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Abstract
Background Community Health Workers (CHWs) play a crucial role in outbreak response, including health education, 
contact tracing, and referral of cases if adequately trained. A pilot project recently trained 766 CHWs in Wakiso district 
Uganda on epidemic and pandemic preparedness and response including COVID-19. This evaluation was carried out 
to generate evidence on the outcomes of the project that can inform preparations for future outbreaks in the country.

Methods This was a qualitative evaluation carried out one year after the project. It used three data collection 
methods: 30 in-depth interviews among trained CHWs; 15 focus group discussions among community members 
served by CHWs; and 11 key informant interviews among community health stakeholders. The data was analysed 
using a thematic approach in NVivo (version 12).

Results Findings from the study are presented under four themes. (1) Improved knowledge and skills on managing 
epidemics and pandemics. CHWs distinguished between the two terminologies and correctly identified the signs 
and symptoms of associated diseases. CHWs reported improved communication, treatment of illnesses, and report 
writing skills which were of great importance including for managing COVID-19 patients. (2) Enhanced attitudes 
towards managing epidemics and pandemics as CHWs showed dedication to their work and more confidence 
when performing tasks specifically health education on prevention measures for COVID-19. (3) Improved health 
practices such as hand washing, vaccination uptake, and wearing of masks in the community and amongst CHWs. (4) 
Enhanced performance in managing epidemics and pandemics which resulted in increased work efficiency of CHWs. 
CHWs were able to carry out community mobilization through door-to-door household visits and talks on community 
radios as part of the COVID-19 response. CHWs were also able to prioritize health services for the elderly, and support 
the management of patients with chronic diseases such as HIV, TB and diabetes by delivering their drugs.
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Introduction
Uganda has been affected by several epidemics in recent 
years including Ebola, Marburg, Rift Valley Fever, Mea-
sles, Cholera, Crimean Congo Hemorrhagic Fever, 
Anthrax, and Meningitis [1, 2]. These epidemics have led 
to increased morbidity and mortality, as well as impacted 
on the broader health system including service deliv-
ery, human resources, and access to essential medicines 
[3]. The country has also been negatively affected by the 
COVID-19 pandemic which resulted in severe health 
and social impacts. Uganda experienced 3 main waves of 
the COVID-19 pandemic, with the second one in 2021 
being the most severe [4]. This wave was characterised by 
widespread community transmission, increased hospital 
admissions, and high mortality among many age groups 
particularly the elderly [5].

The pandemic greatly affected health services in 
Uganda and as such, the number of maternal health com-
plications increased during lockdown [6, 7]. In addition, 
child health indicators such as immunisation attendance 
declined, while neonatal deaths increased [6, 7]. Many 
studies conducted in Uganda have also reported reduced 
availability and access to chronic care services for HIV/
AIDS and non-communicable diseases during the pan-
demic [8, 9]. There is also evidence of increased mental 
health conditions in Ugandan communities due to high 
levels of stress, stigma, anxiety, and depression mainly 
due to social isolation and the impact of economic losses 
as a result of the COVID-19 pandemic [10, 11].

Community Health workers (CHWs) are recognized 
globally for their role in the improvement of primary 
health care service delivery [12]. CHWs have been instru-
mental in supporting preventive, promotive, and cura-
tive health service delivery among communities for many 
years. CHWs have been involved in the management 
of previous epidemics such as: the Ebola outbreak of 
2014–2016 in Liberia, Guinea, and Sierra Leone [13–15]; 
the HIV/AIDS epidemic in sub-Saharan Africa [16]; the 
Cholera outbreak in Haiti and Yemen [17]; and the Zika 
virus outbreak in the Americas [18–20].

CHWs have been at the forefront of the COVID-19 
pandemic globally, particularly in low resource set-
tings [21]. CHWs around the world have been involved 
in the COVID-19 response by carrying out various roles 
such as screening, information dissemination, aware-
ness creation, supporting vaccine registration processes, 
mobilizing the community for vaccination, and support-
ing treatment [22]. They also played a critical role in 

maintaining access to essential services during the pan-
demic, notably community-based management of child-
hood illness. CHWs in Uganda, locally referred to as 
village health teams (VHTs), have been involved in cre-
ating awareness on COVID-19 and its preventive mea-
sures [23], and contact tracing [24], while others have 
supported vaccination [25, 26]. During the pandemic, the 
Government of Uganda through the Ministry of Health 
(MOH) has relied on CHWs to support contact tracing, 
community case management, as well as health promo-
tion in addition to their routine roles [23, 25, 26].

A recent project implemented as part of the partner-
ship between Makerere University School of Public 
Health and Nottingham Trent University (UK), in col-
laboration with Wakiso District Local Government, and 
MOH trained 766 CHWs in Wakiso district, Uganda 
on epidemic and pandemic preparedness and response 
including COVID-19. This training was conducted due 
to the vital role played by CHWs in supporting health 
systems at the grassroots, particularly during epidemics 
and pandemics [22, 27]. The 2-day participatory training 
was facilitated by health practitioners from local health 
facilities that supervise CHWs. The main topics in the 
training were: introduction to epidemics and pandem-
ics; community engagement; contact tracing; risk com-
munication; frontline protection; as well as community 
awareness and sensitization. The training also had a 
session on prevention and control of COVID-19 in the 
community. In addition, group discussions, sharing past 
experiences from common epidemics in Uganda, pre- 
and post-training assessments, and a certificate awarding 
ceremony were held. The pre- and post-training assess-
ment carried out demonstrated improved knowledge and 
skills among the CHWs. In the pre-training assessment, 
7.5% of the CHWs said they had adequate knowledge on 
epidemics and pandemics compared to 92.8% in the post-
training assessment. Pre-training assessment results also 
showed that CHWs who said they had knowledge and 
skills required in community engagement, risk communi-
cation, and contact tracing were 65.7%, 55.6%, and 30.0% 
respectively compared to 99.4%, 99.4%, and 97.9% in 
the post-training assessment respectively. Furthermore, 
65.9% of the CHWs said that they knew how to protect 
themselves while responding to epidemics and pandem-
ics during the pre-training assessment compared to 100% 
in the post-training assessment. Although this post-
training assessment was conducted immediately after 
the training, the long-term effects of the project on the 

Conclusions These findings demonstrate that CHWs can support epidemic and pandemic response when their 
capacity is enhanced. There is need to invest in routine training of CHWs to contribute to outbreak preparedness and 
response.
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CHWs and communities they serve was not established 
hence necessitating an impact evaluation.

