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Abstract
This study is about the Government of Uganda’s commitment to fulfilling the right to health of its rural poor with a focus on the Village Health Teams (VHTs).  The study was based on fieldwork conducted in Luwero District in July-August 2011. In the study, the origin of the VHT concept is traced to the 1978 Alma Ata declaration, where health was entrenched as a basic human right (Gillam 2008; 536).  At Alma Ata, member countries agreed that Primary Health Care (PHC) through the VHTs was the means through which universal health would be achieved (WHO 1978). This study was particularly guided by comparisons between three Latin America countries of Costa Rica, Nicaragua and Colombia with Uganda that adopted the Alma Ata guidelines for PHC implementation. Key to the study was and understanding of how the Human Rights Based Approach (HRBA) and Alma-Ata guidelines enabled successful VHT interventions in Latin America and the lessons this has to offer for successful VHT implementation in Uganda.  
 Successful implementation of the VHT model in the Latin American countries shows that VHTs have a strong potential to solve the health manpower gaps prevailing in rural areas. However, although official government documents show compliance to the HRBA and Alma Ata guidelines, empirical data from Luwero reveal great discrepancies. It is apparent that political commitment, a key aspect of the Latin American successful intervention is inadequate to sustain the program in Uganda. This was manifested through the inadequate motivation, incentives and haphazard training which compromise VHTs ability to perform their roles. Further, the absence of an integrated health system to integrate data from the community into the formal health system undermines the opportunity for evidence-based health planning at both local and national levels.  More general reflections on the Ugandan experience, made at the end of study, were possible due to an unpublished situation analysis on VHT practiced, obtained from UNICEF offices in Uganda.

Relevance to Development Studies

It is obvious that economic resources have an impact on the availability of health care resources and consequently on health. At the same time, the health of a population is of strong importance for their economic capability (Flessa 2007: 415). Both the Alma-Ata declaration and Millenium Development Goals have broadened this relationship by emphasizing the importance of intersectoral approaches to poverty reduction and development (Walley 2008: 1004). It is therefore imperative to note that effective and efficient investment in health will start a spiral of development and health (Op.cit.: 415). Similarly, the promotion and protection of people’s health is essential to sustained economic and social development (WHO 1978: 1).(MoH 2009: 8 This is in line with the National Health Policy Vision which states that “A healthy and productive population that contributes to economic growth and national development )
 To achieve this, the World Health Organisation contends that the answer to the world’s health problems lie in Primary Health Care (PHC) (Bender and Pitkin 1987: 516). In reference to this, the Government of Uganda in its Health Sector Strategic Plan (HSSP) III acknowledges that PHC shall remain the major strategy for health service delivery. This is because it promotes community participation through the Village Health Team (VHT) model (MoH, 2010: 40).  Primary Health Care is also the most cost-effective approach to achieve the Millennium Development Goals and the wider goal of universal access to healthcare (Walley 2008: 1001). This is because it provides for the principles of acceptability, accessibility, appropriateness and affordable healthcare required of a healthcare system (Kinney 2000: 1469).

Therefore PHC, if properly implemented would advance health equity in all countries rich and poor and as a result promote human and national development (Op. cit.: 1001). 
Keywords

Village Health Teams, Primary Health Care, Alma-Ata declaration. 
CHAPTER 1:

INTRODUCTION 

The World Health Organisation (WHO) defines health as “a state of complete physical, mental and social wellbeing and not merely the absence of disease or infirmity,” (WHO 1946: Preamble). “The enjoyment of the highest attainable standard of health has been recognized as a fundamental human right since the adoption of the World Health Organisation constitution in 1946,” (Leary 1994: 25). This fundamental human right is to be enjoyed by all regardless of status, class, religion or sex (United Nations 1948 Art. 25). Countries have ratified numerous international and regional human rights treaties in order to recognize this right (Op.cit: 26).  However, several of these countries especially those with low incomes still face challenges with universal access to healthcare.  
Unequal development in different countries in the promotion of health and control of diseases especially communicable diseases is a common danger (WHO 1946: Preamble). Similarly, the Alma Ata declaration acknowledges the gross health inequalities in health status of people especially between the developed and developing countries as well as within countries politically, socially and economically (WHO 1978: Sub. Sec II). Disparities in health within countries is usually attributed to the gross development biases that benefit the urban more than the rural leaving the rural with poor socio-economic indicators including health.

Uganda, just like the rest of Africa with a population of 30.7 million and a population growth rate of 3.2% has over 88% of its population rural based (MoH 2009: 1). The country still faces a double burden of disease particularly the communicable diseases 75% of which are easily preventable (Ibid). Furthermore, social determinants of health like education, poverty, gender power relations that are crucial in the prevention and management of health indicators are generally poorer in the rural areas than the urban (Ibid). Similarly, access to healthcare particularly in the rural areas is inhibited by inadequate health facilities and health inputs like manpower, equipment, drugs and supplies.

In order to ensure universal access to healthcare, the 1978 Alma Ata declaration stressed that PHC shall be the key to attaining health for all by 2000 and beyond in the spirit of social justice (WHO 1978: No. V). Furthermore, national governments were responsible for developing measures and strategies that are relevant to their unique social, economic, political and cultural conditions.

Consequently, in 2001, the Ministry of Health in Uganda developed the VHT strategy as an innovative approach to : empower communities to participate in their own health; strengthen the delivery of health services at both community and household level and as a means to realize the Alma Ata declaration (MoH 2010
 : 5). Through this innovative strategy, Primary Health Care would be implemented as a way to ensure universal access to health care for all.
1.1
Statement of the Research Problem 

The VHTs have been trained in several districts of Uganda including Luwero with only 53% of the population are within 5km reach of a health facility (MoH 2010) resulting into poor health indicators like 46% immunization coverage, 36% facility attended deliveries, and 54% pit latrine coverage (Ibid.: 10) The VHTs developed in each village have a strong potential to improve rural access to healthcare due to their mix of preventive, promotive and basic curative roles (Walley 2008: 1001). The VHT role mix enables the strategy  to effectively utilize insufficient health inputs typical of rural areas. However, although the VHT model seemingly has a strong potential to strengthen intersectoral collaboration in improving community health through addressing the different social determinants of health, health indicators in districts where VHTs have been operationalised are still undesirable. This may be attributed to lack of adequate political will to sustain the program resulting into ill facilitation, inadequate motivation and haphazard training. This has resulted into high attrition rates and low morale among the VHTs as confirmed by the MoH through the HSSP III which notes; “Attrition is quite high among VHTs, mainly due to lack of emoluments,” (MoH 2010: 5). Consequently, this has rendered the model of non-effect with regard to improving community health. This research paper therefore explored the level of commitment by the Government of Uganda in fulfilling the right to health of its rural poor through the adoption of the VHT concept. 

1.2
Relevance and Justification.

Before joining ISS, I worked on an integrated Malaria, HIV/AIDS and TB project that AMREF
 implemented in partnership with the MoH. The Project goal was to improve rural access to health care and promote integrated management of Malaria, HIV/AIDS and TB in two rural districts of Luwero and Kiboga. Given the high health worker:  population ratio (1:24,000)
 which is usually higher in rural areas, VHT development was a major milestone in this project if any physical and information access was to be achieved. MoH Staff trained and provided guidelines for VHT functions. VHT members were expected to perform several roles like maintaining the Community Based Health Management Information System (CBHMIS), treating minor childhood illnesses like Diarrheoa yet operated basically as volunteers with minimal facilitation. They lacked the stationery, record and report books needed to fill the CBHMIS, lacked basic drugs for treating minor childhood illnesses and there was no effective referral mechanism in place to enable referral of major illnesses and complications. VHTs were expected to get motivated through a feeling that they are able to good to their community (Innocent 2007). However, their basic source of motivation was also frustrated since they could not be of help to the community. The situation was worsened by the fact that the MoH officials and other health workers still expected results in form of monthly reports from such a team of volunteers. It resulted into high attrition rates and a general loss of morale among the VHT who no longer had the enthusiasm to serve the communities in the capacities under which they had been elected.
 
Conscious of the prevailing manpower gaps especially in the rural areas (MoH 2010: 21). I was convinced that the VHT model has a very strong potential in bridging the manpower gaps especially in the rural areas and promote rural communities’ right to healthcare. If only the members of the VHTs were well prepared, facilitated and motivated. I therefore desired to know the origin of the VHT concept, find out whether it worked for any countries and the circumstances under which this was possible. This personal and professional experience with this project inspired me to conduct a research on the level of commitment the Government of Uganda has in fulfilling health rights of its rural poor particularly in Luwero district where the Government seemingly feels obliged to reconstruct and improve infrastructure that was broken down during the bush war that brought it to power.
Furthermore states have a human rights duty to establish mechanisms that facilitate and enable community participation in health related planning, policy-making, implementation, monitoring and accountability (Arbour 2006). The Village Health Teams concept provides this mechanism. Its participatory and cost-effective means to promoting community health rights and acting as a bridge between the formal health system and the communities cannot be over-emphasized (Bender and Pitkin 1987). However, although the Government is calling upon development partners to assist in the development of VHTs in districts where they are lacking, it is important that the Government puts in place measures and conditions favorable for the VHTs to perform their duties as was guided by the 1978 Alma-Ata Declaration on implementing PHC. 
Furthermore the MoH through the National Health Policy (NHP) acknowledges that PHC shall remain the major strategy for the delivery of health services in Uganda (MoH 2009: 9). Through this study therefore, I hope to contribute to streamlining PHC implementation in Uganda to promote effectiveness, efficiency and equity in health service delivery.
1.3
Objectives of the research

This research seeks to investigate how the Government of Uganda through the adoption of the VHT concept is committed to meeting its international, regional and national obligations to its rural citizens’ attainment of the Right to Health.  
1.3.1 Main Research Question

With reference to the Alma-Ata guidelines on implementing PHC, what role do VHTs have in promoting the Right to Health of rural communities in Uganda?
1.3.2 Sub-questions

1. How does the VHT concept, arise from and relate to the Alma-Ata declaration on implementing PHC? 
2. How does the Government of Uganda understand the role of VHTs in fulfilling the Right to Health of its rural poor?
3. How – in the view of VHT members, other stakeholders and backed by the Alma-Ata guidelines on PHC could the Government better facilitate and enable VHTs to perform their duties?
1.4
Research Methods and Strategy  
In this section I will discuss the choice of Luwero district and provide an overview of how data was collected, processed and analyzed to answer the central research question and sub-questions. 

1.4.1
Why the district of Luwero?
This research was conducted in Luwero District in Central Uganda. It was in this district that the Bush war (1981-1986) that brought the current Government to power took place. It is usually referred to as the Luwero Triangle. The five-year war that took place in the district left a lot of infrastructure broken down and led to the fleeing of resourceful personnel like health workers. After the current government took over power, it seemingly felt obliged to reconstruct the broken infrastructure the district suffered during war.  This obligation saw the new Government embarking on a reconstruction programme for the district with a special Ministry in charge of ‘The Luwero Triangle.’ Among the reconstruction objectives was to improve community health where the Government constructed several health facilities and rehabilitated others. 

The Health Sector Strategic Plan (HSSP) III 2000 provides that at least 80% of the population in every district be within 5km reach of the health facility. However, Luwero district covering 5773.53 sq. km with a total population of 492,182 people out of whom 91.1% rural based has only 53% of the population within the 5km reach of the health facility (MoH 2010). Furthermore, even those who meet this requirement face other access barriers to health especially in terms of the key health inputs like human resources, drugs and equipment (Kiwanuka et al 2008). The VHTs developed in this district just like the rest of the districts in Uganda can potentially improve access to health care by the community. However, the low morale among VHTs accruing from their ill facilitation and high attrition rates seem to have worked to undermine the VHT’s potential to bridge the gaps in the community members’ access to healthcare.  

