Namulaba Health Centre

HIV services in Primary Health Care: A comprehensive HIV and AIDS project based at a community health centre in rural Uganda
Budget Summary

	Namulaba Health Centre Funding Summary Feb 2005 to Dec 2008 (Uganda Shillings)

	
	Preparatory Period


	First Year


	Bridging Period 


	Consolidation of Services and Sharing Lessons

	Time Line 
	Feb 2005 to Jan 2007 
	Feb 07 to Jan 08
	Feb to Sept 08 
	Oct 08 to Dec 09

	Source of funding 
	Provided  by Director
	Provided by AVERT
	From private donations
	Currently Sought 

	Totals (Uganda Shillings)
	92,091,200
	30,782,400
	
	48,098,000

	Totals (US$) @ 1600
	
	
	
	$30,061.25


A.
DESCRIPTION OF PROJECT
The Project Name is Namulaba Health Centre. The project is housed in an eight-room community health centre. We are a community based AIDS project in rural Uganda in Mukono District based at a health centre called Namulaba Health Centre about 1.5 hours from Kampala. We started organizing ourselves in Feb 05. We set out to empower individuals, families and communities to respond to HIV and AIDS by providing them with information about HIV and AIDS. We also aimed to use a primary health care facility as a medium to enhance access to the key tools that can enable them to react to the information and effectively respond HIV and AIDS. These key tools include HIV counseling, HIV testing, care for opportunistic infections and referral for PMTCT and ARVs. We also wanted to empower the community by strengthening the capacity of Community Based Organizations (CBOs). The CBOs would be strengthened to organize themselves and set up a governance structure; and to have skills that can identify and articulate problems and seek and manage resources to respond to these problems. The existing CBOs were identified and assisted to form a unifying CBO Network. The lessons learned from this little village are beginning to be shared with other villages in a village to village learning process.
Location of project 

The Namulaba Health Centre is located at Namulaba village but it serves the entire Nagojje sub-county which has a population of 28,429 people. It is located in Central Uganda in Mukono district. To reach Namulaba from Kampala you take the road to Jinja and at 35 Km, at a trading centre called Namataba you turn left and drive on a very bad road for 8 Km. There are no commuter vans that ply the route. The only transport is the motor cycle taxis (Boda Boda) which charge Uganda Shillings 3000 (about 80 US dollar cents) one way. You can always ask for direction from these Boda Boda riders. 
Contact Person. 

Dr Samuel Kalibala is the Director of Namulaba Health Centre 

Contact information is 
P.O. Box 2598 Kampala. Plot 71A Lake Drive Port Bell Luzira Kampala. 

Tel  256 772 638 540 and 256 414 661319. skalibala@africaonline.co.ke; skalibala@hotmail.com.
Dr Kalibala is a medical doctor who has been working on HIV and AIDS since 1988 when he helped to found a branch of The AIDS Support Organization (TASO) in Masaka Hospital where he was working as a Primary Health Care physician. He has worked in WHO and UNAIDS in Geneva and for International AIDS Vaccine Initiative in East Africa. He is currently the Country Director of the Population Council in Nairobi.  In recognition of his work in AIDS care TASO recently (Feb 07) named a building after him in TASO Masaka. 

 History of the Project

The history of the project goes back to late 2004 when Dr Samuel Kalibala bought land in Namulaba wanting to establish a farm for his retirement. When the community discovered who he was he was confronted by people who were in dire need of HIV care and children dying of malaria, respiratory infections and diarrhea. This changed the course of things. His idea of a farm was transformed into a community health centre HIV and AIDS project. In Feb 2005 the building of the health centre commenced and the laying of the foundation stone also kicked off the community sensitization effort which started with separate seminars of leaders of Men, Women and the Youth. These took place in 2005.During these seminars a decision was made to reach the larger population using Music Dance and Drama (MDD) competitions as well as competitions in football for boys and netball for girls. The MDD competitions depicted HIV and AIDS scenarios. Rehearsals and preliminary competitions took place earlier in 2006 and the climax was on World AIDS Day in December 2006 when the finals took place. To evaluate the impact of these community education efforts a HIV Knowledge, Attitudes and Practice (KAP) was carried out in Dec 2005, Dec 2006 and Dec 2007. 
What are its goals and objectives? 