Our evaluation is informed by a results chain that 
establishes causal logic from the initiation of the project, 
beginning with resources available, to the end, looking at 
long term goals [28]. The results chain sets out a logical, 
plausible outline of how a sequence of inputs, activities, 
and outputs for which a project is directly responsible, 
as well as interacts with behaviour to establish pathways 
through which impacts are achieved. A results chain 
maps the inputs, activities, outputs and outcomes of the 
project. In our project results chain, the inputs were the 
financial, human and other resources needed for imple-
mentation including funding, project staff, community 
mobilisers, trainers, and training materials. The activi-
ties in our results chain were the actions taken to con-
vert inputs to outputs specifically mobilising and training 
CHWs on epidemic and pandemic preparedness and 
response.

The outputs in our results chain were the products 
resulting from converting inputs into tangible deliver-
ables notably improved knowledge and skills of CHWs 
on epidemics and pandemics (which was assessed using 
the pre- and post-training assessment). The outcomes in 
our results chain (which are assessed in this evaluation) 
include short- and long-term effects of the intervention. 
This impact evaluation aimed to generate evidence on the 
outcomes of the project that could be used by local stake-
holders including MOH, Wakiso District Local Govern-
ment, and other implementing partners in preparedness 
and response to future epidemics and pandemics in the 
country.

Methodology
Study area and setting
The study was conducted in Wakiso district located in 
the central region of Uganda which neighbours Kampala, 
the country’s capital city. Wakiso is the most populated 
district in Uganda with an estimated population size of 
2,915,200 inhabitants. The average household size is 4.7 
and the main occupation being subsistence farming [29]. 
The district has a mix of urban and rural areas, with half 
of its population living in urban settings. The high pop-
ulation growth rate in the district poses a threat to the 
existing scarce resources and a challenge to service provi-
sion [30]. As such, CHWs are a great contribution to the 
human resource for health in the area.

The 6 local administrative units in Wakiso district 
which were involved in the study were Entebbe munici-
pality, Bussi sub county, as well as Kajjansi, Katabi, 
Kasanje, and Kyengera town councils. These units had 
been involved in the project that trained the CHWs as 
part of the partnership between Nottingham Trent Uni-
versity and Makerere University School of Public Health. 

According to the last National Population Census (2014) 
[29], the population of the target local authorities is esti-
mated as follows: Entebbe municipality (70,219), Bussi 
sub-county (15,827), Kasanje town council (29,008), 
Kajjansi town council (92,916), Katabi town council 
(105,669), and Kyengera town council (195,531) hence a 
total of 509,170. Given that this census was conducted 
over 7 years ago, and the population growth rate of 
Wakiso district of 4.1% [31], the current total population 
of the target area is likely to be over 1,000,000.

Study design and participants
This was a qualitative evaluation that used three data col-
lection methods: in-depth interviews (IDIs), focus group 
discussions (FGDs), and key informant interviews (KIIs). 
This evaluation was carried out in 2021, one year after the 
CHWs were trained on epidemics and pandemics. A total 
of 31 IDIs among trained CHWs, 15 FGDs among com-
munity members served by CHWs, and 11 KIIs among 
community health stakeholders including Wakiso district 
health team members, local leaders, and health practitio-
ners who supervise CHWs were conducted.

Sampling and data collection
CHWs who participated in the IDIs were identified 
purposively by their parish coordinators in the differ-
ent administrative units. Six CHWs were selected in 
each administrative unit considering their gender, age, 
and disability. The IDIs were conducted among 14 men 
and 17 females, among whom 03 CHWs were persons 
with disability. For the FGDs, 2 rural and 1 urban parish 
/ ward were randomly selected from the 6 administra-
tive units, from which one village was randomly selected 
to be involved in the study. Community members were 
involved in the study as the trained CHWs were expected 
to have interacted with them following the training as 
beneficiaries of their services. The community members 
who participated in the study were purposively selected 
by local council I leaders of the respective villages. The 
leaders worked closely with community mobilizers to 
select the FGD participants. The FGDs included 9 mixed 
groups (both male and female), 3 male groups, and 3 
female groups, each comprising of 8 to 9 participants. 
The KIIs were conducted among various stakeholders 
including the Wakiso district health team members, local 
leaders, and health practitioners who supervise CHWs. 
The number of IDIs, FGDs, and KIIs was sufficient to 
reach data saturation.

All data collection tools were developed by the 
researchers in line with the training conducted in the 
pilot project (see supplementary file). The FGDs and IDIs 
were conducted in Luganda, the most common local 
language spoken in Wakiso district, while the KIIs were 
conducted in either English or Luganda depending on 
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the participant. All the interviews and discussions audio 
recorded. All FGDs were facilitated by two research assis-
tants (RAs) who were trained and oriented by the prin-
cipal investigator to ensure they were well versed with 
the tools before data collection. In addition, the RAs had 
prior experience in qualitative research. One RA moder-
ated the FGDs, while the other did the audio recording 
and took notes. These RAs were not part of the team that 
facilitated the training during the earlier project. Data 
collection lasted approximately one hour for the FGDs, 
40–60 min for the IDIs, and between 35 and 45 min for 
the KIIs. Data collection was conducted in observance of 
the COVID-19 prevention guidelines including the use of 
hand sanitizers, wearing of face masks, and observance of 
physical distancing.

All the data collection tools used were informed by vast 
literature on evaluation [32–37], as well as the materials 
used during the training on epidemics and pandemics. 
The tools focused on information regarding epidemics 
and pandemics particularly for COVID-19 following the 
training. The main aspects assessed by the tools were: 
enhancement of skills of CHWs; confidence of CHWs 
during their work; any changes (short, medium, and long 
term) in the performance of duties of CHWs; changes in 
the trends of morbidity and mortality in the community 
including for COVID-19; changes in the community’s 
structure, processes and behaviours as a result of interac-
tion with CHWs; and any unintended consequences as a 
result of the training.

Data management and analysis
The audio recordings of the FGDs, IDIs, and KIIs were 
transcribed verbatim and proofread by the RAs to ensure 
that they were accurate. For the interviews which were 
conducted in Luganda, the audio recordings were tran-
scribed and translated to English, and the translation 
was verified by another researcher. The transcripts were 
then imported into NVivo (2020) software where data 
analysis was done by 3 researchers. The thematic analy-
sis approach was used to guide the analysis process. The 
researchers read the transcripts several times to familiar-
ize themselves with the data. Thereafter, words or related 
phrases from the transcripts were grouped to form codes. 
Coding was done by the 3 researchers in NVivo to group 
words, set of words, or phrases that were related. There-
after, the codes were discussed by the entire research 
team and revised accordingly. The codes were then 
defined, and several quotes representing different codes 
were highlighted to develop a code book. Related codes 
were then grouped to form sub-themes, and related 
sub-themes were grouped together to form themes. The 
themes that were generated from the analysis informed 
the findings from the study.

