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ABSTRACT 

 

The infant and under-five mortality rates in Uganda are still high. In the 2006 Demographic 

Health Survey (UDHS) Report, the infant mortality rate (IMR) was 76 per 1000 live births, while 

the under-five mortality rate (U5MR) was 137 per 1000, compared to the 2001 UDHS IMR 

figures of 88 per 1000 and U5MR figures of 147 per 1000. These rates are still high, making the 

country’s children still vulnerable. Healthy Child Uganda (HCU) project set out to address this 

problem in Southwestern Uganda through Community Owned Resource Persons (CORPs).  One 

of the HCU project areas is Bwizibwera in Mbarara District. HCU operates in immunization, 

nutrition and sanitation.  

This study was designed to assess the activities and impact of the CORPs in the aspect of 

immunization. It was of the descriptive cross – sectional design, done in six villages in the sub – 

counties of Kashari and Rwanyamahembe. The sample size was 70 households which were 

randomly selected. Data were collected using a pretested questionnaire and focus group 

discussions.  

From the study findings, respondents had adequate knowledge about activities of the CORPs and 

they are the main source of information about immunization. However respondents had limited 

knowledge about immunisable diseases and ages of immunization against such diseases. 

Generally there has been an increase in the immunization levels among children under 5 years of 

age in the operational areas of CORPs and hence a considerable reduction in incidences of 

immunisable diseases among the children in Bwizibwera HCU project area. 

 

 

 

 

 

 

 

 

 

 



CHAPTER ONE 

 

INTRODUCTION 
 

1.1 Background 

 

The infant and under-five mortality rates in Uganda are still high. In the 2006 Demographic 

Health Survey (UDHS) Report, the infant mortality rate (IMR) was 76 per 1000 live births, while 

the under-five mortality rate (U5MR) was 137 per 1000, compared to the 2001 UDHS IMR 

figures of 88 per 1000 and U5MR figures of 147 per 1000. Although this demonstrated only a 

modest drop in both IMR and U5MR over the 5 year period, the two types of rates are still quite 

high, making the country’s children still vulnerable. 

 

Healthy Child Uganda, a community-based health education partnership between the universities 

of Calgary and Dalhousie, the Canadian Paediatric Society, Mbarara University of Science and 

Technology, and the rural communities in three Southwestern Uganda locations, collaborated in 

an initiative to address this problem. Its project areas are found in Rugazi in Bushenyi District, 

and Kinoni and Bwizibwera in Mbarara District. The HCU focus of operation is in immunistion, 

safe water and sanitation as well as nutrition. In these HCU project areas the sensitization and 

mobilization activities are done through and by the Community Owned Resource Persons 

(CORPs), who were identified and selected by the concerned communities. This study was 

designed to assess the activities and impact of the CORPs in the aspect of immunisation in 

Bwizibwera, one of the HCU project areas. 

 

Some of the immunisable diseases which include measles, tuberculosis (TB), pneumonia due to 

haemophilus influenza, tetanus and hepatitis contribute to the high mortality in children. In order 

to bridge the gap between health services delivery and the communities CORPs, also known as 

parish mobilisers, were trained and given the task of mobilizing the communities towards 

immunisation and other critical areas related to the HCU focus of operation. 

 



CORPs have a comparative advantage in mobilizing for immunistion services because of the 

knowledge of their communities and societal dynamics. Therefore the training and 

commissioning of CORPs in Bwizibwera since 2003 by HCU as they were expected to bridge 

the gap between communities and health services; and therefore enhance community 

embracement of immunisation of the children, with resultant improvement in the immunisation 

coverage and reduction in child morbidity and mortality from immunisable killer diseases. 

 

1.2 Statement of the problem 

 

The infant mortality and morbidity rates of under-fives in Uganda are still high being 137 per 

1000, according to the 2006 Demographic Health Survey Report. The Uganda government, 

through the Ministry of Health, other line ministries, International Organisations and charitable 

NGOs have established strategic interventions to reduce the mortality rates and other related 

medical problems among children. One such organization is Healthy Child Uganda, whose focus 

is in nutrition, safe water and sanitation, and immunisation. It carries out its mobilistion and 

sensitization work among the communities with the participatory assistance of CORPs. 

 

While all this is done the crucial question which remains unanswered: how effective, and to what 

extent is the impact of the CORPs’ activities in the HCU project areas? 

