents.

The study intends to investigate how annual sup-
port supervision and training of VHTS' incentives,
and availability of supplies (independent variables)
influence their performance (dependent variable).

2 METHODOLOGY.

Research design

To capture comprehensive results, the re-
searcher adopted a cross-sectional descriptive
method to measure the current VHT performance
in health promotions. A quantitative approach to
help to acquire in-depth information for proper
analysis and making appropriate conclusions and
interviews were also used to capture in-depth data
which would not be possible to be got of a ques-
tionnaire. For triangulation of data, both qualita-
tive and quantitative methods were be used; open-
ended and closed-ended questions and the ques-



tionnaires for the community were used to triangu-
late the information received from VHTS.

Study population.

The researcher collaborated with Nabuyoga town
council health officers to identify the 30 VHTS, both
working under the government structure and those
under private not-for-profit organizations in the
area. The study population also included members
of the Nabuyoga town council public health team,
local council chairpersons, -charges for health fa-
cilities, and the VHT health supervisors within the
Nabuyoga town council.

Sample size determination

The sample size is a subgroup. Sekenan, (2003).
This study allowed conclusions from the sample to
generalize for the whole population.

Study unit
Data collection techniques and instruments
Focus group discussion.

Two focus groups were held at Mawale A, and
Ojilai A respectively, data was collected from VHTs;
this was later used to probe for further responses
and clarify more on the issues that were given by
respondents.

Questionnaires

Under the qualitative approach, questions were
categorized, scale, and coded to minimize bias.
This was appropriate because it helped in collect-
ing quantifiable information from a wide range of
respondents. In addition, they are easy to adminis-
ter and enable the collection of information from a
big example. Both open-ended and closed-ended
questions were used for data triangulation. Ques-
tionnaires were used to gather data from the lo-
cal community about the performance of VHTs in
health promotion.

Interviewers

In-depth interviews were conducted with opinion
leaders such as the local council chairpersons and
their secretaries for health, public health officers,
health facility in-charges, and VHT supervisors of
Nabuyoga town council. This was suitable because
it caters to the literates and illiterates who enabled
the researcher to probe and adopt questions as
necessary. (Questionnaires and interviews sched-
ules can be found in Appendix 1).

3 Data analysis techniques and

presentation

Data were analyzed using the SPSS package. Data
was presented in tables, pie charts, and graphs
for the presentation of each independent variable
indicated and analyzed in relation to the literature
reviewed.

Quality control techniques

In order to ensure validity and reliability of the in-
struments for data collection such as the question-
naire, the researcher conducted consultations with
the supervisors and hold pre-tests to access the
soundness of the tools. Biased data was avoided
by using purposive random sampling. Editing and
coding were also thoroughly done during and after
each fieldwork to ensure competency, uniformity,
and comprehensibility.

Ethical consideration

Respect for respondents

Written permission was sought from the insti-
tute authority to proceed with data collection; this
was taken to the local council chairpersons, to ob-
tain permission to carry out research in the town.
The letter from the local council chairpersons was
presented to the respondents to request their par-
ticipation in the research.

Autonomy of participants

Respondents’ time and privacy was be respected
through making appointments in order to avoid
any inconveniences and allow more time given to
the interviewer. The respondents were given free
choice to participate or not to participate in the
study.

Beneficence

The respondents were assured that the research
aim is to strengthen the VHT system in Uganda and
improve the welfare of the VHTs and the commu-
nity.

Confidentiality

To deal with the issue of confidentiality, the re-
spondents were assured that all information pro-
vided was for purely academic purposes and was
being treated with the utmost confidentiality.

4 Limitation of the study
Limitation of published literature describing fac-
tors influencing VHT effectiveness; however, this
was overcome through an effort to find more in-
formation about the context of the study through



Table 1. The study unit was the VHT member involved in community health activities of Nabuyoga.

Study variables Indicators

Incentives

Supplies availability
Annual support
supervision and training

Type of incentives given for example Recognition How often are they given
Transport for home visit.

Drug distributed Immunization carried out Number of bed nets distribute
Number of health worker’s Record of visits attended by health workers VHT
register indication Register of training session.

the description of other terms used elsewhere such
as village Health guides, community health workers
who share the same role as VHTs.

Non — responses of respondents are anticipated
and this was solved by triangulation through includ-
ing the local community as respondents.

INTERPRETATION AND ANALYSIS OF FIND-
INGS.

Demographic data.

Table 2 reveals that 78% of the respondents were
female and only 22% were male respondents; 25%
of the respondents were in the age bracket of 45
years and above, 21% were of 28-33 years, then
20% were of 22-27 years, 19.4% were of 34-39, 11%
of 40-45and 4.4 % of 16-21 years.

The table further shows that 67% were mar-
ried respondents, 16% were single 12% were wid-
ows, 5% were separated and 0.4% were widowers:
33% of the respondents were diploma holders, 0.4-
degree level, 15.4% never completed secondary
level, 12.2 % completed secondary level, 28.2%
completed primary level and 10.1% did not indi-
cate their education level.

Regarding the duration of residence, 27% of the
respondents had lived in the area for 30 years or
more followed by 23% for 5 years and below, 21.1%
for a period of 6-11 years, 12-17 years, 11% for
18-23 years, and 6.6% for 24-29 years.

Table 3 shows that 80( 89.1%) out of the
90 respondents pointed out that VHTs have in-
volved in Health sensitization, 38(42.6%) promot-
ing sanitation and personal hygiene among resi-
dences,4(3.9%) distributing items to needy house-
holds,67( 75.2%) distributing of deworming tablets,
20(23.3%) HIVAIDS testing activities, 12(13.9%)
noted domestic violence prevention campaigns,
69(67.4%) distributing mosquito nets and 9(10%)
immunization of children respectively.

The table indicates that the majority 53(59.7%)
of the respondents have ever received family plan-
ning services from VHTs, 24 (27.1%) stated nutrition

services, 20 (23.2%) noted advice on child feeding,
17(19%) received deworming tablets, 14(16%) in-
dicate child immunization and 9 (10%) have never
received any assistance.

The table Indicates 22(24.6%) of the respondents
identified mosquito net usage as the most rec-
ognized survey that had ever been carried out
, 14(15.4%) observed water and sanitation sur-
vey,2( 2.2%) noted nutrition survey in Pawanga
and Miganja ,3(3.5%) family planning utilization in
HIV/AIDS patients , 2(2.2%) domestic violence rate
in the area, 1( 1.3%) pointed out malaria preva-
lence in under 5 years respectively , and 45( 50.2%)
did not know .