Results
Findings from the study are presented under four themes: 
improved knowledge and skills on managing epidemics 
and pandemics; enhanced attitudes towards managing 
epidemics and pandemics (CHWs showed dedication to 
their work and enhanced confidence); improved health 
practices in the community; and enhanced performance 
in managing epidemics and pandemics by CHWs.

Improved knowledge and skills in managing epidemics 
and pandemics
Improved knowledge on epidemics and pandemics
From the IDIs, CHWs were able to distinguish between 
epidemics and pandemics, as well as gave relevant exam-
ples of each. The CHWs defined pandemics as disease 
outbreaks that spread across countries or international 
borders, while epidemics as outbreaks that occur within 
a specific community or region.

“Epidemics are diseases that we learnt about that if 
they break out in a certain area, they don’t spread to 
many places, and there are pandemic diseases that 
break out and spread over a large area or all over 
the world like COVID-19.” Male participant 03, 
Bussi sub county, IDI.

The CHWs identified several diseases that could either 
be epidemics or pandemics following the training such 
as COVID-19, cholera, Ebola, Marburg, Anthrax, and 
Rift Valley Fever. The CHWs were also able to identify 
the different signs and symptoms of some these diseases 
such as: bleeding from body openings, diarrhoea, vomit-
ing, high body temperatures, and general body weakness 
for Ebola; diarrhoea, stomach ache, headache, vomit-
ing, and blood stains in stool for cholera; and flu, cough, 
runny nose, sore throat, fever, loss of smell, loss of appe-
tite, dryness of the throat, and difficulty in breathing for 
COVID-19.

“For Ebola, someone has a lot of diarrhoea some-
times with blood stains, a lot of vomiting, high body 
temperature, and general body weakness, while 
someone with COVID-19 experiences body weak-
ness, flu, and a sore throat.” Female participant 04, 
Kyengera Town Council, IDI.

Improvement of skills
CHWs stated that they had learnt many skills from the 
training such as communication, treatment of illnesses, 
and report writing. Many CHWs reported that they 
gained skills in carrying out community awareness and 
sensitization on COVID-19 such as health educating 
people on how to protect themselves through wearing 
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masks, handwashing, and social distancing. Some CHWs 
also stated that the treatment skills gained helped a lot 
in managing COVID-19 patients including provision 
of home-based care. Many CHWs highlighted that they 
were able to write reports on different health related inci-
dents, as well as communicate effectively with their col-
leagues on any health-related issue in their communities.

“It is no longer hard for me to support someone who 
for example has COVID-19 because I know the right 
steps. I was taught and I have the skills to treat them 
and they recover. Before the training, I would even 
fear to go near a COVID-19 patient, but now I know 
how to handle them, and how to advise the caretak-
ers for those doing homebased care.” Female partici-
pant 02, Katabi Town Council, IDI.

Some CHWs also stated that previously, they did not 
know the proper procedure of washing their hands or 
wearing gloves but after the training, they had learnt such 
techniques. Some highlighted that they had increased 
their handwashing frequency since the training. They 
also identified that wearing gloves while handling a sus-
pected case can help reduce the risk of transmitting com-
municable diseases.

“We got many skills. I even didn’t know how to wash 
my hands well but now, I know how to wash my 
hands and how many times they should be washed. 
I also know how to wear gloves and I know that 
someone can get the disease if they don’t know how 
to wear the gloves properly.” Male participant 03, 
Bussi sub county, IDI.

Enhanced attitudes towards managing epidemics and 
pandemics
Dedication to work
Throughout the FGDs, community members reported 
that the attitudes of CHWs towards their work had 
improved. According to the FGD participants, they had 
watched CHWs carry out their duties in the commu-
nity with passion. They also stated that CHWs worked 
very hard, and invested their time to take health services 
closer to their populations. Some community members 
acknowledged that at times CHW service came with per-
sonal costs such as time and finances for example dur-
ing community mobilization and engagement, yet many 
CHWs were always willing to pay the cost to ensure the 
wellbeing of their community.

“They love their work a lot and I have seen many of 
them sacrifice their time to health educate the com-
munity on diseases including COVID-19. For some-

one to leave their home and walk the whole village, 
it shows that such a person loves their work.” Female 
participant 02, Katabi Town Council, Mixed FGD.

Enhanced confidence
A common view among the IDI participants was that 
after the training, the CHWs had become more confident 
regarding managing epidemics and pandemics. Many 
CHWs alluded to the fact that before the training, they 
did not know much about COVID-19 or how to manage 
it in their community hence were not actively involved 
in engaging on health issues. In addition, other CHWs 
mentioned that they also had fear because they thought 
that once they acquired COVID-19, the end result was 
death, so they stayed away from any possible chances of 
contracting it. However, it was reported that during the 
training, they acquired knowledge about the disease, how 
it is spread, how to manage and prevent it, as well as how 
to protect themselves as frontline health workers. This 
gave them the confidence to mobilise and health edu-
cate the rest of the community, while speaking from an 
informed point of view.

“I become more confident because when COVID-19 
had just started to spread, we were not confident 
and I used to fear. However, we were trained on the 
ways I can use to prevent contracting the disease, I 
became more confident and courageous because I got 
to know that if I practice what they had taught me, 
I would prevent the spread of COVID-19.” Female 
participant 04, Kasanje Town Council, IDI.

KII and FGD participants also agreed that the confidence 
of the CHWs to work was amplified by the training on 
epidemics and pandemics. Some KIIs also highlighted 
that this improvement was not only seen within their 
communities but also in comparison to CHWs in other 
areas that had not received such similar training.

“The most outstanding difference is that these CHWs 
who were trained are more confident because they 
have the knowledge and certificates from the train-
ing. They are very confident because, in a meeting 
we recently had, you could tell the difference as, you 
would find the trained CHW could explain health 
issues on COVID-19 correctly, and even elaborated 
with examples when compared to other CHWs who 
never received the training. For them [non-trained 
CHWs], they were not participating actively in the 
discussions.” Female health worker participant 01, 
Kyengera Town Council, KII.
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Improved health practices in the community
From the FGDs, community members attributed 
improved health practices in their households to the 
work of CHWs. According to the FGD participants, they 
had learnt many health promotion actions from CHWs 
which were effective in controlling and preventing the 
spread of COVID-19. These practices included wearing 
masks properly, having more than one reusable mask 
to allow changing in case it got dirty, proper handwash-
ing at home, avoidance of crowded areas, and observing 
social distance. Other community members stated that 
the habits they acquired were also transferrable to other 
family members such as their children. Among the IDI 
participants, many CHWs also reported improved hand 
hygiene at the community and household levels, as well 
as increased uptake of COVID-19 vaccination following 
the training.

