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Executive Summary

Malaria remains among the leading causes of morbidity and mortality in children under 5 years
of age. To address this gap, in 2010 Uganda adopted the Integrated Community Case Management
(iCCM) strategy to promote community level management of malaria among children under 5
years of age. This ICCM strategy is implemented by Village health teams (VHTSs) who record and
report malaria cases treated. Presently, recording and reporting malaria cases is paper based and
this has presented many challenges. The use of paper brings unnecessary data incompleteness &
delays in reporting. Poor data recording practices by VHTs and lack of supervision, often affect
data quality. Unlike health facilities which report on a weekly and monthly basis, VHTSs report on
a quarterly basis. This often leads to under-utilization of malaria surveillance data generated by
VHTSs. To improve on reporting and data utilization, there is a need to harmonize the frequency of
reporting to the DHIS2 by both VHTs and health facilities. There is a need by ministry of health
to pilot digital reporting to improve on data quality and timeliness. Mobile reporting system could
reduce the time required for malaria treated cases to be reported by the VHTS to the district, and
national levels. The mobile reporting system is a feasible option to assist with early detection of
malaria outbreaks.

Background

Uganda is a malaria endemic country with active transmission in 99% of the country putting
approximately 39 million people at risk [1]. The most vulnerable populations are pregnant
women and children under 5 years of age. According to the 2016 Uganda demographic and
health survey (UDHS), the malaria prevalence among children under 5 years of age by rapid
diagnostic test (RDT) was at 30% [1]. The 2018-2019 malaria indicator survey found the malaria
prevalence of children under 5 at 17%.

Malaria remains among the leading causes of morbidity and mortality in children under 5 years
of age [2,3]. To address this gap, in 2010 Uganda with support from United Nations Children’s
Fund (UNICEF), adopted the Integrated Community Case Management (iCCM) strategy to
promote community level management of malaria among children under 5. The iCCM strategy
was initially rolled out in 22 districts but later expanded to other districts, most especially in
areas considered to be hard to reach with limited access to health care.
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Currently the iCCM strategy is being implemented by village health teams (VHTS) and has
demonstrated that the use of VHTS expands malaria treatment areas hence resulting into
reduction of malaria morbidity and mortality [4,5]. Under this strategy, VHTSs are usually given
health information management (HMIS) tools to record and report malaria cases treated. The
current reporting rate by VHTSs to the national health information system remains low compared
to health facility reporting.

Several studies have demonstrated the ability of VHTS to collect epidemiological data on a
variety of diseases, including malaria [6-12]. In poorly-resourced countries, community-based
surveillance systems are best suited to complement health facility (HF)-based surveillance.
Community-based surveillance systems provide quantitative estimates of disease burden in a
defined population and service delivery indicators for disease control measures [16] but remain
under-exploited in relation to malaria.

Public health surveillance, has been defined as the "ongoing systematic collection, analysis, and
interpretation of data critical to the planning, implementation, and evaluation of public health
interventions” [17,18]. Effective use of such surveillance data requires timely dissemination to
all relevant stakeholders [17,18]. Effective systems for detecting and reporting malaria infection
in human populations have an increasingly important role to play as control steadily progresses
towards elimination so that infection and disease become more focal in time and space and
additional interventions are increasingly targeted in response to surveillance data [19,20].

As we move towards malaria elimination, reporting malaria cases becomes increasingly critical,
to halt continuing transmission.

Currently, there are two categories of VHTSs that report malaria cases. These include VHTs who
work under the Ministry of Health (MOH) system and partners. The VHTs under MOH are
volunteers who use paper to report malaria cases to the nearest health facility on a quarterly
basis. The health facility then reports directly to the district where data is entered into the district
health information system (DHIS2). Partner VHTSs are supported by donors & small programs.
They move door to door selling medical products and receive incentives depending on the
number of medical products sold. They report directly to the donor platforms using mobile
technology. Presently, there are challenges in the reporting systems used by the VHTSs to report
malaria cases.

Importance of the problem

The current HMIS guidelines allows health facilities to report weekly, monthly, and quarterly
malaria cases to the DHIS2 and yet VHTS report on quarterly basis. Due to the difference in
frequency of reporting, data generated by the VHTS is never utilized while responding to malaria
outbreaks. The contribution of VHTS to malaria control in Uganda is usually underestimated and
yet they treat a considerable high number of children under 5. To effectively manage malaria
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epidemics and move towards elimination, timely provision of accurate malaria surveillance data
IS necessary [21].

The completeness, accuracy, and timeliness of HMIS used by VHTSs is often inadequate. These
systematic weaknesses undermine stakeholder confidence in the reliability of this data and,
consequently lead to its under-utilization for decision-making and planning [22]. Data quality is
usually compromised due to multiple reporting forms, registers, and reporting levels. Most times
VHTs fail to report malaria cases upwards due to many factors such as lack of transport to
deliver reports to the facility, stock out of reporting tools, and inability to comprehend reporting
tools.

To control and eventually eliminate malaria from Uganda there is a need to detect, treat, and
notify cases in a timely way. Strengthening the malaria surveillance system in Uganda will allow
more efficient and targeted allocation of resources to help interrupt transmission and achieve
total malaria.

Critique of current policy options

Presently, the national malaria control program uses paper-based reporting system, whereby
VHTs perform malaria testing and record the individual’s information on a paper form. Data is
then aggregated at the end of every quarter and has to pass through multiple reporting levels to
reach the District health information system (DHIS2). Use of paper by VHTS in reporting
presents many challenges. Use of paper brings unnecessary data incompleteness & delays in
reporting. Poor data recording practices and lack of supervision, affect surveillance data quality.
In some settings, failure of VHTSs to completely report upwards in the reporting chain has
resulted into aggregation of incomplete datasets and generalized under-reporting of malaria
burden in communities. Most times, reporting is affected by lack of transport, motivation, and
poor terrain. Additionally, the guideline of VHTS reporting to higher levels of the health system
on a quarterly basis is slow for any rapid action. The use of weekly malaria surveillance data to
quickly identify malaria outbreaks leaves data generated by VHTSs on quarterly basis redundant.
Due to slow reporting by VHTSs, data are never utilized by epidemiologists. Additionally,
multiple reporting forms and registers used by the VHTs coupled with multiple reporting levels
compromise data quality.

In contrast VHTSs supported by partners use mobile phone-based application tool, which allows
to report malaria testing results on-the-spot, with the aim of allowing stakeholders’ access to up-
to-date data in real-time. Additionally, the VHTSs supported by partners’ report to an independent
platform. The MOH and partner VHT reporting Systems don’t interact and therefore data is never
aggregated. Failure to integrate the two reporting systems gives a wrong impression on the actual
number of malaria cases treated by VHTs and may lead to under-estimation of the malaria
burden in the country.
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Recommendations

The frequency of reporting to the DHIS2 by both VHTSs and health facilities need to be aligned
to effectively identify the true malaria burden at any given moment. To improve on data quality
and timeliness, multiple reporting tools and levels need to be eliminated. Like partners, MOH
needs to pilot digital reporting to avoid unnecessary delays and improve data quality. Mobile
reporting system reduces the time required for diagnosed cases to be reported by the health care
facility to district, and national levels. The mobile reporting system is a feasible option to assist
with early detection of malaria outbreaks. To minimize over reporting of malaria cases, there is a
need to integrate the two parallel VHT reporting systems (under MOH & partners). Data
generated by VHTSs needs to be utilized by epidemiologists and public health planners.
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