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[bookmark: _Toc133830576][bookmark: _Toc133830675][bookmark: _Toc133833736][bookmark: _Toc133867221]Introduction: Despite the recent progress in COVID-19 vaccine development and implementation, COVID-19 remains a threat to the global healthcare systems. VHTs are key in the management of the pandemic and thus important in the system knowledge, response, and perceived risk towards coronavirus disease.
Study Objective: To assess the level of knowledge and associated factors, response activities, and perceived risk of COVID-19 among Village Health Teams in Kassanda district
[bookmark: _Toc133830577][bookmark: _Toc133830676][bookmark: _Toc133833737][bookmark: _Toc133867222]Methodology: This was a descriptive cross-sectional study, involving mixed methods of data collection. A sample of 273 VHTs participated in the study. Data entry and cleaning was done using Ms Excel 2016 and analyzed with STATA version 14.0. Quantitative data analysis was done at univariate level to generate frequencies, proportions and percentages., bivariate and multivariate analysis was done to generate Odds Ratios (ORs), 95% confidence intervals and p- values were used to infer statistical associations between the predictor and outcome variables. Logistic regression was conducted providing crude and adjusted odds ratios and their corresponding 95% confidence intervals (CIs).
[bookmark: _Toc133830578][bookmark: _Toc133830677][bookmark: _Toc133833738][bookmark: _Toc133867223][bookmark: _Hlk133784222]Results: A total of 273 respondents were involved in this study. Of these, more than half 54.6% (149/273) of the participants were female, about half 49.1% (134/273) had attained O’level education. More than three quarters 84.6% (231/273) of the VHTs had high level of knowledge. Secondary education (adj. OR = 2.6, 95% CI; 1.25, 5.61 p = 0.01), and source of training being District Health Team (adj. OR = 7.7, 95% CI; 3.16, 18.85 p<0.001) were factors found to be associated with the level of knowledge of VHTs on COVID-19. The response activities of VHTs that were involved in the COVID-19 response in Kassanda district were community sensitization, follow up of Covid 19 positive cases and support home-based care for mild cases.
[bookmark: _Toc133830579][bookmark: _Toc133830678][bookmark: _Toc133833739][bookmark: _Toc133867224]Conclusion: The level of knowledge of VHTs on COVID-19 was high.  The factors associated with the level of knowledge of VHTs on COVID-19 was secondary education and source of training being District Health Team. The response activities of VHTs carried out during the Covid 19 pandemic was community sensitization, follow up of Covid 19 positive cases and support home-based care for mild cases.
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CHAPTER ONE:
1.1 [bookmark: _Toc93356769][bookmark: _Toc133830584][bookmark: _Toc133830683][bookmark: _Toc133833744][bookmark: _Toc133867227][bookmark: _Toc133869171][bookmark: _Toc133870753][bookmark: _Toc133912515]Introduction and Background 
Despite the recent progress in COVID-19 vaccine development and implementation, SARS-CoV-2, the virus which causes COVID-19, remains a threat to the global health care systems (Mofijur et al., 2021, WHO, 2004). Currently, there are approximately 318,648,834 confirmed COVID-19 cases globally, with over 5,518,343 deaths reported as of 14th January 2022 (WHO, 2022a). Sub-Saharan Africa has been disproportionately affected, with about 10,201,488 confirmed cases and 232,770 deaths as of 14th January 2022 (Africa CDC, 2022). Uganda announced its first COVID-19 cases on 20th March, 2020 and an increase in cases has been observed since then with approximately 157,227 confirmed cases of COVID-19 and 3,385 deaths reported as of 14th January 2022 (WHO, 2022b). Certainly, there has been a disruption in the social and economic structures of service delivery with significant consequences on lives, livelihoods, and general economic development following COVID-19 pandemic (UNCDF, 2023). In order to end the COVID-19 disease outbreak, the Government of Uganda (GoU) instituted national and sub-national COVID-19 Task Forces to implement the COVID-19 containment measures and manage the recovery from the pandemic (Muhwezi et al., 2020b). Stringent measures including institutional and self-quarantine, restricted access to borders, closure of learning institutions, and banning of public transport and gatherings, among others were established to curb COVID-19 (Aruhomukama et al., 2020).
Gravely, more than 40 million Ugandans relied on inadequate number of health workers that where available during the Covid 19 pandemic (Gonza et al., 2020). Thus, village health teams (VHTs), equivalent of health center one play a contributory role in the fight against disease outbreaks such as COVID-19 among others (Gonza et al., 2022, Musoke et al., 2020). VHTs were formed by the Ministry of Health (MOH) to empower communities to take part in the decisions that affect their health; mobilize communities for health programs, and strengthen the delivery of health services at the household level (MoH, 2010, Mays et al., 2017a, New Vision, 2022).
According to United Nations Children’s Fund (UNICEF), VHTs carried out community health education and delivered integrated  COVID-19 messages on causes, spread, and prevention during the outbreak (Unicef Uganda, 2020). Furthermore, VHTs in several UBOS regions in Uganda are volunteers that support community surveillance, contact tracing as well as promote sanitation and hygiene within their communities (Gonza et al., 2020). With this, it is therefore important to assess their knowledge level in regard to the information they deliver to community members, their perceptions, and their roles in terms of COVID-19 response.
Despite VHTs having a key role in the covid-19 response, they face challenges that hinder the efficient delivery of information as required by the MOH and hence affect the sustainability of health interventions. As they conduct their activities, VHTs experience difficult working conditions for example working in rainy conditions without logistics like rubber boots, they are disrespected by the community members and some health workers, and their longevity in the VHT role is associated with positive relationships with local leaders and ease of home visits (Mays et al., 2017b). There is limited information on the awareness, response, and perceived risk towards COVID-19 among VHTs in Kassandra district, Uganda therefore this study seeks to assess this.

1.2 [bookmark: _Toc93356770][bookmark: _Toc133830585][bookmark: _Toc133830684][bookmark: _Toc133833745][bookmark: _Toc133867228][bookmark: _Toc133869172][bookmark: _Toc133870754][bookmark: _Toc133912516]Problem statement
Generally, COVID-19 negative impacts on Ugandans helped to raise critical questions on health system preparedness and resilience, especially in resource-limited settings including Uganda (Seruwagi et al., 2021). Hence, the GoU put up stringent measures to curtail the spread and impact of COVID-19 in the country (Aruhomukama et al., 2020). Notably, the health workforce availability in certain cases is less than 10% of what is estimated to be desirable when delivering essential primary health care services (MoH, 2020). Strategies to rapidly expand healthcare teams through CHWs locally known as VHTs have proven to be an effective response in previous epidemics (MoH, 2020). However, according to Muhwezi et al, the COVID-19 task force has greatly ignored VHTs in the COVID-19 response yet they are the ones with the capacity to reach every household and mobilize communities against COVID-19 (Muhwezi et al., 2020a). 
Moreover, the response to COVID-19 in the community requires VHTs' involvement since they are the first line of health care to individuals, especially in areas distant from health care facilities (Lotta et al., 2020). They conduct community health education and deliver integrated  COVID-19 messages on causes, spread, and prevention during the outbreak (Unicef Uganda, 2020). VHTs also make home visits, provide primary health care in the community and build a relationship of trust between the community and the health system (Lotta et al., 2020). Public adherence to COVID-19 prevention measures and responses are therefore influenced by the VHTs (Zulu et al., 2021). CHWs including VHTs should have reliable information about COVID-19 symptoms, the burden of COVID-19, response strategies like; prevention, administering health care to COVID-19 patients in the community, and risk communication among others to prevent further spread (Seruwagi et al., 2021). 
Being the go-between of external health interventions and the community, the information they share about a health intervention has an impact on the community’s reception. Therefore, factors associated with their practice and beliefs about COVID-19 response impact the community. There is limited information on the awareness and perceived risks of COVID-19 among VHTs yet they are actively involved in Infection Control and Prevention (IPC) of the disease. And also research findings show that few VHTs could list the correct COVID-19 symptoms, transmission routes, and appropriate prevention procedures (Feldman et al., 2021b). Therefore, this study  assessed the knowledge, response, and perceived risk towards COVID 19 among VHTs in Kassanda district, Uganda. 
[bookmark: _Toc93356771][bookmark: _Toc133830586][bookmark: _Toc133830685][bookmark: _Toc133833746][bookmark: _Toc133870755][bookmark: _Toc133912517]
1.3 Study Objectives
[bookmark: _Toc93356772][bookmark: _Toc133830587][bookmark: _Toc133830686][bookmark: _Toc133833747][bookmark: _Toc133867229][bookmark: _Toc133869173][bookmark: _Toc133870756][bookmark: _Toc133912518]1.3.1 General Objective
[bookmark: _Hlk133832266]To assess the level of knowledge and associated factors, response activities, and perceived risk of COVID-19 among Village Health Teams in Kassanda district.
[bookmark: _Toc93356773][bookmark: _Toc133830588][bookmark: _Toc133830687][bookmark: _Toc133833748]
[bookmark: _Toc133867230][bookmark: _Toc133869174][bookmark: _Toc133870757][bookmark: _Toc133912519]1.3.2 Specific Objectives
1. [bookmark: _Hlk119764385]To assess the level of knowledge of Village Health Teams on COVID-19 in Kassanda district.
2. To determine the factors associated with level of knowledge of Village Health Teams on COVID-19 in Kassanda district.
3. To establish the response activities of Village Health Teams in the COVID-19 response in Kassanda district.
4. [bookmark: _Hlk133784405]To establish the perceived risk of Village Health Teams in response to COVID-19 in Kassanda district.
[bookmark: _Toc93356774][bookmark: _Toc133830589][bookmark: _Toc133830688][bookmark: _Toc133833749][bookmark: _Toc133867231][bookmark: _Toc133869175][bookmark: _Toc133870758][bookmark: _Toc133912520]1.3.3 Research Questions
1. What is the level of knowledge of Village Health Teams about COVID-19 in Kassanda district?
2. What factors are associated with level of knowledge of Village Health Teams on COVID-19 in Kassanda district?
3. What activities do Village Health Teams play during disease outbreak in the COVID-19 response among in Kassanda district?
4. What were the perceived risks Village Health Teams faced during the COVID-19 pandemic in Kassanda district?
[bookmark: _Toc93356775][bookmark: _Toc133830590][bookmark: _Toc133830689][bookmark: _Toc133833750][bookmark: _Toc133867232][bookmark: _Toc133869176][bookmark: _Toc133870759][bookmark: _Toc133912521]1.4 Justification/Rationale of the study
The Corona Virus disease commonly referred as COVID-19 is a new emerging pandemic that affected the developed and low middle income countries like Uganda alike. It’s level of spread was very high, and this was attributable to the negligence of the population to adhere to the standard operating procedures (SOPs), and the hindrances VHTs face in the COVID-19 response. To improve adherence to these SOPs, protocols were put in place that mandated the VHTs to participate in COVID-19 control processes in the respective villages they lead by the Ministry of Health. However, there is limited information regarding knowledge and perceived risks of COVID-19 and its response among VHTs. Therefore, was important to assess the Knowledge, perceived risks of COVID-19, and its response among VHTs to inform interventions aimed at COVID-19 prevention.
[bookmark: _Toc93356776]
[bookmark: _Toc133830591][bookmark: _Toc133830690][bookmark: _Toc133833751][bookmark: _Toc133867233][bookmark: _Toc133869177][bookmark: _Toc133870760][bookmark: _Toc133912522]1.5 Significance
It is imperative to understand the knowledge and perceptions of COVID-19 among VHTs because knowledge and perceptions towards infectious diseases such as COVID-19 are associated with serious panic and emotional reactions among people, which could hinder measures to curtail the pandemic.  These involve beliefs about the causes of the disease and exacerbating factors, identification of symptoms, and available methods of treatments and consequences that could determine different behaviors and preventive measures toward COVID-19.  Understanding this informs interventions aimed at involving VHTs in COVID-19 prevention and control.
This study focused on VHTs in Kassanda district to generate evidence-based findings on their awareness of COVID-19, its response, and perceived risk to provide stakeholders with the latest information relevant to improving COVID-19 prevention interventions in Uganda. Findings from this study will inform on the effectiveness of the implementation of the national guidelines for COVID-19 response in Uganda. This study to contributes to the accomplishment of Sustainable Development Goal 3 particularly 3.8 which focuses on achieving universal health coverage for all individuals.