 

1.3 Purpose of the study 

 

This study which was undertaken in Bwizibwera HCU Project Area was to assess the activities 

and impact of the CORPs on families and communities with regard to their contribution to the 

improvement in the immunisation component of HCU core activity to reduce mortality and 

morbidity among the children from immunisable killer diseases. 

 

 

 

1.4 OBJECTIVE OF THE STUDY 

 



1.4.1 General objective 

The general objective of the study was to find out whether the CORPs’ intervention in mitigating 

the adverse effects of immunisable diseases in Bwizibwera HCU project area has yielded 

positive results. 

 

1.4.2 Specific objectives 

These included: 

(i) To establish the different activities of CORPs which promote community awareness 

and embracing of immunisation in Bwizibwera HCU project area. 

(ii) To identify the sources of information about immunization activities in Bwizibwera. 

(iii) To assess the impact of the CORPs on child immunisation levels in Bwizibwera HCU 

project area. 

 

1.5 Significance of the study 

 

The findings will help:  

(i) The project implementing agency (HCU) to identify the strong and weak areas in the 

activities of the CORPs for enhancing better planning by integrating societal-oriented 

operational approaches. 

(ii) In strengthening the approach to HCU activities in its project area by enhancing the 

strong practices and minimizing the weaknesses. 

(iii) To establish strategic interventions in order to fill the identified gaps. 

 

 

 

 

 

 

1.6 Scope of the study 

 



The study was about the assessment of activities and impact of CORPs on families and 

communities in HCU Bwizibwera project area. It was carried out in the parishes of Mirongo, 

Mitoozo and Katyazo in Bwizibwera sub-county. Two villages in each of the three parishes were 

included in the study. The target population of the study was made up of the households which 

had had immunisable children and who had participated in the immunisation processes.   

 

 
Conceptual Framework 

Figure 1 1998 Health belief model modified to suit this study of immunization in 

children under five years in Bwizibwera 

 

 

 

 

 

 

 

 

 

 

 

 

Parents have responded actively to the CORPs activities hence the following benefits have been 

achieved: 

 Increased levels of immunization 

 Good storage of Child Health Cards 

Perceived threats. 

Immunisable killer 

diseases in children 

Perceived severity. 

Physical disability 

and death of children 

Perceived benefits. 

Improved child health 

Perceived barrier. 

Poor communication 

and false beliefs  

Cues to action by the CORPs. 

 Information 

 Home visiting 

 Supervision 



 Reduction of immunizable killer diseases like measles and polio 

 Reduction of false beliefs towards immunization 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

CHAPTER TWO 

METHODOLOGY 



 

2.1 Study Area: 

 The study area was Bwizibwera sub-county in Kashari county Mbarara District in 

Western Uganda. 

 

2.2 Study Design: 

The study was of the descriptive cross – sectional design. Two villages from each of three 

parishes in Bwizibwera were selected. 

 

2.3 Sampling Method: 

Sampling was a multi stage sampling whereby three parishes and two villages visited in 

each of the sampled parishes were sampled by simple random sampling. The names of all 

parishes were written on pieces of paper, manually mixed and tossed. The three parishes 

that were randomly picked were Mirongo, Mitoozo and Katyazo. Two villages were also 

randomly selected from a list of villages in each of the parishes. The villages selected, 

with their respective populations were as shown in Table 3.1 below. 

 

Table 2.1 Population distribution per village 

 

Sub county Parish Village Population 

Kashaari Mitoozo Kitongore 275 

Kashaari Mitoozo Rwembabi II A 255 

Kashaari Mirongo Akariza 604 

Kashaari Mirongo Mirongo I 269 

Rwanyamahembe Katyazo Rweishamiro 252 

Rwanyamahembe Katyazo Rwentojo 572 

 

 

 

2.4 Study population 

The study involved parents, especially mothers, with children less than 5 years under the 

Bwizibwera Health Sub-district. A given number of households from a list obtained from 



LC 1 Chairmen depending on population in 2 villages from each of the three randomly 

selected parishes of Mirongo, Mitoozo and Katyazo were visited.  

