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1.'! SUMMARY
 

A. Background
 

severely deteriorated during
'Ugandals health services 


the 1970's. Recently, the Government of Uganda (GOU) hasbeen
 

attempting to rehabilitate it's nationa?, health
 
the resources for government-sponsored
infrastructure. Yet, 


care are scarce and inadequate to reestablish the level

health 

and quality of services which were previously available. The '
 

private sector, which provides 60% of all services, is
 

recognized to be an essential source of medical care in Uganda
 

expected to play an. important role in restoring Uganda's
and is 

health services.
 

Donor support for the Health Care Sector has been
 

modest. Nevertheless, the United Nations Children Fund
 

an active, preventative-health
(UNICEF) has been pursuing 

This effort is attempting
rehabilitation program since 1981. 


to address on-going probl.ems related to general health, child
 
and training of
mortality and morbidity, medical supplies, 


health staff.
 

B. PrOblem Identification
 

One of Uginda's major health problems has been the
 

incidence of-diarrheal diseases (DD) amongst children 
under
 

five years old. Although national statistics are not
 

available, local surveys and data frbm similar developing
 

countries 
suggest that the average child under five years old
 
as many as one


has two to five episbdes of DD annually and that 


children die of diarrhea. This implies that
 out of every ten 

of Ugandan children under five yea.rs of age, die
thousands 


annually from DD.
 

Current treatments for DD vary both in terms of
 

practice and efficiency. DD treatments practiced in Uganda
 

stopping'all feeding, administration of Oral
include: 

Rehydration Salts (ORS), intravenous feeding (IV), and
 

It has been demonstrated that, in the

administration of drugs. 


proper treatment.with ORS
 great majority of cases (around 70%), 


and basic health practices would be sufficinet to cure'a child
 

Yet, the application of ORS is infrequently
suffering from DD. 

used and often improperly used.
 

for two reasons. First*, Ugandan
This situation occurs 


health staff, both private and public, have little knowledge 
of
 

and second, access, to requied
Oral RehydrAtion Therapy (ORT); 

limited.
supplies of Oral. Rehydration Salts is 
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The USAID Oral Rehydra'tion Therapy Project (617-.0107),
 
proposed in this paper,. is designedito. mprove the knowledge
 
about ORT and to increase the demand for, and supply: of Oral
 
Rehydration Salts.
 

.C. Project Description
 

USAID intends to combine its effforts with UNICEF and
 
the GOU in working towards the control of diarrheal disease in
 
Uganda. Under the umbrella of the on-going, GOU Control of'.
 
Diarrheal Disease Program (CDD), USAID will participate in
 
Phase I of the Program by providing Oral Rehydration Salts,
 
funding a feasibility study on the most effective sources of
 
ORS, financing selected operational research studies, funding
 
an external evaluation, and paying the costs of'in-country
 

'
 training activities. The total AID Contribution for Phase I ,
 
(FY 84-86) is estimated at $1,210,000.
 

The umbrella project, CDD, is managed and. operated by
 
UNICEF personnel in conjunction with the Uganda Ministry of
 
Health. Limited technical assistance in year 1 is provided by
 
the Centre of Disease Control (CDC) under USAID's regional
 
Combatting Childrens Communicable Disease Project. The UNICEF
 
financial support for Phase I (for the period FY 84-FY 86)
 
totals an estimated $1,136,000. GOU support is estimated to be
 
in excess of $3,000,000 for the same period, although direct
 
cash outlays are estimated at only $383,000.
 

The CCD Program, of which the AID ORT Project will be
 
an integral part, has the basic goal of reducing the incidence
 
of child mortality and severe cases of dierrheal disease. The
 
CDD Program purpose is to increase national understanding and
 
use of ORT as treatment for children under five years old
 
suffering from diarrheal disease.
 

There are four basic parts to the .CDD Program,. The)
 
are:
 

- Case management using ORT; 

4Pediemiological investigation and control;,
 

-"rMaternal and child'health practices; and,
 

- Envirdnmental sanitation measures. 

Cas-e ma.nagement, or treatment of DD, will utilize ORT
 
in the, majority of instances using ORS or other-oral s.olutions
as,-approprite for 
the first tr,,2tmento Case management vill"
 
impFove outreach effectivenesq:.of ORT in disseminating
 

http:effectivenesq:.of


knowledge., 'skilis, and distributing'-approprxace SuppLJes and
 
equipment for- the management of, diarrhea. .
 