“Yes, the change that was noticed is that when I 
taught people in the community, they got to know 
that COVID-19 can spread not only to adults but 
also young children, and also that COVID-19 kills. 
During COVID-19 vaccination in my village, chil-
dren whose parents had kept them from earlier vac-
cination, accepted to have them vaccinated.” Female 
participant 03, Kasanje Town Council, IDI.

Many of the CHWs highlighted that they were initially 
fearful about getting vaccinated against COVID-19 
before the training. This was because they did not have 
much information about the disease besides what was 
communicated over the radio by MOH, and the misin-
formation on social media. However, after the training, 
many of the CHWs had a change in perspective, as they 
became aware of the vital role of vaccination in curbing 
further spread of the virus. This finding was also echoed 
among key informants who stated that after the training, 
most CHWs immediately went for vaccination.

“After the training, the CHWs knew the importance 
of vaccination in controlling the pandemic. Actually, 
we vaccinated all CHWs in our area and they all 
received their second dose! What is remaining is the 
booster dose and all that is attributed to the train-
ing. The training greatly enhanced knowledge and 
practices and such a change would not have hap-
pened without the activity.” Female Health worker 
participant 02, Kasanje Town Council, KII.

Enhanced performance in managing epidemics and 
pandemics
Community members reported that CHWs carried out 
community mobilization through door-to-door visits 

and talks on community radio as part of the COVID-19 
response. The CHWs also mentioned that they increased 
the frequency of the number of household visits they 
made during the COVID-19 pandemic after the training. 
According to them, the training created this increase as 
these home visits were conducted to ensure that people 
in their communities were kept safe from COVID-19. 
During the visits, the CHWs reported to have encour-
aged people to go for COVID-19 testing, and advocated 
for vaccination of vulnerable groups such as the elderly, 
especially those with underlying illnesses such as diabe-
tes, TB, and HIV.

We also have TB and HIV patients, so those are the 
ones we were constantly visiting because they were 
at a high risk of getting serious effects if they got sick, 
with COVID-19. We would tell them to go and get 
vaccinated and when they returned, we would regu-
larly visit them to see that they are well. We also did 
this for the elderly.” Male participant 05, Kajjansi 
Town Council, IDI.

The same view was also expressed by the FGD partici-
pants as they stated that CHWs played a crucial role in 
managing the COVID-19 pandemic. Many of them high-
lighted that CHWs encouraged them to wash their hands; 
ensured that each household had a handwashing facil-
ity; gave out face masks to some people and encouraged 
wearing them; encouraged social distancing; advised 
people to avoid crowded places; and provided home-
based treatment for those who were infected. In addition, 
the community members stated that after the training, 
the CHWs also taught them how to make hand washing 
facilities in their homes during the COVID-19 pandemic.

“I once suffered from COVID-19 but the CHWs 
could visit all the time and they encouraged me to 
isolate myself from the rest of the people, avoid mov-
ing a lot, and having water and soap for handwash-
ing when I don’t have a sanitizer. They used to visit 
us to check how we were doing while sick and also 
told us not to go for burials which attracted large 
crowds.” Female participant 08, Kyengera Town 
Council, Female FGD.

Furthermore, key informants applauded the CHWs for 
supporting patients with chronic diseases during the 
COVID-19 pandemic. Some key stakeholders men-
tioned that CHWs helped to get medication for people 
suffering from chronic diseases such as HIV/AIDs from 
health facilities. This was because these people did not 
have access to transport means to the facilities. Other key 
informants also appreciated the CHWs for being discreet 
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as they delivered the health services without disclosing 
the health status of their community members.

“There were HIV patients who did not have drugs, 
but the CHWs would walk to the health facility and 
pick the drugs for them. As you know, HIV patients 
like their privacy hence the CHWs would reach out 
to them, counsel and help them. So that training was 
really helpful.” Male Local Council leader partici-
pant 01, Katabi Town Council, KII.

Beyond pandemics and epidemics, community members 
stated that CHWs offered them usual routine health ser-
vices such as treating malaria, diarrhoea, and pneumonia 
among children under five years, counselling, health edu-
cation, distribution of mosquito nets, conducting refer-
rals to health facilities, carrying out household visits, as 
well as community mobilization for vaccination, and fam-
ily planning after the training. By offering such services, 
community members did not have to make such trips to 
the health centers themselves during the pandemic.

“The CHWs have offered us services because they 
brought us nets, because of that, we did not have to 
go to hospitals where COVID-19 patients were. So, 
we remained in our homes. Imagine if we had some-
one with malaria and that person was to go to a 
hospital managing COVID-19 cases for treatment 
frequently. The chances of our household members 
acquiring COVID-19 would have been high.”  Male 
participant 4, Katabi Town Council, Mixed FGD.

Discussion
CHWs, if well supported can improve health outcomes 
within their communities during epidemics and pandem-
ics [13, 38–41]. Our study shows that the CHWs trained 
during the project demonstrated improved knowledge, 
skills, and enhanced attitudes toward managing epidem-
ics and pandemics. This led to better performance of 
CHWs when handling incidences of epidemics and pan-
demics in their community particularly for COVID-19. 
The recognition of CHWs as the first line of Uganda’s 
health system in the community necessitates govern-
ments and implementing partners to invest in this cadre, 
as this evaluation shows that enhancing the capacity of 
CHWs can contribute to preparedness and response to 
outbreaks.

Our results showed that CHWs exhibited improved 
knowledge and skills on epidemics and pandemics as 
shown in previous studies where evaluations were carried 
out among this cadre [42, 43]. It is important to note that 
this evaluation was carried out one year after the train-
ing. The CHWs from the study correctly distinguished 

between epidemics and pandemics, and identified 
examples and signs of diseases associated with them. 
This finding is consistent with the project post-assess-
ment results that found out that over 90% of the CHWs 
reported increased knowledge of epidemics and pandem-
ics. Participants from our study reported improvement 
in skills such as communication, treatment of illnesses, 
and report writing following the training. As shown by 
previous studies, good communication skills are of great 
importance when handling misinformation in the com-
munity [40, 44, 45]. In addition, good report writing 
skills allowed for contact tracing and general surveillance 
of suspected cases in past pandemics [15]. Enhanced 
knowledge and skills of CHWs is therefore likely to con-
tribute to improved performance during pandemics and 
epidemics.

Community members in this study noted that the 
CHWs were more dedicated and confident in their work 
after the training. Indeed, CHWs themselves reported 
being more confident with using frontline protection, 
and demystifying COVID-19 miscommunication espe-
cially explaining concerns and myths around vaccination. 
Previous studies have also reported increased confidence 
among CHWs to educate communities after various 
capacity building initiatives [39, 46]. Indeed, acquiring 
the right information on health issues through timely 
training increases the motivation and capacity of CHWs 
to advise on health promotion activities [45, 47]. The pos-
itive attitude of CHWs towards managing epidemics and 
pandemics established in our study could have been con-
tributed to by the use of demonstrations on hand washing 
and wearing of gloves as protective gear; presentation of 
COVID-19 vaccination cards by training facilitators; and 
the ample time taken to explain the history of COVID-19 
and how vaccination works, as part of the training.