[bookmark: _Toc93356777][bookmark: _Toc133830592][bookmark: _Toc133830691][bookmark: _Toc133833752][bookmark: _Toc133867234][bookmark: _Toc133869178][bookmark: _Toc133870761][bookmark: _Toc133912523]1.6 Scope of the study
[bookmark: _Toc93014036][bookmark: _Toc93046799][bookmark: _Toc93356778][bookmark: _Toc133830593][bookmark: _Toc133830692][bookmark: _Toc133833753][bookmark: _Toc133867235][bookmark: _Toc133869179][bookmark: _Toc133870762][bookmark: _Toc133912524]1.6.1 Geographical scope
This study was done in Kassanda district. Kassanda is a district, in the North central region of Uganda according to the Ministry of Health classification. Kassanda district has 602 villages with a total of 1204 VHTS. Each village has 2 VHTS.

[bookmark: _Toc93014037][bookmark: _Toc93046800][bookmark: _Toc93356779][bookmark: _Toc133830594][bookmark: _Toc133830693][bookmark: _Toc133833754][bookmark: _Toc133867236][bookmark: _Toc133869180][bookmark: _Toc133870763][bookmark: _Toc133912525]1.6.2 Content scope	
The study focused on assessing factors influencing the knowledge, response, and perceived risk of COVID-19 among VHTs in Kassanda district, Uganda. Literature was reviewed from the period 2010 to 2023. The content type was Covid 19 disease outbreak, level of knowledge about Covid 19, response activities and perceived risk to Covid 19 of VHTs.


[bookmark: _Toc93014038][bookmark: _Toc93046801][bookmark: _Toc93356780][bookmark: _Toc133830595][bookmark: _Toc133830694][bookmark: _Toc133833755][bookmark: _Toc133867237][bookmark: _Toc133869181][bookmark: _Toc133870764][bookmark: _Toc133912526]1.6.3 Time scope
This study is expected to last from May 2022 to October 2023.
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[bookmark: _Toc93356781][bookmark: _Toc133830596][bookmark: _Toc133830695][bookmark: _Toc133833756]1.7 Conceptual framework
Response activities by VHTs
· Care for patients
· Surveillance/home visits
· Health Education
· Contact tracing and surveillance
· Sanitation and hygiene response
· Follow up of cases




Knowledge on Covid-19
· Infection Prevention Control
· Mode of transmission
· Signs and symptoms
Covid-19 response
Social demographics
· Age
· Gender
· Religion
· Marital status
· Education level
· Duration as VHT
· Income level



Perceived risk
· Exposure to COVID-19
· Allowances/low motivation
· Stigmatization
· Inaccessibility




[bookmark: _Toc89434329][bookmark: _Toc93353800][bookmark: _Toc93353968][bookmark: _Toc93354070][bookmark: _Toc120963729][bookmark: _Toc129078300]
Figure 1: Conceptual framework showing knowledge of VHTs on COVID-19, practices of COVID-19 response, and associated factors that affect response
Narrative
The illustration above shows the relationship between the dependent and independent variables. It shows the factors that affect covid-19 response among VHTs. These factors include social-demographic characteristics for example age, sex, education level, and duration as VHT. Demographic factors can greatly impact the Knowledge of VHTs on Covid-19 such as IPC, mode of transmission, and signs and symptoms. They can also influence the VHT's awareness of COVID-19 response on key issues such as surveillance, contact tracing, symptom monitoring, and health education among others, and factors for practice. In addition, the perceived benefits and risks of the Covid-19 response will affect the practice level. Practices taken by VHTs will influence how effective the Covid-19 response was. All these factors determine whether a VHT will effectively engage in a Covid-19 response









[bookmark: _Toc93356782][bookmark: _Toc133830597][bookmark: _Toc133830696][bookmark: _Toc133833757][bookmark: _Toc133867238][bookmark: _Toc133869182][bookmark: _Toc133870765][bookmark: _Toc133912527]CHAPTER TWO: LITERATURE REVIEW
[bookmark: _Toc93356783][bookmark: _Toc133830598][bookmark: _Toc133830697][bookmark: _Toc133833758][bookmark: _Toc133867239][bookmark: _Toc133869183][bookmark: _Toc133870766][bookmark: _Toc133912528]2.0 Introduction
[bookmark: _Toc93356784]The current COVID-19 pandemic is the most significant public health crisis of this century (World Health Organization, 2020). Implementation of health interventions and health promotion guidelines by the MoH is influenced by VHT’s knowledge of the subject matter, barriers, and facilitators to their roles in communities. This chapter, presents the review of literature based on study objectives and related to previous studies that have been carried out on the awareness, response, and perceived risk of COVID-19 among VHTs.
[bookmark: _Toc133830599][bookmark: _Toc133830698][bookmark: _Toc133833759][bookmark: _Toc133867240][bookmark: _Toc133869184][bookmark: _Toc133870767][bookmark: _Toc133912529]2.1 Knowledge of VHTs on Covid-19
Amidst the limited literature on VHTs’ knowledge of COVID-19, some research papers are published showing limited knowledge of VHTs.  For instance, In Nigeria, knowledge of Covid-19, awareness of Covid-19 response, and factors for the practice among VHTs (Omoronyia et al., 2020b). On a positive note, 67.4% and 61.7% of subjects gave correct responses on the main mode of COVID-19 transmission and method of COVID-19 prevention respectively. Additionally, 66.2% and 61.6% of subjects knew basic virology and epidemiology of COVID-19 respectively. This low knowledge level made them underprepared for health education in communities about COVID-19 (Omoronyia et al., 2020a).
Learnings from an online cross-sectional survey using a digital health platform, Upscale in Mozambique established that 25% of CHWs listed the correct three main symptoms of COVID-19, and no others (fever, cough, and shortness of breath), as outlined in the MoH guidelines (Feldman et al., 2021a). Additionally, regarding transmission routes, 16% listed the correct combination, according to MoH guidelines (direct contact with contaminated surfaces, respiratory droplets, and direct contact with an infected person) (Feldman et al., 2021a).
[bookmark: _Toc93356785]Bhatia et al established that out of the CHWs interviewed, 89% reported receiving training for COVID-19. Responses in the second phase of the survey, however, suggested that additional training would have been helpful (Bhatia et al., 2021). The research further added that due to the lack of sufficient training in some villages, the CHWs performed their duties based on prior knowledge and understanding. However, this also gave way to misinformation. For instance, one health worker tested people for COVID-19 by asking them to hold their breath for five seconds (Bhatia et al., 2021).
[bookmark: _Toc133830600][bookmark: _Toc133830699][bookmark: _Toc133833760][bookmark: _Toc133867241][bookmark: _Toc133869185][bookmark: _Toc133870768][bookmark: _Toc133912530]2.2 Factors associated with level of knowledge of Village Health Teams on COVID-19 
2.2.1 Socio demographic characteristics of the respondents
[bookmark: _Hlk134254331]According to other studies done elsewhere on VHTs or community health workers, the factors associated with level of knowledge of VHTs on Covid 19 vary from one study to another.  For example a study findings by (Shrestha et al., 2021a) in their study revealed that gender (male), being married and higher education attainment as well as wider information were found to be associated level of knowledge of participants at p= 0.0002, p=0.008 and p= < 0.001 respectively

Participants with higher education level and the current availability of information in the modern times were found to be associated with the high level of knowledge of community workers in Nepal. 
2.2.2 Trainings
Training of VHTs has been positively correlated with VHTs knowledge on Covid 19. The VHTs trainings by District Health Team and others stakeholders gives them practical guidance and renewed confidence not only assessing and treating sick but also communicating preventive messages on disease outbreaks such as Covid 19, Ebola, Marburg, Yellow fever among others. For example, in Uganda whenever a disease outbreak occurs, information on transmission pathways, prevention and control is disseminated to the health workers and communities through media like radio, Television talk shows as well through training of the response workforce like VHTs/community health workers among other health workers. The National Rapid Response Teams (Epidemiologist, Lab Personnel, Clinicians, EPI Personnel, Communication Specialist, IT personnel) and the District Rapid Response Teams (District Health Officer, surveillance Focal Person, Clinician, Environmental Health Officer/Health Inspector, Biostatistician, Health Center IV (HSD) in-Charges, Lab Technologists/Technicians/ Assistants) who are activated when a disease outbreak occurs to respond (Azuba and Etajak, 2019). One the key activities is training of VHTs on response activities (see section 2.3 below) they must do during disease outbreak such as was the case with the Covid 19 disease outbreak.  