Phase 1 of the CDD Program and ORT Project will
 
establish an ORT delivery system, initiate staff training and
 
certain research topics, and provide ORS supplies to
 
personnel trained under the Program. Phase II will broaden the
 
Program more fully, especially epidemic investigation and
 

control, maternal and child health activities, environmental
 
sanitation measures, and will consider local manufacture of ORS.
 

*The expected results from the overall Program, after five
 
years of activity, (both Phase I and II).include:
 

- The use of ORT as a home treatment of diarrheal disease 
in most episodes; 

- Trained health staff properly use ORS in 75% of child 
dehydration cases; 

Impr'ved data collection and analysis nationwide is used.
 
for decision-making;
 

- ORS is distributed with other supply and distribution 
systems and 60% of all health facilities have adequate/ 
siocks of ORS 90% of the time; and 

- The demand for ORS increases, at least 50% in'pharmacie's 
and drug outlets. 

II. PROJECT RATIONALE AND DESCRIPTION
 

A'. Background and Statement of the Problem
 

1. Background:
 

a. Health Sector.of Uganda
 

In the 1960's and early 1970's Uganda had deveiopea an,
 
extensive network of health care facili-ties into rural areas of
 
the country. Facilities were equipped, supplied with drugs,-..
 
and staffed with adequately-trained personnel. In the network
 
of 76 hospitals (28 mission hospitals), 150 health centers and
 
300 dispensdeies, the population of about 10 million was
 
relatively well seryed. An average of 6.5% of the GOU
 
recurrent and capital budget was all.ocated to the health sector
 
annually. In addition, the percentage of district
 
administratL'e budget for health rose from 3.5% to nearly 20%
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betwen d1947and Utilization of Government health1968. 
faci~litie-itotalled 2.6% cases treated pcr person per year
 

The ensuing political turmoil brought about a flight of
 

skilled manpower and pillage of equipment and supplies at the
 
health care facilities. By 1977 the estimated average number
 
*of cases per treated person per year was 1.52 or only 58% of
 
previous levels. By 1979-1980 the purchasing p.ower of the
 
Government's health budget was only about 10% of what it was in
 
1971 (in 1979 the estimated recurrent per capita expenditure in
 
constant 1960 Ugandan Shilling was 1.1 as compared to 12.3 in
 
1968/69.) It is clear that the basic health infrastructure has
 
been-severely weakened.
 

Currently, there 
are about 620 physicians to aerve a
 
-population of approximately 12.6 million (1:21,000) which is
 
only 60% of earlier levels. Medical assistants number 700
 
(1:18,000) and nurse/midwives 5,600 (1:2,250). Only the nurse
 
and midwife- cadres did not register a significant decline in
 
the last decade.
 

Since 1980 the GOU has been attempting to rehabilitate the
 
health infrastructure. Yet, with the decline of the economy,
 
the resources for Government-sponsored health care are scarce
 
and inadequate to reestablish the level and quality of services
 
once available in Uganda. The private sector, which presently
 
provides approximately 60% of all curative and preventive
 
services, continues to be an important source of medical care
 
in Uganda;
 

b.. UNICEF Program in Uganda
 

In recognition of the GOU's health care problems, UNICEF,
 
since 1981, has pursued an active, preventive health-oriented
 
rehabilitation program. Initially, the UNICEF program strategy
 
was to restore, to a functional lever, 100 Government Health
 
Centers and Dispensary/Maternity Clinics. The program included
 
in-service training.for health personnel, a small scale
 
Expanded Program of Immunization (EPI), and supplies of
 
essential drugs. In 1982 a complementary program,
 
breast-feeding promotion, was initiated. By 1984, a mid-term
 
review of the Health Center Rehabilitation Program, including
 
the essential drug component, confirmed progress in meeting
 
program objectives. UNICEF has now decided to expand this
 
program to all 170 Government Health Centzrs and
 
'Dispensary/Maternity Clinics in Uganda. In addition, the EPI
 
component will be broadened to eventually reach many of the
 
smkller dispensaries (there are approximately 430).
 