Furthermore, preference for the district was based on the fact that Luwero district is a model district with regard to the National Resistance Movement (NRM
) Government’s political commitment and goodwill to improving community health that prompted the researcher to conduct this research there since this would provide a good representation of the general level of political commitment by the Government of Uganda to improve access to health care and guaranteeing the right to health for rural communities elsewhere in the country.

1.4.2
Research instruments, data sources and data collection techniques.

The Research applied both Primary and Secondary data sources. Primary data was qualitative and was collected through focus group discussions, personal interviews, key informant interviews and observation. Secondary data sources took the form of desk reviews. The triangulation of both methods and sources enriched the results and contributed to the authenticity of the study. 

Table 1.1: Sources of information and methods of data collection
	Research sub-question
	Method of data collection
	Comment

	How does the VHT concept, arise from and relate to the 1978 Alma-Ata declaration on implementing P HC 

	Secondary data sources were used to answer this question.

A review was made of the legal instruments (both conventions and declarations) that classify health as a basic human right at international, regional and national levels. These particular instruments include; UDHR, ICESCR, CRC, CEDAW, ACHPR and the Uganda constitution.

An in-depth analysis was made of the Alma-Ata declaration principles and guidelines and compared with the VHT model guidelines as implemented by the Uganda Ministry of Health

A final Review was made of official documents relating to health e.g. HSSP, NHP, Uganda constitution, Uganda Human Rights Commission and the VHT model as a means to ensure equity and social justice in healthcare provision.
	From the review, it was clear that the global and regional human rights instruments (Conventions and declarations) particularly the Alma-Ata declaration greatly informed Uganda VHT model as a means to ensure universal access to healthcare.

The overlaps in principle and strategy between guidelines set at Alma-Ata, HRBA and the VHT model could not go unnoticed.

	How does the Government of Uganda understand the role of VHTs in fulfilling the Right to Health of its rural poor?

	Both secondary and primary data sources were used.

A review was made of the HSSP 1 that identified gaps in health provisioning and recommended the increased involvement of communities in community health. This led to the adoption of the VHT model as a way to involve communities and offer a solution to the manpower gaps in the health sector.

A further review was made of the VHT manual clearly stating the goal, objective, strategy and the specific roles to be played by the VHTs in promoting rural access to healthcare.

This position was confirmed by primary data sources through the focus group discussions (FGD) with the VHT members and members of the community, and personal interviews with the health specialist at UNICEF in Kampala, the District Director of Health Services (DDHS) in Luwero and the health workers involved in training and supervising members of the VHTs.

A situational analysis conducted by UNICEF 2009 (Not yet published) was also very relevant in backing up the information collected through personal interviews, focus group discussions and observation with the community members, members of the VHTs and health workers involved in VHT work
	A combination of both primary and secondary sources was useful in providing the true picture of what is happening on the ground in comparison to what should be as stipulated in the VHT manual and other official health documents. 

This was very important in establishing the discrepancy and therefore provided justification for the research.

	How – in the view of VHT members, other stakeholders and backed by the Alma-Ata guidelines on PHC could the Government of Uganda better facilitate and enable VHTs to perform their duties?

	Both secondary and primary data sources were used. 

A review of literature on the guidelines set at Alma-Ata was relevant in determining the standard and principles to be adhered to when involving communities in promoting health care.

To bring the global picture into perspective, a further review was made of countries elsewhere that adopted the guidelines and standards set at Alma-Ata in involving communities in promoting rural access to healthcare.

Through key informant interviews with the health specialist at UNICEF in Kampala, the DDHS in Luwero, the health workers involved in VHT work, members of the VHTs and members of the community, the real situations and conditions under which VHT members work was documented.
	Reviewing the Alma-Ata guidelines, exploring how countries elsewhere adhered to the guidelines in involving communities in health promotion and later exploring the conditions under which VHTs work in Uganda was very relevant in determining the difference in approach and later providing a basis on which to gauge the level of commitment by the GoU in fulfilling the right to health of its rural poor.


Source: Own creation
Selection of respondents 
Respondents were selected from Nyimbwa sub-county in Katikamu Health Sub-district of Luwero district.   

Although I had initially planned to select a random sample to enable  generalization, conditions found on the ground dictated otherwise. Instead, the study adopted purposive sampling method since not all trained members of the VHTs and community are still active. I worked with the health workers to identify which members of VHTs were still active. Responded were then selected from this group.
Similarly, VHT members identified members of their communities that would be willing to participate in the FGDs. I was aware that relying on the health workers and members of the VHTs to select VHT members and community members respectively to participate in the study might have biases. This is because selecting specific people may generate specific information. However, despite this limitation, I found this method beneficial to the study because it clearly brought out the controversies between what VHTs claim to do and what actually happens on the ground since we heard from the very people they serve as we shall explore in Chapter 4 (4.2). This method of selection clearly brought out the controversy that could have been missed if random sampling was employed.
Purposive sampling was further used to select Civil Society Staff (CSO) and health workers to participate in the study since not all of them participated in VHT development (O’Leary 2010)
Snowball sampling method was applied to identify the respondent at the UNICEF offices in Kampala (Ibid).
1.4.2.1
Data collection methods.

 The data collection collection methods were FGDs and Personal Interviews which yielded interesting results based on discussions with close to 50 people in total. 
I found using FGDs a reasonably reliable form of data collection for VHT volunteers and local community members, since this group of respondents have quite similar socio-economic characteristics and similar experiences (O’Leary 2010).  FGDs also provided me with the opportunity to get an accurate picture of local understandings of what is happening on the ground in relation to VHTs and access to healthcare. This was possible because the method allowed me to create rapport with respondents enabled their opening up on issues they could have hesitated over if another method was employed (Ibid: 196).  FGDs also highlighted consensus and disagreements over various relevant issues in a useful way like with the issue of VHT selection as discussed in sec. 4.2. 
The language used for the FGD was mainly Luganda especially among the members of the community and a mix of both Luganda and English for the members of the VHTs. This was done with ease because I am fluent in both languages and therefore did not require a translator.  
Key Informant Interviews (KII) were held with health workers involved with VHTs. The interviews were semi structured to allow flexibility to probe deemed relevant to the study (Ibid: 195). A total of 12 KII. Health workers interviewed were at all levels. Among these were the DDHS, DHMIS, CSO staff, and UNICEF. 
Since I was researching on a real life issue, I found it ideal to adopt a bottom-up approach while collecting primary data. This was very beneficial in discussing genuine concerns from community members, members of the VHTs and health workers involved with VHTs.  This was strategically planned to better inform policy-makers that when they advocate for training of VHT members, they take into consideration views from; members of the VHTs, health workers involved with VHTs and the wider community about the role VHTs play in enabling the community accessing health care and thereby enabling them to realize their right to health. 
Two other FGDs were conducted with VHT members. Having heard from the community members, it was crucial that I hear from the people offering the service to the community. This was important since it is the focus of the study. I not only needed to know what they do and how they do it but also understand how they feel about the whole programme.

A documentary review of literature related to other PHC country programs particularly Latin American countries was very helpful in placing the Ugandan situation into perspective and crucial for understanding the operationalisation of the Alma Ata guidelines of PHC implementation.
1.5
Scope and limitation of the research.
While conducting this study, I was faced with strengths, opportunities and challenges. One of the strengths involved conducting the research within the district where I previously worked. This offered a great opportunity for me especially with meeting all the resource persons needed to the study. 

Secondly, my ability to speak the local language was very advantageous to me in two ways; firstly, it was cost effective since I did not need to hire a translator; secondly, there was efficient communication with all my respondents; thirdly, I retained the originality of responses which contributed to the authenticity of findings which would have been compromised if I had used a translator.

 To enable me successfully conduct this research, I was keen on some ethical consideration which included receiving a letter from the institute and assured respondent of confidentiality of any issues deemed controvercial.This letter worked to introduce me to my respondents and cleared any doubts about the purpose of the study.

Although I had strengths and opportunities which I explored to ensure the research is conducted within the time and resources allocated, I still faced a few challenges like;
As earlier mentioned, I was unable to employ a random sampling technique as previously hoped. This posed a challenge especially with regard to desire to generalize findings.  However, this challenge was addressed through my receipt  the 2009 UNICEF funded unpublished VHT situational analysis that covered all the issues around which I collected primary data. This situational analysis covered all 80 districts with trained VHTs. Since this was more inclusive, it enabled generalization of findings.
Another key challenge is the lack of reports and statistics about the work of VHTs at all levels (sub-county, district levels or in the health facilities). The absence of reports and statistics made it hard for me to determine impact accruing to the work of VHTs. The absence of reports especially in the health facilities was attributed to the lack of a system that integrates community based health management information captured from VHT monthly report with that from the mainstream health system. Parallel reporting provides a big gap in data management. The gaps in information were bridged with data from the UNICEF 2009 situational analysis and data from AMREF, Luwero field office.
1.6
Overview of the paper

This paper will start by providing a framework for the analysis of health as a basic human right. It specifically traces the right to health to the 1948 Universal Declaration of Human Rights (UDHR) and the subsequent international legal instruments both conventions and declarations. Basing on the core obligations that state parties like Uganda have to guarantee this right, this chapter will further explore how the HRBA through the Alma Ata declaration should be employed to promote this rights’ realization.

In chapter three, contextual access to healthcare in Uganda will be presented with particular focus on Luwero district. The chapter will explore interventions particularly the PHC and VHT model adopted by the GoU to promote this access. Drawing from experiences of other country PHC programs, I will explore how the PHC and VHT concept advocated at the Alma Ata have been successful in promoting rural access to healthcare. 
In Chapter four a presentation of field findings will give a clear picture of PHC and VHT implementation in Uganda which when compared with the previous review of other successful country programs will provide a basis for the conclusions to be made in chapter five on whether government commitment to PHC implementation is sufficient to sustain the VHT program thereby making the appropriate recommendations on how best this could be achieved.
CHAPTER 2:

HRBA and access to healthcare

This study was significantly informed by the HRBA to health provisioning. This chapter will provide a framework for conceptualising health as a basic human right. Tracing its framing as a fundamental human right to the 1948 UDHR, I shall explore the international regional and national obligations that guarantee health as a fundamental human right and explore the core obligations by state parties to realise this right. It will further explore the duties and obligations expected of both duty bearers and right holders regarding realising their right to health in line with the HRBA. Particular to this study, the chapter will explore how the HRBA through the Alma Ata declaration should guide countries in fulfilling their citizens right to health.
2.1
Framing health as a basic human right

The Constitution of the WHO defines health as a state of complete physical, mental and social wellbeing and not merely the absence of disease or infirmity (WHO 1946: 1). “The enjoyment of the highest attainable standard of health  has been recognized as a fundamental human right since the adoption of the constitution of the World Health Organization in 1946” (Leary 1994: 25). Conceptualizing something as a right emphasizes its exceptional importance as a social or public good (Roemer as cited in Leary 1994: 36). 