Forms of incentives received by VHTs

The table reveals that 8(8.8%) indicated that
monetary incentives received,16(17.5%) noted so-
cial recognition, 17 (19.2%) indicated that they re-
ceive a transport refund after the meetings at the
health centers,17(19.2%) a certificate of appreci-
ation,13(14%) pointed out free medical care and
19(21%) stated self-satisfaction for being useful and
resourceful for the village.

Table 7 shows that 37(42.1%) acknowledged that
incentives serve as motivators for attraction and
retention of VHTs ,19(21%) state that they serve as
rewards for good performance, 17(19.3%) agreed
that they increase the outreach areas of their ser-
vices, and 16(17.5%) state that they increase aware-
ness of VHTs operations in the area.

Table 8 indicates that 33% noted that there was
in consistence in supply of incentives to VHTs, 7%
indicated that supplies are not evenly distributed,
26.3% recorded that incentives are not adequate
compared to the needs, 14% state the number of
times incentives are given is unrealistic, and 19.3%
state lack of transparent mechanism for promo-
tions and rewards.

Availability of supplies for VHT activities

Reaction of respondents on availability of sup-
plies among VHT activities.



Table 2. shows socio- demographic characteristics of respondents.

Variable
Gender
Male
female
Total

Age

16-21 years
22-27years
28-33years
34-39years
40-45years
46 above
Total
Marital status
Married
Single
Widows
Separated
widowers

Total

Level of education

Degree

Diploma

Completed secondary level
Never completed secondary level
Completed primary level
Never been to school

Total

Duration of residence

30 & above

24-29

18-23

12-17

6-17

5 below

Total

Frequency
20
70

90
4

18
19
17
10
22

90
60
14
11
5

90

28
11
14
25

89
24

10
11
19
20

90

Percentage (%)
22
78

100
4.4
20
21
19.4
11
25

100
67
16
12
05
0.4

100
1.7
33
12.2
15.4
28.2
10.1

100
27
6.6
11
12
211
23

100

Table 3. shows activities carried out by VHTs in the area known by resident

Health sensitization

Promoting sanitation & personal hygiene

Distribution of deworming tablets

Distributing household items to needy households.

Immunization

Domestic violence prevention
Distributing mosquito nets
HIV/AIDs testing activities

Fre- Percentage
quency

80 89.1

38 42.6

67 75.2

4 3.9

9 10

12 13.9

61 67.9

20 233

Source: primary data.



Table 4. Type of assistance received by residents
from VHTSs.

Fre- Per-
quencyent-
out age
of
Advice on child feeding. 20 232
Family planning services 53 59.7
Nutrition services 24 27.1
Receiving deworming tablets 17  19.0
Child immunization 14  16.0
Provision of treated mosquitoes 17 19.3
nets 9 10.0

Never receive assistance

Source: primary data.

Table 9 reveals that 24(79%) of the respondents
noted that they do not receive adequate supplies
for service delivery and 6(21%) do agree that they
do receive adequate supplies, 23(75.4%) agreed
that indeed the available supplies are in line with
the immediate needs of the community,29(96.5%)
stated that there is no continuous supply of re-
sources, and 25( 84.2%) notedthat the population
weighs the VHTs manpower thus negatively affect-
ing the performance of VHTs.

Likewise, pick w (1995) postulated that poor per-
formance by VHTs is associated with low accessi-
bility and utilization of antenatal can, insufficient
supply and distribution of supplements inadequate
training and motivation of health workers, insuffi-
cient and inappropriate counseling of mothers, lack
of motivation of mothers and failure of effective
screening and referral procedures.

Support supervision on the performance of VHTs
on health promotion

VHT's views as to whether they receive support
supervision for health promotion.

The table Indicates that 27(89.5%) of the respon-
dents noted that they do not receive sufficient sup-
port, 50(87.7%) stated that health staff do not su-
pervise them regularly ,23(77.2%) affirmed that the
health staff demonstrate technical skills related
health promotion ,21(70.2%) noted that health staff
help them solve problems related to community
health issues, still 23(78.9%) noted that health staff
do not provide them with urgent materials needed
to extend health services in the communities and
21(70.2%) state that government rarely supports

VHTSs activities to reach out to needy communities
respectively.

Effects of insufficient support supervision on
VHTs on health promotion

Table shows that 11 (36.8 %)pointed out that gov-
ernment rarely supports VHTs activities to reach
out to needy communities respectively.

Effects of insufficient support supervision on
VHTs on health promotion.

Table shows that 11(36.8%) pointed out that in-
sufficient support demoralizes VHTs, 10(31.6%) af-
firmed that insufficient support limits service qual-
ity, 6(21.1%) of the respondents stated thatinsuffi-
cient support supervision increases VHTs attrition
rate, and 21(10.5%) stressed that insufficient sup-
port leads to loss of direction in service delivery

Performance of VHTs

Level of performance of VHTs on health promo-
tion

Below 50% indicates the poor performance of
VHHTs and above 50% indicates the good perfor-
mance of VHTs in the area.

Above 50% indicates the inadequate provision of
incentives, supplies, and support supervision.

44(74.4%) of the respondents agreed that evi-
dence for the performance of VHTs in health pro-
motions can easily be found,43(71.8%) agreed that
sanitation of the area is still poor,42(70.5%) agreed
that there is a considerable reduction in mortality
rate,41(68.3%) agreed that there is disease control
in the area, 35(58.6%)agreed that there is a time
delay in responding to health issues in the area
.34(56.8%) agreed that there is lack of resource
materials practitioners use for advise and support
about specific challenges and 27(44.9%) agreed
that service quality is not satisfactory.

One of the communities cited that there have
been reduced cases of measles in the community
due to the advice to mothers to immunize their
children.

Constraints/factors that hinder the performance
of VHTs on the promotion of health

The table indicates that 13(43.2%) pointed out
reluctance of community members to get involved,
6(22%) of respondents identified less time commit-
ment by VHTs,9(31.7%) heavy workload compared
to VHT numbers, 3 (11%) stated that communities
prefer curative services to prevention measures
,15(51.1%) stated poor remuneration as a factor
that negatively affects the performance of VHTs



Table 5. different health survey carried out in the area.

Frequency out of

Nutrition survey 2
Family planning utilization in HIV / AIDS patients 3
Water and sanitation 14
Mosquito net usage survey 22
Child care welfare 1
Domestic violence rate in the area 2
Malaria prevalence rate in under 5 years 1
Do not know 45
Total 90

Percentage %

22
3.5
15.4
24.6
0.4
2.2
1.3
50.2
100

Table 6. Table 5: kind of incentives received.