Results from the study showed that CHWs continued 
to provide routine services such as Integrated Commu-
nity Case Management (iCCM) of childhood illnesses, 
distribution of nets, and referral of cases during the 
COVID-19 pandemic. This finding is similar to a study 
carried out in Bangladesh that found that some CHWs 
maintained their regular routine service levels, despite 
the lockdown that hindered other frontline workers and 
health assistants from carrying out community-based 
services due to movement restrictions [45]. However, this 
finding differs from earlier studies where CHWs were 
not able to work effectively during the pandemic due to 
movement restrictions, fear of acquiring the disease, and 
lack of access to personal protective equipment [48–50]. 
Access to essential routine health services often declines 
during pandemics and epidemics [13, 51]. However, this 
evaluation showed that CHWs can support to bridge that 
gap if trained.
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Particularly to COVID-19, the findings from our study 
showed increased community mobilization for uptake 
of vaccination; contact tracing; door-to-door and com-
munity radio health education; and household visits, as 
shown by previous systematic reviews [39, 40] and stud-
ies in Bangladesh [52], Uganda [48, 53] and USA [43]. 
Furthermore, CHWs in our study reported to prioritise 
COVID-19 health services for the elderly and those with 
chronic illnesses such as HIV/AIDS. Enhanced access to 
drugs through CHWs among HIV/AIDs patients dur-
ing the COVID-19 pandemic has also been documented 
elsewhere in Uganda [54].

Health practices such as vaccination, hand hygiene, and 
wearing of face masks in the community were enhanced 
in our study following the training. This can be attrib-
uted to the fact that CHWs can empower communities to 
respond and act to health concerns as shown in previous 
studies among underserved communities in the USA [43, 
46, 55], Nigeria [56] and West Africa [57]. CHWs usually 
stay in the communities they serve and therefore are well 
positioned and trusted messengers to address any misin-
formation, fear, and stigma if knowledgeable [22, 58, 59]. 
In addition, many of the CHWs were vaccinated after the 
training hence being exemplary in their communities. 
This underscores the importance of having a well-trained 
community health workforce.

Overall, our training enhanced the capacity of CHWs 
in the prevention and control of epidemics and pandem-
ics, especially COVID-19. The lessons learnt from this 
project can be applied to other emerging and re-merg-
ing diseases in Uganda such as Cholera and Ebola. We 
believe several reasons were responsible for the success 
of this project:

  • The rigorous 2-day training focusing on several 
topics such as introduction to epidemics and 
pandemics; community engagement; contact tracing; 
risk communication; frontline protection; and 
community awareness and sensitization.

  • The use of demonstrations, group discussions, and 
illustrations as part of the training.

  • The timing of the training allowed facilitators to refer 
to the ongoing COVID-19 pandemic.

  • The ongoing COVID-19 outbreak allowed the CHWs 
to immediately put the acquired knowledge and skills 
into practice.

  • Dedicated support supervision and mentorship of 
CHWs by their supervisors who also doubled as their 
training facilitators.

  • Working within the already existing government 
health structures by the CHWs. Indeed, training 
was held among already existing CHWs in the 
community who are part of the health system.

Interpretation of the findings should consider that the 
CHW training was carried out before the second wave 
of the COVID-19 pandemic in Uganda. The training 
therefore utilised the earlier experiences and lessons 
from the first wave such as the disruption of medical sup-
plies and distrust of CHWs by the community with sup-
port from the MOH. As the evaluation was carried out 1 
year after the training, there was the potential for recall 
bias on some of the aspects assessed. In addition, some 
of the improvements in knowledge and practices among 
the CHWs may be attributed to other initiatives beyond 
the project. Nevertheless, the use of different qualitative 
data collection methods (focus group discussions, key 
informants, and in-depth interviews) enhanced rigour of 
the study, as well as enabled triangulation of findings. To 
the best of our knowledge, this study is among the first to 
evaluate the knowledge, skills and performance of CHWs 
in the prevention of epidemics and pandemics in Uganda 
following a capacity building initiative.

Conclusion
Training of CHWs on epidemics and pandemics 
enhanced their knowledge, skills, attitudes, practices, 
and performance while managing outbreaks particularly 
COVID-19. The training also enhanced dedication and 
confidence of CHWs to perform their roles in the com-
munity during the outbreak. Capacity building of CHWs 
should be considered as a crucial activity to support the 
health system during epidemics and pandemics.

Abbreviations
AIDS  Acquired immunodeficiency syndrome
CHWs  Community Health Workers
FGDs  Focus Group Discussions
HIV  Human Immunodeficiency Virus
IDIs  In-depth Interviews
KIIs  Key Informant Interviews
MOH  Ministry of Health, Uganda
TB  Tuberculosis
VHTs  Village Health Teams

Supplementary Information
The online version contains supplementary material available at https://doi.
org/10.1186/s12875-024-02522-1.

Supplementary Material 1

Acknowledgements
The authors acknowledge the enormous contribution of our community 
mobilisers Henry Bugembe and Henry Kajubi, as well as the administration 
of the Wakiso District Health Office. We also thank the participants for their 
involvement in the study.

Author contributions
DM and LG conceived and designed the study. GBL, BT, BN and MOB carried 
out and supervised data collection. GBL, BT and BN analysed the data. All 
authors contributed to writing of the manuscript. All authors read and 
approved the final manuscript.

https://doi.org/10.1186/s12875-024-02522-1
https://doi.org/10.1186/s12875-024-02522-1


Page 9 of 10Musoke et al. BMC Primary Care          (2024) 25:260 

Funding
This study was funded by the Global Challenges Research Fund (GCRF) as part 
of the Nottingham Trent University 2021/22 QR allocation. The funders had 
no role in study design, data collection and analysis, decision to publish, or 
preparation of the manuscript.

Data availability
The datasets used and/or analysed during the current study are available from 
the corresponding author on reasonable request.

Declarations

Ethics approval and consent to participate
The study obtained ethical approval from Makerere University School of Public 
Health Higher Degrees, Research and Ethics Committee (SPH-2022-258) and 
was registered at the Uganda National Council of Science and Technology 
(HS2349ES). Written informed consent was acquired from all participants prior 
to data collection, and participation was voluntary. Anonymity was ensured 
since the participants’ identifying information including their names was not 
recorded during data collection. In addition, data emanating from the study 
was accessed by the researchers for the study purpose.