The sample size, n, was computed using the Taylor Powel formula (Beck and Polit, 2006) 

where  

   n =     N        

            1 + Ne
2
  

where n was the number of households 

N was the total number of households in the selected villages which was taken to be 

the total population in all the selected villages divided by assumed average 

household population of 7. 

                  e is the degree precision taken to be 0.1. 

 N    =     275 + 255 + 604 + 269 + 252 + 572   

                                                      7 

               =           318.15 

                   ≈           319 

 

n   =            319  

             1 + 319 X 0.1
2
 

         =   76.13 

         ≈   77 households 

 

Distribution of this number by percentages of village population gave the number of 

households to be visited in each of the villages as shown in Table 2.2 below. 

 

 

 

 

Table 2.2 Actual sample size per village as calculated from the population 

distribution 

Village Population Percentage,

% 

Calculated sample size  

as % age of 76.13 

Actual  

sample size 



Kitongore 275 12 9.12 9 

Rwembabi IIA 255 11.4 8.6 9 

Akariza 604 27.4 20.8 21 

Mirongo I 269 12 9.12 9 

Rweishamiro 252 11.4 8.6 9 

Rwentojo 572 25.9 19.7 20 

Totals 2227 100 75.94 77 

  

 The calculated number, CV of the households was 77 but the number actually visited Obs 

was 70. These were those households that had children less than 5 years of age. 

 

2.5 Data Collection methods 

The following data collection procedures were employed. They included observations, 

interviews, available documentation at the Health centre and focus group discussions.  

The purpose of the study was explained to the participants and a consent form (Appendix 

V) was provided. Focus group discussions were conducted by well trained moderators in 

presence of investigators to get a variety of ideas. 

 

2.5.1 Quantitative survey:  

A questionnaire was administered by trained Research assistants who were the 

interviewers. Available information about levels of immunization before and after 

introduction of CORPs was obtained from Bwizibwera Health Centre.  

 

 

 

 

 

2.5.2 Qualitative survey:  

Interviews: For quality and trustworthiness of the data, a semi-structured interview guide 

was used by a well trained person. The interview guide was used to address topics that 

cover concepts of parents regarding evaluation of CORPs towards immunization in 



Bwizibwera. The interviews were conducted concurrently in all the three parishes. Focus 

group discussions were also concurrently conducted by well trained moderators for 

purposes of getting a variety of ideas.   

 

2.5.3 Quality Assurance 

The questionnaire was pre-tested on nine households in Katooma, a village sampled from 

a parish different from the sampled parishes under study. An interview guide was also pre 

– tested. Research assistants were trained before the data collection exercise. The 

collected data were kept safely by the principal and co – investigators. Confidentiality 

was ensured. Conformability was ensured by developing an audit trial. This involved a 

review of records on raw data. Credibility was achieved by engaging participants fir 

about 45 – 60 minutes in an in – depth interview. Triangulation of the collected data 

helped to gain an insight from multiple perspectives. 

   

2.6 Methods of Analysis 

A data analyst was employed for quantitative analysis of the data obtained. Descriptive 

statistics was used.   Responses in form of written reports from the focus group 

discussions were collectively analyzed by the team of all investigators using thematic 

analysis. 

Qualitative data was used to supplement quantitative findings by way of triangulation. 

 

2.7 Ethical considerations 

Clearance was obtained from the Faculty of Medicine Research Ethical committee 

(FREC) of MUST. The participants were given the background of the study and reasons 

for it and the significance of the findings. Then their consent to participate in the study 

was sought. The participants were also informed that their information would be strictly 

kept confidential. The study did not interfere with the physical and psychological health 

of the subjects. 

 

2.8 Challenges during the study 



 Financial constraints due to the small size of the grant compared to the activities 

involved in the study. 

 A few of the CORPs happened to be the local leaders with whom the investigators 

were meant to move around the villages. It became difficult to ask about them in their 

physical presence. 

 The terrain of some villages made accessibility by motorcycle difficult. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

CHAPTER THREE 

RESULTS 

 

3.0 STUDY RESULTS 



In this chapter, the number of households visited was 70 instead of the computed 77. This arose 

because several of them could not be enrolled into the study since they had no children less than 

five years of age. The study results are presented as follows;  

 

3.1 Socio-demographic Profile of Respondents 

The seventy (70) respondents were enrolled into the study and were selected from three parishes 

in Bwizibwera Sub-county; of these, 42.9% were from Mirongo Parish, 32.9% from Katyazo 

parish and 24.3% from Mitoozo parish. 