Fre- Percentage
quency
Free medical care 13 14.0
Transport refund 17 19.2
Certificate of appreciation 17 19.2
Social recognition 16 17.5
Self- satisfaction for being useful, resource for village 19 21.0
Monetary incentives 8 8.80
Table 7. Effects of incentives on VHTs performance
Fre- Percent-
quency age
Serve motivators for attraction and retention 37 42.1
They serve as performance appraisal 19 21.0
They increase the outreach area of operation 17 19.3
Increase awareness of VHTs operations in the area 16 17.5
total 90 100
Table 8. reasons to why supplied incentives have not improved on VHT performance.
Frequency Percentage
Inconsistence with supply 30 33.3
Not evenly distributed 6 7.00
They are not adequate compared to the needs 24 26.3
The number of times reward incentives are given is unrealistic 13 14.0
Lack of transparent mechanism for promotions and rewards 17 19.3
Total 90 100

Source; primary data



Table 9. respondents ‘reaction whether there is availability of supplies to VHT activities.

Frequency Percentage
Do you receive adequate supplies for No 24 79.0
service delivery? Yes 6 21.0
Total 30 100
Are the available in line with the imme- No 7 24.6
diate needs of the community? Yes 23 75.4
Total 30 100
Is there continuous supply of resources  No 21 96.5
Yes 9 3.50
Total 30 100
The population outweighs the VHTs No 5 15.8
manpower Yes 25 84.2
Total 30 100
Source: primary data.
Table 10. VHT's views on whether they receive support supervision.
Frequency Percentage
Do the health staff No 7 22.8
demonstrate any techni- Yes 23 77.2
cal skills related to health  Total 30 100
promotion
Do the health staff No B 29.8
help you solve problem Yes 21 70.2
related to community Total 30 100
health issues.
Do the health staff pro- No 23 78.9
vide you the material Yes 7 21.1
needed to extend health  Total 30 100
services
Do the health staff super- No 24 87.7
vise you regularly since Yes 6 12.3
you joined Total 30 100
Government frequently No 21 70.2
supports / partner with Yes 9 29.8
VHTs Total 30 100
Do you receive sufficient No 27 89.5
support Yes 3 10.5
Total 30 100
Source primary data.
Table 11. shows effects of insufficient support supervision on VHT activities
Frequency Percentage
Demoralize the VHTs 11 36.8
It limits service quality 10 31.6
Loss of direction in service delivery 3 10.5
Increase VHTs attrition rate 6 21.1
Total 30 100.0

Source: primary data



Table 12. shows effects of insufficient support supervision on VHT activities.

Frequency Percentage

Demoralize the VHTs 11 36.8
It limits service quality 10 31.6
Loss of direction in service delivery 3 10.5
Increase VHTSs attrition rate 6 21.1
Total 30 100.0
Source: primary data
Table 13. respondents ‘level of agreement on the performance of VHTs.
Indicator Score Fre- Percent-
quency age
Service quality not satisfactory Disagree 14 22.9
Undecided 19 32.2
Agree 27 44.9
Total 60 100
Sanitation of the area is still poor Disagree G 14.5
Undecided 8 13.7
Agree 43 71.8
Total 60 100
There is disease control Disagree 10 17.2
Undecided G 14.5
Agree 41 68.3
Total 60 100
Remarkable supply of free health services Disagree 10 16.3
Undecided 16 26.9
Agree 34 56.8
Total 60 100
Consideration reduction on mortality rate Disagree 5 7.9
Undecided 13 21.6
Agree 42 70.5
Total 60 100
There is time delay in responding to health issues Disagree 9 14.1
Undecided 16 27.3
Agree 35 58.6
Total 60 100
There is lack of resources materials and practitioners for advice  Disagree 14 22.9
and support with regard to specific challenges Undecided 14 22.9
Agree 32 54.2
Total 60 100

Source: primary data



Table 14. ; shows factors that hinder the performance of VHTs on the promotion of health.

Reluctance of community members to get involved
Less time commitment

Heavy workload compared to VHTs communities
Preference for curative services poor remuneration
Limited supply of required services

Transport constraints

Lack of male involvement in health promotion
Belief in witch craft

Lack competent VHTs

Poor follow up measures

Poor remuneration

Fre- Percentage

quency

13 43.2
22.0
31.7
11.0
10.6
9.7
7.9
6.1
20.7
9.7

5 51.1

(o))

= WO NNWWWOO

Source: primary data.

,3(10.6%) agree to limit supplies that VHTs need to
perform, 3(9.7%) recognized transport constraints
,2(7.9%) indicated lack of male involvement,2(6.1%)
state that people believe in witch craft, 6(20.7%)
cited the lack of competency among VHTSs to per-
form, and 3(9.7%) cited that there are poor follow
up measures in place .

Interventions that can be taken to improve on
VHT's performance

Table indicates that 41(45.8%) noted the need to
improve on the supplies needed by VHTSs to facili-
tate services, this was followed by a desire for con-
tinuous training of VHTs at 34(37.4%) ,33(37%) of
the respondents pointed out the need to improve
on transportation of VHTs to respond promptly to
the needs of the communities, 16(17.6%) cited the
need to have a meeting place where VHTs can meet
those with urgent needs, 16(17.6%) urge for the in-
volvement of local government in supporting VHT
activities and 15(16.3%) pointed out the need to
urge men to get involved .

Health issue still dire in the area.

Table Indicates the difference health issues that
are still dire in the area ,47(52.4%) of the re-
spondents recognized poor drainage in the area,
34(37.4%) cited malaria as a health problem still af-
fecting the area of study ,38(42.7%) indicated poor
hygiene and sanitation ,14(15%) pointed out poor
nutrition of household especially children, 8(9.3%)
cited drug and alcohol use, 14( 15.4%) cited teenage
pregnancies,9(10.1%) noted air and water pollution

5 DISCUSSION OF FINDINGS,
CONCLUSION,
RECOMMENDATION AND
AREAS FOR FURTHER STUDIES

6 Discussion of finding and

summary
Demographic data

The finding in table 1 indicated that the major-
ity 70(78%) of the respondents were female and
only 20(22%) were male respondents. This was
also cited by Wainer (2004) who asserted that, in
the majority of countries, women are the primary
caregivers. This means, as women make up an
increasingly large population of the primary pro-
fession, it is important to consider the different
needs of female health workers when developing
incentives. VHT's have other jobs in addition to
their role. They need flexible time to allow them
to perform their duties at home, and their work-
place. There is a need for effective management
in terms of incentives and supervision to initiate
female procedures-oriented procedures and mech-
anisms.