Building on this foundation of rehabilitation, UNICEF 
has
 

now added a diarrheal disease control (CDD) activity to their
 
this particular
AID will contribute to
health program. 


activity within the overall UNICEF preventive health program 
in
 

the CDD program is developed, it is being
Uganda. As 

,coordinated with the Health Center/.Eosential Drug and E'PI
 

course of implementation there will be:
 programs. During the 

(3)


(2) Production of health education materials;
(1) Training; 

and (4) Development of an
 Development of information systems; 


integrated supplies and equipment distribution 
system. The CDD
 

finance the development and integration
program is helping to 

the Drug, EPI and CDD Programs, and
 

of these systems to support 

for a Primary Health Care
in so doing, is laying the basis 


(PHC) Program that will eventually reach the community level
 

and involve more outreach and community participation.
 

2. Statement of the Problem
 

children born in developing
As many as one of every 10 


countries dies of diarrhea before reaching the age of five
 
In the 1970's, it was
 

years. (Population Reports, 1980). 

70% of all diarrheal
cause of 60% to
demonstrated that the 


diseases (DD) involves a viral pathogen. Some virus-associated"
 
measles, can be avoided by preventive
diarrhea, such as 


as EPI. Hence, close association between CDD and
 
programs such 

EPI is'imperative. Other 	virus-associated diarrhea has no
 

treatment. Even

known pharmaceutical agent for prevention or 


usually

so, becausa mortality from acute diarrheal disease is 


- loss of water and electrolytes (sodium,
due to dehydration 

potassium, chloride and bicarbonate), diarrheal 

disease-related
 

mortality can be decreased by assuring"adequate 
rehydration.
 

the estimated 60%-70% of diarrheal disease
In addition to 

deaths caused by dehydration, diarrheal disease impairs
 

through a cumulative effect of.repeated
nutritional status 

two to five episodes
episodes. Children under 	5 may suffer With
 

annually and have diarrhea for 20 to 30 days every year. 


repeated diarrheal attacks and worsening nutritional status,
 

the child becomes increasingly susceptible to other acute
 

infections and growth retardation.
 

is one of the most common 	causes
In Uganda acute DD 	
of
 

death in children (along with measles and respiratory 
tract
 

or

infections) and is also--a-major factor in the -ause 


aggravation of malnutrition (ORT - A Ugandan Perspective).
 
the problem precisely
assess
Presently, it is diffi.cult to 
 to the
of all health facilities report
because fewer than 30% 


This is due partly to' the 	past 15
 
Miniatry of Health (MOH). 

years of civil unrest and 	partl'y to'the lack of supervision of
 

the diptrict and central l'vels).
operational -personnel (at 


62 



Recently a survey of records from 12 Health "Centers for the
 
Diarrheal


period January-February and May-June was conducted. 

attack rates during these months, among the population living
 
within five kms of these Health Centers who received treatment
 

ranged from 0.9 to 11.6 (mean = 4.5) DD episodes per 100
 

children under five per month. Assuming a rate of two episodes
 

per year per child under five years old (conservative WHO
 

estimate), 16.7 episodes per 100 children would be expected
 
It appears that only a fraction of caseb requiring care
month. 


are currently treated by health facilities.
 

Cultural practices in parts of Uganda inhibit proper
 

treatment of diarrheal episodes. Local practices often
 
to stop feeding during diarrhea* Traditional
encourage mothers 


healers and some professionally trained health care personnel
 

recommend the withholding of food. Studies have shown that
 

#	continued feeding during episodes of DD result in a greater net
 

retention of nutrients by the body and promotes a faster
 

recovery and better rate of weight gain.
 

can even occur in the receipt of
Additional problems 

.
for DD. In 1983, UNICEF distributed about 300,000
medical care 


packets of Oral Rehydration Salts (ORS) through its Health
 
To date, however, most'
Center Rehabilitation Project. 


gover-dment health facility personnel have not been formally
 

trained in how to properly mix or administer ORS. Practices
 

and beliefs among health workers concerning the treatment of
 

diarrheal disease in.children are very much out 6f date, and
 

occasionally harmful in light of present knowledge. In
 
some Health Centers and Hospitals,
addition to ORS packets, 


prepare half-strength Darrow's solution (a formula currently
 
the UNICEF/WHO formula and considerably
considered inferior to 


more costly). Most hospitals and larger Health Centers still
 

use the often unnecessary and more costly intravenous (IV)
 

treatment for many cases.of dehydration.
 