General comment 14 of the United Nations (UN) Committee on Economic, Social and Cultural Rights (ICESCR) further notes that: 
the right to health is not to be understood as the right to be healthy and that the right to health contains both freedoms and entitlements … The entitlements include the right to a system of health protection which provides equality of opportunity for people to enjoy the highest attainable level of health (Kinney 2000: 1468). 
Similarly and in contrast to the conventional understanding of healthcare as the provision of medical services, I agree with Professor Ruth Roemer in her comprehensive definition of healthcare to:  

Encompass protective environmental services, prevention and health promotion and therapeutical services as well as related actions in sanitation, environmental engineering, housing and social welfare (Roemer as cited in Leary 1994: 31).  
This definition of healthcare is in agreement with General Comment 14’s interpretation of the right to health defined in article 12(1) of the Covenant on Economic, Social and Cultural Rights (CESCR):

As an inclusive right extending not only to timely and appropriate healthcare but also to the underlying determinants of health such as access to safe and portable water and adequate sanitation an adequate supply of safe food, nutrition and housing, healthy occupational and environmental conditions and access to health-related education and information, including on sexual and reproductive health (United Nations 2000: Para 11,Kinney 2000: 1469) 
To ensure universal attainment of the right to health, several legal instruments and declarations have been developed at the International level. Including the 1946 World Health Organization constitution  (WHO 1946), Article 25 of the UDHR (United Nations 1948), which culminated into the drafting of instruments that are binding on states like the 1966 Covenant on Economic Social and Cultural Rights (ICESCR) in Art. 12 (1), 1979 Covenant on the Elimination of all forms of Discrimination Against Women (CEDAW) in Art. 11(1)f, the 1989 Convention on the Rights of the Child (UNCRC) in Art. 24(1) and the 1965 Convention on the Elimination Racial Discrimination (CERD) (Van Banning et al 2004; Constitution 2006) all of which Uganda is state party. 

Besides the international instruments, regional instruments have also been developed to enforce the right to health. For example, the Organization of African Union (OAU) currently named the African Union (AU) promoted the right to health in Art. 16 of the African Charter on Human and People’s Rights (ACHPR) (OAU 1981) and article 14 of the African Charter on the Rights and Welfare of the Child  (Ibid).

These charters and conventions at both the regional and international levels guided the Government of Uganda’s provision for this right in chapter 4 Art. 20 and 39 of its Constitution (GoU 2006). The Government of Uganda’s domestication of international and national legal instruments that guarantee the right to health is of paramount importance as noted by Prof. Roemer that:

 The principal function of a constitutional provision for the right to healthcare is usually symbolic. It sets forth the intention of the government to protect the health of its citizens. A statement of national policy alone is not sufficient to assure entitlement to healthcare; the right must be developed through specific statutes, programs and services. But setting forth the right to healthcare in a constitution serves to inform the people that protection of their health is official policy of the government and is reflected in the basic law of the land (Roemer as cited in Leary 1994: 35)
2.2
Core Human rights obligations of the state

Through the signing of the human rights treaties, three levels of obligations
 are imposed on governments which are: the obligation to respect; obligation to protect and the obligation to fulfil (Kinney 2000: 1469, United Nations 2000: No.  33).
            The obligation to respect requires state parties to refrain from interfering directly or indirectly with the enjoyment of the right to health (United Nations 2000: No. 33). This obligation generally requires the state parties to avoid any measures that may deprive individuals from enjoying their right to health or of the ability to satisfy this right by themselves (Van Banning et al. 2004: 16). Particularly, the obligation to respect requires state parties to refrain from denying or limiting equal access for all persons to preventive, curative and palliative health services (United  Nations  2000: No. 24).
Similarly, the obligation to protect requires governments to take measures that prevent third parties from interfering with article 12 guarantees (Op.cit.: 16). This obligation requires state parties to adopt legislative and other measures to ensure equal access to healthcare and related services by third parties (Op.cit.: No. 35). It particularly seeks to ensure that privatisation of the health sector does not compromise the principles of availability, accessibility, acceptability and quality of health services (Ibid). Furthermore, this obligation requires state parties to ensure that medical practitioners and other health professions meet appropriate standards of education, skill and ethical codes of conduct (Ibid).
According to General comment 14, the obligation to fulfil is sometimes sub-divided into the obligation to facilitate, provide and promote which include the following measures:
The obligation to fulfil (facilitate) requires States inter alia to take positive measures that enable and assist individuals and communities to enjoy the right to health. States parties are also obliged to fulfil (provide) a specific right contained in the Covenant when individuals or a group are unable, for reasons beyond their control, to realize that right themselves by the means at their disposal. The obligation to fulfil (promote) the right to health requires States to undertake actions that create, maintain and restore the health of the population. Such obligations include: (i) fostering recognition of factors favouring positive health results, e.g. research and provision of information; (ii) ensuring that health services are culturally appropriate and that health care staff are trained to recognize and respond to the specific needs of vulnerable or marginalized groups; (iii) ensuring that the State meets its obligations in the dissemination of appropriate information relating to healthy lifestyles and nutrition, harmful traditional practices and the availability of services; (iv) supporting people in making informed choices about their health (United Nations 2000: Para 37).
Similarly, the Office of the High Commissioner for Human Rights (OHCHR) notes that the obligation to fulfil is sometimes sub-divided into obligations to facilitate and to provide for its realization. The obligation to facilitate requires state parties to engage proactively in activities that would promote people’s ability to meet their own needs for instance in the case of health the obligation requires governments to empower communities to manage their own health and the obligation to ‘provide’ requires governments to go a step further and ensure actual provision of health care services for example through provision of supplies and drugs, ensure the availability of medical personnel and facilities (Arbour 2006: 3). 
The Government of Uganda, in its attempt to meet its obligation to fulfil the right to health adopted the Village Health Team concept as a way of empowering communities to manage their own health. Through this study therefore I intend to explore how the government of Uganda has not only adopted the village health team concept but also facilitated and provided for them to promote rural access to healthcare.
2.3 Human rights based approach to access to  healthcare (HRBA)
In order to realise the right to health of its rural poor, the government of Uganda was guided by the HRBA to adopt and implement the Village Health Team concept. The OHCHR defines a HRBA as:

A conceptual framework for the process of human development that is normatively based on international human rights standards and operationally directed to promoting and protecting human rights. It seeks to analyse inequalities which lie at the heart of development problems and redress discriminatory practices and unjust distributions of power that impede development progress …. A HRBA identifies rights holders and their entitlements and the corresponding duty bearers and their obligations and works towards strengthening the capacities of rights holders to make their claims and duty bearers to meet their obligations (Arbour 2006: 15).
The concept of health as a human right emphasises social and ethical aspects of healthcare and health status since these are exemplified in principles underlying all international human rights (Roemer as cited in Leary 1994: 35). Although there is no universal manual on implementing HRBA, UN agencies agreed to a number of guidelines and principles
 that should provide guidance on human rights related planning. A human rights based approach to development satisfies two basic conditions; the attainment of a desired outcome and the establishment of an adequate process to achieve and sustain that outcome (Gready and Ensor 2005: 48).  A good process should be characterised by participation, local ownership, empowerment and sustainability. It is therefore important to note that while human rights standards outline the minimum acceptable level of an outcome, human rights principles explain the basic criteria for an acceptable process to achieve the outcome (Ibid: 49). 
According to Roemer, a rights perspective on health focusses on elements of all rights and applies them to health status issues in the following ways: 
Conceptualising something as a right emphasises its exceptional importance as a social or public goal; rights concepts focus on the dignity of persons; equality or non-discrimination is a fundamental principle of human rights; participation of individuals and groups in issues affecting them is an essential aspect of human rights; the concept of rights implies entitlement; rights are interdependent; rights are almost never absolute and may be limited but such limitation maybe subject to strict scrutiny (Roemer as cited in Leary 1994a : 36).
 Additionally, General Comment 14 conceptualises access to healthcare to provide for five interrelated aspects of availability, accessibility, acceptability and Quality of healthcare (United Nations 2000: Art. 12). To ensure availability, public health facilities should be  functional and in sufficient quantities within the state which should cover the underlying determinants of health like safe water, adequate sanitation and medical staff; to provide for accessibility health facilities should be reachable to all without discrimination; to provide for  acceptability, health facilities should be in conformity with medical ethics and yet still be culturally appropriate; finally to guarantee quality, health facilities should be scientifically and medically appropriate and of good quality (Ibid) 
Similarly, Kiwanuka et al defines accessibility as the degree to which individuals are inhibited or facilitated in their ability to gain entry to and to receive care from the healthcare system (Kiwanuka et al. 2008: 1070).
2.5
HRBA to healthcare provisioning through the VHT model.
Inspired by the UDHR international conventions and in response to the global health inequities prevailing between countries in the south and those in the North, WHO and UNICEF organised an international conference in Alma Ata. At this international well attended conference, health was entrenched as a basic human right to be attained by all by the year 2000 (Gillam 2008: 536).  PHC was declared as the means through which this could be achieved (Bender and Pitkin 1978). Similarly in 2001, the GoU adopted the VHT concept as a means to ensure rural access to healthcare (UNICEF 2010). The VHT model was preferred because it provides a mechanism through which communities can participate and be empowered to manage their own health as required by the HRBA (WHO 1978: Sec. IV).  Figure 2.1
 below shows a Mapping of theories and concepts used in the study
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Figure 2.1: Human Rights Based Approach (HRBA) to rural health framework
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Fig. 2.1 shows the relationships GoU has with other stakeholder sna institution in health provisioning. The Alma Ata organised by WHO was inspired by the UDHR and international conventions discussed earlier in sec. 2.1 and the subsequent obligations detailed in 2.2. At the Alma Ata declaration, the obligations required of states to fulfil the right to health were asserted and PHC through the VHT was advocated as the most feasible and cost effective means to ensure universal access to all (WHO 1978 ; Bender and Pitkin 1987). The VHTs bridge the gap between communities and the formal health system using PHC (Ibid). However, it is important to note that for VHTs to be relevant, the formal health systems should be well facilitated and equipped with basic health inputs. This is a major obligation of the GoU in response to its requirement to meet the right to health.

Although the GoU should facilitate both VHTs and health systems as a precondition for the success of PHC program, foreign debt, recession, globalisation and development aid have greatly weakened the national policy levers relevant to implement economic, social and cultural rights (Robertson 1994: 694). Similarly, global politics has promoted privatisation of services which contradicts the social justice spirit at Alma Ata as noted by Gaay that; the culture underlying economic globalisation is based on individualism rather than social justice (Gaay 2006).
Further, although UNICEF and WHO sponsored the Alma Ata declaration they each preferred a different approach (Walley 2008: 1001). While WHO advocated for comprehensive PHC intervention because of its attention to both the process and outcome, UNICEF advocated for selective intervention because it was measurable and clearly showed outcomes (Gready and Ensor 2005: 49). This delayed adoption and progress in several countries like Uganda that heavily rely on donors for programme implementation. Furthermore, their disagreement also affects progress because they both fund different CSOs that may not work in synergy due disagreement among the big two UN agencies. 
The focus of this study is on the relationship between the formal health system and the communities. After GoU had equipped health facilities, VHTs would then act as a bridge connecting communities to the formal health system (Bender and Pitkin 1987: 516). It is therefore very important that the GoU facilitates both the formal health system and communities otherwise, if the health system lacks basic health inputs, there will be no bridge along which PHC can advance (Ibid). This is because the two levels reinforce each other as illustrated in table 2.1 below;
Table 2.1: Roles of VHTs and formal health systems

	VHT
	Formal Health System

	Home visiting
	Technical support to VHTs

	Disease Surveillance
	Have sufficient drugs and other health supplies

	Community mobilisation for health services
	Utilise data from CBHMIS for planning

	Health promotion and education
	Support supervision

	Management of CBHMIS
	Coordinate with the VHTs

	Follow-up treatment of patients (TB/HIV)
	Attend to referred cases by VHTs

	Distribution of health commodities
	

	Treat minor childhood illnesses
	

	Refer patients for further management
	


Source: HSSP 2010/2011

From 2.1 above, it is also evident that VHTs and the formal health system reinforce each other. For example; if VHTs refer patients to the health facility there should be all the health inputs required to attend to the referred patients.
Through this chapter, I realise that Uganda ratified several international and regional instruments on the right to health. Similarly it is party to several declarations especially the Alma Ata that is key to this study and consequently domesticated these declarations in its constitution as a way of pledging to the Ugandan citizens that it will meet its obligations to the right to health. However, global politics and the influence of international agencies noted in this section clearly shows that framing something as a right does not in itself guarantee its realisation . This is because of other factors that have to be put into consideration as discussed the chapter.