Village health teams

Education of VHTs

Results in Table 1 show that 28(33%) of respon-
dents are diploma holders and 24(28.2%) com-
pleted primary level. this is in agreement with the
ministry of health guidelines which state that VHTs
should be literate.



Table 15. suggestion to mitigate the identified hindrances.

Frequency out of 90  Percentage
Improve on transportation 33 37.0
Increase supplies needed by VHTs to facilitate services 41 45.8
Local government ‘s involvement may be of significance 16 17.6
Men should be urged to get involved 15 16.3
Continuous training of VHTs 34 37.4
Have a place where VHTs can meet those in urgent need. 16 17.6
Source: primary data
Table 16. shows some of unsolved health issue in the area.
Frequency out of 90  Percentage

Poor sanitation 38 42.7

Drainage system is poor 47 52.4

Malaria is still a health problem 34 37.4

Poor nutrition of household especially children 14 15.0

Teenage pregnancies 14 15.4

Drug and alcohol use 8 9.3

Air and water pollution 9 10.1

Source: primary data

It is widely acknowledged that health workers, as
an integral part of the health system, are a critical
element in improving health outcomes. The world
Health Report 2006: “working together for health”
sounded the alarm that without sufficient num-
bers of adequately trained and supported health
workers; there is a significant risk of not attaining
the health-related millennium development goals
(MDGs), (WHO, 2006). This implies that education
and technical knowledge of VHTs is crucial aspect
that directly affects the quality of health services.

Accordingly, Dreesch et al, (2005) postulated
that evaluations of diseases-oriented program-
mers have found that the lack of appropriately
trained and motivated health workers is one of
the major bottlenecks in implementing evidence-
based health interventions to improve maternal
and child health and to address HIV/AIDS, malaria
and tuberculosis. The absence of well-educated
and properly managed health workers was also
identified as one of the health system constraints
to achieve the MDGs, along with poor infrastruc-
ture, drugs and supply system, and information
system (Travis et al., 2004).

Selection criteria of VHTs

Results in (figure3) reveal that 77(85%) of the re-
spondents indicated that they were directly elected,

3(4%) through training, and 10(11%) were voluntar-
ily involved.

According to WHO, VHTs are men and women
chosen by the community and trained to deal with
the health problems of individuals and the com-
munity and to work in close relationship with the
health services. They should have had a level
of primary education that enables them to read,
write and do simple mathematical calculations
(WHO1990). Additionally, Witmer et al., (1995) de-
fined a VHT as community health workers stem-
ming from community members who work almost
exclusively in community settings and who serve
as connectors between health care consumers and
providers to promote health among groups that
have traditionally lacked access to adequate care.
By identifying community problems, developing in-
novative solutions, and translating them into prac-
tice, community health workers can respond cre-
atively to local needs.

The selection of VHTs is a critical factor in the
success and performance of VHTs (Ofosu-Amaah,
1983). It is therefore stated that poor selection is
the central reason for the continuous “turn- over
of VHTs. Additionally, CARE (2002) noted that the
participatory selection of community workers be-
fore training was key to the success of commu-



nity projects. This selection criterion ought to be
jointly developed and agreed upon between the
community members, leaders, and NGOs. In all
aspects, the community must be given final respon-
sibility in selecting the VHTs. The sole reason for
this is the fact the sustainability and performance
of community-based activities are dependent on
the level of community participation in the set ac-
tivity.

Activities performed by VHTs

VHTs perform a wide range of activities which
include health sensitization, promoting sanitation
and hygiene practices, distributing deworming
tablets among others.

This is an agreement with Ofosu-Amaah (1983)
who found that the VHTs are expected to perform
a wide range of functions, which according to re-
ports generally include: home visits, environmental
sanitation, provision of water supply, first aid, and
treatment of simple and common ailments, health
education, nutrition and surveillance, maternal and
child health and family planning activities, commu-
nicable disease control, community development
activities, referrals, record - keeping, and collection
of data on vital events.

Itis also in agreement with the report from M.O.H
that pointed out that VHTs and other community
volunteers carry out the following at the commu-
nity level, nutrition assessment of all age categories,
carry growth monitoring promotions, counseling at
the community level, referral of individuals needing
medical attention, follow up of patients and send-
ing reports to the health centers. Some VHTs in
therapeutic feeding at health facilities and screen-
ing programs include outreach (M.O.H, 2009).

Channels of communication used by VHTs to
deliver promotion messages.

Figure 4dindicates that VHTs adopted different
channels among which 20%of the respondents in-
dicated that entertainment means and community
were the most used channels for health promo-
tion: this is in support with World Health Organi-
zation (WHO) AND THE PLAN American Health Or-
ganization (PAHO) that noted, that local and inter-
national work, increasingly rely on entertainment-
based strategies to promote healthy lifestyles and
behaviors. One of the key vehicles of these health
communication campaigns is television drama, par-
ticularly soap operas.

Additionally, studies by Signorielli (1993) and
Montgomery (1990) reveal that today’s citizens are

increasingly more exposed to health information
through mass media than they are to health infor-
mation from visits to doctors or health profession-
als. In many cases, individuals might be exposed
to certain health issues only via mass media (Wahl,
1995). A study conducted by Singnorielli( 1990)
revealed that for every person who got their infor-
mation from a physician, 25got it from the media
(Atkin and Wallack,1990).

Type of assistance received by residents
from VHTs

Residents receive assistance from VHTs in form
of family planning services, advice on child feeding
and nutrition, child immunization, and mosquito
nets.

These findings are supported by Engle et al.
(2000) who stated that community-based pro-
grams under many circumstances provide this cru-
cial contact. Their role is partly in improving access
to technology and resources, but it is also impor-
tant in fostering behavior change and, more gen-
erally, in supporting caring practices (UNICEF1990).
Such programs also play a part in mobilizing social
demand for services and in generating pressure for
policy change.

Additionally, in the community-based programs,
VHTs interact with households to protect their
health and nutrition and to facilitate access to treat-
ment of sickness. Commonly, VHTs go regularly to
central points in their community for example, for
growth monitoring and promotion or are visited at
home by a health and nutrition worker.

Incentives on the performance of VHTs to-
wards promoting health services in the area.

The findings of reveal that there is a significant re-
lationship between incentives on the performance
of VHTs in health promotions.

