Draft Outline of 2008 Health, Nutrition and HIV/AIDS Uganda Annual Report 

1. Forward by WR
2. Background to the cluster: History, rationale and Goals of the Health, Nutrition and HIV/AIDs Cluster in Uganda
In late 2004, the UN through its Emergency Relief Co-ordinator initiated a process to reform the humanitarian response to emergencies globally. Part of this reform process included the introduction of a cluster approach system meant to improve predictability, timeliness and effective co-ordination of emergency response and pave way for recovery. 

The cluster approach focuses on strengthening collaborative response with the additional benefits of predictable and accountable leads which will in turn facilitate partnerships among the UN, Red Cross Movement, and non-governmental organizations (NGOs) at the global and field levels. At the global level, the approach will build up capacity in the key gap areas through consistent access to appropriately trained technical expertise and enhanced material stockpiles, and securing the increased engagement of all relevant humanitarian partners while at the field level, the cluster approach will strengthen the coordination and response capacity by mobilizing clusters of humanitarian agencies (UN,  Red Cross-Red Crescent, international organizations, NGOs) to respond in particular sectors or areas of activity, each cluster having a clearly designated and accountable lead, as agreed by the Humanitarian Coordinator (HC) and the Country Team. 

With the 20 years of conflict in northern Uganda, the region experienced a huge humanitarian crisis with displacement of over 90% of the population in Acholi Sub- region (and additional 700,000 people in Lango and Teso sub regions) in to internally displaced peoples (IDP) camps at the height of the crisis. This attracted a large number of humanitarian agencies (Local and International) to the north with northern Uganda having 10 t0 100s of health partners including NGO’s and UN agencies. Due to the large number of IDPs, IDP camps, implementing partners present and insecurity in the Acholi and Lango Sub regions, co-ordination of the health services delivery and emergency response to the health consequences of the conflict was a major challenge.  
As part of the UN humanitarian reforms, Uganda was selected as one of the first few countries to pilot the cluster approach in Uganda. In November 2005, the IASC principles and Uganda IASC Country Team members designated seven clusters in Uganda including the Health, nutrition and HIV/AIDs cluster. The health, nutrition and HIV/AIDS cluster became officially operational in Uganda in April 2006.  The goal of the cluster are to provide leadership in emergency preparedness, response and health recovery to prevent and reduce emergency- based actions, gap filling and sound co-ordination, and enhance predictability, accountability and effectiveness of good quality humanitarian health, nutrition and HIV/AIDs response in Uganda 

This is the third annual report of the Health, Nutrition and HIV/AIDs cluster activities in Uganda, It summarizes the achievements of the cluster, conclusions, lessons learned in 2008 and highlight the way forward and are recommendations for 2009.
3. Key Achievements of the Cluster in 2008

a) Ensuring Effective Coordination of the Humanitarian Response
Through out 2008, the cluster through its cluster hubs in Kampala, Gulu, Kitgum, Pader, Lira and Moroto continued to carry out its mandate of emergency health, nutrition and HIV/Aids response and coordination in Uganda. In Lango sub region, the health, nutrition and HIV/AIDS meetings were reactivated in districts that did not have the cluster approach.
As a number of epidemic outbreaks were reported during the year, a need a rose for the opening up of temporary hubs to coordinate the emergency health, nutrition and HIV/AIDs response in emergency situations within the country. In Western Uganda, through UNHCR, the cluster was activated in the districts of Kanungu, Isingiro and Kisoro.  In January 2008, the cluster was also activated in eastern Uganda where several hundreds of Kenyan refugees crossed into eastern Uganda to avoid the post-election violence in western Kenya. The cluster further acted as a plate form for the coordination of several epidemic outbreaks of Hepatitis E, Cholera, Meningitis, Plague, and Marburg Viral Hemorrhagic Fevers (VHF) in various parts of the country.

Currently the cluster has over fifty members drawn from NGO’s, CBO’s, government and UN agencies and meets once every month at the national and districts levels. Each cluster hub is divided into technical working groups which are forums for in depth discussion of topical issues. The working groups make recommendations to the cluster for decision making. At the national level, two working groups namely health and nutrition and HIV/AIDS are operational while that at the district level this varies from district to district  
In 2008, 10 cluster coordination and several working group meetings were held at the national and district levels. These provided opportunities for cluster members to share and exchange ideas, information and educate each other on key health, nutrition and HIV/AIDs issues through technical presentations. The 3Ws matrix, of who is doing what and where was also updated at the district levels to identify critical gaps and fill them in emergency response. 
To build capacity of the health, nutrition and HIV/AIDS cluster, a retreat was organized for the cluster members, during which the PRDP, Village Health Team concept and how to implement these plans were discussed in the capacity building workshop held in March 2008. 