Chapter 3.
Has PHC worked in countries?

Conscious that Uganda desires to meet its obligations to the right to health as noted in the previous chapter, I will start with an analysis of access to healthcare in the Ugandan context clearly identifying the gaps. Aware that Uganda adopted the VHT concept as a way to improve access to healthcare, I will bring the global picture into perspective, by discussing how other PHC country programs in Costa Rica, Nicaragua and Colombia the three Latin American countries
  successfully  implemented PHC country programs with guidelines from Alma Ata. For clarity of comparison, the Ugandan VHT implementation strategy will be analysed alongside these countries to check out for any similarities or deviations. A justification for PHC over conventional health provisioning will be presented and further explain why the VHW is its major component. Finally, the links in principle between the HRBA and Alma Ata guidelines of implementing PHC will be explored.
3.1
Rural access to healthcare in Uganda; a situational analysis

The Uganda 2002 population census estimated Uganda’s population at 24.2 million with 48.5% males and 51.5% females. 88% of this population is rural based (Ministry of Health: 30). During the post independence era (1962-1971), Uganda had one of the best healthcare systems in Africa (Ministry of Health 2009: 1). However, following two decades of unrest the healthcare system collapsed (Ministry Of Health 2009: 1; Bariyo 2004). According to the Uganda Demographic Health Survey (UDHS) 2000-2001, health indicators stagnated and others deteriorated. The table below shows stagnation in infant and maternal mortality rates between 1995 to 2000. 

Table 3.1: Stagnating health indicators in the 1990s


	Indicator
	1995
	2000
	PEAP Target

(2005)
	MDG Target

(2015)

	Infant Mortality
	81
	88
	68
	41

	Maternal Mortality
	505
	505
	345
	131


Source: (Uganda Bureau of Statistics (UBOS) and ORC Macro 2001: 99, 198)
Table 3.1 above shows that between 1995 to 2000, infant mortality worsened while maternal mortality stagnated. Although these statistics are limited by both sampling and non-sampling errors which usually compromise their accuracy (Ibid: 209), they provide an overview of the situation prevailing on the ground. Several factors could be attributed to this poor performance.
 Particularly, access to healthcare was and is still constrained by inadequate health inputs like manpower, equipment, drugs and supplies which are characteristic (Kiwanuka et al. 2008).  After the war, GoU embarked on reconstruction and rehabilitation programmes (MoH 2009: 1). Firstly, it  put in place political and economic environment conducive to growth (Ibid). The alarming figures at noted in the UDHS coupled with the desire to meet its  obligations regarding the right to health, compelled the GoU to effect comprehensive sector wide reforms whose blue print was the HSSP I. Its major aim was “To reduce morbidity and Mortality from major causes of ill health in Uganda and the disparities there in as a contribution to poverty eradication and economic and social development of the people” (Tashobya et al. 2006: 17). 

Particularly, in order to ensure access to health services, the GoU constructed more facilities and upgraded others. Facilities constructed include Out-patient Departments, theatres, maternity and children wards, staff houses thereby achieving 72% of the population within 5km reach of a health facility against a target of 85% (MoH 2010: 19.  However, despite this achievement, the 2008/2009 annual health sector performance report indicated that only 40% of these facilities were functional and most of them were in a poor state with about 17% of them needing replacement (Ibid).  

Another study conducted by the Ministry of Health in 2009 revealed that only 33% of the population believed that there were drugs in the health facilities (MoH 2010: 22). This is because the drug stock out rates in public hospitals was at 72.9% and those in the private hospitals at 7.6% (Ibid). Worth noting also is that service provision in the private hospitals which have a more reliable drug supply is commercial.  This makes it economically inaccessible to the rural poor who may not be in position to pay (Kinney 2000: 1469). This situation on the ground confirms that physical accessibility to health facilities does not automatically translate into ability to utilise health facilities. 

Similarly, an inventory of health staff currently in the country shows gross manpower gaps especially in the rural areas. Worth noting also is that 40% of these work for the private sector or are in duo-employment with no policy in place to regulate their duo employment (MoH, 2010: 20). The absence of a policy to regulate their duo employment provides a challenge for the public sector to optimally utilise their services (Ibid.: 20). Inadequate health manpower prevailing especially in the rural areas (see fig.3.1 below) and the lack of a policy in place to regulate duo employment of the few public health staff compromises the principle of availability  of health services required of a health care system (Kinney 2000).
Figure 3.1: Manpower gaps in the public health sector [image: image1.emf]
Source: HSSP 2010/11-2014/15 Pg. 21
The public health service structure in Uganda involves the National Referral Hospitals (NRH) like Mulago and Butabika found at national level, Regional Referral Hospitals (RRH) found in the regions, General Hospitals (GH) located in every district, Health Centre IV (HC IV) found at health sub-district level, Health Centre III (HC III) found at sub county level, Health Centre II (HC II) found at parish level and the Health centre I (HC I) VHT equivalent (Ministry of Health, Government of Uganda: 5, National Health Policy; 3). The parish is the smallest administration unit.

From the table, I note that the national and regional hospitals have 10%, 15% and 31% vacant positions respectively.  Health facilities that are closer to the communities have greater health manpower gaps with health centre II, III and IV which are closest to the communities have the highest percentage of manpower gap at 67%, 55% and 45% respectively. Although health workers are generally few in the country, the situation is worse in rural and hard to reach areas (MoH 2009: 5). It is also evident from the table that the nearer to the communities, the higher the health manpower gaps yet this is where the majority of the population, most of who are poor and vulnerable to disease are found. 
Similarly, it is ironical to note that although the poor and vulnerable that are predominantly found in the rural areas experience greater disease burden, they have limited access to healthcare. This is because “Nearly 70% of medical doctors and dentists, 80% of pharmacists, 40% of midwives are in urban areas serving only 13% of the population” (MoH, 2010: 19) It therefore goes without saying that although the Government of Uganda has constructed health centres in almost every parish thereby increasing the average population within 5km reach of a health facility to 72% against the HSSP target of 85% (Ibid), this has not in any way translated into improved access to healthcare due to the lack of health inputs like drugs, manpower and equipment (Kiwanuka et al. 2008).

Besides the inadequacy of health inputs, social determinants of health are equally poor in the poor in the rural areas. For example the 2006 UDHS emphasised the role determinants of health like education play in health promotion (Op. cit.). Further analysis of this data showed that determinants of health like education, poverty and gender power relations were generally worse in the rural areas compared to the urban areas (Ibid). 
Furthermore, the Ministry of Health acknowledges that 75% of the disease burden in Uganda is preventable through improved hygiene and sanitation, vaccination against child killer diseases, good nutrition and other preventive measures such as use of condoms and insecticide treated nets for malaria (MoH 2010). This burden of preventable diseases that Uganda still suffers can better be eliminated through improved health literacy and the involvement of communities (Tashobya et al. 2006). This was done through adopting the VHT concept in 2001 This was with a view to shift the traditional thinking of ill health and hospitals to health in the communities (Bender and Pitkin 1987). Promoting health in communities meant empowering community members to manage their own health. This would be achieved through PHC and the VHT.
. 
3.2 The concept of Primary Health Care?

At the 1978 Alma Ata conference, PHC was found to be the solution to world’s health problems similar to those prevailing in Uganda (WHO 1978 Sec X). This is because through PHC, “… the wider goal of universal access to healthcare characterised by principles of acceptability, accessibility, appropriateness and quality of healthcare services would be achieved,” (Walley  2008: 1001). 

At the Alma-Ata declaration, PHC was defined as, 

“Essential healthcare based on practical, scientifically sound and socially acceptable methods and technology made universally accessible to individuals and families in the community through their full participation and at a cost that the community and country can afford to maintain at every stage of their development in the spirit of self-reliance and self-determination. It forms an integral part both of the country’s health system of which it’s the central function and main focus and of the overall social and economic development of the community. It is the first level of contact of individuals, the family and the community with the national health system bringing health care as close as possible to where people live and work, and constitutes the first element of a continuing healthcare process” (Bender and Pitkin 1987: 517).
However, at the Alma-Ata declaration, there was no defined strategy for implementing and monitoring for accountability (Walley 2008: 1001). Instead countries were required to develop PHC models that are relevant to their political, socio-cultural and economic conditions (Bender and Pitkin 1987: 517). Besides developing country-specific PHC programmes, other PHC implementation guidelines given at the Alma Ata declaration include that: 
PHC responds to the main health problems in the community; Priority programs for PHC include health education (Prevention and control of prevailing problems); promotion of proper nutrition, water supply and sanitation; maternal and child health including family planning; immunisations; prevention and control of locally endemic diseases; treatment of common diseases and injuries and the provision of essential drugs; intersectoral cooperation is important; community participation and initiation are necessary; PHC is sustained by integrated and supportive referral system; PHC relies on health workers of all levels (doctors, nurses, midwives, community health workers as well as traditional practitioners”(World Health Organisation 1978: Sec VII; Bender and Pitkin 1987: 517).
The role of the VHT member was paramount because Article IV of the Alma Ata declaration notes that: “The people have the right and duty to participate individually and collectively in the planning and implementation of their health” (WHO 1978: Sec IV).  Therefore if participation is key any PHC initiatives as advocated by Alma Ata declaration (Ibid) which could be attained through the VHT (Bender and Pitkin 1987: 518). By definition, PHC relies on community participation and therefore the role of the VHT worker cannot be over-emphasized (Ibid). Due to this strength, with adequate facilitation, VHT would no doubt go a long way in enabling the community members to realize their right to health care since their services would be accessible, acceptable, appropriate and affordable (Walley 2008). 

3.3
Review of PHC implementation in Latin American countries
In order to effectively appreciate the potential VHTs have in improving community health and to effectively assess VHT policy implementation in Uganda, it is useful to explore how the Alma-Ata guidelines caused improvement in access to healthcare as by the marginalized populations.  The review will focus on the three Latin American countries and the Ugandan situation will be reviewed alongside theirs. This will provide a yardstick for; determining Uganda’s compliance to the Alma Ata guidelines and predict whether the prevailing VHT circumstances may yield any positive improvement in rural access to healthcare. Furthermore, the review will provide a basis for answering the third research sub-question which seeks to find recommendation to the Government of Uganda on how best to facilitate and motivate VHTs to perform their role.
Table 3.2: Similarities and differences in approach to PHC by different countries
	Similarities
	Differences
	Comment on differences

	In each of the three Latin American country programs, just like Uganda, the role of the VHW is paramount. 
	Adopted different titles to refer to VHW
	Costa Rica-rural health assistants and community health aide;
Nicaragua-Brigadistas

Colombia- Health promoter and Responsables
Uganda , Village Health Team members

	Community participation was key
This is applicable to Uganda as well
	Training duration varied from country to country. While Costa Rica and Colombia trained for initial 16 weeks and later had on job support supervision, Nicaragua trained for only one week without on job training. 
Uganda, average training days are 5 days.
	Training duration varied from country to country.

	Analysis of the political/social/economic situation done.