This is in line with the findings of (WHO, 2004)
which stress that all workers require adequate facil-
ities and conditions to do their jobs properly. While
most evidence is anecdotal. The benefits of im-
proving working and living conditions appear to be
significant. It is generally understood that health
workers value working conditions that include ap-
propriate infrastructure, water, sanitation, lighting,
drugs, equipment, supplies, communications, and
transportation. Hence, a range of non-financial in-
centives are needed to complete a package that can
attract VHTs especially, training and professional
development, improved supervision and manage-
ment, and gender-sensitive consideration.



Also, table 6 confirms that there is a positive rela-
tionship between incentives and VHT performance
on the promotion of health services, the study in-
dicated that both monetary and non-monetary in-
centives are instrumental in terms of motivating
and facilitating VHTs activities. This is in agree-
ment with the study done by Bhattacharyya ET.
Al (2001) noted monetary can increase retention.
VHTs are poor people trying to support their fami-
lies. However, he reveals that monetary incentives
often bring a host of problems because the money
may not be enough, may not be paid regularly, or
may stop altogether. Monetary incentives may also
cause problems among different cadres of develop-
ment paying CHWSs. Many programmers have used
in-kind incentives effectively; this was revealed by
Bhattacharyya et al., (2001) argued that non - mon-
etary incentives are critical to the success of any
VHT programmer. CHWs need to feel that they are
part of the health system through support super-
vision and appropriate training. Relatively small
things, such as an identification badge, can provide
a sense of pride in their work and increased status
in their communities. Appropriate job aides such
as counseling cards and regular replenishment of
supplies can help ensure that CHWs feel competent
to do their jobs.

In addition, it is also argued that peer support as
working regularly with one or two other VHTSs, fre-
quent refresher training, or even VHTs associations
serve as indirect incentives that have a positive ef-
fect on VHTs performance of VHTs comes down to
VHTs relationship with the community. Program-
mers must do everything they can to strengthen
and support this relationship.

First, program planners must recognize the so-
cial complexity of communities and that commu-
nities are not all alike. Different communities will
need different types of incentives, depending on
the other job opportunities available, prior expe-
rience with VHTs, the economic situation of the
community, and other factors. This is the reason
why the findings in figure 10 revealed that 18% of
the respondents stated that incentives supplied did
not improve on the VHT services in the area and
82%agreed that incentives improved on the VHT
activities.

About the above, the study is in line with Chen et
al., (2004) who stated that low salaries, poor work-
ing conditions, weak support and supervision, and
limited opportunities for professional development

are associated with poor VHT outcomes. This is es-
pecially so in rural and remote areas where the
provision of services is difficult because of limited
health budgets and scattered populations living in
isolated villages or islands. Thus, improved salaries
and benefits are major financial incentives for VHTs
to remain in the health sector (WHO, 2004).

Therefore, Amare (2009) recommended that to
stir up VHT motivation there is a need to involve
and train leaders of community anchors such
as Idris (burial associations, churches, mosques,
youth and women's associations as well as kebele (
community associations ) leaders, to support and
motivate CHWSs in ways appropriate to their spe-
cial attributes. they can do so by promoting VHTs
and recognizing their work through providing moral
support to VHTs, promoting health better prac-
tices and providing a forum for VHTs, and facili-
tating and following up in the implementation of
health practices promoted by VHTs.

According to study findings in table 6, it was
found that 19.3% of the respondents acknowl-
edged that incentives increase the outreach area of
their services; this is supported by Walker and Jan
(2005) who stated that VHTs increase the coverage
and equity of health services delivery compared
with alternative modes of the service organization.
But most studies, while useful and necessary for
decision-making, leave out key elements of VHT
programs such as altruism, volunteerism, commu-
nity norms, reciprocity, and duty; these tend not to
be reflected well in estimates of cost-effectiveness.

Still, under incentives on VHTs performance,
the study revealed that 42.1% of the respondents
noted that incentives serve as motivators for attrac-
tion and retention of VHTs. This is in agreement
with Bhattacharyya et al., (2001) who cited that at-
trition rates for CHWs were attributed to multiple
causes especially to inadequate pay.

The findings in table 7 revealed that there was
a lack of a transparent mechanism for promo-
tions and rewards,7% noted that incentives are not
evenly distributed which infringes on VHT services,
14% found that the number of times reward in-
centives are given is unrealistic, 33.3% noted that
there was inconsistency in the supply of incentives
to VHTs and 26.3% stated that they are not ade-
quate compared to the needs. these findings are
in support of Janssen (2006)who held that workers
with positive attitudes would devote more efforts
in their work, and if their organizations rewarded



them fairly in the exchange process, they are likely
to continue investigating their skills, time, and ef-
fort this ultimately translates to higher levels of
retention. In essence, the social exchange theory
implies that positive attitudes as a result of fair re-
wards by firms enhance workers' willingness to stay
in health promotions activities.

Reasons why supplied incentives have not
improved on VHT performance.

The reason why supplied incentives have not im-
proved VHT performance is due to inconsistency in
supply, inadequate supplies compared to the need,
lack of a transparent mechanism for promotions
and rewards, and the number of times rewards are
given.

These results are supported by Dieleman et al.,
(2003) who argued that a transparent mechanism
for promotions and rewards is positively associ-
ated with the performance of VHTs if the essence
of incentives is to be felt by VHTs, a study carried
out in Vietnam, revealed that rural health workers
demonstrated that those seeking to upgrade their
skills through training for a diploma or certificate
did not understand the criteria for the selection
of candidates and therefore felt that the process
was arbitrary. Whereas in Nepal, health workers in
rural areas were critical of a policy that offered the
potential for sponsored higher education abroad
but did not link these opportunities to perform
(Ferrinho et al., 2004). Better information, com-
munication, job descriptions, accountability, and
criteria for rewards could increase transparency
and health worker motivation.

Availability of supplies on the performance
of VHTs towards promoting health services in
the area.

The findings indicate that there is a significant
relationship between the availability of supplies on
the performance of VHTs.

According to (WHO, 2004) the provision of essen-
tial supplies and specialized training is significant
for the promotion of health services. Resources
are limited and training opportunities are scarce. A
way of improving training opportunities, which was
suggested by the WHO migration study, involves
using open learning courses to provide updated
knowledge to medical staff. Making it less likely to
‘lose’ them as a result of a combination of favorable
overseas experience and lack of job satisfaction at
home.

Caldwell (2002) contended that the availability of
a range of supplies is of paramount importance in
determining the effectiveness of services. There-
fore, expansion in the availability of supplies makes
accessibility of these services affordable.