The goal of this project is to enhance community access to key HIV/AIDS services and strengthen community capacity for a sustained response to HIV/AIDS and its social impact. It is also aimed to develop this as a centre of excellence that can enable village to village sharing of best practices in true community response to HIV/AIDS. The goal is being achieved through three main objectives. 
· One objective is to mobilize a sustained community response to HIV/AIDS. Mobilization strategies include song/drama as well as sports competitions linked to HIV education. To ensure a sustained response the project has worked on the strengthening of CBOs capacity and skills. 
· The second objective is to provide and promote HIV prevention interventions. The project uses HIV Counseling and Testing (HCT) as an entry point to providing ongoing counseling to individuals and couples thus enabling them to make decisions about HIV prevention.  
· The third objective is to use primary health care as a nucleus for HIV/AIDS care including on-going counseling, treatment of opportunistic infections and referral for PMTCT and ARV care. 

Expected outcomes:

a) In-depth knowledge of HIV/AIDS.

b) Wide spread knowledge of HIV status by individuals.

c) Accessible services for people living with HIV/AIDS including on-going counseling, treatment of opportunistic infections, ARVs and PMTCT.

d) Responsible sexual decision making by individuals.

e) CBOs with programmatic and administrative skills to plan and implement programs responding to HIV/AIDS and its social impact.

f) A centre of excellence in community based HIV/AIDS programming.

Target Population

Namulaba Health Centre has served as a nucleus for the formation of the Namulaba CBO Network which has 18 member organizations including Namulaba Health Centre. It serves the catchments area of Nagojje sub county which has a population of 28,000. 

B.
RATIONALE

HIV and AIDS in Uganda

Uganda is among the first African countries to recognize and respond to the HIV and AIDS epidemic. The current HIV prevalence is in the region of over 6% of people aged 15 to 49 years. It is estimated that only about 10% of Ugandans know their HIV status. While there are many HIV counseling and testing (HCT) facilities, rural areas are as expected, still poorly served. Further, many individuals have not yet gone over the hump of fearing to learn their HIV status. Because of this reluctance to learn ones HIV status it is likely that many people die of HIV and AIDS without ever trying to seek ARVs. ARVs are currently available in health facilities in major urban centers in the country. However, in the rural areas where most people live these services are not yet available. The rural people are also the most poor and hence they can not afford to pay for fare to travel to the urban centers where ARVs are available. 

The lack of access to HCT and ARVs is a negative feedback that reinforces the inherent reluctance to know ones HIV status. In a country with a mature HIV epidemic such as Uganda, in spite of education about HIV, it is difficult for individuals and couples to respond effectively to the epidemic without knowing their HIV status. Decisions to Abstain, Be faithful or Condon use (ABC) are better undertaken and adhered to when one knows whether they are HIV positive or negative and whether their sexual partner is HIV positive or negative.   

HIV knowledge by a community is worthless without the ability to respond to the epidemic. While education messages promote ABC, if people in a community do not have access to some key intervention such as HCT to know their HIV status, it may be near impossible to attain an optimal response to the epidemic except by a select few who can abstain. Being faithful may be limited in its implementation due to the fact that it requires mutual knowledge of HIV status by the two partners. Therefore, in order for faithfulness to work, it is necessary for people to have easy access to HCT. But disclosure of HIV status takes time and HCT as a one time intervention may not be enough to enable effective disclosure and sharing of knowledge of HIV status to occur. Additional counseling sessions can be used as a means to enable effective sharing of HIV status and thus facilitate faithfulness. This project uses ongoing counseling as a follow up to HCT. It also provides faith-based ongoing counseling delivered by spiritual leaders to address marital problems to strengthen the marriage bond in order to strengthen the being-faithful intervention. 