In Uganda, 16% or 2,016,000 of the population are under.
 

five and at risk of illness and death due to DD. Applying the
 

of l'in 10 children in developing countries that
worldwide rate 

die from DD before the age of five, an estimated 40,000 Ugandar
 

children under 5 may die annually from diarrheal diseases if
 

untreated. In the early stages of diarrhea, however, it is
 
life-threatening
difficult to know which cases will lead to 


Death can occur within a matter of hours.
dehydration. 

Therefore, early and appropriate care, preferably by simple ORI
 

(such as continued feeding and breast-feeding,
methods at home 

and. provision of fluids), is required in order to prevent
 

dehydration. More complex treatments, such as ORT from ORS
 

packets or pre-mixed solutions, .are required in even-th.e most
 
assure that those childra who.
peripheral health facilities to 


/71 

http:cases.of


-7­

are
do develop,dehydration, despite simpLe ORt in the home, 

adequately treated. Hospitals and more centrally located
 

intravenous
health facilities require ORS and adequate 

the refractive, non-responsive caspa of
solutions to treat 


dehydration transferred from peripheral facilities.
 

B. Project Description
 

in Uganda
The Control of Diarrheal Disease.Program (CDD) 


has been developed as a result of discussions between the GOU
 

nistry of Health and UNICEF, which began in mid-1983. These
 

focused on logical steps required to develop
discussions 

for children at all
appropriate case management strategies 


levels of the health care system (from the home to health
 

facilities including hospitals), and once devploped, the need
 

to assure that these strategies are provided through the
 

MCH/PHC system. In December 1983, USAID/Uganda was invited to
 

participate in the OH/UNICEF discussions, at which several
 
assure that the Uganda CDD
recommendations were adopted to 


Program adhered to WHO and UNICEF CDD policy.' At that time,
 

appropriateinputs to the CDD program from USAID were discussed
 

and agreed upon. In early 1984, based on Ministry of Health,
 

UNICEF and USAID discussions, the National Program for Control
 

Diarrheal Diseases (CDD) was developed, with an approximate .
 
budget of 11.3 million U.S. dollars of which $4.6 million is to
 

be provided by external donors. USAID has agreed with UNICEF
 

to jointly finance the external donor portion of.the budget by
 
over the next three
providing.a total of 2.3 million dollars 


years (USAID portion 1.2 million). The following is a
 
the support to
description of the Uganda CDD Program, and of 


this program to be provided by the MOH, UNICEF and USAID.
 

1. Goal and Purpose of the Uganda CDD
 

The goal of the Uganda CDD Program, as described in the
 
to reduce the
UNICEF program document shown as 	Appendix K, is 


severe cases of diarrheal
incidence of child mortality and 

case
,.diseases. The Progxam should enable Uganda to reduce its 


at 	 during implementation of the
fatality rate from.DD least 60% 


proposed Project. In addition, the number of children reaching
 

state of dehydration should be significantly reduced.
 a severe 


CDD Program is to increase: (a)
The purpose"of the lFnihida 


.the understanding of Oral Rehydration Therapy 
(ORT); and, (b).
 

the demand for, and supply of, Oral Rehydration Salts to the.
 

target population of children under five year of age.
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2' Project Implementation Stra.tegy
 

The Uganda CDD Program willpursue four strateg2es for the
 

control of diarrheal diseases:
 

a. Case management using ORT,:
 
b. Epidemic investigation and control,
 
c. Maternal and child health practices, 'and
 
d. Environmental sanitation'measures
 

The emphasis during the first phase of the Uganda CDD
 

Program is on case management because of the immediate life
 
saving advantages of this strategy and the simple capabilities
 

of the present health care system. *Case management will
 
include using ORT as a means of correcting the dehydration
 
caused by diarrheal diseases. Because of the simplicity,
 
safety, low cost and effectiveness of rehydrating children with
 
oral solutions, ORT is the recommended treatment for mild and
 

moderate dehydration due to DD. The ORT approach can be
 
administered in the home as well as in clinical settings by
 

professional, providers of health care. Oral solutions can
 

include a variety of mixtures, such as rice water, juices and
 

teas, commercial or home-based sugar, salt and water
 
preparations. Oral Rehydration Therapy is the only feasible
 
means of serving the large number of people suffering from DD
 
throughout the country.
 