	Different countries adopted different strategies. 
The Ugandan VHT model is very similar to that of Costa Rica
	Costa-Rica with majority rural based, decentralized health services and empowered lower level health units to support VHWs.
Nicaragua with 46% rural centrally planned healthcare to reach all

Colombia with population twice as high as Costa Rica adopted pilot programmes backed by Gov’t decrees
Uganda there is no literature to show the basis on which the VHT strategy was adopted. From the field findings, there seems further revealed that 

	All four country programs with Uganda inclusive, registered impact in access to healthcare.
	Motivation and re-imbursement. While Costa Rica and Colombia
 (for some VHWs) had cash re-imbursements for their VHWs, Just like Uganda, Nicaragua and other Colombian VHWs did not have cash re-imbursements.
	VHW retention rates high among VHWs receiving re-imbursements than those not.
Attrition rates were high among VHWs not re-imbursed than those with cash re-imbursements

	Sustainability plans were drawn basing on the impact created. This applied for all Latin American countries
	Different countries registered degrees of impact.
Unlike the Latin American countries, Uganda had no sustainability plans in place
	Costa Rica program was noted to be the most successful followed by Colombia and Nicaragua respectively.


Source: Bender &Pitkin, VHT brochure
Table 3.2 shows that all four country programs were considerably successful. However the degree of success varied from country to country basing on priority and level of investment.
In all of them, the role of the community health worker was recognized.
Additionally, although all the three country programs (excluding Uganda) followed the Alma Ata guidelines in PHC implementation, they adopted different strategies. This is because at Alma Ata, there was no how- to- manual for implementing PHC but rather a set of principles that would guide countries to develop PHC programs (WHO 1978: Sec VII). The fact that there was no how-to-manual to implement PHC, reliance on political commitment was implied (Lawn et al 2008). This was confirmed by Bender and Pitkin when they said that: “Of primary importance in the successful implementation of PHC is a national commitment to PHC as well as the dedication of the necessary resources to achieve such a goal” (Bender and Pitkin: 527)
Further, this clearly shows an overlap in theory between the Human Rights Based Approaches (HRBA) and guidelines set at 1978 Alma-Ata conference which guided their programming. Put differently, the HRBA provided the principles which the Alma-Ata declaration operationalized. 
 
As advocated at the Alma Ata, PHC was the solution to the gross health inequities between countries (WHO 1978). Since developing countries like Uganda are usually characterized by inadequate and poorly facilitated healthcare systems, “The wide range of preventive and curative services provided through Primary Health Care (PHC) are more advantageous and cost-effective for low and middle income countries than the traditional curative hospital based approach (Walley 2008: 1001).  
3.4 Links in theory between HRBA and Alma-Ata guidelines

From the review of PHC country programs, compliance to the 1978 Alma Ata guidelines is evident. Key to these guidelines was; Community participation through the VHW model, empowerment through VHW trainings who later trained their communities, the absence of a universal manual on how to implement PHC but rather that countries develop programs that reflect their political, social and economic characteristics (World Health Organisation 1978). 
Similarly, a HRBA, “identifies rights holders (and their entitlements) and corresponding duty bearers (and their obligations) and works towards strengthening the capacities of rights holders to make their claims and of duty bearers to meet their obligations” (Arbour 2006: 37). At the Alma Ata declaration, health was entrenched as a basic human right to be enjoyed by all without discrimination (Gillam 2008: 536). With a focus on the deprived, excluded and vulnerable, the HRBA recognises the rights holders as key actors in their own development rather than passive recipients of commodities and services (Op.cit). To promote recipient participation, the declaration recognised that, “the people have a right and duty to participate individually and collectively in planning and implementation of their healthcare” (World Health Organisation 1978: Sec IV). However, to ensure meaningful participation, the four PHC country programs reviewed empower communities to manage their health through training (Bender  and Pitkin 1987). 

Furthermore, an ideal HRBA employs both the deductive and inductive approaches in synergy (Arbour 2006: 37). The deductive approach defines minimum standards of realising a particular right and develops enforcement mechanisms to ensure prioritising and implementation of a given right by the state parties. For example, Alma Ata declaration based on the UDHR and international conventions like the CESCR, CRC, CEDAW to compel government to prioritise PHC as a means for universally realising the right to health. It compels duty bearers to meet their obligations.

Similarly, the Alma Ata declaration employed the inductive approach by developing a mechanism through which right holders would be empowered to claim their right and perform their duties. This was done through declaring in its article IV that people have a right and duty to participate individually and collectively in the planning and implementation of their  (World Health Organisation 1978: Sec IV). Consequently community members are empowered through training to participate and implement their healthcare.

Furthermore, a critical analysis of the process through which PHC country programmes in Latin America created impact was created reveals characteristics of a good HRBA process. According to Gready and Ensor, a good HRBA process is keen on both process and outcome (Gready and Ensor 2005: 48). A good process is characterised by participation, local ownership, empowerment and sustainability (Ibid).
From the review of the Latin American PHC country programmes, the requirements for a good process were met through; community participation where each of the country programs recognised the role of community organisations in PHC and particularly the role of the VHW who was legitimised by the community; local ownership which was enhanced through the countries’ involvement of communities in ensuring universal access to healthcare; empowerment which was achieved through the five basic roles of community organisation which involved; setting roles, organising community action for solving problems that could not be solved individually, legitimising the VHW, financially supporting the services, and linking health activities to wider community goals (Bender and Pitkin 1987: 518). These five roles coupled with capacity building for the VHWs who later educated the wider community on health related matters greatly empowered communities to manage their health. Sustainability was in-built in the three afore mentioned characteristics. Through conducting community sensitisations proper health practices, the VHW addresses the root causes of  ill health which is a major component of the HRBA (Gready and Ensor 2005: 297).
Finally Gready and Ensor recommend that a HRBA should be strategic (Ibid). Just like fulfilling the requirement of a good process as earlier discussed, at the Alma Ata conference, there was no one-size-fits-all manual on PHC implementation (Walley 2008: 1001) and instead, countries received guidelines within which PHC country programs should be developed (World Health Organisation 1978: 2). The major aim for this was that countries develop PHC programs that are relevant to their political, social and cultural conditions (World Health Organisation 1978: Sec. 2; Bender and Pitkin: 517). Although this was highly criticised and supposedly attributed to PHC failure in countries, I believe it is the ideal approach according to the HRBA to programming. The fact that social, economic, cultural, political or even historical conditions of any two countries are not homogenous, developing a one-size-fits-all strategy would not only be unrealistic but also not practical.
An analysis of the three Latin American country programs reveals that although different countries adopted different strategies of implementing PHC, they were all guided by the Alma Ata guidelines and principles of the HRBA. In addition, impact registered in these countries shows that PHC through the VHW is a sustainable and cost effective means of ensuring universal access to healthcare. Important to note also is that analysis of the Ugandan situation alongside the Latin American programs revealed that the GoU was conscious of the Alma Ata guidelines when adopting the VHT concept. Consciousness of the Alma Ata guidelines accounts for the similarities with the Latin American programmes, Alma Ata declarations and the HRBA while the differences may be attributed to non compliance. Since it is now apparent that the GoU is aware of the Alma Ata guidelines of PHC implementation, any inconsistencies in practice as will be revealed in the next chapter may not be attributed to lack of policy awareness or ignorance.

CHAPTER 4.  Ugandan VHT Model: the reality.
Introduction 

A review of the Latin American countries covered in the previous chapter reveals that PHC has a strong potential to improve access to healthcare among the previously marginalised and excluded if certain conditions as advocated at the Alma Ata declaration are met. This chapter will therefore present and discuss findings on the current situation of VHTs to determine whether the pre-conditions for efficiency and sustainability are present in VHTs for Luwero district. With data from 2009 UNICEF situational analysis, generalising of findings may be possible. These findings will later provide the study with a basis for making conclusions on the circumstances under which VHTs are working and whether they can substantially contribute to promoting rural access to healthcare. 

 
Although the study revealed several issues regarding VHTs and the gaps in their operation, for purposes of scope and focus, the research will limit documentation of findings to seven specific issues that are relevant to the study objectives and as guided by the research questions. These focal points are: VHT percentage coverage by district; Steps taken by government in its attempt to fulfil rural communities’ right to health; Community participation and ownership of the VHT concept; Capacity of VHTs to perform their tasks; VHT facilitation; VHT motivation and finally, VHT data utilisation.

4.1 VHT percentage coverage by district

According to the NHP, 88% of the Ugandan population is rural based (Ministry of Health 2009: 1). I, therefore found it relevant to explore VHT percentage coverage by district so as to determine the extent to which the Government of Uganda has adopted the concept. However, since the geographical scope of the study was limited to one district, I relied on data from the 2009 UNICEF
 funded VHT situational analysis for this area of focus.

Figure 4.1: Percentage districts with VHTs
Source: UNICEF 2009

Fig. 4.1 shows that 77% of the districts in Uganda have trained VHTs. This serves to reflect the extent to which the GoU has adopted the VHT model as a means to improve rural access to healthcare. In the forthcoming section, basing on data collected in Luwero district which will be backed by data from the 2009 situational analysis, I shall explore the circumstances under which VHTs are operating. Basing on comparisons made with the Latin American countries that implemented PHC programs, I shall be in position to predict the effectiveness and sustainability potential of VHTs in their current state.
4.2
Steps taken by Government to fulfil rural communities’ right to health

I obtained Information relating to this area of focus from both primary and secondary data sources.
Respondents at several levels including the community members and members of the VHTs acknowledged that the Government of Uganda has constructed health facilities in almost every parish in the district. It has promoted Immunisation coverage, availed family planning services in almost every health facility, some health education materials (posters) are in all health facilities and HIV counseling and testing facilities are easily available. Through my interview with the District Director of Health Services when I inquired about what the government of Uganda has done in promoting rural access to healthcare, he responded that;

“The Government has constructed health units at almost every parish in the district. It has provided some little allowances to health workers. It has also acknowledged that it does not have the capacity to provide universal healthcare and therefore opened room for private practitioners.” KII with Dr. Agaba DDHS (Luwero) July 29th, 2011.