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

Author details
1Department of Disease Control and Environmental Health, School of 
Public Health, College of Health Sciences, Makerere University, P. O. Box 
7072, Kampala, Uganda
2Institute of Health and Allied Professions, School of Social Sciences, 
Nottingham Trent University, Nottingham NG1 4FQ, UK

Received: 17 February 2024 / Accepted: 12 July 2024

References
1. Kaawa-Mafigiri D, Kato F, Megan SS. Tackling deadly diseases in Africa: key 

considerations for Epidemic response and preparedness in Uganda. Social Sci 
Action. 2021. 1–48.

2. Mbonye AK, Sekamatte M. Disease outbreaks and reporting in Uganda. 
Lancet. 2018;392(10162):2347–8.

3. Kapiriri L, Be LaRose L. Priority setting for disease outbreaks in Uganda: a case 
study evaluating the process. Glob Public Health. 2019;14(2):241–53.

4. Bongomin F, Fleischer B, Olum R, Natukunda B, Kiguli S, Byakika-Kibwika P, et 
al. High Mortality during the Second Wave of the Coronavirus Disease 2019 
(COVID-19) pandemic in Uganda: experience from a National Referral COVID-
19 Treatment Unit. Open Forum Infect Dis. 2021;8(11):ofab530.

5. Ministry Of Health. Coronavirus (Pandemic) Covid-19. 2022. https://www.
health.go.ug/covid/. Accessed 28 July 2023.

6. Burt JF, Ouma J, Lubyayi L, Amone A, Aol L, Sekikubo M, et al. Indirect effects 
of COVID-19 on maternal, neonatal, child, sexual and reproductive health 
services in Kampala, Uganda. BMJ Glob Health. 2021;6(8):e006102.

7. Atim C, Bhushan I, Blecher M, Gandham R, Rajan V, Davén J, et al. Health 
financing reforms for Universal Health Coverage in five emerging economies. 
J Glob Health. 2021;11:16005.

8. Sserwanja Q, Kawuki J, Kim J. Increased child abuse in Uganda amidst COVID-
19 pandemic. J Paediatr Child Health. 2021;57(2):188–91.

9. Nuwematsiko R, Nabiryo M, Bomboka JB, Nalinya S, Musoke D, Okello D, et al. 
Unintended socio-economic and health consequences of COVID-19 among 
slum dwellers in Kampala, Uganda. BMC Public Health. 2022;22(1):88.

10. Ainamani H, Gumisiriza N, Rukundo G. Mental health problems related to 
COVID-19. Psychol Trauma. 2020;12(7):809.

11. Giebel C, Cannon J, Hanna K, Butchard S, Eley R, Gaughan A, et al. Impact of 
COVID-19 related social support service closures on people with dementia 
and unpaid carers: a qualitative study. Aging Ment Health. 2021;25(7):1281–8.

12. Nemcek MA, Sabatier R. State of evaluation: community health workers. 
Public Health Nurs. 2003;20(4):260–70.

13. Miller NP, Milsom P, Johnson G, Bedford J, Kapeu AS, Diallo AO, et al. Commu-
nity health workers during the Ebola outbreak in Guinea, Liberia, and Sierra 
Leone. J Glob Health. 2018;8(2):020601.

14. Vandi M, Van Griensven J, Chan A, Kargbo B, Kandeh J, Sheriff A, et al. Ebola 
and community health worker services in Kenema District, Sierra Leone: 
please mind the gap! Public Health Action. 2017;7(1):S55–61.

15. Siekmans K, Sohani S, Boima T, Koffa F, Basil L, Laaziz S. Community-based 
health care is an essential component of a resilient health system: evidence 
from Ebola outbreak in Liberia. BMC Public Health. 2017;17(1):1–10.

16. Masquillier C, Wouters E, Mortelmans D, van Wyk B, Hausler H, Van Damme 
W. HIV/AIDS competent households: interaction between a health-enabling 
environment and community-based treatment adherence support for 
people living with HIV/AIDS in South Africa. PLoS ONE. 2016;11(3):e0151379.

17. Veras-Estévez BA, Chapman HJ. Cholera in Haiti: a public health challenge 
in the Dominican Republic and Americas Region. Rev Panam Salud Publica. 
2023;47:e60.

18. Wenham C, Lotta G, Pimenta D, Mosquitoes. and Covid-19 are a ticking 
time bomb for Latin America. 2020. https://blogs.lse.ac.uk/latamcarib-
bean/2020/03/31/mosquitoes-and-covid-19-are-a-ticking-time-bomb-for-
latin-america/. Accessed 6 March 2023.

19. Hall M, Murillo R, Smith B. CHW Zika Interventions for 2017 Healthy Genera-
tions on the Texas-Mexico Border. APHA 2017 Annual Meeting & Expo 
(Nov 4-Nov 8); 2017. https://apha.confex.com/apha/2017/meetingapi.
cgi/Paper/392493?filename=2017_Abstract392493.pdf&template=Word 
Accessed 14 March 2023.

20. Nunes J. The everyday political economy of health: community health work-
ers and the response to the 2015 Zika outbreak in Brazil. Rev Int Polit Econ. 
2020;27(1):146–66.

21. Goldfield NI, Crittenden R, Fox D, McDonough J, Nichols L, Rosenthal EL. 
COVID-19 crisis creates opportunities for community-centered population 
health: community health workers: at the center. J Ambul Care Manage. 
2020;43(3):184–90.

22. Ballard M, Bancroft E, Nesbit J, Johnson A, Holeman I, Foth J, et al. Prioritising 
the role of community health workers in the COVID-19 response. BMJ Glob 
Health. 2020;5(6):e002550.

23. Makerere University School of Public Health. How Community Health Work-
ers are contributing to the COVID-19 response in Uganda. 2020. https://sph.
mak.ac.ug/news/how-community-health-workers-are-contributing-covid-
19-response-uganda. Accessed 14 March 2023.

24. Nachega JB, Atteh R, Ihekweazu C, Sam-Agudu NA, Adejumo P, Nsanzimana 
S, et al. Contact tracing and the COVID-19 response in Africa: best practices, 
key challenges, and lessons learned from Nigeria, Rwanda, South Africa, and 
Uganda. Am J Trop Med Hyg. 2021;104(4):1179.

25. Annet K, Daisy M, Abel A. UNICEF and Save the Children train community 
health workers on COVID-19 prevention and vaccination. 2022. https://
www.unicef.org/uganda/stories/unicef-and-save-children-train-community-
health-workers-covid-19-prevention-and-vaccination. Accessed 19 May 2023.

26. Gavi. The community health workers getting people vaccinated in Uganda. 
2021. https://www.gavi.org/vaccineswork/community-health-workers-
getting-people-vaccinated-uganda. Accessed 4 May 2023.

27. Lotta G, Wenham C, Nunes J, Pimenta D. Community health workers reveal 
COVID-19 disaster in Brazil. Lancet. 2020;396(10248):365–6.