Through the coordination meeting, cross-cutting issues were identified and addressed accordingly through focal representations in the cluster, work plans were developed and progress and performance reports were shared. This improved working relations and scaled down on duplication of services. The strong coordination mechanism also played a key role in ensuring that all partners were involved in joint planning, implementation, monitoring and evaluating of health responses at the national and district levels. 

b) Providing Reliable Information for Health Planning and Priority setting

With the changing humanitarian context in northern Uganda, the need to regularly identify gaps in health service provision was critical and necessary. During the year, cluster members conducted various joint assessments either as a cluster or inter cluster activity or by individual agencies. Among the assessments conducted are; a rapid assessment to identify critical gaps in anticipation of the next flood season in Teso and Bugisu sub regions, an assessment  to assess the influx of the refugees in the districts of Kisoro, Kanungu and Isingiro and their health situation in areas where they were being accommodated and a needs assessment for the provision of HIV and reproductive health services like PEP for rape survivors and emergency obstetric care for the refugees by Kihihi HCIV in Western Uganda. In northern Uganda, assessments like; a rapid epidemiological mapping and investigation of all the reported rumors of onchoncerciasis in Kitgum and Pader districts, the increasing level of dysentery in Olilim and the upsurge of malaria in Lira district were conducted.
In Karamoja sub region the cluster participated in; a health and nutrition assessment in Karamoja sub region to assess the levels of Global Acute Malnutrition (GAM) and Severe Acute Malnutrition (SAM) rates and assessments of settlement sites to ascertain access of health services, risk for communicable diseases with outbreak potentials and the availability of resources to support communities to mitigate the effects of displacement.
The outcome of all these assessments were used to guide interventions as cluster members prioritized interventions areas and responded appropriately. With the dissemination of the Service Availability Mapping (SAM) in 2008 in Lango sub region, the findings were used to prioritize key gap areas during the regional planning meetings for the Peace, Recovery and Development Programme (PRDP) in northern Uganda. The information sharing with in and out of the cluster greatly enhanced planning of response to epidemics for example, through disease trends monitored by the health cluster, the WASH cluster was able to plan for water source surveillance and purification in the Acholi and Karamoja sub regions.

c) *Strategy development and Planning for Success

In 2008, the cluster supported the development of the Consolidated Appeal Process sheets, which were to be used for further funding in 2009. These CAP sheets were shared with UNOCHA. The cluster continued to support the Ministry of Health to fine tune the health recovery strategy in order to operationalize the health component of the Peace, Recovery and Development Plan (PRDP) in northern Uganda. During the year, the cluster also developed the Exit strategy for the cluster approach so that the districts and MoH can take more control over the coordination role.
d) Reducing duplication of efforts through effective information sharing

To enhance information sharing among cluster members, two quarterly newsletters were produced during the year. The newsletter is a forum for sharing technical and general information on health, nutrition and HIV/AIDs issues. Monthly cluster and weekly situation reports on emergencies were also produced and disseminated. 

This information was disseminated through the cluster mailing list, the cluster website and the Google share group managed by the secretariat. This resulted in better information sharing, dissemination and coordination among cluster members and improved delivery of services to the community. 

e) Building capacity of cluster partners for effective emergency response

To further strengthen the cluster approach in Uganda, a one day health, nutrition and HIV/AIDS cluster retreat was held at Ridar Hotel in Mukono district in March 2008. The goal of the retreat was to review the cluster achievements in 2007 and brainstorm on the strategic direction and plan for the cluster in the subsequent month in order to improve emergency health action. Fifty three participants drawn from United Nations (UN) agencies, NGO’s, districts, Local government, Uganda AIDS Commission (UAC) and the office of the Prime Minister (OPM) attended the retreat. Key areas covered include; the health recovery visa-vie the PRDP and the parish approach, the Village Health Team concept, issues, challenges and the way forward and the direction for the cluster approach. 