The Oral Rehydration Solution (ORS) recommended by WHO is
 
regarded as the physiologically most appropriate simple
 
formulation for worldwide use. ORS is effective in 90-95% of
 
dehydration cases and for all causes of diarrhea. It is
 
inexpensive, costing less that $.50 per patient (as compared
 
with at least $5.00 per patient with IV therapy) and being
 
practical for third world countries, as it does not require a
 
sterile environment or highly trained personnel for use.
 

Through the use of ORS and home prepared oral solutions,
 
the objective of the case management approach is to reduce case
 

fatality in hospita.ls and to reduce utilization of intravenous
 
(IV) rehydration by 75% in all medical units.
 

3. Project Activities
 

Inputs to the case management strategy in the Uganda CDD
 

Program are,based on the comprehensive program approach

,recommended by WHO and UNICEF in the "Management of Diarrhoea
 
and Use of-Oral Rehydration Therapy". This approach includes:
 

http:hospita.ls
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- Improving the outreach effectiveness (as well as,, 
a-ffordability) of diarrhea management throughout the
 

health system;
 

- Using all available channels to disseminate 
knowledge, impart skills, and encourage the practice 
of better management of diarrhea; and 

Producing and distributing appropriate 
supples anc
 

-
equipment for the management of diarrhea.
 

The, following three sections describe the activities to
 

support each of the above approaches, as agreed upon by the
 

Ministry of Health, UNICEF and USAID.
 

to Improve the Outreach and Effectiveness
a. 	 Activities 

of Diarrhea Management Throughout the Health System
 

The CDD program will concentrate heavily on
 
use of ORT.and on management
re-orientation and training in the 


of ORT deliyery systems at all levels of the health system.
 

Specific training/re-orientation activities include the
 

following:
 

- A national conference on CDD hosted by the Uganda. 
edical Association will formally announce the 

The conference will:ommencement of the CDD program. 

aensitize the medical profession and provide current
 
technical materials.
 

- Case management of DD will use.ORT and MCH
 
practices, through upgrading the knowledge, attitudes
 

and practices of physicians, paramedics, and health
 

auxilliaries working in existing Government and
 

private,hospitals, as well as peripheral health units.
 

- The Project wili establish 50 ORT Units in 

Out-Patient departments of hospitals (at least one in_
 

each of 33' districts).
 

- Training of facilitators (5.0) iu MClI interventions 
during a one-week intensive course will take place.
 

- Training will include adaptation of modular 
education materials provided by WHO, containing 

administrative, logistic, and technical information 

concerning. Growth Monitoring, ORT, Breast-Feeding
 
Promotion, and Immunization. Training will also
 

include planning, logistics, resource control,.
 
supervision, monitoring and evaluation. The module'of
 

/3 
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ORT methodology wi1.l:include a comprehensive session
 

held, at the nearest Hospital ORT Unit.
 

Implement a series of integrated 
MCH training.
 

-

courses for local Mid-level Managers (MLM) in all 33
 

districts. (These two-week courses will train. 384,
 

health workers).
 

- Implementation by Mid-level Managers of a series of 

local training courses for operational staff initheir 

respective districts (100 district level courses) :will
 

-be included.
 

- Supervision of ORS distributiou and ORT units will. 
Districtbe undertaken by the CDD Program Managers. 


Medical Officers (DMOs) will receive< training in
 

supervisory skills at the MLM courses and will
 

supervise, under the CDD Program Manager's direction,
 

all CDD program activities throughout their districts.
 

- ..he Project will introduce the concept of fees for 
it throughservices and ORS packets and test 


county.
operations research in a selected district or 


If there is willingness and ability to pay, tho
 

concept of user fees will be considered by the GOU/MOH
 

for institutionalization within the CDD program, and
 

perhaps achieving broader applicability in the PHC
 

program in Uganda. The activities will.be carried out
 
by UNICEF and MOH staff, with additional input from
 
contracted researchers..
 

b. Activities to Encourage Use of all AvailabLe unanneLs
 
Impart Skills and Encourage
to Disseminate Knowledge, 


the Practice of Better Management of Diarrhea
 

The CDD program will develop a health communications
 

methodology, complementing the health services delivery
 
of the
approach. It is estimated that in Uganda only 30% 


a health facility.
population live within one hour's walk of 

to
Access to services, therefnre, is nct readily available a
 

significant portion of the population. To reach the many
 
for children with diarrhea, approaches to CDD
mothers who care 


on doctors--and health care
 are easential that do not depend 

of oral solutions in the home,
facilities. By the early use 


many cases of dehydration can either be prevented or reduced to
 

moderate cases. Often, information and instruction on diet
 

management can be as important as distributing and using ORT
 

supplies.
 