Respondents were selected from two villages in each of the parishes above and table 1 below 

shows the distribution of respondents by village. 

 

Table 3.1: Number of households surveyed in each village 

 

Parish Village Number of households Percent  

Mirongo Akariza 21 30.0 

Mirongo I 9 12.9 

Mitoozo Kitongore 5 7.1 

Rwembabi IIA 12 17.1 

Katyazo Rweishamiro 8 11.4 

Rwentojo 15 21.4 

Total 6 70 100 

 

 
  

With regard to the house hold head, the study results revealed that 46.8% were mothers, 45.7% 

were fathers, 4.3% were children and in one home (1.4%) it was an adult relative. 



 

Concerning the level of education, the study results showed that  majority (75.8%) of the 

respondents  had only attained some level of primary education between primary two and 

primary seven, 10% had some level of secondary education, only 1 (1.4%) had attained tertiary 

(university) education and 11.4% had no formal education at all. 

 

Table 3.2: Marital Status of Respondents 

Marital Status Frequency Percent 

Married 57 81.4 

Separated 2 2.9 

Single  9 12.9 

Widowed 2 2.9 

Total 70 100.00 

 

 

Results show that the majority of participants (81.4%) were married 

 

3.1.1 Availability and access to health services in the area  

 

The government health centers in the area from which respondents get health services include 

Bwizibwera HC IV, Kashare HC II, Rubindi HC and Kyomujungu HC. Most respondents 

(64.3%) mentioned Kashare as the nearest health center followed by Bwizibwera and only a few 

mentioned Rubindi (1.4%) and Kyomujungu (1.4%) health centers.  



Most of the respondents (81.4%) had good access to health services since they live within a 5km 

walking distance from the nearest health center as shown in the Table 3.3 below. Two of the 

respondents did not specify the distance to the nearest health center. 

 

Table 3.3: Distances to the nearest health center 

Distance (Km) Frequency Percent 

Missing 2 2.9 

<2  4 5.7 

2-5 53 75.7 

>5 11 15.7 

Total 70 100 

 

  

 

 

 
 

3.2.0 Respondents’ Knowledge of the CORPs and their Activities 

 

3.2.1 Respondents’ Knowledge of the CORPs 

 

When asked who the CORPs were, Majority (57.1%) of the respondents identified CORPs as 

individuals from within their community who work with the Healthy Child Uganda project on a 

number of health related activities in the community. Only 4.3% of all respondents said that they 

did not know who the CORPs were. The other responses are shown in the Table 3.4 below. 

 

Table 3.4: Respondents’ Knowledge of the CORPs 

Response Frequency Percent 



Individuals who work with Healthy Child Uganda 40 57.1 

Health Educators 6 8.6 

Health Providers 1 1.4 

Health Volunteers 4 5.7 

Child Care takers 1 1.4 

Those who work with health centers 5 7.1 

Those who teach about sanitation and hygiene 1 1.4 

Does not know 3 4.3 

No Response 9 12.9 

Total 70 100 

 

 
 

3.2.2 Respondents’ Knowledge of the activities of CORPs 

 

Regarding the activities of CORPs, some respondents gave more than one response each. 

Health education on food and nutrition was the most mentioned activity (31.2%) followed by 

advocacy for hygiene (24.2%). Education on immunization (16.6%) and malaria prevention and 

use of mosquito nets (10.8%) also came out strongly as one of the main activities of CORPs. 

Table 3.5 below shows the other mentioned activities.  

 

Table 3.5:  Respondents’ Knowledge of the Activities of CORPs 

Mentioned Activity Number of times an 

activity was 

mentioned 

Out of  Percent  

Health Education on Food and Nutrition 49 70 70.0 

Advocacy for Hygiene 38 70 54.3 

Education about Immunization 26 70 37.1 



Education about Malaria Prevention 17 70 24.3 

Provision of Health Care to Children 10 70 14.3 

Education about family Planning 6 70 8.6 

Monitoring of child health and growth 4 70 5.7 

Referral of sick children to health workers 3 70 4.3 

Education about Child Health Care 2 70 2.9 

Education about HIV Prevention 1 70 1.4 

Identification of children with special Needs 1 70 1.4 

Total Responses 157    

 

 

Figure 2 Respondents’ knowledge of the Activities of CORPs, Percent 

 

 
 

 

3.3.0 Respondents’ Knowledge about Immunization 

 

3.3.1 Respondents’ Source of Information about Immunization 

 

The study results show that CORPS are the main source (31.9%) of information and 

communication about Immunization activities (both routine and mass Immunization), followed 

by local community leaders (25.3%), radio messages (21.1%), and Health Workers (14.5%) as 

shown in table 6 below. Some respondents gave more than one response each. 