Indeed the Private sector plays an important role in health service delivery in Uganda covering almost 50%(Ministry of Health, 2010).  Further, the  2010 HSSP confirms the assertion made by the Doctor and members of the community and VHTs that the current population within 5km reach of a health facility is currently at 72% against the target of 80% (Ministry of Health 2010: 19). However, with 72.9% drug stock out in public health facilities, 40% of the equipment in  these facilities needing replacement and the over 67% manpower gaps in the lower level health units (Ministry of Health  2010: 22),   72% of the population within 5km reach of a health facility does not itself translate into improved access to and utilization of health services.
This position is further reinforced by general comment 14 of the ICESCR which states that a healthcare system of a state should have institutional characteristics which should provide for availability of all health inputs  which should include drugs, equipment and human resources (United Nations 2000: Art. 12 (a) ; Kinney 2000: 1469). Similarly, accessibility should be characterized by aspects of physical accessibility, economic accessibility or affordability and information accessibility (Ibid). Furthermore, the health facilities should be culturally acceptable yet still meet the medical standards (Ibid).
The institutional characteristics as provided by General article 14 of  ICESCR and confirmed through the analysis made in 2010/11 HSSP points to the fact that the Government of Uganda’s construction of health facilities in almost every parish in Uganda and enabling private practitioners to offer healthcare facilities do not in themselves guarantee rural communities’ access to healthcare. This is because the facilities are inadequately equipped and private practitioners are commercial which compromise the ‘availability’ and ‘economic accessibility’ characteristics respectively.
4.2 Politics of patronage in the VHT selection process

Article IV of the Alma Ata declaration states that: “The people have the right and duty to participate individually and collectively in the planning and implementation of their health care” (World Health Organisation 1978: 1).  Similarly, Bender and Pitkin note that community participation is key for any PHC programs (Bender and Pitkin 1987: 418). Determining the level of community participation therefore is a crucial aspect of this study. To determine the level of community participation, I held two independent focus group discussions. The one group was with the members of the community while the other was conducted with members of the Village Health Teams. This was intended to determine validity of responses. When members of the VHT were asked who elected them, out of 24 members of the VHTs, 13 said they were elected by the community, 9 by local leaders and 2 were elected by their friends.
However, when members of the community, were asked whether they  participated in selecting members of the VHTs of their area, only 7 out of 31 community members acknowledged to have known and participated in the VHT selection process. When the researcher probed why the others, did not participate in the selection process, one of the members of the focus group discussion commented, 

I did not participate in the selection of VHTs and I did not even know that they were being elected. I just knew of it when one of them came to my home, introduced himself and started telling me about the VHT programme. A male community member of Kalule village, Nyimbwa S/C Luwero district, FGD July 26th, 2011.
The controversy between responses raised by members of the VHTs and the community about who elected VHTs clearly revealed the lack of transparency in the selection process. This is because, as earlier mentioned in the methodology section, the researcher worked with health workers to identify members of the VHTs that were still active in the program. The VHT members were then asked to identify members of their communities that were still responsive to the program. Although this methodology would have posed limitations of bias since selecting specific people could generate specific results, it clearly brought out the politics inherent in the selection process. This is something that could have been missed if a random sample since the VHT members could claim that members of the community who elected them did not participate in the study. 
The researcher further probed the seven who acknowledged to have participated in the selection process about how they got the information yet their colleagues had not. One of the seven who participated in the selection commented,

I got the information early because am a local councillor in my village. A male community member of Buvuma parish, Nyimbwa S/C Luwero district, FGD July 26th, 2011.
This revelation ignited interest in the researcher about who usually got the information. She inquired with the other six about how they got the information. It was surprising to note that three out of the seven who participated in the selection process held positions on the local council, they got the information by virtue of their being on the local councils and told their friends and the community members they could mobilize.
Surprised, I inquired about how the VHTs were selected for their villages if the majority of the people did not participate. To this, one female community member said that some VHT members were selected by local leaders. This was backed by a male community  members who said that in several cases, the local council committee members identified the people they wanted to serve as VHTs and submitted their names to the subcounty. Although the reason for local leaders’ selecting VHTs without consulting community members was not clearly known to them, they argued that local leaders only selected people who were best known to them. The revelation that  local leaders elected some members of the village health teams was earlier confirmed through the focus group discussion conducted with the VHT members where 9 out of 24 members of the VHTs acknowledged that they were elected by local leaders.
It is important to note that one of the key principles of a human rights based approach is where people are recognised as active players in their own development rather than passive recipients of  commodities and services (Arbour 2006: 37). At the Alma-Ata conference, communities were never expected to be passive recipients of development but that they should take an active role (Bender and Pitkin 1987: 518). One of the roles was legitimising the community health workers (Ibid). Although VHT are expected to be accountable to the community, it may not be possible since they were legitimised by the someone. Consequently, rather than empowering community members, this is very disempowering and contradicts HRBA principles (Arbour 2006).

The local council members present were asked about the allegation that they select people to serve as VHTs. One of them  admitted to it arguing, 
“Community members did not respond when they were called for meetings and yet the names of VHTs are usually urgently needed. We, therefore  had to select people who to the best of our knowledge can serve  effectively.” A male community member of Bufumbanswa village, Buvuma parish, Nyimbwa S/C, Luwero district FGD July 26th, 2011.
This confession by the local leaders present reveals several pertinent issues like the the lack of transparency and politics of patronage in the VHT selection process. Politics of patronage is evident in the local leaders’s choosing of people best known to them. The limitation for effective community participation not only violate Article four of the Alma Ata guidelines of implementing PHC but does not also conform to the VHT implementation stategy in Uganda (MoH 2010).  Further, the politics of patronage also points to a key socio-economic issue where people always give “something for something.” In choosing their friends and  accomplices, local council leaders expect a return whether monetary or otherwise.

The very nature of Primary Health Care necessitates community participation (Bender and Pitkin 1987: 518). Its is for this very reason that community participation is regarded to be the heart of Primary Health Care (Ibid). Therefore the lack of transparency in the VHT seletion processes as noted through the responses by the community members hinders genuine and meaningful community participation. This has a strong negative implication on community ownership and support of the programme (Ibid). Inadequate meaningful participation by the community further contradicts; the characteristics of a good human rights process,  and limits sustainability of the programme Gready and Ensor (2005: 48). 

The politics of patronage exhibited further implies a specific social economic situation. This sends the researcher reflecting on whether effort and time was taken into studying whether the political and socio-economic environment in Uganda was conducive for the VHT implementation as guided at the Alma-Ata declaration. However, whether this was done or not will be discussed in detail in the forth coming sections.
4.4
Capacity of VHTs to perform their task

General Comment 14 of the CESCR requires in No. 37 ii, iii and iv that:

States ensure that health services are culturally appropriate and that healthcare staff are trained to recognize and respond to the specific health needs of vulnerable and marginalized groups. Furthermore, it requires that states meet their obligations in the dissemination of appropriate information relating to healthy lifestyles and nutrition, harmful traditional practices and the availability of services. It further requires states to support their people in making informed choices about their health (United Nations 2000: No. 37 ii, iii and iv). 

In relation to this, and having realized that 75% of the disease burden in Uganda is preventable through proper nutrition, good hysgiens and sanitation practices and the use of other preventive methods (Ministry of Health 2010), the GoU adopted the VHT model of PHC implementation to prevent illness and promote healthy lifestyles (Ibid). It was therefore very crucial for the study to explore whether VHTs are well prepared to perfom these roles. 
Building on my previous work experience with the VHT programme I was aware that although the Ministry of Health recommends initial training period to be 10 days due to resource constraints, the actual training duration for VHTs was 5 days. However, I still needed to establish whether this period was sufficient. In case the period was not sufficient it was also important for the study to explore how VHT members fulfill their tasks if their capacities have not been sufficiently built. To determine this, the researcher employed focus group discussions for VHT members and key informant interviews for the health workers who were involved in VHT development. 
When the researcher inquired with the VHTs on whether the 5 days’ training was sufficient, they unanimously responded that it was not enough since they had a lot to cover and usually ended up taking very little time on even sensitive issues like TB on which little knowledge is known.  This position was reinforced by one female VHT member, who commented, 

Surely 5 days are not enough. The topics to cover are very many. For example we were hurriedly taken through filling the record books and report forms. After the training, we were immediately given record books and the monthly report books. We were expected to submit monthly reports the very next month. However, since most of us did not understand, very few people submitted their reports and most of these were rejected because they were not well done. The district trainers had to come back specifically to train us in filling these books.” Female VHT member, Nakatonya parish, Nyimbwa S/C July 26th, 2011.
The researcher further asked one of the VHT trainers whether the training period was sufficient, he responded by saying,

5 days’ training was not sufficient at all. This is because members of the VHT selected were a mixed audience with regard to levels of education. While some of them could ably read and write in English, others could only do so in the local language. This therefore meant that we had to use both English and Luganda for the training. This took longer than it would have been with a single language. The mixed audience also necessitated that we move really slowly just to get everyone on board. Although this was good, we failed to cover all that we needed to cover within the 5 days. Some trainers had to rush through the training just to show that they covered whatever they needed to. A male District VHT trainer, Key Informant Interview, July 29th, 2011 at the district headquarters.
The 2009 VHT situational analysis conducted in all 80 districts confirmed that the average training period for VHT was 5 days although the training period ranged from 2-10 days. The survey further revealed the training methodology was the lecture method. VHT classes were very large with the average number of participant at 50. These VHT members had no manuals or materials for making any notes. The survey further noted that most districts had no quality control of VHT trainings and that the quality of the training depended on the knowledge and experience of the trainers (MoH 2010).

The quality and duration of the VHT training has a direct bearing on the capacity of the VHTs to perform their tasks. The VHT eligibility criteria requires VHT members to be able to read and write at least in the local language. This presented a mixed audience among the VHT trainees which rightly necessitated the use of mixed languages. Ordinarily, this takes longer than the usual time to communicate and should have warranted an almost double training duration or at least further on-spot-training which was never done. This revelation by the VHT members clearly shows that they were ill-equipped to perform their roles as village health team members. 
According to WHO in their working guide for Primary Health Workers, initial training period should be 6-8 weeks with a plan for further “on-the-spot” or cyclical training. In the majority of the Latin American countries which registered success in PHC through the VHW model, training duration lasted between one to six month” (Bender and Pitkin 1987: 518). It is therefore important to note that whether the training days were shorter due to financial constraints, the truth that VHT members are ill prepared to perform their tasks still remains. This is clearly portrayed in the fact that members of the VHTs were not able to fulfill the record and report books that have information pertaining to healthy the social determinants of health. This information is crucial for health planning at both local and national levels. However, the inadequate training compromises on the quality of data thereby causing the health system to lose out on the opportunity for evidence based planning and advocacy. 
4.5 Voluntarism for the poor; the reality

Through my previous work with VHTs, I was aware that unlike the PHC country programs in some of the Latin American countries like Costa Rica and Colombia reviewed in the previous chapter where community health workers were given cash re-imbursements (Bender and Pitkin 1987), VHT members were not re-imbursed in any way. Further, reflecting on the revelation that members of the VHTs are not well prepared to perform their roles yet this should be the source of their motivation (Innocent  2007), I needed to understand why VHTs chose to volunteer. Through the focus group discussions, therefore the researcher inquired from the VHTs about what motivated them to volunteer. This was very important to gauge their source of inspiration and motivation for the VHT program. In response;
15 out of 23 VHT members pointed out that they were motived to become VHTs because of the need to help the community. In this case, some VHTs argued that considering the high levels of  deaths and sicknesses attributed to preventable diseases like TB or  malaria, they were inspired to volunteer as VHTs in order to help the community. 
Some VHTs however, sheepishly acknowledged that they were inspired to be elected as VHTs because, they expected to be paid an allowance during the training and while they conducted their work. 
This position was reinforced by a male VHT member of Buvuma parish, Nyimbwa Subcounty-Luwero district who also volunteers as an HIV/AIDS post-test club member and a former drug distributor with Plan International. He admitted that: 

The truth is that even though we were told that being a member of the VHT was voluntary, our experience with volunteers trained by other organisations like Plan International is that they were well facilitated and on submission of reports, they received a token like thirty thousand Ug. Shillings (Equivalent to 10 Euro) or even given bicycles. We too came expecting to benefit in some way. And this is what inspired us to want to be elected as member of the VHTs.  Male VHT member, Buvuma parish, Nyimbwa Sub-county, Luwero district, July 26th, 2011.
Inspired by the confidence members of the Village Health Teams had in the researcher to tell her the truth, she further inquired how they feel now that they realise that they can not receive what they hoped for. To this, a male member responded:
I feel trapped. I cannot withdraw because I promised to serve my community yet I don’t feel motivated to continue working in the circumstances prevailing where I have no drugs, no certificate, having to use my own money to deliver report to the health facility, and besides the work is just too much to be done free. A male VHT member of Bajjo parish, Nyimbwa S/C in Luwero district. FGD July 26th, 2011