2.3 Response activities of VHTs on Covid-19
In Uganda ministry of health refers CHWs as VHTs and has encouraged them to conduct community surveillance, contact tracing as well as promoting critical hygiene and behavioural change messages for COVID-I9 (Wiah et al., 2020). In an effort to prevent COVID-19 pandemic in Liberia CHWs are conducting infection prevention and control measures, explaining and promoting social distancing and organizing hand hygiene stations, and educating their neighbors about interrupting disease transmission. CHWs are also involved in distributing infection prevention supplies like hand washing facilities (Wiah et al., 2020)	
According to the Operational Guidelines on COVID-19 for VHTs by (MoH, 2020), their response activities include; monitoring COVID-19 patients by phone for clinical deterioration; supporting the rapid referral of individuals who require hospitalization; supporting patients under self-isolation to access food, and social services, and medical support; with personal protection as recommended by MoH, support contact tracing, symptom reporting, and phone monitoring of contacts of COVID-19 patients to ensure access to testing and treatment for those who develop signs and symptoms; and support the disinfection of high-risk surfaces in communities using appropriate infection prevention and control procedures (only where VHTs are equipped with appropriate personal protective equipment) (MoH, 2020).
Factually, VHTs have bridged the gap between communities and health services all over the world. For instance, the 2014-2016 Ebola outbreak in Sierra Leone identified community engagement as a key player in reducing the spread of Ebola. Community Engagement interventions involved Community Health Workers who collected data on behavior and operation in high-risk areas and conducted follow-up visits to Ebola cases (Bedson et al., 2020).
Moreover, during the Zika outbreak in 2015, CHWs including VHTs were used to communicate culturally appropriate information to at-risk communities in Central America (Boyce and Katz, 2019). Given that they have deep knowledge of their community and share a culture, and language among others with the people they serve, CHWs in the United States of America (USA) provide trustworthy information and advice. They offer information on family planning, vaccinations, and nutritional information among others in the language and jargons their communities understand (Rahman et al., 2021).
In Uganda, the MOH recognizes VHTs as a health center 1; the first contact of individuals with the health system (MoH, 2010). These work closely with non-government organizations (NGOs) to extend health services to people and support the implementation of organizations’ activities. VHTs conduct house-to-house visits for health improvement, carry out health education at household and community levels, mobilize communities for public health interventions, and build trust between communities and the health system (Musoke et al., 2020, Lotta et al., 2020). Their communities identify them, and as a minimum criterion for selection, the VHTs should be literate preferably in the local language of their community. Additionally, VHTs should be acceptable and easily accessed by the community. They are trained on different topics on public health for a short period and more training comes along with the topics of interest to the implementing projects in their communities. (Musoke et al., 2020).
Regarding the COVID-19 pandemic, VHTs are useful community actors in behavior change particularly in ensuring face masking in public areas and ensuring the availability of functional handwashing points in public places and households. Additionally, VHTs have contributed to ensuring social distancing, supporting surveillance, have made reports of suspected cases to district surveillance teams, and delivering COVID-19 prevention messages to individuals in their communities (Zulu et al., 2021, Isaac Kadowa, 2020).
[bookmark: _Toc93356786]The VHTs in the Kanungu district looked for COVID-19 cases door to door since most people were reluctant to report the potential symptoms they faced (WHO, 2020). This helped in community disease surveillance given that they increased surveillance coverage for more intense contact tracing amidst the deaths of COVID-19 patients. 
[bookmark: _Toc133830601][bookmark: _Toc133830700][bookmark: _Toc133833761][bookmark: _Toc133867242][bookmark: _Toc133869186][bookmark: _Toc133870769][bookmark: _Toc133912531]
2.4 Perceived risk factors towards COVID-19 response among VHTs
The government of Uganda in partnership with other governments and NGOs has trained VHTs on different diseases and community interventions for health promotion. The Irish government implemented a training program for VHTs on COVID-19 response in Kanungu district to equip them with knowledge about the disease and inform them of their role in COVID-19 control (WHO, 2020). From the training, VHTs learn how to prepare for disease, manage cases, and conduct all required activities for disease incidence reduction.
A cross-sectional online study in Vietnam revealed that CHWs from the central region were less likely to report exposure to COVID-19 than those from the northern region (OR = 0.52), 95%CI: 0.28–0.96) (Le et al., 2021). Population differences may explain this finding. Furthermore, a high level of perception regarding the risk of being exposed to COVID-19 (score = 3.4)(Le et al., 2021). This finding was consistent with a previous study conducted in Ho Chi Minh City in 2020, which revealed that Vietnamese healthcare workers had a higher than the mid-point level of exposure risk perception (score = 7.65) (Huynh, 2020).
Equipping VHTs with tools is also an important factor in minimizing the spread of COVID-19 that they can use during response. VHTs require megaphones to communicate to multitudes of people in a short period other than knocking door-to-door which is tiresome. VHTs also need gadgets for remote data collection and assessments. This would ease surveillance and also protect them from frequent exposure to at-risk communities (Feroz et al., 2021).
However, VHTs are demotivated by many factors that in turn reduce the implementation level of health interventions in the community. They are not formally paid and are sometimes provided with non-standardized support depending on the organization they are working with and the nature of the project (Musoke et al., 2020). In Amuru district, VHTs presented poor motivation as a barrier to implementing their activities since the government of Uganda does not allocate funds to support their activities (Kimbugwe et al., 2014).
This low motivation limits the number of VHTs who work with time. Given that they are supposed to be four VHTs per village, one finds one or two VHTs working in a big span of a village. In the COVID-19 response, two VHTs in a village would be a small number to cover the whole village in risk communication, surveillance, contact tracing, and all other required activities for response-which would be overwhelming. A study conducted in northern Uganda revealed that 76.8% reported walking to the hundreds of households they handle, with few having bicycles. Additionally, 35.7% and 26.8% VHTs reported that the furthest household-they is within 2-3 km and more respectively from the VHT’s home (Kimbugwe et al., 2014).
Reception of VHTs in communities is also a hindering factor to their work. In the COVID-19 response, some VHTs have experienced finger-pointing, calling them names of the diseases they are advocating against (WHO, 2020). Additionally, researchers in India established around 52 percent of CHWs faced some degree of challenges in their interactions with the community, mainly due to the stigma attached to COVID-19 (Bhatia et al., 2021).



[bookmark: _Toc93356787][bookmark: _Toc133830602][bookmark: _Toc133830701][bookmark: _Toc133833762][bookmark: _Toc133867243][bookmark: _Toc133869187][bookmark: _Toc133870770][bookmark: _Toc133912532]CHAPTER THREE: METHODOLOGY
[bookmark: _Toc9543042][bookmark: _Toc93014047][bookmark: _Toc93046810][bookmark: _Toc93356789][bookmark: _Toc9543040][bookmark: _Toc93014046][bookmark: _Toc93046809][bookmark: _Toc93356788][bookmark: _Toc133830603][bookmark: _Toc133830702][bookmark: _Toc133833763][bookmark: _Toc133867244][bookmark: _Toc133869188][bookmark: _Toc133870771][bookmark: _Toc133912533]3.0 Introduction
This chapter presents the methodology used for collecting data of the study. It also explained the study design, study population, sample and sampling technique, data collection procedure, data collection procedure, administration of the data collection tools, and data analysis. It also gives details about the data quality control and Ethical consideration.
3.1 Study design
A cross-sectional study design was used. It employed both quantitative and qualitative data collection methods. The design allows for a snapshot view of data from different individuals at a single point in time, facilitating quick insights into relationships and characteristics
[bookmark: _Toc133830604][bookmark: _Toc133830703][bookmark: _Toc133833764][bookmark: _Toc133867245][bookmark: _Toc133869189][bookmark: _Toc133870772][bookmark: _Toc133912534]3.2 Study area
The study was conducted in Kassanda district. It is about 120 km west of Kampala and is neighbored by Mubende, Mityana, Kiboga, and Gomba Districts. It has twelve sub-counties and three town councils. These include Makokoto, Bukuya, Kalwana, kitumbi, Manyogaseka, Kiganda, Naluntuntu, Myanzi, Kassanda, Kikandwa, Kijuna, Mbirizi, Kamuli sub-counties, and Kassanda, Kiganda and Bukuya Town council. In the 586 villages of Kassanda district, the major economic activities in kassanda include gold mining in the sub-counties of kitumbi, Kijuna, and Mbirizi then Makokoto, and Manyogaseska farming especially coffee farming, cattle rearing, maize farming, etc.
Kassanda district resolution is to ensure quality health services to the people of Kassanda. Its epidemic prone as a number of epidemics have hit the district and VHTs intervention efforts have been made in reducing some of the common killer diseases associated with Child and Maternal Mortality. Major progress has been made in reducing Malaria, Tuberculosis, Polio, and the spread of HIV/AIDS. Curative, Primary Health Care and other related services are provided through, three Health Sub Districts, 32 Health Facilities of which 20 are Public and 12 Private not for Profit. There are 4 pharmacies, 200 Drug Shops, and 20 licensed Clinics as reported the last year 2019/2020 (Kassanda District, 2020).
[image: ]
[bookmark: _Toc120963730][bookmark: _Toc129078301][bookmark: _Toc9543041][bookmark: _Toc93014048][bookmark: _Toc93046811][bookmark: _Toc93356790][bookmark: _Toc133830605][bookmark: _Toc133830704][bookmark: _Toc133833765]Figure 2: A map of Kassanda District
[bookmark: _Toc133867246][bookmark: _Toc133869190][bookmark: _Toc133870773][bookmark: _Toc133912535]3.3 Study population
[bookmark: _Toc9543043][bookmark: _Toc93014049][bookmark: _Toc93046812][bookmark: _Toc93356791][bookmark: _Toc133830606][bookmark: _Toc133830705][bookmark: _Toc133833766]The study population is Village Health Teams (VHTs) in Kassanda District
[bookmark: _Toc133867247][bookmark: _Toc133869191][bookmark: _Toc133870774][bookmark: _Toc133912536]
3.4 Sample size determination
The Kish Leslie (1965) formula was used to determine the sample size (Kish, 1965). Considering the conservative prevalence of 20% from the study done in Nigeria about VHT knowledge on COVID-19 (Omoronyia et al., 2020a). A sample error of 5% and 10% non-response rate was considered thus a sample size of 273 participants as shown below;

Where n is the sample size, Z is the confidence interval. The 95% confidence interval is 1.96, d is the precision, d=5% and P Is the conservative prevalence of 20% (Omoronyia et al., 2020a)