There is a need for a positive correlation between
the availability of supplies and better health out-
comes, as well as increased coverage of essential
health interventions. These correlations have been
demonstrated in several cross-country ecological
analyses (Anand and Barnighausen, 2007). The cur-
rent system of health services and settings is often
poorly equipped to meet the diverse acute and pre-
ventive health needs of communities (Lawrence,
2009). Although there is an urgent need for health
services, many people remain undeserved due to
limited supplies needed to meet the high demand
hence limiting the performance of VHTs.

It should also be noted that not only is there a
lack of equipment but also the supply of compe-
tent VHTs to meet the ever-increasing demand for
health care.

This is following the World Health Report 2006,
which estimated that the world lacks about 4million
health workers if a minimum level of health out-
comes is to achieve (WHO, 2006). The report identi-
fied 57'crisis'‘countries as being the most affected
by this dearth in health personnel, predominantly
in Sub-Saharan Africa and Asia. Such shortages are
symptoms of a poorly managed health workforce
and health care system. The causes of the crisis
are complex and have to do with insufficient pro-
duction capacity, but also with an inability to keep
the workers that are being produced in the places
where they are most needed. Therefore, because
of the complex web of factors that influences the
mobility of health workers, any efforts to scale up
the health workforce in response to the crisis must
be combined with effective measures to attract and
maintain both existing and newly trained health
workers where they are needed most. Notably, in
the majority of countries, rural and remote areas
are usually lacking sufficient numbers of health
workers. Approximately one-half of the global pop-
ulation lives in rural areas, but these areas are
served by only 38% of the total nursing workforce
and by less than a quarter of the total physicians’
workforce.

Support supervision on the performance of VHTs
towards promoting health services in the area.



The chi-square test finding indicated that there
is a positive relationship between support supervi-
sion and performance of VHTSs, thus rejecting the
null hypothesis.

These findings are in line with Holland and
Adams (2002:228) who pointed out that the right
supervision supports professional development,
enhances personal

and collaborative inquiry, promotes critique, and
helps people learn. To this, Acheson and Gail
(2003) highlighted that supervision is not autocratic
but collaborative and interactive. Furthermore, it
is not directive but democratic. It is also more
teacher-centered rather than being an authorita-
tive supervisor-centered activity. Dieleman (2003)
puts it aptly when he stresses that the supervisor
can be seen as “a teacher of teachers” .thus, Sachs
(20030 observed that health workers are engaged
in a wide variety of tasks which are added to face
-to face teaching .system appear to be demanding

more and more of VHTs. these extra duties in-
clude; health pedagogy design and development;
planning marketing and community relations. fur-
ther still, young (1998) claims that morale is often
influenced more by outside factors than internal
ones . Rogers(1992) identifies both internal and
external factors as influencing morale, highlighting
‘pace of bureaucratic change; discipline and man-
agement concerns; staff and staff relations; time
and workload pressures ‘ as the most common
stressors for VHTSs.

Therefore, the significance of supervision is
based on the notion that support supervision
which enhances professional development oppor-
tunities encourages VHTs to engage in critical think-
ing about current ways of teaching, develop new
approaches, and evaluate how new interventions
affect service quality (Kellecher,2003) .effective pro-
fessional development changes VHTs ‘values, be-
liefs, and practices to positively impact health

promotion (Mc Donald,2009); Desimone

et.al.2006). However, professional development
should not be

held in the traditional division-sponsored or one-
day workshop manner because that type of profes-
sional development focuses on transmitting

knowledge to VHTs rather than VHTs constructing
and internalizing

knowledge ( Mc Donald,2009). Therefore, ef-
fective professional development for improving
VHTs performance encompasses long-term com-

mitment, reflective practice, and collaboration to
change

health practices (McDonald,2009; Stronge,2002).

W.H.0 (2006) Postulated that good supervision
and management should include adequate techni-
cal support and feedback recognition of achieve-
ments, good communication, clear roles and re-
sponsibilities, norms and codes of conduct which
are critical to the performance of the health system
and the quality of care. Weak support supervision
and management have been identified as a factor
in job dissatisfaction in many countries, in this case
among VHTs in Uganda (WHO, 2004)

According to the findings of this study in table
10 revealed that 50% of the respondents noted
that they do not receive regular supervision from
health staff. This is in line with Ofosu-Amaah (1983)
and Bhattacharyya et.al (2001) who asserted that
the success of VHT programs hinges on regular
and reliable support and supervision. It Is equally
acknowledged, however, that supervision is often
among the weakest links in CHW programs in the
nation.

W.H.O (1990) reported the weakness of support
supervision in VHTSs ‘activities, which are often irreg-
ular or nonexistent, and it accounts for poor ser-
vice delivery among VHTs. It is further noted that
in the worst cases, VHT does not even know who
their supervisors are or what they can expect from
them (Gray and Ciroma, 1988). Gilson et.al (1989)
pointed out that often the need for supervision has
been either overlooked or underestimated or not
adequately planned for also the supervisor’s knowl-
edge of what their tasks are often ill-defined. Ofusu-
Amaah (1983) revealed that supervision is often left
mostly to staff (mainly nurses) in the health services
instead of community participation since in most
cases community supervision has recorded multi-
ple successes. They, however, may not understand
the CHWSs ‘or their role properly and may resent
the additional task (Gilson et.al 1989). Most impor-
tantly, however, the greatest need for supervision
exists in the most remote areas, where health ser-
vices are most overstretched and ill-equipped.

Following the study findings,45% of the respon-
dents noted that health staff do not provide them
with urgent materials

needed to extend health in the communities and
government

rarely support VHTs activities to reach out to
needy communities respectively. This was echoed



by Stinson et.al (1998) who found that, although su-
pervision is often identified as the vehicle through
which the quality of health care services can be as-
sured, it typically receives neither the human nor
financial support needed to fully conduct and sus-
tain the necessary supervisory activities. In the
current decentralization of health services manage-
ment occurring in many countries, full responsibil-
ity for the supervision of facility and community
health workers has been shifted to area and dis-
trict levels, often without providing the training and
resources needed to undertake supervisory func-
tions.

Furthermore, the activities with which supervi-
sors are charged are often poorly defined. Health
care systems have a wide range of options in devel-
oping a locally appropriate and sustainable super-
vision strategy at the primary level. key issues are
who supervision of facility and community health
workers has been shifted to area and district levels,
often without providing the training and resources
needed to undertake supervisory functions.

Accordingly, the study in table 10 revealed that
insufficient support increases the VHT's attrition
rate; this is in agreement with Charleston (1994) in
their study of the impact of a nutrition intervention
on a CHW programmer. They found that continu-
ous supervision diminishes the sense of isolation
that VHTs usually experience in the field and helps
to sustain their interest and motivation to do their
assigned tasks (Charleston, Johnson& Tam, 1994).