Similarly, in the 2009 situational analysis, when members of the VHT were asked why they volunteered, over 50% of them said they volunteered for altruistic reasons. They specifically noted the need to serve the community and the desire to save lives. However, just like was the case in Luwero during the focus group discussion, a few members who were mainly males but also served in other vertical programs with NGOs said they expected financial rewards (UNICEF 2010: 20).
In both studies, members of the Village Health Teams front altruistic reasons for volunteering and yet expect financial rewards as motivators for volunteering as members of the VHTs. Further, in both studies, it is the men who open up about the financial expectations as reasons for volunteering. These two incidences confirm the fact that requiring free services from the VHTs is not only feasible but also not sustainable. This is especially for because everything has been monetized now. Further noting is that Uganda is a patriarchal society and therefore not coincidental that it is the men who spoke out on the monetary issues. Men take responsibility for providing for their  families and would be more keen on engaging in activities from which they can provide for their families.
The lack of motivation for the VHTs has inevitably caused VHT members to relax and lose the zeal they had to serve their community. Experience from countries elsewhere that involved VHWs in health promotion particularly in Colombia that worked with two sets of volunteers i.e. health promoters who were paid a salary and the responsables who were not paid (Bender and Pitkin 1987: 524). Health promoters actively served their communities while on the contrary, the responsables who had joined the programme with clear altruistic reasons of helping out fellow workers and learning something about medicine, had their enthusiasm die out within less than three years (Ibid) and out of 30 responsables trained in one neighborhood in Florencia, only two remained (Ibid). 
 This is a typical characteristic of the Ugandan VHT programme. This is because the Ministry of Health acknowledged that due to the lack of emoluments, the VHT programmes which is greatly relied on for implementing the national PHC programme is characterized by high attrition rates (Ministry of Health 2010: 5). Empirical data from the members of the VHTs themselves revealed that they feel trapped because they had pledged to serve their communities with hope that they would be paid some little money but now that it is not so, they can not openly withdraw because they were told that the work is voluntary (FGD 2011). 
The issue of payment is important for the VHT program not only for motivation but also for accountability (Bender and Pitkin 1987: 518). According to the author, he who pays the VHW determines to whom they are accountable therefore some sort of payment should be given to the VHW whether in the form of a salary or some sort of local fee-for-service or they stop functioning as VHWs (Ibid).
4.6
VHT Facilitation; a dilemma!
In addition to the requirement for motivation as discussed in the above section, the Ministry of Health developed a package to motivate and facilitate members of the village health teams to perform their roles. The package includes; a standardized VHT uniform, bag, kit, ID, IEC materials, record and report books, lunch and travel allowance, activity and performance related incentives and community rewards like communal digging. However, empirical data from VHT members revealed that although all the incentives listed above were promised to them during the training, only record books and report books were given and occasional activity related incentives like was the case for mobilizing communities to benefit from insecticide Treated Mosquito nets and massive immunization campaigns where only a few members of the VHTs participated. This position was reinforced by a female member of the Village Health Team for Kalule village who said:
Yes, we were given record and report books but most of the books got used up and we currently do not have any to use. We have sent the message to the trainers but we have not got any response yet. A female VHT member from Kalule village. FGD July 26th, 2011.
Surprised that members of the VHT do not even have the basic requirements to perform their roles, the researcher inquired about how many of them did not have record books and reports. 

Out of 23 members of the VHTs present, only 9 still had their monthly report books and record books. 
The researcher noted this and during her key informant interview with the District Health Management Information System Officer (DHMISO), she inquired whether he knew if all VHT submit monthly reports. To this, he acknowledged;

 “Monthly reports are quite irregular. Few VHTs submit their reports. Some are lazy, others used up  their books and there is no budget line for us to print more. AMREF and Plan International promised to do this but have not yet done so.” Luwero District HMIS focal person, July 29th, 2011. 

The 2009 UNICEF  VHT situational analysis revealed a similar scenario where only 11% of all VHTs from all 80 districts had both record books and report cards, 36% had some (either a record book or report book) while 53% had nothing totally as represented below; 
Figure 4.2: VHT members with registers


[image: image2]
Source: (UNICEF survey 2009; 5)
The MoH acknowledged the role of VHT in health promotion (Ministry of Health 2010) and further recognized their need for facilitation thereby defining a minimum motivational  and facilitation package which included a standardized VHT uniform, ID, VHT bag and kit, IEC materials, register and summary reports, lunch and travel allowance, technical support, activity and performance related incentives and community support (UNICEF 2009). However, this was not reinforced with a clear plan of implementation. The plan of implementation could be reflected through clear budget allocations to enable VHT development and facilitation. The absence of this mechanism leaves developing and facilitation of village health teams, the officially recognized health centre I charged with the responsibility for PHC implementation (Ministry of Health 2009) to the mercy of development agencies like AMREF and Plan International without whose consideration, basic facilitation for VHTs to perform their roles is at stake!
4.7
VHT Data use

No. 36 of General Comment 14 of the CESCR states that: “States are required to adopt measures against environmental and occupational health hazards and against any other threat as demonstrated by epidemiological data” (United Nations 2000: No. 36). This implies evidence-based adoption of measures against environmental and occupational health hazards. This can only be possible with the availability of timely, reliable and accurate data. However, the previous sections have revealed that inadequate facilitation, motivation and training duration have greatly compromised the availability, timeliness, reliability and accuracy of data that would be ideal for effective health planning. 

    This position is confirmed through the DHMISO acknowledgement in the previous section that reports are very irregular. Further, when I inquired about  what challenges this posed to his work as the DHMIS focal person, I was surprised when he responded:
I have not had any challenges because even when the data is produced, it’s tedious to analyse and make effective use of it because the system does not provide for joint reporting i.e. community based health management information is reported separately from the traditional health information that comes through formal health system. So with, or without data from the community, my reports are still made.” Luwero District HMIS focal person July 29th, 2011.

Also, in the 2009 UNICEF survey, it was revealed that out of all data collected by VHTs, only 9% is used and referred to for health planning while 88% of the data is never referred to as shown by the figure below:
Figure 4.3: Percentage VHT data usage
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Source: UNICEF 2009

Figure 4.3 reveals that while 97% of the VHTs provided data from the communities, only 9% of this data was utilised for health planning.

Usually, formal health system management information system does not capture community based health indicators like pit latrine coverage, availability of water sources and the general sanitation level of the community. This gap could potentially have been filled by data collected by VHTs. The fact that this data is not utilized undermines the Government of Uganda’s opportunity to promote the right to health of especially the rural poor through the VHT strategy. This is because data that would guide prioritising of measures to improve community health as guided through No. 36 of General Comment 14 of the CESCR is not utilized. It is important to note that without the GoU instituting mechanisms to intergrate community based data into the mainstream HMIS to enable its utilization, the actual benefit of involving communities in promoting health is lost. 

Furthermore, the indifference exhibited by the Luwero DHMIS officer  on whether VHT reports came in or not shows that little importance is attached to the VHT programme which can be attributed to the lack of political will and commitment to sustain the programme. This scenario leaves me wondering why the poor members of the VHTs are bothered with having to painfully collect data and use their own meager resources to deliver reports to the health facilities that are never utilized to inform health planning. 

 Under the above circumstances although the Government of Uganda adopted the VHT concept as a means to fulfil the right to health of its rural poor, without this community data being utilized to inform planning, am afraid the intended goal may never get realized. This is because: 
“Achievement of high and equitable coverage of intergrated primary health care services requires consistent political and financial commitment; incremental implementation based on local epidemiology, use of data to direct priorities and assess progress especially at district level and effective linkages with communities and non-health sectors”(Lawn 2008: 917).
Chapter 5: Synthesis, conclusions and recommendations 
Introduction.

The previous chapter revealed the realities of PHC implementation through  the VHT model in Uganda. A reflection and synthesis on the findings will be presented. Through comparisons made between the Ugandan VHT and the Latin American PHC country programs with guidelines by the 1978 Alma Ata, I will be in postion to conclude about whether the GoU has complied or not to the guidelines set at Alma Ata, and whether, the current VHT implementaion stands to yield any substantial improvement in rural access to healthcare. Basing on this, I will further suggest recommendations that the GoU may consider in order to ensure effectiveness of the PHC program through the VHT. 

5.1 Synthesis

The objective of the study was to investigate how the government of Uganda through the adoption of the VHT concept is committed to meetings its obligations to fulfilling the right to health of especially its rural and marginalised poor.

Through the study, I noted that social services like health previously envied as one of the best in sub-saharan Africa at the time of independence totally broke down due to political and civil unrest (Ministry of Health 2009). After the wars, health indicators particularly in the rural areas were characterised by high child, infact and maternal morbidity and mortality. This was due to inadequate access
 to healthcare attributed to the lack and inadequacy of health inputs like manpower, equipment, drugs and supplies. For purposes of scope and clarity, this paper focussed on the manpower gaps that revealed through a 2009survey that lower lever health units particular health centre II which is closest to the community to have over 67% staff lacking. Furthermore, the MoH acknowledged that over 75% of the disease burden in Uganda was preventable through prevention of illness and promotion of proper health practices (Ministry of Health 2010).

In response to the health situation, coupled with the desire to meet its international, regional and national obligations to the right to health, the GoU embarked on extensive reconstruction and rehabitation programmes. This included the construction of several health facilities at all
 levels thereby increasing the % population within 5km reach of a health facility to 72% against the HSSP target of 85%(Ministry of Health 2010: 19). With health centres constructed in almost every parish in Luwero and the rest of the district in Uganda, the GoU impressively commends itself for increasing the number of people within 5km reach of a health facility. However, desipite the increase in % population living within 5km reach of a health facility, the prevailing manpower gaps, lack of equipment, drugs and supplies in these facilities did not translate into improved access to healthcare as required by the GoU the obligations to respect, protect and fulfil (United Nations 2000: No. 35; Kiwanuka et al. 2008). 
Furthermore, in order to promote community participation in health promotion and increase health literacy, and with Alma Ata guidelines on implementing PHC, the GoU adopted the VHT in 2001(MoH 2010) with a view of bridging the gap between communities and formal health systems (MoH 2010). VHTs have been trained in 77% of the districts in Uganda with Luwero as one of them (UNICEF 2009). A review of the Latin American PHC country programs revealed that VHTs have a strong potential to improve rural access to healthcare thereby enabling the rural poor’s attainment of their right to health.This would be possible through their combination of preventive, curative and basic promotive roles (Bender and Pitkin 1987). In addition to their mix of roles, VHTs fulfil the aspects of availability, acceptability, accessibility and quality required of a health system (United Nations 2000),  if only they can be well prepared, facilitated, motivated and backed by political will. 
However although the official GoU VHT documents portray compliance to Alma Ata guidelines on PHC implementation, impirical data obtained through the study in Luwero district revealed several divergencies. For example,  although the VHT concept offered the mechanism through which communities can participate in managing their own health, their kind of participation is a form of lip service. For instance although community roles involved legitimising the VHT member (Op. cit.:518) among others, the study revealed that the process is marred by gross politics of patronage that inhibits effective community participation, a key concept of the Alma Ata guidelines and negatively impacts on community programme ownership and sustainability (Ibid). 
Besides the lip participation by the community, the study further revealed that although members of the VHTs usually volunteered for altruistic reasons, the underlying motivator is hope for a form of re-embursement. However on realising that the programme does not provide for any form of re-embursement citing indequacy of resources, several members of the VHTs drop out of the programme while others opt to stay but with a low morale  and commitment to performing their roles.