Through the retreat, members gained a better and common understanding of PRDP, parish approach and health recovery and its implications for the health sector of northern Uganda and Karamoja. A common understanding of the VHT concept and modalities for scaling up the concept in northern Uganda and Karamoja were agreed up on. Better still, the partners reached a consensus on the development of a comprehensive and costed health, nutrition and HIV/AIDS recovery plan for northern Uganda and Karamoja. Useful information and feedback given by the members has continued to guide ongoing activities in northern Uganda and Karamoja region in a fruitful way. The VHT concept for example was rolled down to Karamoja region in late 2008. 
The cluster also supported some of its members to attend various international courses organized by the health cluster. In its bid to strengthen and build the capacity of its members, WHO and sponsored  …………………….cluster members to attend the ………………………….which was held in …………………

f) Promoting timely detection and effective Response to emergencies

With many cluster partners developing their individual emergency preparedness plans and systems in readiness for emergency, timely and effective response to all the major health related emergencies witnessed in 2008 was successful facilitated like the response to Hepatitis E epidemic in Kitgum district and the influx of refuges from Kenya and Democratic Republic of Congo. 

a) Timely Emergency response

In 2008, cluster members jointly responded to several emergencies through out the country. In eastern and western Uganda there was a joint response to the cholera outbreaks with Case Fatality Rates (CFR) of ………….. In Acholi sub region joint response of the cluster partners on Hepatitis E saw trends declining by the end of 2008 with a CFR of 1.6%. To respond to the critical gaps identified as a result of acute shortage of human resources for health and other critical areas partners supported the districts with clinical staff to provide clinical/ nursing care to Hepatitis E cases, Procured and provided assorted quantity of medicines and other medical supplies and distributed them to treatment centers. Partners also supported the districts with orientation of health workers on HEV in order to enhance early case detection and management. Meanwhile, community/ standard case definitions, treatment protocol and data collections forms (line lists) were developed and circulated to all health facilities. Further still, sensitization of change agents i.e. the district and community leaders, religious leaders, VHTS and radio and news paper journalists were conducted. 
In collaboration with the district health teams, cluster members supported sensitization of communities through radio spot messages, drama, songs, talk shows, posters and brochures.  To respond to the most critical gap of community mobilization and hygiene education/ promotion, Water and Sanitation, communication specialists were contracted to support Hepatitis E interventions in Kitgum district.  The programme also supported training of Environmental Health staff and VHTs in Participatory Hygiene and Sanitation Transformation and communication skills. With this, the VHTs and Environmental Health staff were able to improve the health promotion and education at the community thus a reduction in the number of Hepatitis E cases reported.
To improve coordination of emergency response, cluster coordination and Epidemic Preparedness and Response meetings were held weekly or monthly at the national and district levels. Through these meetings, joint planning of activities, information sharing, experience sharing, joint supervision and evaluation by cluster members were carried out. 
g) Promoting good quality health service delivery through second monitoring, reporting and application of standards

During the year, the health, nutrition and HIV/AIDs cluster monitored disease trends in northern Uganda, Karamoja and parts of western and eastern Uganda. Through this monitoring, partners were able to timely detect disease outbreaks like Cholera in eastern and western Uganda, Ebola and Marburg Viral Hemorrhagic Fevers (VHF) in western Uganda and Meningitis and Plague in west Nile region. 

Cluster partners technically, logistically and financially supported all the districts in northern Uganda and Karamoja region to strengthen completeness of reporting and improve on the poor performing districts. This increased the completeness of reporting to over 90%. Data from the completeness of reporting was used to monitor weekly disease trends which facilitated early and timely response.
Monthly reports were also written on a monthly basis at the national and district levels and disseminated to the humanitarian coordinator and cluster partners. A total of …. Weekly reports were produced and shared during the year. 
h) Ensuring timely identification and filling of critical gaps
During the year, the cluster supported districts in northern Uganda and Karamoja region to fill in some missing gaps identified through health assessments and surveys. Cluster partners were able to support temporary recruitment of health workers to support Hepatitis E interventions, rehabilitate health facilities, procure and distribute drugs and orientation of new and old health workers to enhance early case detection and management of patients. In Pader district partners supported with training of community and district leaders on Indoor Residual Spraying. In Lango sub region the cluster supported various health programmes like Reproductive Health, Malaria, TB/HIV/AIDS, Nutrition, Health Education / Hygiene Promotion, Child Days as well as outreaches in hard to reach areas hence improving access to basic health services. In Western Uganda, members also supported kisoro districts with the printing of 5000 child health cards for children that were being immunized. 