 

 

 

 

 

 

Table 3.6:  Respondents’ Source of information and communication about immunization 

Source of Information / Communication Total Responses %age of Responses out of 70 

CORPS 53 75.7% 

Community Local Leaders (LCs) 42 60.0% 

Radio Messages 35 50.0% 

Health workers 24 34.3% 

Church Leaders 7 10.0% 

Posters 4 5.7% 

Neighbors/Friends 1 1.4% 

Total 166   

 

 

Figure 3 Respondents’ source of information and communication about 

immunization, Percent 

 

 
 

 

3.3.2 Knowledge of the Immunizable diseases 

 



There was generally poor response to the question about immunizable diseases. Among the 

immunizable diseases known to the respondents, Measles was the most mentioned (18%) 

followed by Polio (16%) and Tuberculosis (9.1%), then Whooping Cough (5.7%) and Tetanus 

(5.1%). Only a few of the respondents mentioned the other immunizable diseases. Surprisingly 

some respondents mentioned Malaria, Syphilis, Worms and Epilepsy as some of the 

Immunizable diseases. 

3.3.3 Knowledge of the Ages of Immunization against different diseases  

  

Majority of the respondents did not know the ages at which immunization is done. For example, 

none of the respondents knew the age of immunization against Tetanus, Whooping Cough and 

Heamophilus Influenza type b (Hib); only one (1.4%) of the respondents knew some of the ages 

of immunization against Diphtheria and Hepatitis; only 8.6% knew the age of immunization 

against Tuberculosis; only 18.6% knew the age of immunization against Polio. On the other 

hand, more than half (55.7%) of the respondents knew the age of immunization against Measles. 

This is summarized in table 7 below; 

  

Table 3.7: Respondents’ Knowledge of the ages of Immunization 

Immunizable Disease 
 Respondent Knows age of immunization 

No Yes 

Measles 31 (44.3%) 39 (55.7%) 

Polio 54 (81.4%) 16 (18.6%) 

Tuberculosis (BCG) 64 (91.4%) 6 (8.6%) 

Diphtheria 69 (98.6%) 1 (1.4%) 

Hepatitis B 69 (98.6%) 1 (1.4%) 

Tetanus 70 (100%) 0 (0%) 

Whooping Cough 70 (100%) 0 (0%) 

Heamophilus Influenza B 70 (100%) 0 (0%) 

 

 

3.4.0 Immunization Status of Children and Keeping of Immunization Records  

 

Seventy homesteads were visited to assess the Immunization status especially of the children less 

than 5 years of age. There was at least one child under five years of age in each of those homes. 

 

3.4.1 Immunization Record Keeping at Household Level 

 

Table 3.8: Availability of Child Health Cards 

Available Frequency Percent 



Yes 58 82.9 

No 12 17.1 

Total 70 100 

 

 

 
 

In majority (96.6%) of the homes where Child Health Cards were available, they were also easily 

accessible as shown in table 9 below.  

 

Table 3.9:  Accessibility of Child Health Cards 

Easily Accessible Frequency Percent 

Yes 58 96.6 

No 2 3.4 

Total 58 100 

 

 



 
 

Regarding the physical state of the Child Health Cards, it was good/very good in most (74.1%) 

of the homes (see table 3.10 below); 

 

Table 3.10: Physical state of Child Health Cards 

State Frequency Percent 

Very Good 14 24.1 

Good 29 50 

Fair 12 20.7 

Poor 3 5.2 

Total 58 100 

   

 

 



 

 

3.4.2 Immunization Status of Children in visited homes 

 

The study results show that in 12 (17.1%) out of the 70 homes that were visited, none of their 

children under five years of age was immunized. In the remaining 58 homes (82.9%), children 

had had been immunized; for some, the Immunization was complete, for others it was on going 

and on schedule, while for others it was incomplete as shown in table 11 below. 