In an ideal Ugandan village, there should be a local health centre that provides basic health care for common illnesses. In the same ideal situation, new public health programs designed to address problems in the community are supposed to be provided to the community using this existing health centre.  However, not all basic health care is available to villages such as Namulaba, and not all the new public health programs especially those dealing with HIV/AIDS are available in this community. These services are distantly located and transportation money is scarce especially in situations where it is the bread winner who is living with and weakened by HIV/AIDS. Given the lack of money and lack of easy access to services families might choose to save their meager resources rather than enabling the person living with HIV to access life saving ARVs. ARV may be provided free of charge but can only be accessed after spending a fortune in travel costs. ARV care that costs a fortune in travel costs is not free and is not accessible.  Alternative approaches must be explored to enable the majority in villages to access these vital life saving drugs.

The project supports the functioning of a rural health center and uses it as a point of access to vital HIV/AIDS services namely HCT and referral for PMTCT and ARVs combined with ongoing counseling. To do this, the health centre building which was provided by the Project Director operates a primary health care (PHC) clinic on the last Saturday of every month and provided HIV counseling and testing (HCT). In addition ongoing faith based counseling is provided every Thursday and the support group of People with HIV and AIDS (PHA) meets every Thursday. Community Health Workers have been trained and they provided one to one HIV counseling in the communities as well as hygiene promotion. 
Why the Primary Health Care (PHC) Approach? In communities with an advanced HIV and AIDS epidemic PHC and HCT are synergistic to each other. PHC providers should be able to make use of HIV counseling and testing to better manage patients presenting with symptoms linked with HIV such as chronic fever, cough or diarrhea. Clients needing HCT without clinical care should also feel free to seek HCT at the health centre, the client-initiated HCT approach. Clients found HIV positive can be provided Septrin(Bactrim) prophylaxis and referred for assessment for ARV eligibility or for PMTCT in the case of pregnant women.

In this project HIV Counseling and Testing (HCT) is fully integrated in Primary Health Care (PHC). In communities with an advanced HIV and AIDS epidemic most PHC problems will have a direct link with HIV and will be an entry point for HIV counseling and testing (HCT). Chronic fever is a common symptom of HIV and AIDS. In a tropical setting where malaria is rampant a good approach is to provide HCT and to test for malaria parasites. If malaria is found it should be treated with Artemesinin Combination Therapy (ACT). Chronic cough is another common HIV and AIDS symptom and a key symptom of tuberculosis (TB). A large proportion of TB patients have HIV. And TB is a common opportunistic infection in HIV disease. A good approach to managing chronic cough is to do an HIV test, manage respiratory tract infections and refer for TB assessment as appropriate.  The same applies to chronic diarrhea and skin diseases. The need to address HIV Mother to Child Transmission (MTCT) also makes it obligatory to provide PHC in the form of Ante Natal Care (ANC).  In order to fully integrate HIV and AIDS into primary health care HIV counseling and testing should always be available at the facility. Clients can then have the liberty to seek HCT: client-initiated approach. And providers can also refer patients for HCT: provider-initiated approach.  Clients found HIV Positive can be provided Septrin(Bactrim)  prophylaxis and referred for assessment for ARV eligibility or for PMTCT in the case of pregnant women.

C. THE WAY FORWARD

Summary of Past Achievements

Community mobilization was successfully carried out using HIV and AIDS seminars for Men, Women and Youths; and Music Dance and Drama (MDD) competitions. In Feb 07 we received a generous grant from AVERT: Averting HIV and AIDS worldwide, a UK based charity, to run the project for one year ending Jan 08. In June 07 we started providing once-a-month HIV counseling and testing (HCT) and primary health care (PHC). In the first 15 months we provided HCT to 462 individuals out of the 1,593 who received PHC services. Eighteen CBOs came together and registered the Namulaba CBO Network in August 07. In Oct 07, ten Community Health Workers (CHW) were recruited and trained for six months. They are currently carrying out community based counseling and attending monthly meetings where they report their HIV counseling work and hygiene promotion work and receive support from each other and from facilitators. We have a support group of over 40 people living with HIV and AIDS (PHA). We also provide faith-based HIV counseling. We have carried out annual HIV Knowledge, Attitudes and Practices (KAP) surveys in Dec 05, Dec 06 and Dec 07. See Activities Report for more details of achievements.
Funding History 

The first operational budget was US $ 18,656 for a 12 months period ending 31 Jan 08. It was generously funded by AVERT a UK based charity. The building of the health centre was built by the Director on his farm using his own funds with the aim to provide public health services using public funding.
The project has successfully taken off.  This success of the initial phase however, brings up a number of questions. One question that needs to be asked is the sustainability of the project. Urgent exploration needs to be made of a future sustainable funding mechanism. Further, while the project is not time tested, realizing that we are dealing with an epidemic that is not waiting for us, there is need to share the Namulaba lessons with other villages since this was one of the objectives of the project. 