In Karamoja region, the cluster supported outreaches to resettlements camps, accelerated child survival days and Child Days Plus. This increased the number of children and communities reached with health services. 
i) Ensuring good community participation using community based health initiatives and approaches

As one of its key roles of ensuring community participation in health response, the cluster supported a number of community initiatives in 2008. Partners jointly or individually trained, sensitized and refreshed several Village Health Teams (VHTs) and community leaders in Acholi, Teso, Bugisu and Karamoja sub regions. In Moroto, Nakapiripirit, Kotido, Kabong and Abim, cluster members trained 498, 769, 348, 748 and 666 respectively. A total of 250 district authorities and 2,050 sub county authorities were also sensitized on the VHT concept and the roles they are to play during the implementation of VHTS through out Karamoja. 

In Teso sub region, to ensure adequate preparation for floods in the flood prone regions of the country, partners trained and refreshed 19 district leaders Trainers (ToT) for VHTs in Manafa, 491 VHTs trained in Manafa, Sironko and Kumi while 85, 85,105 and 99 VHTs respectively received refresher training from the districts of  Kapchorwa, Bukwo, Soroti, Katakwi  and Amuria respectively.

The trained and refreshed VHTs provide basic health services like health education, distribution of condoms, treatment of dehydration and malarial among children under five years of age. 

In Kitgum district, refresher trainings for the Community Based Disease Surveillance System (CBDS) using VHTs was given. This has strengthened monitoring of disease trends at the community level.   

j) Building strong partnerships and enhancing advocacy for resource mobilization

With the guidance of the humanitarian coordinator, UNOCHA together with other clusters, the health, nutrition and HIV/AIDs cluster, participated in the development of the Consolidated Appeal Process in Uganda. Based on the 2008 CAP, partners raised ……………………….. out of the expected ………………………………. USD which represents …..% funding level. An additional ……………… USD was raised from ……………………
The cluster continued to strengthen inter cluster partnerships with the WASH cluster through the joint response to Hepatitis E in Kitgum district. The cluster continued to provide a platform for the development of a joint emergency health, nutrition and HIV/AIDs programme which was jointly planned and implemented by UNICEF, UNFPA, WFP and WHO in 2008.
k) Putting all hands on the deck for effective health, Nutrition and HIV/AIDs service delivery

a)
Malaria

As one of the main cause of morbidity and mortality in Uganda contributing to…..% of the disease burden and death in children under 5 years, in 2008 the cluster maintained its support towards malaria through; promoting and effecting Indoor residual spraying (IRS) and Insecticide treated mosquitoes nets as major malaria vector controlling strategies. Through Ministry of Health, cluster partners distributed approximately …… nets in northern Uganda and Karamoja region and effected spraying of houses in the districts of Acholi, and Lango sub regions. The IRS coverage in Acholi was ….%, …….% in Lango sub region with ITN coverage achievement of ….% 

b)
Nutrition

In 2008, a number of nutritional surveys were conducted by World Food Programme and ACF with support from UNICEF in northern Uganda and Karamoja sub regions. Results of the survey revealed that the nutritional status of people in northern Uganda declined as compared to Karamoja sub region where the nutritional status are still bad at.…%. This is attributed to food shortage in the region where Severe malnutrition is at …% which is above the emergency threshold (>Global Acute Malnutrition) hence the need to scale up nutritional interventions in the region. With all this happening partners managed to support therapeutic feeding of malnourished children in the region ………………. 
In 2008, a total of ….. Severely malnourished and …..Moderately malnourished children were treated through programmes (therapeutic and supplementary respectively).  The over all death rate of 9% is within the acceptable 10% level according to SPHERE (Humanitarian Charter and Minimum Standards in Disaster)
c)
HIV/AIDs and Tuberculosis 
With the massive support of cluster members in 2008, there was an upward trend in ART sites in northern Uganda and Karamoja offering ART and HCT services. A total of …. Patients were able to access drugs up from …… in 2007 representing an increase of …. %. Inline with this, access and screening for TB improved in 2008. …… new TB screening sites were opened in 2008 and equipped with all the necessarily laboratory reagents.

d)
Reproductive Health 

During the year, partners improved access of reproductive health services in Acholi, Lango and Karamoja sub region through continued supply of Emergency Obstetric Care (EmOC) equipments and supplies. This improved the capacity of the health workers to provide better services. Through training of health staff, skills of health workers were improved coupled with technical supervision leading to improved quality of reproductive health services offered at the health facility levels.
4. Looking backwards: 
Recommendations and lessons learned in 2008
Key Recommendations
Although the health, nutrition and HIV/AIDs cluster encountered a number of challenges in 2008, it has been very instrumental in the coordination of the health sector in Uganda mainly in northern Uganda and Karamoja sub regions. Through the cluster many major gaps were identified and filled in a well coordinated way and information sharing strengthened. This improved the health outcomes of the target populations within the country. Through cluster retreats and monthly meetings, cluster members have been able to plan together and re-strategize which improved response of the cluster to humanitarian emergencies in the country. 
The use of thematic working groups within the cluster also shortened duration of meetings while improving their quality hence better productivity. 