 

 

 

 

 

Table 3.11:  Percentage Level of immunization 

 

Level of immunization Frequency Percent 

Complete 43 61.4 

On-going/On Schedule 10 14.3 

Incomplete 5 7.1 

None 12 17.2 

Total 70 100 

 

 

 

3.4.3 Immunization levels in Bwizibwera before and after start of the HCU project 

 



Table 3.12 shows the numbers of immunised children from records obtained at Bwizibwera 

Health Centre IV. It is apparent that there has been remarkable increase of immunised children 

against the immunisable diseases from 2003 when the CORPs started operating in the area. 

 

 

 

 

 

 

Table 3.12: Immunization levels against three major diseases in Bwizibwera before and 

after start of HCU project. 

 

Immunizable diseases 2002 2003 2004 2005 2006 2007 2008 

BCG 981 812 1192 1222 933 998 1076 

POLIO 981 814 1193 1222 933 998 1076 

MEASLES 977 817 1194 1222 933 998 1076 

 

 

 

 

 

 

 

 

 



 

 

 

 

 

CHAPTER FOUR 

DISCUSSION, CONCLUSIONS AND 

RECOMMENDATIONS 

 

4.1 DISCUSSION 

4.1.1 The first specific objective of this study was to establish different activities of CORPs 

which promote community awareness and embracing immunization in Bwizibwera HCU 

project area. 

 The majority of respondents were clearly aware of who the CORPs were and their 

activities. Most respondents (82.8%) know CORPs as people who work with HCU, 

Health educators and volunteers. This is corroborated with the fact that they are the main 

source of information about immunization in Bwizibwera. It is apparent that the 

respondents identify the CORPs activities as Education about immunization and other 

related issues (see Table 3.5). 

 

4.1.2 The second objective was to identify the sources of information about immunization 

activities in Bwizibwera. 

 CORPs were identified as the major source of information and communication about 

immunization (75.71%), although there are other significant sources like local leaders, 

Radio messages and Health workers. However the CORPs do not seem to have 

sufficiently disseminated information about the different immunizable diseases and ages 



of immunization. Only a few common diseases were mentioned by respondents namely; 

measles because of morbidity and mortality, polio because of physical disability effects 

and wide publicity. Insufficient knowledge of immunizable diseases and ages of 

immunization might be attributed to the fact that the CORPs themselves may not be 

sufficiently knowledgeable about these two variables. 

 

4.1.3 The third objective was to assess the impact of CORPs on child immunization levels in 

Bwizibwera HCU project area. 

 Majority of children under five years (75.7%) had either completed or were continuing 

with the exercise of immunization. This shows that the CORPs were quite effective in 

disseminating information with regard to immunization of children in their areas of 

jurisdiction. There were children under five years (17.2%) who were however not 

immunized. There were no records. Some of these children were not permanent residents 

of those areas. For others it could have been due to parents’negligence. For the rest 

(7.1%) records showed that they had not completed the immunization exercise. 

 Availability and accessibility of Child Health Cards was high (82.9% and 96.6% 

respectively) showing good record keeping, possibly due to the sensitization by the 

CORPs. Majority of the accessible cards (74.1%) were in good state. 

 

4.2 CONCLUSIONS 

 Arising from the findings of the study the following conclusions can be made; 

4.2.1 CORPs carry out a variety of activities ranging from education of communities on child 

health related issues to monitoring of children’s health and growth. They have indeed 

done a great deal of work in terms of sensitization and mobilization of communities 

towards immunization of children. 

 

4.2.2 There was increased numbers of immunised children and improved community 

awareness about immunization. There is greater awareness among mothers about the 

importance of Child Health Cards. Parents are more willing to take children for routine 

immunization and on national immunization days (NIDs). There are better attitudes 



among parents towards immunization regardless of the anti immunization propaganda. In 

case of disease outbreaks there is quick response to take children for immunization. 

 

4.3 RECOMMENDATIONS 

4.3.1 CORPs may be trained to effectively translate the names of immunisable diseases so as to 

communicate them to the communities. 

 

4.3.2 CORPs may be availed translated IEC materials for distribution to households and 

schools so that information about immunisable diseases and ages of immunization is 

easily accessed by the communities and school children. In addition more sensitization 

about the immunisable diseases needs to be done more intensely by the CORPs. 