1. Consolidating and maintaining the current services 

First we need to keep the current services going. We seem to have stabilized at a client turn up of about 100 per clinic day which takes place once a month, on the last Saturday of the month. And about 30% of these clients receive HCT. The budget for these services has been supported by AVERT for one year which ended January 08. Current bridging funding is being provided from private donations while funding form donor sources is being sought. The private sources are struggling to keep a skeleton of services, mainly HCT and PHC. Efforts are also being undertaken to establish more sustainable funding mechanisms. Efforts to achieve this goal are outlined in item number 2 below. However, it is our feeling that the efforts that will be undertaken in item number 2 below will not cover 100% of the budget for the current services. Hence we will need to seek funding to keep these services going. When we get in kind support or partial financial support from the efforts in number 2, we will indicate these in the overall budget of the project and save the extra funds for future activities.

2. Improving the Sustainability of the Namulaba Project

The Primary Health Care (PHC) component: In the first year the patients seeking PHC were charged a nominal fee of Uganda Shillings 1000 (about 60 US cents) per visit. This is about 10% of the cost per client seen. When the AVERT funding ended it was decided by the CBO Network to double the client contribution to Shillings 2000 starting Feb 08. While this change has made a reasonable contribution towards the cost of delivering services, it is likely to be a barrier to the most vulnerable members of society who are the priority target clients for this project. Currently, those seeking HCT do not pay any user fee and so are those known to be living with HIV and this will continue. However, there are still many poor people who seek care and are outside of these categories and can not afford to pay the user fee. Effort is made to waiver them and this effort will be continued even after doubling the user fee. The doubling of the client fees resulted in a reduction of the overall turn up of clients from about 130 per monthly clinic to about 100. Unfortunately, it is highly likely that the most vulnerable were the ones who were cut off by this change. For this reason any further increment in the client fees is likely to marginalize the very vulnerable people whom this project was set up to help.
A second strategy to increase the sustainability of PHC will be to seek help from the district health authorities in terms of medical supplies especially those provided to the district by some well funded programs. These supplies could include gloves, syringes, needles, some laboratory supplies and some medicines such as the new ACT for Malaria, anti-worm medicines and Vitamin A for routine supply to all children and medicines for treating Sexually Transmitted Infections (STI). Where appropriate some public health programs based at the MOH headquarters will be approached with the same request. Letters have been written to the MOH but no response has been received. A proposal was developed by the CBO Network to bid for funds from the Civil Society Fund of the Uganda AIDS Commission but was not successful.
A third strategy will be to approach faith based medical institutions for help. Currently, the project is fortunate to be purchasing medicines and supplies from the Joint Medical Stores which is a faith-based supplier that sells high quality products at a low price. There is also a possibility to access donated supplies by seeking help from some missionary groups. One possibility is to become a member of the Uganda Protestant Medical Bureau (UPMB). The Bishop of Mukono Diocese, the Right Reverend Paul Kizito Luzinda, who has ever visited this project will be approached to explore this possibility.

The fourth strategy is to approach the District Council. The district is governed by an elected council which manages the district budget for various services including health. As an attempt to access this support an application will be made through the Nagojje Sub-County Council.   

The HIV Counseling and Testing (HCT) Component: Currently, HCT is provided at the health center free of charge to clients who seek the service, client-initiated HCT; or to clients who are referred by the clinician who is providing PHC, provider-initiated HCT. This service being pivotal to the individual's ability to respond to HIV and AIDS, will remain free of charge. In order to increase its sustainability, the following efforts will be undertaken.