Similar to the lack of motivation in the form of re-embursements, whether cash or inkind, is the ill facilitation of members of the VHTs to perform their tasks. Although the Ministry of Health acknowledged the role of the VHTs and developed a minimum motivational package  (UNICEF 2009), this was not backed by any budget allocations to ensforce its implementation. Consequently, members of the VHTs lack even the basic of requirements like report cards and record books. This grossly undermines their ability to perform their roles. 
In relation to facilitation, the VHT concept basically acts as a bridge between the formal health system and the community. It is along this bridge that PHC works. However, the study further revealed that for VHT to be beneficial in bridging this gap, formal health systems should in themselves be equipped with the necessary health inputs like drugs, equipment and manpower to support the VHT member. Without this facilitation and equipment at formal health facility level, the VHT roles would be of non-effect since there would not be reason for them to mobilise communities for what is lacking in the health facilities. 
Similarly, the lack of a mechanism to utilise data from the communities to inform health planning at both the local and national levels makes the GoU lose out on the opportunity to improve rural access to health care that would have been achieved through evidence based planning.
Just like the reconstruction programmes, where the GoU constructed and rehabilitated health facilities thereby increasing proximity to health facilities with no improvement in access to healthcare, the VHT model inntially adopted with a noble goal of improving rural access to healthcare is likely to fail in its goal because of the realities revealed through the study in Luwero and confirmed through the 2009 UNICEF supported situational analysis on VHTs.

5.2
Conclusion
Health is a fundamenta human right to be enjoyed by all regardless of status, class, religion or sex (United Nations 1948: 25). At the Alma Ata conference countries agreed that PHC was the means through which universal health would be achieved by the year 2000 and beyond (WHO 1978). “The wide range of preventive and curative services provided through Primary Health Care (PHC) are more advantageous and effective for low and middle income countries than the traditional curative hospital based approach (Walley 2008: 1001).  

Further, empirical data shows that indeed the VHT concept arose from the 1978 Alma Ata guidelines on PHC and was confirmed through the VHT strategy and implementation guideline (MoH 2010). Further it is clear that the GoU acknowledges that VHTs have a role to play in improving rural access to healthcare because of the different roles assigned to them and officially recognising them as the equivalent of H.C I. 
A comparison of the Ugandan VHT model with the successful PHC country programmes in Latin America reveals that the issues discussed in the previous section are a reflection of limited political will and commitment to sustain the PHC programmes as advocated at the 1978 Alma Ata declaration. It is important to note that although there was no ‘how-to-manual’ on PHC implementation, a set of guidelines were developed to guide country programmes in designing interventions that are specific to their political, social,  cultural and economic conditions (WHO 1978). Similarly, although the universal manual was not developed, one major requirement for the success of any PHC intervention was political commitment and will. I therefore agree with WHO when its says: “If the answers to the vast health problems of the world lie in PHC, identifying the necessary conditions for implementing of PHC is of great importance,” (Bender and Pitkin 1987). 
For example, although the Latin American countries followed the Alma-Ata guidelines, their strategies of implementation were different. This is because they had different political, socio-cultural and economic conditions. However, for Uganda, little effort seems to have been commited towards analysing country context within which PHC could work. This position was reinforced by the District Director of Health Services in Luwero when asked about whether it was feasible for the Government of Uganda to base a national healthcare program on a team of minimally facilitated volunteers at the community level. To this he responded;

Although the VHT guidelines and implementation strategy say a lot of nice things about the concept and its potential to improve health what is on the ground is totally different.  

He continued, 

The Village Health Team concept needs a review to match the changing socio-economic trends of the country.
 When the researcher probed to know what changes, he went on to say: 

True spirit of voluntarism can not work for Uganda now because the country has moved towards a capitalist form of economic system where everything has been monetised. In the 1970s or 80s when kabakas and other traditional rulers were strong, Bulungi Bwansi (translated to mean - Communal service) existed where people would genuinely work voluntarily for the community like cleaning the water sources, clearing the roads.It seems that when thise concept was adopted, they were trying to build on this strength not knowing that times have changed and nobody can willingly offer their services and time for free since everything else demands so. Key Informant interview with Dr. Agaba Luwero DDHS at Luwero district Hq. July 29th 2011
This statement by the DDHS confirmed my earlier hypothesis that Voluntarism in the real sense of the word may not ideally be feasible in Uganda now given the changed socio-economic conditions. This was the major task assigned to national governments at the Alma-Ata conference. The Government of Uganda should have critically considered this analysis so as to better plan how best to implement the concept.
5.3
Recommendation

General Comment of the CESCR notes that state parties have a core obligation:

To adopt and implement a national public health strategy and plan of action, on the basis of epidemiological evidence, addressing the health concerns of the whole population; the strategy and plan of action shall be devised, and periodically reviewed, on the basis of a participatory and transparent process; ... shall give particular attention to all vulnerable or marginalized groups (United Nations 2000: No. 43 (f))

Empirical data reveals that although the PHC through the VHT model has a strong potential to improve access to healthcare especially by the marginalised groups, the prevailing political, economic and socio-cultural conditions in the country are not conducive for effective implementation. Of particular concern is that Uganda has moved towards a monetised economy and voluntarism in the true sense of the word is not feasible anymore.
On a concluding note therefore I exclusively agree with Dr. Agaba when he says; “The Village Health Team concept needs a review to match the changing socio-economic trends of the country. KII interview July 29th, 2010. This is because a lot has changed politically, economically, socially and culturally since VHT adoption in 2001 that pretending that the status quo has remained will  only result into a waste of resources especially by the donors of the VHT model and the rural poor whose opportunity to have their right to health met is not utilised.
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Appendices

Appendice 1:
FGD-Community

1. How do you understand health as a basic human right?

2. What health challenges does your community face?

3. What are Village Health Teams? (What do you understand by the term volunteer)
4. Who elects the Village Health Team members and what kind of people should they be? Do you participate in the election of VHT members of your village?
5. Are all the elected VHTs still active? If no, why?
6. What services are offered by VHTs in your area?

7. Do you think the VHT members are motivated to offer these services to you? If yes, why and if no, why?

8. Which organizations support VHT activities in this community?

9. Which people are served by VHTs (what criteria do community members have to fulfil to benefit from these services?)

10. In your opinion, do VHT services meet the basic health requirements of the community? If yes, please elaborate how, If not, why?

11. What challenges, do you think / notice VHTs face in meeting their obligations

12. What relationships do VHTs have with the formal health systems (Are they registered with them, do they report to them, does each party communicate frequently one with the other like through updates for drugs, referrals etc./Do you feel connected to the formal health system through the VHTs
13. Who do you feel VHT are accountable to? And Why?

14. What opportunities do community members have to meeting their basic health requirements under the VHT arrangement?

15. If you had the opportunity to meet with a health policy maker like Minister of state in charge PHC, MP, what three ideas would you advise them to implement in order for the Community to improve and manage their health under the VHT arrangement?

Appendice 2:
FGD – VHTs

1. Who is a VHT? (Who is a volunteer)

2. What inspired/motivated you to become VHTs?
3. Who elected you as a member of the VHT?
4. What are the roles of VHTs?

5. What process does one go through to become a VHT member?

6. After this process, did you feel competent enough to perform your roles? If yes, how? And if not, why? Please elaborate.

7. How many people constitute a VHT?

8. When did you go through the process of becoming a VHT?

9. Are all the members of the team still active? 

If yes, what motivates them to remain active?

If no, how many are active and why are the others not?

10. How do you understand health as a basic human right?

11. What health challenges do your communities face?

12. In your opinion, do you feel you have empowered your communities to meet these health challenges? If yes, how, If not, why?

13. Do you feel motivated/facilitated to perform your roles? If yes, how and if no, why?

14. What challenges do you face in carrying out your work?

15. What relationships do you have with the formal health system?

16. Who are you accountable to? And why? Do you feel accountable to any institution? Why?

17. How do you feel working as a VHT in the prevailing circumstances?

18. What kind of facilitation do you find sufficient to enable you conduct your activities?

19. What opportunities do you feel you have to improve community health under the VHT arrangement?

20. If you had the opportunity to meet with a health policy maker like the Minister of State in charge PHC/MP, what three ideas would you give on how best community health can be improved under the VHT arrangement?

Thank you for your time.

Appendice 3:
Interview Guide –S/C/District VHT task forces/Health workers

1. Who are VHTs? (Who is a volunteer)

2. Who is eligible to become a VHT?

3. What processes do prospective VHTs go through to become VHTs?

4. What health challenges are facing the communities?

5. In your opinion, do you feel VHTs have the potential to meet and address the health challenges facing the community? If so, why? If not why? Clarify with the training period.
6. What role do VHTs have in improving community health?

7. In your opinion, do you think the preparatory processes VHTs undergo are sufficient to enable them perform their roles? If yes how?

8. If not why?

9. When were VHTs developed in the district/community?

10. Are all the VHTs developed still active on the ground? If yes, why do you think so, If not, how many are active and why do you think the others are not?

11. Have you registered any improvement in community health since VHT development in your area? If yes, how? If not why?

12. In your opinion, do you think VHTs are motivated to perform their roles, Please elaborate your response”?

13. Who are VHTs accountable to? And why do you think so?

14. What relationships do VHTs have with the formal health system?

15. Are there any terms of reference for VHTs to perform their roles? If so what are these? And if no, under what arrangements are the VHTs expected to work?

16. What opportunities does the District Health Management Team have in improving community health through the VHT arrangement?

17. If you had the opportunity to meet with a health policy maker like the Minister of State in charge of PHC or the MOH/MP, or requested to offer advise to the Parliamentary sessional Committee on Social Services particularly health, what three ideas would you advise should be done in order to improve community health through the VHT arrangement?

Appendice 4:
Interview guide - UNICEF

1. How does the Government of Uganda / your organization conceptualize health as a basic human right?

2. What role does PHC have in enhancing community health?

3. Did the Government of Uganda foresee any potential in VHTs’ implementation of PHC? If so what potentials were these?

4. What declaratory guidelines has the Government of Uganda followed in VHT development? 

5. What role do VHTs have in implementing PHC?

6. Are there any terms of reference for VHTs to perform their roles? If so what are these? And if no, under what arrangements are the VHTs expected to work?

7. How has the Government of Uganda enabled and facilitated VHTs to perform their roles / implement PHC?
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� Please note that this is the VHT strategy and Operational guidelines which is not yet published.


� AMREF- African Medical and Research Foundation which works to promote health rights in rural communities of Africa.


� http://www.state.gov/r/pa/ei/bgn/2963.htm


� NRM - The National Resistance Movement is the current ruling Government that waged its guerilla war against the Obote regime between 1980-1986 in Luwero district.


� General Comment 14 No. 3 confirms that state parties have a core obligation to ensure satisfaction of all rights included in the covenant including Primary Health Care (United Nations 2000:  14 Art. 43) 


� HRB programming is guided by principles of universality and inalienability; indivisibility; interdependence and interrelatedness; non-discrimination and equality; participation and inclusion; accountability and the rule of law. For details see Appendix 4


�Source: Own creation 


� Costa Rica, Nicaragua and Colombia, the three Latin American countries selected for this study, successfully adopted PHC plans following guidelines set at Alma Ata to improve access to healthcare by their marginalized and poor populations.


� Colombia had two sets of village health workers: Responsables and health promoters. While the health promoters were re-imbursed on a monthly basis, the responsables were not re-imbursed.


� In 2009, UNICEF funded the Ministry of Health to conduct a situational analysis on the current situation of VHTs in Uganda, their numbers, functionality and activities. This analysis is intended to serve as a surrogate baseline for Districts, many of which have little or no documentation of VHT implementation (UNICEF 2009: Exec. Summary) 





� Access in all its forms as advocated through General Comment 14 of the ESCR earlier discussed in chapter two.


� Including the rural areas
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