Further still, of the respondents affirmed that
insufficient support limits service quality, 36. 8%
pointed out that insufficient support demoralizes
VHTs and 10.5%stressed that insufficient support
leads to loss of direction in service delivery. This is
in light of Gilson et.al (1989) who noted that sup-
port supervision works hand in hand with other
forms of support, in particular logistics and infras-
tructure support. Issues such as the reliable pro-
vision of transport, drug supplies, and equipment
have been identified as another weak link in VHTs
performance. Reasons can gain be found in the
fact that VHTSs, as a rule, operate on the periphery,
both organizing and geographically. They are the
first to lose training opportunities and supervisory
visits, but also transport and drug supplies (Gilson
et.al 1989). The result is not only that they cannot
do their job properly, but also that their standing
in communities is undermined. Failure to meet
the expectations of these populations destroys the

credibility of the VHTs (Ofosu- Amaah ,1983). if
CHWs are used are

used in programmers that have

drug treatment at their core, the situation be-
comes more critical ( farmer et al.2001), but
most programmers include the need for supply
of drugs and/or equipment, including transport
(SOCHARA,2005).

Also, lack of a support system in the health sec-
tor negatively affects outcomes for instance Bhat-
tachryya.K, et .al (2009)noted that training is a
means of supervision. It is well established and
accepted that careful and regular supervision im-
pacts profoundly on the quality of service delivery.
Without supervision, staff easily feel unappreciated
and insecure, particularly in the implementation of
new policies and treatment regimes.

This sense of insecurity and lack of appreciation
may in turn lead to disenchantment with, and re-
sistance to the information process in the health
sector and hence render the health services insuf-
ficient. Yet despite overwhelming agreement on
its importance, support and regular supervision
remain one of the weakest aspects in the health
sector. Both national and local government health
departments must explore mechanisms to improve
supervision, particularly of staff working at lower
levels of the service and in rural areas. This re-
quires skills development of supervisors, but also
the incorporation of supervisory duties into con-
tracts and workloads of professionals employed at
different levels of the service (including in provincial
and regional tertiary and secondary level facilities).
While nurses in primary care facilities

must be obligated and enabled to accompany
CHWs on their rounds in communities, profession-
als working in management, academic institution,
and hospitals might in their performance agree-
ment be required to spend part of their time sup-
porting and supervising nurses and managers in
clinics,sub-districts, and districts.

Amongst the 22 respondents issued in its task-
shifting guidelines, the WHO proposed that:' coun-
tries should define the roles

and the associated competency levels required
both for existing cadres 'VHTS' that are extending
their scope of practice and for those cadres that
are being newly created under the task shifting
approach ’ .these standards should be the basis
for establishing recruitment, training, and evalua-
tion criteria (WHO,2008). Support supervision and



clinical mentoring should be regularly provided to
all health workers within the structure and func-
tions of health teams. Individuals who are tasked
with providing support supervision or clinical men-
toring to health workers to whom tasks are being
shifted should themselves be competent and have
appropriate supervisory skills in this way, the per-
formance of VHT can be enhanced (WHO, 2008).

Additionally, WHO pointed out that countries
need to recognize that essential services cannot
be provided by people working voluntarily if they
are to be sustainable, while volunteers can make a
valuable contribution on a short term or part-time
basis, trained health workers who are providing es-
sential health services, including community health
workers, should receive adequate wages and /or
other appropriate and commensurate incentives
(WHO, 2008).

Factors that hinder the performance of VHTs in
health promotions.

ndicates that among the factors that hinder the
performance of VHTs is the reluctance of commu-
nity members to get involved, less time committed
to VHT activities, lack of men's involvement, and
transport constraints among others.

Similarly, WHO, (2006) noted that dramatic in-
equities, but also insufficient absolute numbers of
health personnel, have been identified as one of
the key impediments in the improvement of health
system performance worldwide. The 2006 World
Health Report puts the global shortage of health
workers at 4.3 million. The lack of skills is aggra-
vated by insufficient supervision, particularly in ru-
ral areas where community service VHTs find them-
selves as the only doctors in health facilities. Not
only do they find themselves often knowing what
to do, but also not knowing who to ask for instance
(Reid S, 2003).

Also the study attitudes as serious to the quality
hindrance to the quality of health promotion as it
was noted by Gilson et al., (1989)who stated the

attitudes and interactions of health person-
nel in the formal health services with CHWSs
have an immediate impact on critical aspects of
CHW69programme management, such as selec-
tion, continuing training, and supervision. In many
cases, these interactions have been affected by
how programs have been introduced. CHW pro-
grams have commonly been advocated by enthu-
siasts with local experience, who persuade pol-
icymakers to scale up the initiative and imple-

ment programs on a large scale. This has fre-
quently resulted in the implementation of inade-
quate thought-though schemes without the full par-
ticipation of health personnel at the local level. In
many programs, the VHTs are usually not involved
in the planning, implementation, monitoring, and
evaluation of such programs which makes them
lend little support to those initiatives.

Among the measures suggested to improve VHT
performance include improvement on transporta-
tion, local government's involvement, continuous
training of VHTs, and encouraging men to get in-
volved.

in the same vein, Moore et.al (2007) asserted that
the use of mid-level health workers plays an impor-
tant role in VHT health promotion, as it widens ac-
cess and coverage, and ensures service delivery in
areas, which are otherwise severely underserved.
International experience suggests that mid-level
workers if properly trained and supported, can ren-
der health care within their scope of practice, which
is of equal or better quality than that rendered by
health professionals.

likewise, the training mid-level and community
based requires acceleration and standardization.
if VHTs associates are to substantially strengthen
staffing in community health programs shortly,
numbers of trainees should be substantially in-
creased and their training

and deployment carefully monitored. the train-
ing of CHWs remains wholly unsatisfactory .while
certain minimum standards have been set in the
policy, these are not being met. regional health de-
partments should ensure that staffing, resources,
and infrastructure for the compulsory training of all
CHWs are available, and that training is conducted
as well as monitored regularly and reliably Stein-
lechner et al.(2006).

Health issues still dire in the area

Among the health, still dire in the area include
poor sanitation and drainage, malaria, teenage
pregnancies, poor nutrition, and drug and alcohol
abuse.