The AIDS Information Centre (AIC) is the main organization providing Voluntary Counseling and Testing (VCT) in the country. They use a variety of service delivery approaches including outreach services delivered at health facilities and outreach services delivered at a community setting.  Partnership will be sought between Namulaba and AIC for AIC support in providing HIV counseling community to the Namulaba community using one or both of these approaches or any other approach that will be agreed.

The AIDS Control Program of the Ministry of Health will be approached for support in terms of HIV test kits as well as laboratory consumables for HIV testing. Alternatively, this help will also be sought from the officer in charge of HIV and AIDS at the District health office.

Condoms and HIV/AIDS information leaflets: Currently the project has no HIV education leaflets to give out and condoms are being bought using project funds. The AIDS Control Program of the Ministry of Health or the officer in charge of HIV and AIDS at the District health office will be approached for help with condoms and information leaflet. TASO has been approached and has provided a supply of condoms to the project.
Training and motivation of Community Health Workers (CHW): At the moment the CHW meet once every month. The CHW are volunteers and are not paid a salary but these meetings require transport costs and meals for the CHW as well as salaries for the facilitators. In addition, the CHW require formal training in counseling skills. Organizations that have programs for training, supervision and motivation of CHW will be approached for partnership. These include the International HIV and AIDS Alliance as well as The AIDS Support Organization (TASO). The partnerships could include a joint effort to train CHW and support them on a long term basis. 

3. Improving Access to services for Youths 

While about one third of the Ugandan population consists of young people (10-24 yrs)
, a review of current demographic data of clients shows that young people aged 10 to 24 years comprise only 13 % of clients seeking medical services as Namulaba. And yet considering the high national HIV prevalence in this age group and the high rate of teenage pregnancy there is need to increase young people's access to adolescent sexual and reproductive health services (ASRH). Namulaba services have been made youth friendly by training and utilizing youth peer educators as well as having a youth corner at the health centre. 

4. Improving HCT Access for Couples and encouraging Couple Disclosure 

Discordant couples comprise a high risk HIV transmission situation. And yet the data among HCT client at Namulaba shows that only 22.9% know the HIV status of their partners. And unfortunately, only 4.2% sought HCT as couples. As a way forward the project will make a special effort to promote couple HCT as well as encourage disclosure to partners. 

5. Improving Access to PMTCT and ARVs
Clients testing HIV positive are provided with Septrin(Bactrim)  for prophylaxis of opportunistic infections (OI) as per government and WHO policy. They return to the health centre once every month for the refill of their Septrin(Bactrim). In the mean time they are advised to attend Kawolo hospital to be assessed for eligibility for ARVs and for PMTCT, in the case of pregnant women. The future plan is to seek partnership with the Joint Clinical Research Center (JCRC) which provides the ARV services at Kawolo hospital to bring these services to Namulaba Health Centre on an outreach basis. 

6. Sharing Lessons Learned with Other Villages

We are beginning to down load and share the following lessons with other villages:

a. Mobilizing communities to respond to HIV and AIDS using seminars and MDD competitions

b. Delivering the key services of HCT and PHC that enable the community to actualize their response to HIV and AIDS

c. Galvanizing the community response through the formation of some form of network of existing partners and CBO

d. Strengthening the capacity of CBOs to identify problems, seek and manage resources to respond to these problems.

e. Recruiting, training, deploying, motivating and supporting CHW

f. PHAs forming and running a support group

g. Delivering HIV spiritual counseling

h. Conducting regular community KAPs using simple methodology  

Since no two villages are the same or can respond the same way the sharing of these lessons is expected to result in different responses for different villages. Since learning does not end the sharing is also expected to provide feedback for strengthening Namulaba.

7. Refining current interventions using Operations Research

 Even though we are already sharing our lessons we still need to examine our interventions critically with the aim to make them more effective, or a higher quality, delivered at the lowest cost and as rapidly as possible. Operations research will be used to systematically document how the interventions are developed, whether and how they are delivered, what they cost and what impact they have. Qualitative issues such as what makes some interventions work better will also be examine using social science studies. Concept papers for priority studies will be developed and submitted for consideration by a number of organizations funding or conducting research of this nature such as the Centers for Disease Control (CDC) in Uganda. Priority will be given to studies that are likely to have practical application in implementation of HIV and AIDS interventions at Namulaba and beyond as opposed to studies leaning more towards academic interest. 