 

4.3.3 CORPs need to keep emphasizing regular updates of Child Health Cards for most 

children to reduce tendencies by parents to forget. 

 

4.3.4 Communities would benefit from more CORPS in each parish. 

 

4.3.5 A study may be carried out in an area where there are no CORPs for comparison 

purposes. 

 

4.3.6 A study could be done to establish parishes with high and low immunization levels for 

purposes of putting more emphasis in those area with low levels. 
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Appendix I Map of Uganda showing the study Area 

 



 

 

 

 

 

 

 

 
Appendix II Satellite picture of the study area 

 

 
 

 

 

 

 

 

 

 



 

 

 

 

 

 

 

 
 

Appendix III  QUESTIONNAIRE 

 

A: BIOGRAPHIC DATA 

 (1) Household Serial No. __________ 

 (2) Household head ,      Wife  Child above 18 yrs  

(3) Marital status: Married , Single , Widowed , Separated , Divorced  

(4) Educational level_______________ 

(5) Number of Children under five (5) years in the household ______________ 

(6) a) How many children are immunized?           __________ 

 b) Is(Are) immunization chart(s) available?   Yes                No 

c) Level of immunization:               Complete , Incomplete  

 (7) Name of the nearest Health Centre______________________________ 

(8) Distance to the nearest Health Centre:  

< 2 Km    2 – 5 Km ;  > 5 Km 

 

B: ACTIVITIES 

(1) Who are the CORPs? 

_______________________________________________________________ 

_______________________________________________________________ 

(2) Mention activities of CORPs 

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________



__________________________________________________________________

___________________________________________________ 

 

(3) Mention means of communication about immunization 

__________________________________________________________________

__________________________________________________________________

_________________________________________________________ 

C: KNOWLEDGE ABOUT IMMUNIZATION 

(1) Mention the immunisable diseases known to you. 

(i) _________________________________________________________ 

(ii) _________________________________________________________ 

(iii) _________________________________________________________ 

(iv) _________________________________________________________ 

(v) _________________________________________________________ 

(vi) _________________________________________________________ 

(vii) _________________________________________________________ 

(viii) _________________________________________________________ 

 

(2) At what stage is immunization against each of the immunisable diseases done? 

 

Disease  At 

Birth 

At 6 

Weeks 

At 10 
Weeks 

At 14 

Weeks 

9 

Months 

a) Polio Polio      

b) BCG /TB TB / Akakonko      

c) Diphtheria       

d) Tetanus Kishekuro      

e) Pertussis / 

Whooping cough 

Whooping /Akasikiriro       

f) Hepatitis  Ekine/ Rukaka      

g) Measles Obusheru      

h) Hib Heb/  

Heamophilus 

Influenza (b) 

Ekishonga/Omuraramu      



 

 

 

 

 

 

 

D: EVALUATION 

 Look at available information about immunization levels before and after introduction of 

activities of CORPs in Bwizibwera. 

1. Household Questions:- 

 Child Health cards for children less than 5 years: 

(i) Number of children under 5 years [    ]  

(ii) Are Child health cards available?  Yes [    ]          No [    ] 

(iii) Are these cards easily accessible?  Yes [    ]          No [    ] 

(iv) If yes to (ii) above what is the physical state of the cards: 

Poor [    ]               Fair [    ]             Good [    ]         Excellent [    ] 

  

 2. Health units Records:- 

Look at: 

a. Total number immunized in the years before HCU and compare with the number 

after. 

b. Percentage coverage in the years before HCU and compare with the number after. 

c. Drop out rates if available 

 

E: QUALITATIVE QUESTIONS  (Key informant interview guide) 

1. Please tell us about the contribution of CORPs towards immunization in this 

village. Involve health workers, local leaders and the community. 

 

2. Please can you explain if there is any change as a result of CORPs contribution in 

immunization 



a) Number of immunized children 

b) Parents attitude towards immunization 

c) Safe keeping of immunization cards/Child Health cards 

  

3. What would you like the CORPs to do differently in their activities including 

immunization? 

Appendix IV:       Faculty Research Ethical Committee (FREC) approval Letter 

 



 
 

 

 
Appendix V:  Child Health Card   01 



 
Appendix V  Child Health Card 02 
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