However there is still room for improvement in the cluster coordination mechanisms and activities in Uganda. 
Geographic coverage of return sites with health, nutrition and HIV/AIDS services remains a challenge that the cluster needs to address in the coming month. Although the number of ART sites in northern Uganda and Karamoja is sizeable and better than many parts of the country, it represents only …..% of the ……patients who should be on treatment. Frequent stock out of drugs and HIV testing kits remains a major challenge to access HIV/AIDS services in the ART sites. 

The regular stock out of community coeterm was also another huge challenge faced in 2008 in Acholi sub region as evidenced from SAM in Acholi sub region n 2008, provision of a comprehensive EMoC services still remain a big problem, especially because most of the operating theatres in Health Center IVs are still non functional due to defects in construction or are still under construction. 
In Addition, certain districts failed to attract midwives and doctors, this makes the districts lag behind in access to equitable services. The cluster will need to focus on implementing nutritional interventions to address the deteriorating nutritional situation in Karamoja region. 

As peace returns, the cluster needs to strengthen districts and the MoH to take over the coordination role. 

5.0
Major lessons learned (Strength and weaknesses)  

5.1 Success stories ( with Pictures attached)
5.2 Strength 

Strong coordination mechanism through cluster approach played a key role in ensuring that all partners were involved in joint planning, implementation, monitoring and evaluating their responses. Information sharing like weekly surveillance reports and monitoring of disease trends greatly enhanced early warning systems for outbreak detection and planning of response. In Acholi and Karamoja sub regions the WASH cluster was able to use such information for planning of water source surveillance and purification.

For the districts that never had the cluster approach, its introduction in to this districts strengthened coordination and crisis responses as platforms for better performance. 

The implementation of the comprehensive health strategies in the Peace, Recovery and Development Plan 2008 to 2010 would result in the improvement of the health services and better outcomes in the PRDP districts.

The introduction of the cluster approach in the districts has strengthened coordination mechanism s that existed in the crisis districts which will act as platforms for better performance
5.2
Weaknesses

Inadequate funding and slow pace of implementation of the PRDP continue to challenge provision of adequate and good quality health, nutrition and HIV/AIDS service promotion in the return areas of northern Uganda. Staff absenteeism, weak fund absorption capacity, fragmented drug and commodity supply chain management and poor supervision of health activities further compound the problem. Poor community ownership and participation in health services delivery, inadequate emergency preparedness at the district level, fragmented implementation of important health activities such as VHTs, low literacy levels and gender inequality also constraint delivery of good quality health services in northern Uganda and Karamoja. 

In Karamoja, movement of drought affected populations to more favorable areas of the region has resulted into many IDP camp-like settlements with little or no health services available in these settlements
Under funding, inadequate counterpart funding and development financing, delays in release of funds to districts, diversion of funds at various levels make it difficult to provide effective, equitable, safe and quality health services to the communities.

6.  The Way forward: Strategies and plans for 2009 (The exist strategy)
In 2009, the cluster will continue to sustain its achievements and re-position and re-adapt itself to strategies that respond to the evolving humanitarian scenario in northern Uganda and Karamopja. The cluster will continue to advocate for more funding to address gaps in the changing scenario in the return sites, scale up more capacity building activities and strengthen information sharing and dissemination in order to encourage more joint planning, implementation, supervision, monitoring and evaluation.  
In Karamoja where Insecurity between and within the Karamojong has resulted in to deterioration of health service delivery and indicators, the cluster will widen its presence through regional coordination mechanisms to support health, nutrition and HIV/Aids programme planning, implementation, coordination, supervision and evaluation in the region. 

The cluster will specifically focus on the following activities in 2009: 

· Provide technical support and guidance to MoH and the DHTs to implement the health recovery plans for all PRDP district in northern Uganda 

· Support MoH to create a department that will handle issues from districts and treat them as emergency and continue to provide for and advocate for support to MoH and districts to strengthen the health systems in northern Uganda and Karamoja 
· Pro actively support and engage Regional Referral hospitals to carry out supervision roles of health centres in the districts.  

· Support MoH and districts with the gradual implementation of cluster exit strategy 
· Continue to build capacity of cluster members on health, nutrition and recovery 

· Continue to respond to any health, nutrition and HIV/AIDs related emergencies in the country