8. Writing a New Project Document based on successes and challenges of 2008/09
Considering the many strengths, weaknesses, opportunities and threats that exist in the current set up of the project it is only prudent to predict the course of the project till the end of the year 2009. Thereafter, the course of the project will be determined and outlined in a new project document.  Right now it is not known how much support will be generated from the contacts that we hope to make as per item number 2 above. It is also not known how the new communities that we intend to share lessons with will react and how well the activities will take off. We intend to start writing the new Project Document round about September 2009 and we hope that this new project document will take effect in January 2010. For this reason the current proposal seeks funding up to Dec 09.

BUDGET

	Namulaba Health Centre Funding Summary Feb 2005 to Dec 2009 (Uganda Shillings)

	
	Preparatory Period


	First Year


	Bridging Period 


	Consolidation of Services and Sharing Lessons

	Time Line 
	Feb 2005 to Jan 2007 
	Feb 07 to Jan 08
	Feb to Sept 08 
	Oct 08 to Dec 09

	Source of funding 
	Provided  by Director
	Provided by AVERT
	From Private Donations
	Currently Sought 

	Preparatory Activities (Community Education, Music Dance and Drama and KAP survey)
	12,091,200
	
	
	

	Construction of health centre building 
	80,000,000
	
	
	

	Furniture, Equipment and running costs of Primary Health Care (PHC) and HIV Counseling and Testing (HCT) services and community activities 
	
	30,782,400
	
	

	Running costs of Primary Health Care (PHC) and HIV Counseling and Testing (HCT) services and community activities
	
	
	
	27,650,000
(Oct 08 to Dec 09)

	Sharing lessons with other villages
	
	
	
	20,448,000

	Totals (Uganda Shillings)
	92,091,200
	30,782,400
	
	48,098,000

	Totals (US$) @ 1600
	
	
	
	$30,061.25


C. WORK PLANS AND BUDGETS DETAILS

	Work Plan and Budget for Consolidating and Maintaining the current services Oct 08 to Dec 09

	Item 
	Cost per month

(Uganda Shillings)
	Total required for 15 months

	General Operating Costs (Without Salaries)
	Generator Fuel
	20,000
	4,350,000

	
	Transport
	150,000
	

	
	Stationery, Printing, Internet, Phone, Photocopying
	100,000
	

	
	Incidentals
	20,000
	

	
	Sub-total  per month
	290,000
	

	General Operating Costs (Salaries)
	Ground maintenance and guarding
	190,000
	4.650,000

	
	Running errands
	40,000
	

	
	Faith based counseling 
	80,000
	

	
	Sub-total  per month
	310,000
	

	Medical/ HCT Clinics 

(One Clinic each month)
	Medicines and other supplies
	400,000
	15,300,000

	
	Car hire for Medical Team
	100,000
	

	
	Fuel for hired car
	40,000
	

	
	Salary for Sister in Charge
	100,000
	

	
	Salary for Clinical Officer
	70,000
	

	
	Salary for Sister
	50,000
	

	
	Salary for Lab Tech 1
	50,000
	

	
	Salary for Lab Tech 2 
	50,000
	

	
	Salary for HIV Counselor
	45,000
	

	
	Salary for HIV Peer Counselor
	30,000
	

	
	Salary for Nursing Assistant 1
	30,000
	

	
	Salary for Nursing Assistant 2
	30,000
	

	
	Salary for Clinic Assistant 
	10,000
	

	
	Allowances for 3 volunteers 
	15,000
	

	
	Sub-total  per month
	1,020,000
	

	Trainings, workshops ad Meetings of Community Health Workers; Youth Peer Educators and others
	Transport refund 2000 X 10 people
	20,000
	2,250,000