28. Gertler PJ, Martinez S, Premand P, Rawlings LB, Vermeersch CM. Impact evalu-
ation in practice, Second Edition. Washington, DC: Inter-American Develop-
ment Bank and World Bank: 2016 http://hdl.handle.net/10986/25030.

29. Uganda Bureau Of Statistics. National Population and Housing Census 2014 
- Main Report. 2016. https://www.ubos.org/wp-content/uploads/publica-
tions/03_20182014_National_Census_Main_Report.pdf. Accessed 13 April 
2023.

30. Wakiso district Local Government. Development Profile/Investment Plan FY 
2015/16-2019/20. Investment opportunities and Doing Business. Wakiso, 
Uganda. 2016. https://wakiso.go.ug/download/wakiso-district-development-
profile-investment-plan-fy-2015-16-2019-20/. Accessed 11 April 2023.

31. Wakiso District Local Government. District Profile. 2016. https://wakiso.go.ug/
about-us/district-profile/. Accessed 15 May 2023.

32. Crigler L, Hill K. Rapid assessment of community health worker 
programs in USAID priority MCH countries. Draft Tool for field 
testing. Bethesda: USAID Health Care Improvement Project. 
2009. https://coregroup.org/wp-content/uploads/2018/01/

https://www.health.go.ug/covid/
https://www.health.go.ug/covid/
https://blogs.lse.ac.uk/latamcaribbean/2020/03/31/mosquitoes-and-covid-19-are-a-ticking-time-bomb-for-latin-america/
https://blogs.lse.ac.uk/latamcaribbean/2020/03/31/mosquitoes-and-covid-19-are-a-ticking-time-bomb-for-latin-america/
https://blogs.lse.ac.uk/latamcaribbean/2020/03/31/mosquitoes-and-covid-19-are-a-ticking-time-bomb-for-latin-america/
https://apha.confex.com/apha/2017/meetingapi.cgi/Paper/392493?filename=2017_Abstract392493.pdf&template=Word
https://apha.confex.com/apha/2017/meetingapi.cgi/Paper/392493?filename=2017_Abstract392493.pdf&template=Word
https://sph.mak.ac.ug/news/how-community-health-workers-are-contributing-covid-19-response-uganda
https://sph.mak.ac.ug/news/how-community-health-workers-are-contributing-covid-19-response-uganda
https://sph.mak.ac.ug/news/how-community-health-workers-are-contributing-covid-19-response-uganda
https://www.unicef.org/uganda/stories/unicef-and-save-children-train-community-health-workers-covid-19-prevention-and-vaccination
https://www.unicef.org/uganda/stories/unicef-and-save-children-train-community-health-workers-covid-19-prevention-and-vaccination
https://www.unicef.org/uganda/stories/unicef-and-save-children-train-community-health-workers-covid-19-prevention-and-vaccination
https://www.gavi.org/vaccineswork/community-health-workers-getting-people-vaccinated-uganda
https://www.gavi.org/vaccineswork/community-health-workers-getting-people-vaccinated-uganda
http://hdl.handle.net/10986/25030
https://www.ubos.org/wp-content/uploads/publications/03_20182014_National_Census_Main_Report.pdf
https://www.ubos.org/wp-content/uploads/publications/03_20182014_National_Census_Main_Report.pdf
https://wakiso.go.ug/download/wakiso-district-development-profile-investment-plan-fy-2015-16-2019-20/
https://wakiso.go.ug/download/wakiso-district-development-profile-investment-plan-fy-2015-16-2019-20/
https://wakiso.go.ug/about-us/district-profile/
https://wakiso.go.ug/about-us/district-profile/
https://coregroup.org/wp-content/uploads/2018/01/Rapid-Assessment-of-Community-Health-Worker-Programs-in-USAID-Priority-MCH-Countries-Draft-Tool-for-Field-Testing.pdf


Page 10 of 10Musoke et al. BMC Primary Care          (2024) 25:260 

Rapid-Assessment-of-Community-Health-Worker-Programs-in-USAID-Prior-
ity-MCH-Countries-Draft-Tool-for-Field-Testing.pdf. Accessed 17 May 2023.

33. Nemcek M, Sabatier R. State of evaluation: community health workers. Public 
Health Nurs. 2003;20(4):260–70.

34. Mthoko H, Khene C. Building theory in ICT4D evaluation: a compre-
hensive approach to assessing outcome and impact. Inf Technol Dev. 
2018;24(1):138–64.

35. Cane J, O’Connor D, Michie S. Validation of the theoretical domains frame-
work for use in behaviour change and implementation research. Implement 
Sci. 2012;7(1):37.

36. Organization for Economic Co-operation and Development. Glossary of key 
terms in evaluation and results based management. 2002. https://www.oecd.
org/dac/evaluation/glossaryofkeytermsinevaluationandresultsbasedma-
nagement.htm. Accessed 15 June 2023.

37. Kok M, Crigler L, Musoke D, Ballard M, Hodgins S, Perry HB. Community health 
workers at the dawn of a new era: 10. Programme performance and its 
assessment. Health Res Policy Syst. 2021;19(3):108.

38. Peretz PJ, Matiz LA, Findley S, Lizardo M, Evans D, McCord M. Community 
health workers as drivers of a successful community-based disease manage-
ment initiative. Am J Public Health. 2012;102(8):1443–6.

39. Bhaumik S, Moola S, Tyagi J, Nambiar D, Kakoti M. Community health work-
ers for pandemic response: a rapid evidence synthesis. BMJ Glob Health. 
2020;5(6):e002769.

40. Salve S, Raven J, Das P, Srinivasan S, Khaled A, Hayee M, et al. Commu-
nity health workers and Covid-19: cross-country evidence on their roles, 
experiences, challenges and adaptive strategies. PLOS Glob Public Health. 
2023;3(1):e0001447.

41. World Health Organization. The role of community health workers in COVID-
19 vaccination: implementation support guide. 2021. https://www.who.int/
publications/i/item/WHO-2019-nCoV-NDVP-CHWs-role-2021.1. Accessed 25 
July 2023.

42. Abruquah NA, Witter S, Mabetha D, van der Merwe M, Goosen G, Sigudla 
J, et al. Expanding Community Health Worker decision space: impacts of a 
Participatory Action Research training intervention in a rural South African 
district. Hum Resour Health. 2023;21(1):66.

43. Nawaz S, Moon KJ, Vazquez R, Navarrete JR, Trinh A, Escobedo L, et al. Evalu-
ation of the Community Health Worker Model for COVID-19 response and 
recovery. J Community Health. 2023;48(3):430–45.