Considering a non-response (nr) rate of 10%


[bookmark: _Toc9543046][bookmark: _Toc93014050][bookmark: _Toc93046813][bookmark: _Toc93356792][bookmark: _Toc133830607][bookmark: _Toc133830706][bookmark: _Toc133833767]Therefore, the sample size of the study was 273 VHTs
[bookmark: _Toc133867248][bookmark: _Toc133869192][bookmark: _Toc133870775][bookmark: _Toc133912537]
3.5 Sampling procedure
A multistage sampling technique was employed to identify study participants. 
· Kassanda district was clustered into 12 clusters (sub-counties) and 3 town councils and listed down on paper; Simple random sampling was used to select 8 clusters out of all the sub-counties and town councils
· A list of VHTs was generated from the district/local authorities.
· The number of participants was determined proportionately to the size of the cluster. The proportionate sample of VHTs was obtained by;
N = 
· From each cluster, VHTs were selected by simple random sampling. The lottery method was used. It involves assigning a random number to each member of the population. Next, numbers were drawn at random to comprise the sample group of 273 participants.
[bookmark: _Toc9543045][bookmark: _Toc93014051][bookmark: _Toc93046814][bookmark: _Toc93356793][bookmark: _Toc133830608][bookmark: _Toc133830707][bookmark: _Toc133833768][bookmark: _Toc133867249][bookmark: _Toc133869193][bookmark: _Toc133870776][bookmark: _Toc133912538]3.6 Data collection procedures.
[bookmark: _Toc133830609][bookmark: _Toc133830708][bookmark: _Toc133833769][bookmark: _Toc133867250][bookmark: _Toc133869194][bookmark: _Toc133870777][bookmark: _Toc133912539]a) Quantitative data collection procedures
Quantitative data was collected through face-to-face interviews with three trained research assistants using a semi-structured questionnaire uploaded on the Kobo collect mobile application
[bookmark: _Toc133830610][bookmark: _Toc133830709][bookmark: _Toc133833770][bookmark: _Toc133867251][bookmark: _Toc133869195][bookmark: _Toc133870778][bookmark: _Toc133912540]b) Qualitative data collection procedures
Qualitative data was collected by research assistants using the key informant interview guide with the VHTs. The VHTs were selected based on their position, experience, and understanding of issues related to the COVID-19 response. A key interview guide was used to guide the discussion and the note taker took notes and recorded what transpired in the discussion. Several in-depth interviews were conducted until information saturation is reached.
[bookmark: _Toc93356794][bookmark: _Toc133830611][bookmark: _Toc133830710][bookmark: _Toc133833771][bookmark: _Toc133867252][bookmark: _Toc133869196][bookmark: _Toc133870779][bookmark: _Toc133912541]3.7 Data collection tools
a) [bookmark: _Toc133830612][bookmark: _Toc133830711][bookmark: _Toc133833772][bookmark: _Toc133867253][bookmark: _Toc133869197][bookmark: _Toc133870780][bookmark: _Toc133912542]Quantitative data collection tools
Structured questionnaires were used to collect data from the VHTs. The questionnaire was used to obtain detailed information on socio-demographics, awareness, response, and perceived risk of COVID-19 among VHTs
b) [bookmark: _Toc133830613][bookmark: _Toc133830712][bookmark: _Toc133833773][bookmark: _Toc133867254][bookmark: _Toc133869198][bookmark: _Toc133870781][bookmark: _Toc133912543]Qualitative data collection tools
Qualitative data was collected using a Key Informant Interview guide. The key informant interviews explored activities VHTs did in their community to reduce the spread of COVID-19, factors that influenced the implementation of the activities. The key informants were selected based on their knowledge and experience of COVID-19 response at a community level.
[bookmark: _Toc133830614][bookmark: _Toc133830713][bookmark: _Toc133833774][bookmark: _Toc133867255][bookmark: _Toc133869199][bookmark: _Toc133870782][bookmark: _Toc133912544]3.8 Study Criteria
[bookmark: _Toc9543047][bookmark: _Toc93014054][bookmark: _Toc93046815][bookmark: _Toc93356795][bookmark: _Toc133830615][bookmark: _Toc133830714][bookmark: _Toc133833775][bookmark: _Toc133867256][bookmark: _Toc133869200][bookmark: _Toc133870783][bookmark: _Toc133912545]3.8.1 Inclusion criteria 
All individuals registered as VHTs in Kassanda district were included in the study
[bookmark: _Toc9543048][bookmark: _Toc93014055][bookmark: _Toc93046816][bookmark: _Toc93356796][bookmark: _Toc133830616][bookmark: _Toc133830715][bookmark: _Toc133833776][bookmark: _Toc133867257][bookmark: _Toc133869201][bookmark: _Toc133870784][bookmark: _Toc133912546]3.8.2Exclusion criteria
 Eligible VHTs that did not consent to take part in the study were excluded and non-registered, or professional health workers, VHTs outside Kassanda.
3.9 [bookmark: _Toc9543049][bookmark: _Toc93014056][bookmark: _Toc93046817][bookmark: _Toc93356797][bookmark: _Toc133830617][bookmark: _Toc133830716][bookmark: _Toc133833777][bookmark: _Toc133867258][bookmark: _Toc133869202][bookmark: _Toc133870785][bookmark: _Toc133912547] Study variables
3.9.1 [bookmark: _Toc9543050][bookmark: _Toc93014057][bookmark: _Toc93046818][bookmark: _Toc93356798][bookmark: _Toc133830618][bookmark: _Toc133830717][bookmark: _Toc133833778][bookmark: _Toc133867259][bookmark: _Toc133869203][bookmark: _Toc133870786][bookmark: _Toc133912548]Dependent variables
[bookmark: _Toc9543052][bookmark: _Toc93014058][bookmark: _Toc93046819]The primary outcome is the level of knowledge of VHTs on COVID-19
3.9.2 [bookmark: _Toc93356799][bookmark: _Toc133830619][bookmark: _Toc133830718][bookmark: _Toc133833779][bookmark: _Toc133867260][bookmark: _Toc133869204][bookmark: _Toc133870787][bookmark: _Toc133912549]Independent variables
· Socio-demographic characteristics: sex/gender, age, education level, duration of VHT work
· COVID-19 response practices: barriers to response, facilitators to response, and what can be done to improve response
3.10 [bookmark: _Toc9543053][bookmark: _Toc93014059][bookmark: _Toc93046820][bookmark: _Toc93356800][bookmark: _Toc133830620][bookmark: _Toc133830719][bookmark: _Toc133833780][bookmark: _Toc133867261][bookmark: _Toc133869205][bookmark: _Toc133870788][bookmark: _Toc133912550] Quality control and quality assurance of data
[bookmark: _Toc514149487][bookmark: _Toc514317066]To ensure the reliability, validity, and quality of the study findings, the following measures were taken;
a) Pre-testing data collection tools before the start of the study among VHTs that was not taken in the study.  This aimed at enabling the Research assistants to familiarise themselves with the data collection tools and also correct any errors if discovered.
b) Training of research assistants on the research protocol and ethical issues surrounding the study to ensure quality data collection.
c) The study tools were translated to and administered in the local language (Luganda). 
d) During fieldwork, data collected on each day was checked by the researcher for any inconsistencies.
3.11 [bookmark: _Toc93014060][bookmark: _Toc93046821][bookmark: _Toc93356801][bookmark: _Toc133830621][bookmark: _Toc133830720][bookmark: _Toc133833781][bookmark: _Toc133867262][bookmark: _Toc133869206][bookmark: _Toc133870789][bookmark: _Toc133912551] Data management and analysis
3.11.1 Data Management
a) [bookmark: _Toc133830622][bookmark: _Toc133830721][bookmark: _Toc133833782][bookmark: _Toc133867263][bookmark: _Toc133869207][bookmark: _Toc133870790][bookmark: _Toc133912552]Quantitative data management
Quantitative data was collected using Android-enabled mobile phones loaded with the Kobo Collect application software. The data was synchronized onto the server daily and only the principal investigator and data manager had access to the server. The collected data was cleaned using MS Excel 2016 and analyzed using STATA 15.0 statistical software. 
Quantitative data was checked for completeness, cleaned and entered in MS Excel 2016 Software. Data was validated for errors that could have occurred during data entry. 
For data cleaning, the PI did the editing, and storage on daily basis. Data was exported from MS Excel 2016 to STATA 15.0 statistical software for data analysis and preliminary frequencies were run to check for any discrepancies in the data.
a) [bookmark: _Toc133830623][bookmark: _Toc133830722][bookmark: _Toc133833783][bookmark: _Toc133867264][bookmark: _Toc133869208][bookmark: _Toc133870791][bookmark: _Toc133912553]Qualitative data management
All qualitative interviews were conducted in the Luganda a local language most commonly spoken in Central Uganda or English. The interviews were recorded to ensure that all views were captured. The audio files were then be transcribed verbatim.
The audio recorded key informant and focus group interviews were transcribed by the principal investigator. Data was reduced by removing vague and meaningless phrases and sentences.

3.11.2 Data Analysis
To address Objective 1 (To assess the level of knowledge of Village Health Teams on COVID-19 in Kassanda district).
To assess the level of knowledge of Village Health Teams on COVID 19, a total of 17 questions were asked. These included what causes COVID 19, COVID 19 transmission, where was the first case of COVID-19 identified, symptoms of COVID 19, facts about COVID 19, How is COVID 19 spread, prevention, and control of COVID-19, basic home management of COVID 19 patient, what COVID 19 vaccines were used in Uganda and number of doses, duration of administering second dose after 1st dose as well as side effects of COVID 19 virus. Multiple and non-multiple response questions were asked to the participants. Each correct response mentioned by a respondent was given a score 1 and a score of 0 was given if a response mentioned was incorrect/wrong. For multiple choice questions we added up all the correct responses and hence a cumulative score would be given (these ranged from 0 to 5 points). The variable “level of knowledge” was the sum of these values, and reflected the VHTs level of knowledge on COVID 19. The level of knowledge of Village Health Teams on COVID-19 was classified as good knowledgeable, if a respondent scored ≥ 80% (13.6-17.0 scored points), respondents with a moderate knowledge, correctly answered between 50%-79% (8.6-13.5 scored points) of knowledge questions; those who correctly answered less than 50% (0-≤ 8.5 scored points) were considered as respondents that had low knowledge. The cumulative score for all 17 questions ranged from 0 to 17 points for each participant. Participants’ overall level of knowledge was categorized, using Bloom’s cut-off point, as good knowledge, if the score was ≥ 80%, ≥ 13.6-17.0 points) (Seid and Hussen, 2018). See how the score were generated/determined
Sum of scores of each respondent (e.g., 32) *(total number of knowledge questions =17)
Overall sum total of score (38)
= 32*17 = 14.3
      38

Scores
1= Low knowledge (≤50 %, (≤ 8.5 scored points) 
2= Moderatee (50%-79%, (8.6-13.5 scored points) 
3= Good knowledge Good Knowledge (≥ 80%, (≥ 13.6-17.0 points)

To address Objective 2 (To determine the factors associated with level of knowledge of Village Health Teams on COVID-19 in Kassanda district).
logistic regression analysis was done to determine the factors associated with level of knowledge of Village Health Teams on COVID-19 at bivariable and multivariable levels of analysis. The odds ratio (OR) was the measure of association given that the level of knowledge of VHTs on Covid 19 was greater than 10%. The Odds Ratios (ORs), 95% confidence intervals and p- values were used to infer statistical associations. The alpha of 10% (p<0.1) was used at bivariable level analysis in order to have less restriction for variables that would be used at the multivariable level. The logistic regression results from the bivariable and multivariable analysis were presented in tabular format in form of proportions, odds ratios (unadjusted and adjusted odds ratios), p-values and 95% confidence intervals.  The analyses, statistical significance was determined by an alpha of 5% (p<0.05) and 95% confidence intervals.  Confounding was checked for by observing whether variables included in the model caused a change in the odds ratio of the main exposure by at least 10%.