	
	Meals 4000 X 10 people
	40,000
	

	
	Salaries for trainers 20,000 X 3 
	60,000
	

	
	Transport for trainers 10,000 X 3
	30,000
	

	
	Sub-total  per month
	150,000
	

	Music, Dance, Drama and Sports Competitions

(lump sum) 
	Purchase of costumes 
	500,000
	1,100,000

	
	Purchase of footballs and balls for girls netball
	200,000
	

	
	Prizes for preliminary Sports competitions 
	100,000
	

	
	Prizes for final Sports competitions 
	100,000
	

	
	Prizes for preliminary Music Dance and Drama competitions 
	100,000
	

	
	Prizes for final Music Dance and Drama competitions 
	100,000
	

	
	Subtotal lump sum
	1,100,000
	

	Grand Total for 15 months
	27,650,000


Sharing Lessons Learned with Other Villages (Sub-Counties)

The priority villages (sub-counties) to be shared with are those in direct proximity to the current catchments area. However, distant villages may be considered depending on their readiness and availability of resources. The plan is that for each new village that we go to share our lessons the activities listed below will go in sequence starting from community seminars of Females, Males and Youths to sports, music, dance and drama competitions to community health workers and eventually to services especially HCT. It is envisaged that one activity will lead into the other. However, we are also aware that communities react at different paces. Hence, these activities are designed to be one off activities that are beneficial to each village even if they are not followed up immediately by subsequent activities.

Community Seminars: Each village will have three community seminars (one for adult females; one for adult males; and one for youths) and this will be a one off event in the first month of engagement.

	Community Seminars : Cost per month (Uganda Shillings)

	Lunch for 40 participants X 3 seminars per month X Shs 1000 
	120,000

	Salary for trainers 3 trainers X 20,000 X 3 seminars per month 
	180,000

	Transport for trainers 3 trainers X 10,000 X 3 seminars per month
	90,000

	Stationery 20,000 
	20,000

	Sub-total  per month
	410,000


Music Dance and Drama (MDD) Competitions: These will start in the third month of engagement. Each village will have one event every six months. Each of these events will take place on the same day as VCT. Each MDD event is budgeted for Shs 100, 000 in terms of prizes for performing teams.

Training meetings of Community Health Workers: These will start in the second month of engagement. They will take place every two months. In the period between the meetings the CHW will keep the community engaged. They will carry out one to one counseling to encourage individuals to seek VCT, PMTCT or ARVs, provide ongoing support as well as adherence counseling for those on ARVs. They will also carry out hygiene promotion and will also participate in any other ad hoc HIV and AIDS or general health events in the community. They will report on these events in the training meetings every two month and will receive support from peers and from their trainers. The trainers will be obtained from a pool of Network Support Agencies (NSAs) who have been trained and deployed by the International HIV and AIDS Alliance in 23 districts in the country. They will be facilitated to learn about the Namulaba CHW experience by selected CHW from Namulaba who will attend the training meetings along with the Namulaba NSA Mr. Aloysius Musisi. Eventually, the NSAs who will have gained experience from their own sub-county will go along with a selected CHW from their team to the next new sub-county (village). Thus, for each new sub-county there will be the NSA of that sub-county plus the NSA and CHW of a previously initiated sub-county. This way each village will light the candle of another village. There is a Nigerian saying which goes: “A candle looses nothing if it lights another candle”.    To begin with there will be an initial one off cost of buying motivating items for CHW such as T-shirts, caps and gum boots estimated at Shs 15,000 X 12 CHW = Shs 180,000.

	Training Meetings of CHW: Cost per meeting

(Uganda Shillings)

	Transport refund 2000 X 12 people
	24,000

	Meals 4000 X 12 people
	24,000

	Salaries for trainers 20,000 X 3 
	60,000

	Transport for trainers 10,000 X 3
	30,000

	Stationery 
	10,000

	Sub-total  per month
	148,000


Voluntary Counseling and Testing (VCT): While for the most part community members wanting VCT will be referred to the nearest existing VCT service, once in six months a VCT outreach service will be brought to each village. In order to promote this VCT event it will take place the same day and location as the MDD competitions. 