The findings are in line with the 1997 Kampala
Declaration on sanitation (KDS) guides that found
that the promotion of hygiene and sanitation in
Uganda is still poor, for example, national latrine
coverage is at 62.4% and this is below the tar-
get of 70% at the end of HSSP11. The situation
is worse in some districts such as Abim, Kabong,
Kotido Nakapiripiriti, and other rural and slum



areas, where latrines coverage is less than 10%,
and housing conditions are also poor with three-
quarters of the households having floors made of
earth, sand or drug .only 14% of the persons wash
hands with soap against a target of 70% .overall
during the HSSP Il period there was a decrease
in the incidence of diarrhea diseases. the annual
incidence of cholera fell from15/100,000 in 2005
to 3/100,000 in 2009 and that of dysentery de-
creased from288/100,000 in 2005254/100,000 in
2009. There was also a decrease in the case fatality
rate of diarrhoeal diseases. cholera case fatality

rate ( CFR) FELL FROM 2.5 % IN 2005 TO 2.1%
[ 2009 ; dysentery CFR from 0.11% in 2005 to 0.08%
; and acute watery diarrheas case fatality rate

Fell from 1.2% in 2006 to 0.9% in 2009; but per-
sistent diarrhea CFR increased from 0.7% to 1.3%
.inadequate resources, high level of poverty, in-
adequate awareness, poor enforcement of public
health bye-laws, and cultural factors in some

regions ( e.g. in Karamoja) are major challenges
that have affected the implementation of environ-
mental health programs.

In brief, the study is in agreement with earlier
findings that revealed that the health conditions
in Uganda are still bad. And these can partly be
attributed to the poor incentive packages, limited
availability of supplies, and weak support supervi-
sion system (Ministry of Health, 2009).

Relationship between incentives, availability of
supplies, and support supervision on the perfor-
mance of VHTs on health promotion.

Findings have revealed that there was a positive
association between incentives, availability of sup-
plies, and support supervision on the performance
of VHTs in health promotion. Those findings are
supported by the study of CARE (2002) that sustain-
ability of the community-based workers is not only
dependent on the provision of financial and other
resources, but equally, on effective and good su-
pervision .these two are almost equally expensive,
yet critical.

It is stated that the operational environment has
many different actors, with different cultures and
approaches, and should be streamlined to avoid
the creation of too much dependence, or occa-
sions where communities hold projects at ransom
for salaries and other material benefits .for sus-
tainability, community action plan generated at vil-
lage/parish levels for improved health care directly
related to adopted incentives, availability of sup-

plies and support supervision; in line with commu-
nity participation and leadership and other fund-
ing or service providing partners for implementa-
tion rather than only to the mother organization
(Care,2002).

In a similar vein, Fowler(1996) suggested that su-
pervision provided on an individual basis aims to
enable the supervisee to do the job better and to
provide informed, enhancing interaction, such as
professional support, role development, improving
confidence,intra-and 72inter-professional network-
ing, and improved job control and satisfaction to
improve students’ outcomes.

7 Conclusion.
In conclusion, the study has found the significance
of VHTs in promoting health practices to be positive
.results have substantially revealed that in the pres-
ence of well-facilitated VHTSs, the health conditions
of Nabuyoga Town Council can be actualized .this
implies that the performance of VHT activities is
dependent on the adopted incentives, availability
of supplies and support supervision .once these
aspects are well managed and channeled to VHTs
then the levels of health conditions will be realized.

Hence, results suggest that there should be com-
prehensive management strategies in terms of in-
centives to increase recognition and social accep-
tance of VHTSs to increase job satisfaction and mo-
tivation .following a study of rural health workers
in northern Vietnam, it was revealed that appreci-
ation by supervisors, colleagues, and the commu-
nity was a major motivator.(Dieleman et.al., 2003)
.these findings assert the importance of incentives
on VHT activities from within and out. the lack of
positive feedbacks when the VHTs performed well
negatively affected the health outcomes of VHTSs.

In addition, the study has revealed that the lack
of adequate and regular supply of key inputs or
facilitates negatively affected VHTs performance;
it shows the progress of accessing the neediest
people in remote areas .likewise, the significance
of support supervision has also been established
to be positively associated with the performance
of VHT activities.

On the other hand, the study found that women
were the main participants in VHT activities com-
pared to their counterparts the men. Also, it is
widely presumed that the reluctance of men to be
involved in VHTs negatively impacted the perfor-



mance of the health practices. In short, incentive
packages are used as a means to attract, retain
and motivate VHTSs; thus they should be embedded
in comprehensive workforce planning and devel-
opment strategies. Availing supplies needed by
VHTs are essential for the sustainability of health
projects; and lastly, encouraging support supervi-
sion is of great significance in terms of enhancing
technical skills, motivating, and keeping the VHTs
positively committed to the advancement of health
promotion.

An effective management system needs to have
the capacity to regularly assess the performance of
VHTs and engagement of well- trained health work-
ers in the supervision of VHTS This may be difficult
in rural and remote areas where supervision and
management are weak, the simplified system can
be developed, drawing on health workers them-
selves to assist in designing a system.

Recommendation.

Based on the study findings, the researcher sug-
gests that to ensure sustainability and good perfor-
mance of VHTs, it would be worthwhile to improve
on incentives given to VHTs especially transport re-
funds for them to respond promptly to the local
needs.

There is also a need to improve the supply of-
fered to the communities through VHTs.the ser-
vices need to be consistent and based on locally
relevant priorities and issues identified by various
community representatives.

There is a need for continuous supervision and
training of VHTs and their supervisors especially
in the area of record-keeping and report making.
the community members can be involved in the
supervision and monitoring of VHT activities in the
areas.

These recommendations are derived from the
fact that community members are the main stake-
holders that can positively and constructively sup-
port the success of VHT activities in terms of incen-
tives, supplying simple but sound inputs, and offer-
ing support supervision on the activities carried out
by VHTs. Hence community -based monitoring in-
volves drawing in, activating, motivating, capacity
building, and allowing the community and its repre-
sentatives, for example, community-based organi-
zations (CBOs), people’'s movement, and voluntary
organizations to directly give feedback about the
functioning of VHT health services. the community
monitoring process involves a three-way partner-

ship between healthcare supervisors and providers
(health system); the community,community-based
organizations. The emphasis is based on the devel-
opment spirit of fact-finding and ‘learning lessons
for improvement 'rather than ‘fault-finding. Garg
and Laskar, (2009).

Area of further studies.

Based on the investigation, the researcher sug-
gested that there should be a further study in ex-
amining the prevalence of attrition among VHTs in
the Nabuyoga town council. The rationale of this
gesture is the fact that attrition of VHTs negatively
affects the health sector in the area since VHT's ac-
tivities are said to be associated with wide service
coverage when supported by local and national
institutions.
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