To address objective 3 & 4 (To establish the response activities of Village Health Teams in the COVID-19 response in Kassanda district and to establish the perceived risk of Village Health Teams in response to COVID-19 in Kassanda district respectively). 
[bookmark: _Hlk133746746]These objectives were answered qualitatively using data from key informant interviews (KIIs). Data from the KIIs was recorded using digital voice recorders. The audio files from KIIs were transcribed by the transcribers who translated the audio recorded interviews from Luganda to English to generate the transcripts. Thereafter, analysis was done using Thematic content analysis as described by Green and Thorogood (2018).  The transcripts were read several times to get a clear understanding of emerging issues and these were coded.  The codes were validated to ensure their integrity and that they are free of researcher bias. They were double-checked for consistency. Finally, the codes and themes were organized by gathering data extracts relating to the same codes. Internalization of transcripts was followed by thematic categorization.  The themes from the transcriptions were organized into a framework in form of a table. These themes were summarized, interpreted. and used to support and explain findings. 
[bookmark: _Toc131777251][bookmark: _Toc131777769][bookmark: _Toc134248980][bookmark: _Toc143633017]
Table 1: Summary of Data Analysis plan 
	Objectives
	Method of Data Collection
	Data Source
	Data Analysis 

	1. [bookmark: _Hlk117685360]To assess the level of knowledge of Village Health Teams on COVID-19 in Kassanda district.

	Face to face interviews
	Structured questionnaires
	Univariate analysis; Calculate proportion and result presented in Tables, Pie chart as frequencies (n) and percentages (%).

	2. To determine the factors associated with level of knowledge of Village Health Teams on COVID-19 in Kassanda district.

	Face to face interviews 
	Structured questionnaires
	Bivariate and Multi variable analysis;
Logistics regression, Odds Ratios (ORs), 95% confidence intervals and p- values were used to infer statistical associations

	3. To establish the response activities of Village Health Teams in the COVID-19 response in Kassanda district.

	Key informant interviews
	Key informant interview guide
Audio records of IDI

	Thematic analysis by Green and Thorogood (2018)

	4. To establish the perceived risk of Village Health Teams in response to COVID-19 in Kassanda district.

	Key informant interviews
	Key informant interview guide
Audio records of IDI

	Thematic analysis by Green and Thorogood (2018)


[bookmark: _Toc9543055][bookmark: _Toc93014062][bookmark: _Toc93046823][bookmark: _Toc93356802][bookmark: _Toc133830625][bookmark: _Toc133830724][bookmark: _Toc133833785][bookmark: _Toc133867265][bookmark: _Toc133869209][bookmark: _Toc133870792][bookmark: _Toc133912554]
3.12 Ethical considerations
[bookmark: _Toc215254073][bookmark: _Toc90030183][bookmark: _Toc93356803][bookmark: _Toc133830626][bookmark: _Toc133830725][bookmark: _Toc133833786]Approval was sought from Uganda Christian University (UCU) Research Ethics committee. Permission was also sought from the Chief Administrative Officer and District Health Officer of Kassanda district and respective local councils of the villages to be visited. In addition, informed written consent was obtained from all the study participants. Consent forms entailing the rationale and benefits of the study, and the rights of the participants were prepared and disseminated to all participants. Only those willing to participate in the study were interviewed. All information that was provided by the participants was confidential. Furthermore, the data collected was used only for the purpose of this study.
[bookmark: _Toc133867266][bookmark: _Toc133869210][bookmark: _Toc133870793][bookmark: _Toc133912555]3.14 Dissemination of findings
The research report was submitted to Uganda Christian University in partial fulfilment of the requirements for the award of a Master's of Public Health. The researcher will write a manuscript to be submitted to a peer-reviewed journal for sharing with the wider scientific community. Additionally, the findings will also be presented to Kassanda district.
[bookmark: _Toc133830627][bookmark: _Toc133830726][bookmark: _Toc133833787][bookmark: _Toc133870794][bookmark: _Toc133912556]
CHAPTER FOUR: RESULTS
4.0 RESULTS
This chapter presents the results of this study in accordance with the four specific objectives of the study including a section on the Socio-demographic characteristics of the study participants. 
[bookmark: _Toc133830628][bookmark: _Toc133830727][bookmark: _Toc133833788][bookmark: _Toc133867267][bookmark: _Toc133869211][bookmark: _Toc133870795][bookmark: _Toc133912557]4.1 Socio-demographic characteristics of the study participants
[bookmark: _Hlk100616492][bookmark: _Hlk133779958][bookmark: _Hlk100616302][bookmark: _Hlk100620199]Many of the participants 33.1% (90/273) were aged 50 and above years, the mean age± standard deviation was 44.3±10.9. More than half 54.6% (149/273) of the participants were female Majority, 86.4% (236/273) of the participants were married and 49.1% (134/273) had attained ordinary level (O’level) education. Details of the sociodemographic characteristics of the participants are shown in Table 2.
[bookmark: _Toc129078309][bookmark: _Toc134248981][bookmark: _Toc143633018]Table 2: Sociodemographic characteristics of the participants
	Variable
	Frequency (n=273)
	Percentage (%)

	Age in years
	
	

	20-29
	25
	9.1

	30-9
	71
	26.0

	40-49
	87
	31.9

	50 and above
	90
	33.0

	Mean age ±SD
	443±10.9
	

	Gender
	
	

	Male
	124
	45.4

	Female
	149
	54.6

	Marital Status
	
	

	Divorced
	15
	5.5

	Married/Co habiting
	236
	86.4

	Single
	15        
	5.5

	Widowed
	7
	2.6

	Education
	
	

	Primary
	131
	47.9

	O’Level
	134
	49.1

	A’Level
	8
	2.9

	VHT work experience
	
	

	Less than a year
	21
	7.7

	1-5 years
	69
	25.3

	Greater than 5 years
	183
	67.0

	Received training on COVID-19
	
	

	 No
	35
	12.8

	Yes
	238
	87.2

	Source of training about COVID-19 
	
	

	Health facility
	55
	23.1

	District/Community
	170
	72.0

	Media
	11
	4.7


[bookmark: _Toc129078310][bookmark: _Toc133865475][bookmark: _Toc133912558][bookmark: _Toc134248982]
[bookmark: _Toc143633019][bookmark: _Hlk133780664]4.2 Level of Knowledge of Village Health Teams (VHTs) on COVID-19 in Kassanda district
The findings showed that more than three quarters 84.6% (231/273) of the VHTs had high level of knowledge on COVID-19 as shown in Figure 3.
[bookmark: _Toc129078302]
Figure 3: the level of knowledge of VHTs on COVID-19
[bookmark: _Toc133830629][bookmark: _Toc133830728][bookmark: _Toc133833789][bookmark: _Toc133867268][bookmark: _Toc133869212][bookmark: _Toc133870796][bookmark: _Toc133912559]Knowledge of Village Health Teams (VHTs) on COVID-19
93% (254/273) VHTS mentioned that COVID-19 is caused by virus and almost all, 98.2% (268/273) of the VHTs mentioned that COVID-19 is transmitted by close contact with infected people. Regarding the knowledge about where the first case of novel corona virus was first identified, majority of the VHTs, 87.6% (239/273) knew that it was found firstly in Wuhan, China. Additionally, regarding the knowledge on COVID-19 symptoms, 63.7% (174/273) of the VHTs mentioned cough, more than three quarters 87.9% (240/273) mentioned fever. Regarding the isolation period of COVID-19, 80.2% (218/272) of the VHTs were aware that isolation period was two weeks. Other variables on knowledge are shown in Table 3.
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Table 3: Descriptive summary of knowledge of Village Health Teams (VHTs) on COVID-19
	[bookmark: _Hlk133895530]Variable (n=273)
	Category
	Frequency n
	Percent (%)

	COVID-19 is caused by(n=273)
	Virus 
	254
	93.4

	
	Fungus 
	6
	2.2

	
	Parasite 
	3
	1.1

	
	Other
	9
	3.3

	COVID-19 is transmitted by a person infected with it (n=273)
	Yes 
	268
	98.2

	
	No
	5
	1.8

	The first case of COVID-19 was identified in (n=273)
	China
	239
	87.6

	
	France
	6
	2.2

	
	South Africa
	4
	1.5

	
	Other
	24
	8.8

	What is true about COVID-19? (Multiple responses allowed)
	
	
	

	Infects all age groups (n=273)
	Yes
	213
	78.0

	
	No
	60
	22.0

	Is mild in children (n=273)
	Yes
	126
	46.2

	
	No
	147
	53.8

	Infect the old (n=273)
	Yes
	255
	93.4

	
	No
	18
	6.6

	Infects those with underlying conditions (n=273)
	Yes
	172
	63.0

	
	No
	101
	37.0

	Symptoms of COVID-19 (Multiple responses allowed) 
	
	
	

	Fever (n=273)
	Yes
	240
	87.9

	
	No
	33
	12.1

	Cough (n=273)
	Yes
	262
	96.0

	
	No
	11
	4.0

	Shortness of breath (n=273)
	Yes
	174
	63.7

	
	No
	99
	36.3

	Loss of smell and taste (n=273)
	Yes 
	141
	51.7

	
	No
	132
	48.3

	All the above (n=273)
	Yes 
	7
	2.6

	Coronavirus spreads via respiratory droplets of infected individuals (n=273)
	Yes 
	267
	97.8

	
	No
	6
	2.2

	The Isolation period for COVID-19 is (n=273)
	1 week 
	9
	3.3

	
	2 weeks 
	219
	80.2

	
	3 weeks 
	25
	9.2

	
	4 weeks or more 
	20
	7.3

	How do we prevent COVID-19? (Multiple responses allowed)
	
	
	

	Hand washing (n=273)
	Yes 
	145
	53.1

	
	No
	128
	46.9

	Hand washing with soap and water (n=273)
	Yes 
	244
	89.4

	
	No
	29
	10.6

	Cover mouth and nose when coughing and sneezing (n=273)
	Yes 
	180
	65.9

	
	No
	93
	34.1

	Avoid close contact with those with COVID-19 symptoms (n=273)
	Yes 
	183
	67.0

	
	No
	90
	33.0

	Properly cook meat and eggs (n=273)
	Yes 
	11
	4.0

	
	No
	262
	96.0

	All the above (n=273)
	Yes 
	1
	0.4

	
	No
	272
	99.6

	Home-based care medicines to take (Multiple responses allowed)
	
	
	

	Azithromycin (n=273)
	Yes 
	94
	34.4

	
	No
	179
	65.6

	Zinc (n=273)
	Yes 
	105
	38.5

	
	No
	168
	61.5

	Vitamin C (n=273)
	Yes 
	156
	57.1

	
	No
	117
	42.9

	Amoxicillin (n=273)
	Yes 
	118
	43.2

	
	No
	155
	56.8

	Panadol (n=273)
	Yes 
	180
	65.9

	
	No
	93
	34.1

	Foods and Fruits to eat in prevention and management of COVID-19 (n=273) (Multiple responses allowed)
	