	VCT: Cost per month (Uganda Shillings)

	Hire of Tents
	100,000

	Car Hire 
	100,000

	Fuel for hired car
	40,000

	HIV test kits and other lab supplies
	100,000

	Salary for Lab Tech 1
	50,000

	Salary for Lab Tech 2 
	50,000

	Salary for HIV Counselor
	45,000

	Salary for HIV Peer Counselor
	30,000

	Salary for Nursing Assistant (Receptionist)
	30,000

	Sub-total  per month
	545,000


Activity Schedule
	Activity Schedule for Sharing Lessons with Other Villages

	Activity
	Jan
	Feb
	Mar
	Apr
	May
	Jun
	Jul
	Aug
	Sep
	Oct
	Nov
	Dec

	Community Seminars
	Vil.1
	Vil.2
	Vil.3 
	Vil.4
	Vil.5
	Vil.6
	Vil.7
	Vil.8
	Vil.9
	Vil10
	Vil11
	

	Totals
	1 
	1
	1
	1
	1
	1
	1
	1
	1
	1
	1
	1

	Cost (Shs)
	410,

000
	410,

000
	410,

000
	410,

000
	410,

000
	410,

000
	410,

000
	410,

000
	410,

000
	410,

000
	410,

000
	410,

000

	Music Dance and Drama

(MDD) Competitions 
	
	
	Vil.1
	Vil.2
	Vil.3
	Vil.4
	Vil.5
	Vil.6
	Vil.1 Vil.7
	Vil.2 Vil.8
	Vil.3 Vil.9
	Vil.4 Vil10

	
	
	
	1
	1
	1
	1
	1
	1
	2
	2
	2
	2

	Cost(Shs)
	
	
	100,

000
	100,

000
	100,

000
	100,

000
	100,

000
	100,

000
	100,

000
	100,

000
	100,

000
	100,

000

	Motivating tokens for each new set of CHW
	
	Vil.1
	Vil.2
	Vil.3 
	Vil.4 
	Vil.5
	Vil.6
	Vil.7
	Vil.8
	Vil.9
	Vil10
	Vil.11

	Cost (Shs)
	
	180,

000
	180,

000
	180,

000
	180,

000
	180,

000
	180,

000
	180,

000
	180,

000
	180,

000
	180,

000
	180,

000

	Training Meetings of Community Health Workers
	
	Vil.1
	Vil.2
	Vil.1 Vil.3 
	Vil.2  Vil.4
	Vil.1 Vil.3 Vil.5
	Vil.2 Vil.4  Vil.6
	Vil.1

Vil.3  Vil.5 Vil.7
	Vil.2 Vil.4  Vil.6  Vil.8
	Vil.1

Vil.3 Vil.5  Vil.7  Vil.9
	Vil.2  Vil.4  Vil.6  Vil.8  Vil10
	Vil.1  Vil.3  Vil.5  Vil.7  Vil.9 

Vil11

	
	
	1
	1
	2
	2
	3
	3
	4
	4
	5
	5
	6

	Meeting Cost (Shs)
	
	148,

000
	148,

000
	296,

000
	296,

000
	444,

000
	444,

000
	592,

000
	592,

000
	740,

000
	740,

000
	888,

000

	VCT
	
	
	Vil.1
	Vil.2
	Vil.3
	Vil.4
	Vil.5
	Vil.6
	Vil.1 Vil.7
	Vil.2 Vil.8
	Vil.3 Vil.9
	Vil.4 Vil10

	
	
	
	1
	1
	1
	1
	1
	1
	2
	2
	2
	2

	
	
	
	545,

000
	545,

000
	545,

000
	545,

000
	545,

000
	545,

000
	1,090,

000
	1,090,

000
	1,090,

000
	1,090,

000

	Monthly Totals
	
	738,

000
	1,383,

000
	1,531,

000
	1,531,

000
	1,679,

000
	1,679,

000
	1,827,

000
	2,372,

000
	2,520,

000
	2,520,

000
	2,668,

000

	Grand Total for All Months
	20,448,000 (US $ 12,392.7)


 Map to Namulaba
The Namulaba Health Centre is based at a little village called Namulaba located in Nagojje sub-county. When moving from Kampala towards Jinja, on reaching a township called Namataba (about 30 Km from Kampala), one turns off to the left on an earth road and moves for about 8 Km inland to reach Namulaba. The intervention area of the project is the Nagojje sub-county. 
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