44. Hillier D, Newton-Lewis T, Nair R, Larsen C. Initial COVID-19 responses in 
Bangladesh, Kenya, Pakistan, Sierra Leone and Uganda: Documentation 
and learning from March to May 2020. 2020. https://policycommons.net/
artifacts/2269551/initial-covid-19-responses-in-bangladesh-kenya-pakistan-
sierra-leone-and/3029364/. Accessed 19 July 2023.

45. Roy S, Kennedy S, Hossain S, Warren CE, Sripad P. Examining roles, support, 
and experiences of Community Health workers during the COVID-19 
pandemic in Bangladesh: a mixed methods study. Glob Health Sci Pract. 
2022;10(4).

46. Wu T-Y, Hoffman JL, Chow CM, Hartl B. Training community health navigators 
in the public health workforce to respond during the COVID-19 pandemic. Z 
Gesundh Wiss. 2023:1–8.

47. Ogolodom MP, Mbaba AN, Alazigha N, Erondu O, Egbe N, Golden I et al. 
Knowledge, attitudes and fears of healthcare workers towards the Corona 

virus disease (COVID-19) pandemic in South-South, Nigeria. Health Sci J. 
2020:1–10.

48. Agnes K, Joshua M. Community Health Structures and the Covid-19 response 
in Low-Resource settings: the that Case of Village Health teams. In: Ogunyemi 
K, Onaga AI, editors. Responsible management of shifts in work modes–val-
ues for Post Pandemic sustainability. Volume 2. Bingley: Emerald Publishing 
Limited; 2023. pp. 143–61.

49. Olateju Z, Olufunlayo T, MacArthur C, Leung C, Taylor B. Community health 
workers experiences and perceptions of working during the COVID-19 pan-
demic in Lagos, Nigeria—A qualitative study. PLoS ONE. 2022;17(3):e0265092.

50. Musoke D, Nalinya S, Lubega GB, Deane K, Ekirapa-Kiracho E, McCoy D. The 
effects of COVID-19 lockdown measures on health and healthcare services in 
Uganda. PLOS Glob Public Health. 2023;3(1):e0001494.

51. Plucinski MM, Guilavogui T, Sidikiba S, Diakité N, Diakité S, Dioubaté M, et al. 
Effect of the Ebola-virus-disease epidemic on malaria case management in 
Guinea, 2014: a cross-sectional survey of health facilities. Lancet Infect Dis. 
2015;15(9):1017–23.

52. Tune SNBK, Islam BZ, Islam MR, Tasnim Z, Ahmed SM. Exploring the knowl-
edge, attitudes, practices and lived experiences of frontline health workers 
in the times of COVID-19: a qualitative study from Bangladesh. BMJ Open. 
2022;12(1):e051893.

53. Nachega JB, Atteh R, Ihekweazu C, Sam-Agudu NA, Adejumo P, Nsanzimana 
S, et al. Contact tracing and the COVID-19 response in Africa: best practices, 
key challenges, and lessons learned from Nigeria, Rwanda, South Africa, and 
Uganda. Am J Trop Med Hyg. 2021;104(4):1179–87.

54. Palattiyil G, Kisaakye P, Mwenyango H, Katongole S, Mulekya F, Sidhva D, et al. 
Access to HIV/AIDS or TB care among refugees in Kampala, Uganda: explor-
ing the enablers and barriers during the COVID-19 pandemic. J Migr Health. 
2022;5:100098.

55. Smith DO, Wennerstrom A. To strengthen the public health response to 
COVID-19, we need community health workers. Health Affairs Blog. 2020. 
https://sirenetwork.ucsf.edu/tools-resources/resources/strengthen-public-
health-response-covid-19-we-need-community-health. Accessed 6 June 
2023.

56. Nwachukwu RU, Agboeze MU, Ugwueze MO, Ugwunnadi CM. Health Educa-
tion Strategy for improving the attitude of adults towards Covid-19 precau-
tions in Udenu. Int J Curr Res Rev. 2021:170–6.

57. Perry HB, Dhillon RS, Liu A, Chitnis K, Panjabi R, Palazuelos D, et al. Community 
health worker programmes after the 2013–2016 Ebola outbreak. Bull World 
Health Organ. 2016;94(7):551–3.

58. Peretz PJ, Islam N, Matiz LA. Community health workers and Covid-19—
addressing social determinants of health in times of crisis and beyond. N Engl 
J Med. 2020;383(19):e108.

59. Landers SJ, Stover GN. Community health workers—practice and promise. 
Am J Public Health. 2011;101(12):2198.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in 
published maps and institutional affiliations.

https://coregroup.org/wp-content/uploads/2018/01/Rapid-Assessment-of-Community-Health-Worker-Programs-in-USAID-Priority-MCH-Countries-Draft-Tool-for-Field-Testing.pdf
https://coregroup.org/wp-content/uploads/2018/01/Rapid-Assessment-of-Community-Health-Worker-Programs-in-USAID-Priority-MCH-Countries-Draft-Tool-for-Field-Testing.pdf
https://www.oecd.org/dac/evaluation/glossaryofkeytermsinevaluationandresultsbasedmanagement.htm
https://www.oecd.org/dac/evaluation/glossaryofkeytermsinevaluationandresultsbasedmanagement.htm
https://www.oecd.org/dac/evaluation/glossaryofkeytermsinevaluationandresultsbasedmanagement.htm
https://www.who.int/publications/i/item/WHO-2019-nCoV-NDVP-CHWs-role-2021.1
https://www.who.int/publications/i/item/WHO-2019-nCoV-NDVP-CHWs-role-2021.1
https://policycommons.net/artifacts/2269551/initial-covid-19-responses-in-bangladesh-kenya-pakistan-sierra-leone-and/3029364/
https://policycommons.net/artifacts/2269551/initial-covid-19-responses-in-bangladesh-kenya-pakistan-sierra-leone-and/3029364/
https://policycommons.net/artifacts/2269551/initial-covid-19-responses-in-bangladesh-kenya-pakistan-sierra-leone-and/3029364/
https://sirenetwork.ucsf.edu/tools-resources/resources/strengthen-public-health-response-covid-19-we-need-community-health
https://sirenetwork.ucsf.edu/tools-resources/resources/strengthen-public-health-response-covid-19-we-need-community-health

	Enhancing the capacity of community health workers in prevention and control of epidemics and pandemics in Wakiso district, Uganda: evaluation of a pilot project
	Abstract
	Introduction
	Methodology
	Study area and setting
	Study design and participants
	Sampling and data collection
	Data management and analysis

	Results
	Improved knowledge and skills in managing epidemics and pandemics
	Improved knowledge on epidemics and pandemics
	Improvement of skills


	Enhanced attitudes towards managing epidemics and pandemics
	Dedication to work
	Enhanced confidence

	Improved health practices in the community
	Enhanced performance in managing epidemics and pandemics
	Discussion
	Conclusion
	References