	
	

	Citrus fruits (Lemon, orange,) (n=273)
	Yes 
	268
	98.2

	
	No
	5
	1.8

	Garlic & onions (n=273)
	Yes 
	209
	76.6

	
	No
	64
	23.4

	Ginger (n=273)
	Yes 
	211
	77.3

	
	No
	62
	22.7

	Basic home management of COVID-19 patient (n=273) (Multiple responses allowed)
	
	
	

	PPE of caretaker (n=273)
	Yes 
	224
	82.0

	
	No
	49
	18.0

	Sanitizing surfaces (n=273)
	Yes 
	192
	70.3

	
	No
	81
	29.7

	Foods and drinks to Eat (n=273)
	Yes 
	178
	65.2

	
	No
	95
	34.8

	Medicines to take (n=273)
	Yes 
	194
	71.1

	
	No
	79
	28.9

	Which COVID-19 vaccines are available in Uganda?  (n=273)
	
	
	

	AstraZeneca (n=273)
	Yes 
	197
	72.2

	
	No
	76
	27.8

	Pfizer (n=273)
	Yes 
	159
	58.2

	
	No
	114
	41.8

	Johnson & Johnson (n=273)
	Yes 
	168
	61.5

	
	No
	105
	38.5

	Other (Covidex, Modern, Sinovac) (n=273)
	Yes 
	84
	30.8

	
	No
	189
	69.2

	COVID-19 PPE includes (n=273) 
	
	
	

	Gloves (n=273)
	Yes 
	204
	74.7

	
	No
	69
	25.3

	Facemasks (n=273)
	Yes 
	271
	99.3

	
	No
	2
	0.7

	Eye Protection (n=273)
	Yes 
	145
	53.1

	
	No
	128
	46.9

	Sanitizer (n=273)
	Yes 
	210
	76.9

	
	No
	63
	23.1

	Other (Hand washing, social distance, avoid overcrowding)
	Yes 
	41
	15.0

	
	No
	232
	85.0

	Both AstraZeneca and Pfizer require 2 two doses (n=273)
	True
	267
	97.8

	
	False
	6
	2.2

	The 2nd dose of AstraZeneca is should be got at least 2 months after 1st dose (n=273)
	True
	262
	96.0

	
	False
	11
	4.0

	The 2nd dose of Pfizer should be got at least 1 month after 1st dose (n=273)
	True
	259
	94.9

	
	False
	14
	5.1
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4.3 Factors associated with level of knowledge of Village Health Teams on COVID-19
[bookmark: _Toc133830631][bookmark: _Toc133830730][bookmark: _Toc133833791][bookmark: _Toc133867270][bookmark: _Toc133869214][bookmark: _Toc133870798]The factors associated with the level of knowledge of Village Health Teams on COVID-19 at unadjusted analysis was secondary education (COR = 2.2, 95% CI; 1.11, 4.35) and source(s) of training about Covid 19 being District Health Team /Community (COR = 6.7, 95% CI; 2.81, 15.76).
[bookmark: _Hlk133780736]However, at adjusted analysis, the factors associated with the level of knowledge of Village Health Teams on COVID-19 were secondary education (adj. OR = 2.6, 95% CI; 1.25, 5.61), and source of information being District Health Team/Community (adj. OR = 7.7, 95% CI; 3.16, 18.85). 
Results of unadjusted and adjusted analysis of the factors associated with the level of knowledge of Village Health Teams on COVID-19 are shown in Table 4.
[bookmark: _Toc143633021]Table 4: Factors associated with level of knowledge of VHTs on COVID-19
	[bookmark: _Hlk133899491]Variable
	Level of Knowledge of VHTs on COVID-19
	COR (95%CI)
	P-value
	AOR (95%CI)
	P-value

	
	Low Knowledge
n(%)
42(15.4%)
	High Knowledge n(%) 231(84.6%)
	
	
	
	

	Age in years

	20-29
	4(9.5)
	21(9.1)
	1
	
	
	

	30-39
	10(23.8)
	61(26.4)
	1.2(0.33- 4.10)
	0.82
	
	

	40-49
	9(21.4)
	78(33.8)
	1.7(0.46- 5.89)
	0.44
	
	

	50 and above
	19(45.2)
	71(30.7)
	0.7(0.22- 2.32)
	0.57
	
	

	Gender

	Male
	17(40.5)
	107(46.3)
	1
	
	
	

	Female
	25(59.5)
	124(53.7)
	0.79(0.40-1.54)
	0.49
	
	

	Marital status

	 Single
	4(9.5)
	33(14.3)
	1
	
	
	

	 Married
	38(90.5)
	198(85.7)
	0.63(0.21- 1.89)
	0.41
	
	

	Education level

	 Primary
	27(64.3)
	104(45.0)
	1
	
	
	

	 Secondary
	15(35.7)
	127(55.0)
	2.2(1.11- 4.35)
	0.02*
	2.6(1.25-5.61)
	0.01*

	VHT work experience

	Less than a year
	4(9.5)
	17(7.4)
	1
	
	
	

	1-5 years
	12(28.6)
	57(24.7)
	1.1(0.32- 3.92)
	0.86
	
	

	Greater than 5 years
	26(61.9)
	157(68.0)
	1.4(0.44- 4.56)
	0.56
	
	

	Trained on COVID-19

	No
	4(9.5)
	31(13.4)
	1
	
	-
	-

	Yes
	38(90.5)
	200(86.6)
	0.68(0.23- 2.04)
	0.49
	
	

	[bookmark: _Hlk133784144]Source of training about COVID-19

	Radio
	14(34.2)
	30(12.9)
	1
	
	
	

	 Health facility
	15(36.6)
	31(13.4)
	0.96(0.40-2.34)
	0.94
	1.2(0.47-2.95)
	0.73

	 District Health Team/Community
	12(29.3)
	171(73.7)
	6.7(2.81- 15.76)
	<0.00*1
	7.7(3.16- 18.85)
	<0.001*


[bookmark: _Toc133830632][bookmark: _Toc133830731]Note: *p<0.05
[bookmark: _Toc133833792]
[bookmark: _Toc133867271][bookmark: _Toc133869215][bookmark: _Toc133870799][bookmark: _Toc133912561]4.4 The response activities of Village Health Teams in COVID-19 response among in Kassanda district.
[bookmark: _Hlk133781070]
The response activities that the VHTs mentioned that they were involved in the COVID-19 response in Kassanda district included community sensitization, follow up of Covid 19 positive cases and support home-based care for mild cases as cited beneath
1) Community sensitization: All the 6 key informants acknowledged that they carried out sensitization of communities in their sub counties on prevention of Covid 19, standard operating procedures such as hand washing with water and soap, putting on mask and social distancing. They carried out ‘door to door’ household visits but also used mega phones for sensitization of the communities as well as at worship places/gatherings cited below.
“We carried out door to door spreading the message of washing hands, putting on masks, keeping a safe distance and to avoid traveling anyhow”. Key informant 1, Kassanda

[bookmark: _Hlk133781106]Additionally, they mentioned that they sensitized communities about the importance of COVID 19 Vaccinations, testing and dangers. They also encouraged suspects to go for checkups /testing as elaborated beneath.
“We encouraged the public to ensure they get fully vaccinated though people complained about limited vaccine”. Key informant 2, Kassanda Town Council
2) Follow up on positive cases:  Some key informants mentioned that they closely followed up of cases through physical visits or phone calls to monitor and report any further clinical deterioration. 
“……used to make follow up visit to Covid 19 survivors. We made physical visits and sometimes we did phone calls, in addition we were assigned by the District Health Team to do contact tracing of Covid 19 suspected cases” Key informant 5, Myanzi Sub County

3) Support home-based care for mild cases: Some (4/6) key informants mentioned that they encourage suspected cases, mild cases to take COVID 19 tests, vaccinations and also encouraged them to do good home care practices as explained below
“We made sure that people who were close to that one who was found positive are tested well and isolated from the public, and the positive one is taken to the hospital for treatment. we always ensured that such patients were treated from their respective homes till full recovery and still tested for covid-19 till proved beyond reasonable doubt that they are negatives” Key Informant 4, Kiganda TC


[bookmark: _Toc133830633][bookmark: _Toc133830732][bookmark: _Toc133833793]
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4.5 The perceived risk of Village Health teams in response to COVID 19 in Kassanda district.
[bookmark: _Hlk133781169]
The self-reported perceived risk mentioned by the VHTs who were involved in the Covid 19 pandemic in Kassanda district was a health risk of exposure to COVID 19. The VHTs also had a positive perception on observing SOPs and use of adequate PPE to reduce the risk of exposure to COVID 19. 
“We were not given sanitizers to help us out, no masks and only got them once, and also the VHT were not given PPEs yet we were at a risk too just as doctors in hospitals. We wish be given some airtime to always help VHTs communicate”-Key Informant 3, Bukuya Town Council.

Another key informant mentioned that

 “I also wish we are given rain courts, umbrellas and other gears to protect us from the rain and the sun.’ VHT Kassanda”. Key Informant 6, Manyogaseka Sub County
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[bookmark: _Toc133912564]5.1 The level of knowledge of Village Health Teams on COVID-19 in Kassanda district.
Our findings revealed that significant number of the VHTs 84.6% had high knowledge about COVID-19. This study finding was in agreement with study by (Kamacooko et al., 2021) which revealed that 84.5% of the participants were categorized as having sufficient knowledge. The finding was consistent with other studies done in Nepal and Vietnam (Shrestha et al., 2021b, Huynh et al., 2020). Similarly, a study that was conducted in the general population of Uganda revealed that Ugandans were knowledgeable about COVID-19 (Ssebuufu et al., 2020). The high level of knowledge in our study might be due to wide spread dissemination of information on COVID-19 by the health authorities to the public through various communication channels and trainings on COVID-19 to VHTs.
Regarding knowledge, nearly all the participants, 93.4% VHTs know that COVID-19 is caused by virus and 98.2% also know that COVID-19 is transmitted by close contact with infected people. Additionally, majority 87.6% were correct regarding the place of outbreak of the virus (Wuhan, China). Furthermore, regarding the knowledge about symptoms of COVID-19, Majority, 96.0% said cough, 87.9% said fever were the symptoms of corona virus. About the isolation period of COVID-19, majority of the participants, 80.2% were well known about it. Studies conducted elsewhere revealed similar findings (Shrestha et al., 2021b, Huynh et al., 2020, Feldman et al., 2021b, Carvalho Alves et al., 2021, Puspitasari et al., 2020).


[bookmark: _Toc133912565]5.2 The factors associated with level of knowledge of Village Health Teams on COVID-19 in Kassanda district.
In this study there was a statistically significant relationship between high level of knowledge of Village Health Teams and secondary education. The high level of knowledge of VHTs on COVID-19 could be attributable to the higher education level (secondary education) and likely to be more enthusiastic about learning with a great ability to understand easily compared to the VHTs who had attained primary school level of education. This finding was consistent with a study findings by (Shrestha et al., 2021a) who revealed that the high level of knowledge might be due to the information network of the current modern world and higher education level of the people. This finding was in agreement with the study finding by (Agnes and Joshua, 2023) VHTs with secondary education and above were found to be more knowledgeable about Covid 19.
Also, source of training about COVID-19 being District Health Team/Community was significantly associated with high level of knowledge of VHTs on COVID-19. The VHTs whose source of information was District Health Team/Community was likely to have good knowledge on COVID-19. This could be due to the fact that District Health Team (DHTs) form the Sub National /District Level, disease outbreak response teams charged with capacity building, training of the VHTs on epidemic response activities. DHTs are composed of District Health Officer (DHO) Biostatisticians, Surveillance Focal Person, EPI Focal Person, Clinician (Medical Officer), Health Educator, Secretary for Health, Information Specialists, Clinician, Environmental Health Officer/Health Inspector, Health Center IV (HSD) in-Charges, Lab Technologists/Technicians/ Assistants)
[bookmark: _Toc133830635][bookmark: _Toc133830734][bookmark: _Toc133833795][bookmark: _Toc133912566]5.3 The response activities of Village Health Teams in COVID-19 response among in Kassanda district.
The findings from this study showed that response activities that the VHTs where involved in during the COVID 19 disease outbreak included community sensitization, follow up of Covid 19 positive cases and support home-based care for mild cases. This finding was in line with the study by (Agnes and Joshua, 2023) that reported that spreading COVID 19 related information was one of the common activity done by VHTs in addition to follow up and monitoring of suspects and cases in home-based care. This implies that VHTs still play a vital role in risk communication and case follow up during response to health threats in community and therefore need to be seriously maintained and supported as first responders during outbreaks. Similar to this study , VHTs  desire additional support inform of monetary and non-monetary forms such as transportation allowance and material supplies (e.g. rubber boots) because just like other studies  VHTs report working commonly in difficult working conditions(Mays et al., 2017a) .
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5.4 The perceived risk of Village Health Teams in response to COVID-19 in Kassanda district.
The perceived risk of Village Health Teams in response to COVID-19 in Kassanda district was the risk of exposure to COVID 19 and perceived the risk to be similar to that of clinical health care workers in curative /hospital settings. The findings in this study revealed that VHTs perceived the exposure of COVID 19 as major health risk in the response to COVID 19 in Kassanda district. The risk could be in relation to inadequate PPE provision to VHTs such as masks, sanitizers among others. These findings are similar to findings from a study done among local chair persons in Eastern Uganda who were engaged in COVID 19 Response just like VHTs and perceived that scarcity of requirements such as face protection , hand hygiene necessities were major factors that could intensify the risk of COVID 19 spread (Walusansa et al., 2020).  
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CONCLUSIONS AND RECOMMENDATIONS
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[bookmark: _Toc133912569]Conclusions
1.	The level of knowledge of VHTs on COVID-19 in Kassanda district, was high
2.	The factors associated with the high level of knowledge of the VHTs on COVID-19 were secondary education and Source of training about COVID-19 being District Health Team.
3.	The response activities of VHTs were involved in the COVID-19 response in Kassanda district were community sensitization, follow up of Covid 19 positive cases and support home-based care for mild cases.
4.	The self-reported perceived risks of VHTs in the COVID-19 outbreak response in Kassanda district was high exposure to COVID 19 infection. 
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Objective 1
· MOH should provide periodic refresher and standardized training opportunities to VHTs.
Objective 2 
· MOH should provide simplified and user-friendly official information sources about epidemics like COVID-19 to cater for the different levels of education.
Objective 3 and 4 
· MOH and other collaborators should regularly sensitize VHTs on infection prevention control during epidemics like COVID-19.
· MoH should ensure timely provision of PPEs like gumboots, masks, gloves, goggles, and sanitizer to minimize risk of exposure when in line of duty to all VHTs.
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ASSESSMENT OF AWARENESS LEVEL OF VILLAGE HEALTH TEAMS ON COVID-19 IN KASSANDA DISTRICT
Interviewer’s name: ____________________________________
Sub-county: 	____________________________________
Parish: 	____________________________________
Village: 	____________________________________
Date: 		____________________________________
	
	SOCIO-DEMOGRAPHIC CHARACTERISTICS

	SD1
	Age in completed years
	

	SD2
	Gender 
	1. Male
2. Female

	SD3
	Marital Status
	1. Married/cohabiting
2. Single
3. Divorced
4. Widowed

	SD4
	Education level
	1. Primary
2. Unlevel
3. A ‘level
4. None

	SD5
	Duration of VHT work (complete years)
	

	SD6
	Received training on COVID-19?
	1. Yes
2. No (skip to knowledge section)

	SD7
	If yes, mention the source of training
	

	
	KNOWLEDGE ON COVID-19

	K1
	COVID-19 is caused by:
1
	1. Virus
2. Fungus
3. Parasite
4. Other (specify)

	K2
	COVID-19 is transmitted by a person infected with it:
1
	1. Yes
2. No

	K3
	The first case of COVID-19 was identified in:
1
	1. China
2. France
3. South Africa
4. Other (specify)

	K4
	What is true about COVID-19? (Tick all mentioned)
4
	1. Infects all age groups
2. Is mild in children
3. Infect the old
4. Infects those with underlying conditions


	K5
	Symptoms of COVID-19 are: (tick all mentioned)
4
	1. Fever
2. Cough
3. Shortness of breath
4. Loss of smell and taste
5. All the above

	K6
	Coronavirus spreads via respiratory droplets of infected individuals
1
	1. Yes
2. No

	K7
	The Isolation period for COVID-19 is:
1
	1. 1 week
2. 2 weeks
3. 3 weeks
4. 4 weeks or more

	K8
	How do we prevent COVID-19? (Tick all mentioned)
3
	1. Hand washing
2. Handwashing with soap and water
3. Cover mouth and nose when coughing and sneezing
4. Avoid close contact with those with COVID-19 symptoms
5. Properly cook meat and eggs
6. All the above

	K9
	Home-based care medicines to take: (tick all mentioned)
5
	1. Azithromycin
2. Zinc
3. Vitamin C
4. Amoxicillin
5. Panadol

	K10
	Foods and Fruits to eat in prevention and management of COVID-19 (tick all mentioned)
3
	1. Citrus fruits (Lemon, orange,)
2. Garlic & onions
3. Ginger

	K11
	Basic home management of COVID-19 patient (tick all mentioned)
For responses 3 & 4 to be correct, they should correspond to responses in K9 and K10 above
4
	1. PPE of caretaker
2. Sanitizing surfaces (doorknobs, sockets, tables, all surfaces commonly touched in a home)
3. Foods and drinks to eat
4. Medicines to take

	K12
	Which COVID-19 vaccines are available in Uganda? (Tick all mentioned)
3
	1. AstraZeneca
2. Pfizer
3. Jenson & Jenson
4. Other (Specify)
5. Don’t know

	K13
	COVID-19 PPE includes: (tick all mentioned)
3
	1. Gloves
2. Facemasks
3. Googles
4. Sanitizer
5. Other (Specify)

	K14
	Both AstraZeneca and Pfizer require 2 two doses
1
	TRUE
FALSE

	K15
	The 2nd dose of Astrazeneca is should be got at least 2 months after 1st dose
1
	TRUE
FALSE

	K16
	The 2nd dose of Pfizer should be got at least 1 month after 1st dose
1
	TRUE
FALSE

	K17
	One may experience side effects after a COVID-19 jab
1
	TRUE
FALSE
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General information 
Date: ____________________________     
Parish: _____________________________ 
Village: ________________________________ 
Name of interviewer: _______________________ 
Name of note taker: _______________________ 
IDI number: _______________  
Starting time: ______________________      
End time: _______________________________
 
Brief instructions for the KII facilitator/moderator: 
Instructions to the interviewer:  
· This discussion guide should not be followed word-for-word like a questionnaire, rather it should guide your discussion with the participants and ensure that all topics are covered.  
· These interviews should be open-ended, with the participants’ responses determining the direction of the discussion. Be flexible. The discussion is expected to last about 30 minutes
· Start by building rapport with respondents, introductions, and seek written consent for the discussion from each participant. Also, discuss taking notes; seek oral consent for using the recorder. 
· Set and agree on ground rules.
Questions
1. What activities do you do/have you done in your community to reduce the spread of COVID-19? Probe: sensitization (door-to-door/community), surveillance, contact tracing, follow-up, home-based care. Encourage participants to share their experiences.
2. What factors have facilitated/influenced the implementation of those activities? Probe: motivation, transportation, allowance/salary, respect from community, training, knowledge about COVID-19. They can be individual, community or system factors.
3. What challenges have you faced in your community during the COVID-19 response? Probe: motivation, transportation, allowance/salary, respect from community, training, knowledge about COVID-19.
For questions 2 &3, probe specific factors in relation to COVID-19 response. Encourage VHTs to share their experiences
4.  What should be done to improve COVID-19 response in the community? What should different organizations, community leaders, or the government do to ease the work of VHTs in the community?
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APPENDIX III: Respondent Consent Form 
Study Title: Knowledge, Response, and Perceived Risk Towards Coronavirus Disease 2019 Among Village Health Teams in Kassanda District, Uganda.
My name is MASHATE ISAAC a student from Uganda Christian University faculty of public health, Nursing and midwifery, Kampala Campus. I am carrying out a study knowledge, response, and perceived risk towards coronavirus disease 2019 among village health teams in kassanda district, Uganda.
Reason for the study: The study will provide an opportunity to obtain a comprehensive picture on the awareness of the village Health teams on how COVID-19 has been dealt with in Kassanda district as well as Uganda at large.
Benefits of the study: The information provided will inform government on mechanisms to develop strategies to improve the knowledge ensure effective response and address perceptions that might be among the VHTs deterring efforts for the prevention and control of the disease.
Risks of the study: The study will not cause any physical, social, economic, legal harm to you and there is no risk associated with it. Please be assured that this discussion is strictly confidential and names will not be recorded. The findings will be generalized and not linked to an individual.
Participation: Participation in this study is voluntary, if you do not want to answer a particular question that is ok. There is no wrong answer to the questions that I will ask. Please feel free to answer the questions exactly how you feel. You are free to withdraw from the interview at any point you want without need to justify your decision
For more information on the study contact my Research supervisors: Mr. Etajak Samuel on Tel No; 0702657130/0781543700.
I would like to seek for your consent before I proceed. Are you willing to allow me to continue with the interview?
1.  Yes                             2. No

Date …………………………. Signature …………………………………
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Study Title: Knowledge, Response, and Perceived Risk Towards Coronavirus Disease 2019 Among Village Health Teams in Kassanda District, Uganda.

EKIWAANDIIKO KY’OKUKKIRIZA KW’OMWETABI
Erinnya elyange nze MASHATE ISAAC nga ndi muyizi okuva mu tendekero lya Uganda Christian University mu ssomero ly’ebyobulamu, e’Kampala. Era nkola Okunonyereze ku kumanya, enzirukkannya ne bizibu ebyekusa ku COVID-19 eri Abassawo bebyalo mu Disiturikiti ye’Kassanda
Ekigendererwa ky’omusomo: omusomo guno gujja kuyamba mukulaga ekifananyi ku kumanya kw’Abasawo bebyalo ku kirwadde kya COVID-19 era n’engeri gyebabukutemu oba gyebabukozeko mu disiturikiti ey’ Kassanda awamu ne Uganda yonna.
Emiganyulo gy’omusomo: Ebinavvamu byonna bigya kuyamba okutegeza kungeri gavvumenti gy’eyina okwongera munteegera, eneyissa ne bikolwa bya VTHs kungeri y’okwewalamu n’okujjanjaba ekilwadde.
Obulabe obusubirwa mu musomo: Omusomo guno tegujja kuletawo bulabbe bwona ku mubirigwo,kumbbeerazo ezabulijo ne kunfunayo. Bambi bbeera n’obumativvu nti okuwanyisiganya ebirowoozo kuno kwakyama era erinnya lyo teriyina werigya kuwandiikwa. Ebinavamu bijja kwesigama kubuli omu naye sigweweka.
Okwetaba mu musomo: Okwetaba mu musomo gunno kwakyeyagalire,era bw’oba toyagala kudamu ekibuzzo kyona tekkiyina buzibu bwona. Tewali kkidibwamu kiffu kubibuzzo by’ona ebibuzibwa. Bambi nkusaba obeere n’obutebenkevu nga oddamu ebibuzzo.oliwadembe okuvamu nga nkubuzza bw’oba nga owulira toil mutebenkevvu.
Bw’oba oyina kyona kyoyagala okubuzza kyona ekyekussa kumuso gunno, osoboola
okutuukilira Mr. Etajak Samuel kunamba yesiimu 0702657130/0781543700.
Akulidemu okunonyereza kuno: Mashate Isaac 077231527
Epiisa/ebiyina okugoberelwa mukunonyereza kuno
Okunonyeereza kuno kwekenyezedwa era nekuwebwa olukusa okuva mu kakiiko ka tendekero lya Uganda Christian University Research and Ethic Committee era nga kino kifugibwa wansi wa Uganda national council for science and technology (UNCST), w’obba oyagala okumanya ku kakiiko kano,osoboola okogeerako ne akulira akakiiko kano Pulofessa Peter Waiswa ku namba yesiimu 0772405357 ne kumukuttu gwa emeyiiro pwaiswa@musph.ac.ug oba osoboola okwogera ne sekulittale wakakiiko kano aka Uganda Christian University Research and Ethic Committee Mr Osborn Ahimbisibwe  ku namba        yesiimu        0772405357        ne        kumukuttu        gwa        emeyiiro
oahimbisibwe@ucu.ac.ug.okunonyereza

Mbadde njagala okusaba olukussa okweyongerayo ku kunonyereza kuno. Olimwetegeffu okwetabamu?
1.  Eyee                            2. Nedda

Enaku z’omweezi …………………………. Omukono/ekyankumu …………………………………
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APPENDIX V: Uganda Christian University Institutional Review Board Clearance Letter
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UGANDA CHRISTIAN UNIVERSITY
SCHOOL OF RESEARCH & POSTGRADUATE STUDIES

DISSERTATION CORRECTION COMPLIANCE REPORT BY THE CANDIDATE (POST VIVA FORM)
Date: 21ST AUGUST 2023.
Name of Candidate: MASHATE ISAAC	Reg. No:  RJ21M21/206.
Title of Dissertation KNOWLEDGE, RESPONSE AND PERCEIVED RISK TOWARDS CORONA VIRUS 19 DISEASE AMONG VILLAGE HEALTH TEAMS IN KASSANDA DISTRICT.
	SN
	COMMENTS BY EXTERNAL EXAMINER
	ACTION TAKEN
	INDICATOR

	1
	Under abstract, a general objective of the study should be included while under “approval” first sentence should include the supervisor’s name.
	This was rectified
	Page ii, Page iii

	2
	First sentence in chapter one should include the year in which the month of March falls.
	Year was included
	Page 2, line 8

	3
	Under the problem statement, the last sentence should be in the past tense since the study was already done.
	The Tense has been changed to past tense
	Page 5

	4
	The general objective should be made action-oriented much as the other objectives are “SMART”
	The objective has been re-structured to make it SMART
	Page 6

	5
	The section under significance should be in the past tense. And observance of correct tenses is imperative,
	The Tense has been changed to past tense
	Pages 7 and 8

	6
	Under this section reasons for the choice of study design should be given
	The reason has been elaborated
	Page 20

	7
	Exclusion criteria should be in the past tense
	The Tense has been changed to past tense
	Page 24

	8
	Tables, where age appears, should be labeled age in years not left blank.
	These have been well labeled
	Page 32, 37

	9
	There is a need to observe the correct use of tenses on pages 42 and 43 among other issues.
	The Tense has been changed to past tense
	Page 42 and 43

	
SN
	COMMENTS BY INTERNAL EXAMINER 
	ACTION TAKEN
	INDICATOR

	1
	
	
	

	2
	
	
	

	3
	
	
	

	4
	
	
	

	5
	
	
	



	SN
	COMMENTS BY VIVA VOCE PANNEL
	ACTION TAKEN
	INDICATOR

	1
	Since COVID is behind us, recommendations should be relating to continuous form of orientation for the future epidemics.
Recommendations should be relevant since the COVID is behind us and what if it doesn’t come back again
	The recommendation are continuous directing action for not just COVID19 but for VHTs on how to manage future epidemics.
The section has been updated
	Page 45

	2
	What is your study contributing to the world knowledge?
There is a lot of literature in relation to the scope of the study. More literature to be done on the global, regional, local, etc
Need to recognize the contribution of other scholars in terms of your literature review. There are a lot of scholars who have written about COVID-19 that were not recognized in the study
	This study contributes to global knowledge in terms of what VHT contribute to the management of Pandemics what we need Both global, regional, and local literature was accounted for, and then recognized the contribution of other scholars by citing them
	Page 12

	3
	How big is the problem you are trying to solve and what compelled you to study it? This should come out clear and more convincing
There is no problem statement clearly stated and backed by relevant literature in your study. What gaps are you addressed by undertaking this research?
What is the prevalence by the time you did the study on different levels; global, regional, national and local etc
What contribution do the VHTs make national, regional international and local levels that they need to be addressed and enables to do their work. What is their contribution as far as the health sector is concerned?
Bring in the statistics when you are talking about the pandemic. How many people were lost, locally, globally, internationally and even in kasanda area alone
	The study addresses the critical gap in understanding the awareness, knowledge, and perceived risks of COVID-19 among Village Health Teams (VHTs) in Kassanda district, Uganda. With limited information on VHTs' role in infection control, prevention, and community education, this research aims to quantify the knowledge gap and assess the impact of their practices on community response to the pandemic. 
As COVID-19 negatively impacts Ugandans and strains the healthcare system, investigating VHTs' contributions on local, national, and international levels becomes crucial. The absence of comprehensive data on COVID-19 awareness among VHTs necessitates a detailed assessment to enhance their effectiveness in bridging health interventions and communities. By providing statistics on global, regional, national, and local COVID-19 prevalence, the study aims to elucidate the scale of the issue and the urgency of addressing it. 
Furthermore, considering the significant role of VHTs as primary healthcare providers, understanding their knowledge gaps and contributions becomes paramount for informed decision-making, effective health communication, and pandemic control measures.
All this has been elaborated in the problem statement and it has been updated
	Page 4 and 5

	4
	Results for objective 1; if 84.6% had knowledge, what was the significance of the study?
Your findings should be in order of their importance and significance to the study. Give them their priority orders in terms of what and how you would recommend them to be addressed.
Put value on the responses as many times as they appear after the analysis. Proper reporting of your results need to be done clearly.
	The study found that 84.6% of Village Health Teams (VHTs) had a high level of knowledge on COVID-19. This result is significant as it indicates a relatively strong understanding of COVID-19 among VHTs in Kassanda district.
The results have been ordered
	Page 31-40

	5
	Justify why you chose Kassanda of all other areas in Uganda that were affected by COVID19
Include the ages of the VHTs and how they can be susceptible to COVID rate
Include resources and how they affect the prevalence
	Kassanda district was selected as my study area because of the epidemic occurrence in the previous and VHTs engaged in the response.
	Page 21
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Uganda Christian University
0772315762

‘Type: Initial Review

Re: UCUREC-2022-336: KNOWLEDGE, RESPONSE, AND PERCEIVED RISK TOWARDS
(CORONAVIRUS DISEASE 2019 AMONG VILLAGE HEALTH TEAMS IN KASSANDA DISTRICT,
UGANDA., English, 2022-06-23

T am pleased to inform you that the Uganda Christian University REC, through expedited review held on
01/08/2022 approved the above referenced study.
Approval of the research is for the period of 03/08/2022 to 03/08/2023.

As Principal Investigator of the research, you are responsible for fulfilling the following requirements of approval:

‘The following is the list of all documents approved in

. All co-investigators must be kept informed of the status of the research.
. Changes, amendments, and addenda to the protocol or the consent form must be submitted to the REC for re-

review and approval prior o the activation of the changes

. Reports of unanticipated problems involving risks to participants or any new information which could

change the risk benefit: ratio must be submitted to the REC.

. Only approved consent forms are to be used in the enrollment of participants. All consent forms signed by

participants and/or witnesses should be retained on file. The REC may conduct audits of all study records,
and consent documentation may be part of such audits.

. Continuing review application must be submitted to the REC eight weeks prior to the expiration date of

03/08/2023 in order to continue the study beyond the approved period. Failure to submit a continuing
review application in a timely fashion may result in suspension or termination of the study.

. The REC application number assigned to the research should be cited in any correspondence with the REC

of record.

. You are required to register the research protocol with the Uganda National Council for Science and

Technology (UNCST) for final clearance to undertake the study in Uganda.

application by Uganda Christian University REC:
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Language Version Number Version Date
I Protocol English English 20220623
2 Informed Consent forms Luganda 20220623
3 Data collection tools Luganda 2022:06-17
4 Data collection tools English 2022:06-17
5 Informed Consent forms English 2022:06-17
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