A health communications initiative could help popularize
 

legitimizq ORT by linking it with villagers' present beliefs
 

In addition, a communications
and practices about diarrhea. 

for ORT, teach mixing of
approach can create widespread femand 


on when and where to seek
oral solutions, and provide advice 


help.
 

initiative requires certain communication
Such an 

and an understanding .of audience
modalities (radios, etc.) 


beliefs and practices regarding DD. Sociocultural research,
 

group interviews, and pre-testing of communications are all
 
For
required before actual application for CDD are initiated. 


example, in Uganda it 'is not known if radio batteries are
 

available and if a significant number of people own and listen
 
are also not known.
to radios. Levels of literacy in villages 


The objective of a communications initiative is to effect a
 

a process of exposure, learning, and
change in health status by 


behavior change through an integrated strategy of communication
 

(through print, radio and interpersonal channels). The project
 

will carry.out a health communications approach by:
 

Conducting a preliminary field investigation as a
 -
use of
basis for'defining objectives, messages and 


training and media;
 

- Developing a plan for the integrated use of health
 
and radio (or other
personnel, print materials 


modalitiesY based on the application of learning and
 
as well as extensive
'communication principles, 


pre-testing; and
 

- Implementing and monitoring the planned modalities. 

an Education Specialist on the staff who
UNICEF will have 

This specialist
will implement this component of the Project. 


will work with the Division of Health Education in the MO and
 

this activity with the Health Communications
will coordinate 

the EPI and Nutrition Programs. Preliminary field
Component of 


required and, will be undertaken through
investigations are 

and operations
short-term technical assistance, studies, 


of these consultancies and studies will
research. The results 

type of print, radio, and
determine the combination and 


interpersonal communications to be developed. The Education
 
then manage the


Specialist with the Division of Health will 

the
pre-testing'of messages and materials and oversee 


implementation of the planned communications strategy.
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Activities to Improve the Production and Distribution,
 

of Appropriate Supplies, and Equipment for the;
 

Management of Diarrhea
 

To complement ORS distribution through the health
 

a study to determfne the
delivery system, UNICEF wjll conduct 


feasibility of commercially producing and distributing ORS.
 

Health ministries in most developing countries 'find
 

pre-packaged ORS supplies very expensive to import.
 

Initially, Oral Rehydration Salts (ORS) for the Uganda CDD
 

will be distributed through the UNICEF Essential Drug Program
 

as this program expands to the 170 existing Health Centers and
 

Dispensary/Maternity clinics. Distribution will also be made
 

to the Hospital ORT Units. Eventually, ORS distribution will
 

be integrated with the EPI system of vaccine distribution which
 

will reach smaller, periphery health units.
 

The cost of providing the WHO recommended six packets of
 

ORS per child a year has been estimated at 10"to 20% of the
 

country's total health budget (assuming use of WHO recommended
 

ORS). Alternatives to reduce the costs 	of ORS and to encourage.
 
to produce affordable
home preparation of an oral solution or 


1980, UNICEF procured ORS
ORS domestically will be studied. In 

at a c.ost of about 8 (U.S.) delivered. Private firms in the 

cost of about 104 including delivery.U.S. produce ORS at a 


National automated production facilities operating in Asian and
 

Middle Eastern countries reported costs in 1977 ranging from 6j
 

to 45J per packet of ORS. There are many approaches to
 

domestic production and distribution. One i-s to prepare ard
 

package the ORS domestically. Another, considered very
 

economical, is a bulk supply purchase of the premixed product
 

for 	local packaging and distribution. A study will be funded
 

determine if either of these approaches is feasible in
to 

Uganda, if there is a :,egional market for ORS outside of
 

Uganda, and if the enterprise would be sufficiently profitable
 

to attract.private sector interest.
 

4. Project Inputs
 

for the overaThe following inputs will be required 


include the assistance to be provided 'by.':USAID.o
CDD Program, and 


a., Technical Assistance
 

Long-term technical assistance to the Uganda CDD will
 
a
be'provided by three professionals, .including an MCH Trainer, 


Health Education Specialist, and a Research and Eval-4at.ion
 

The latter two willwork part-time directly'wi'tb
Specialist. 

the CDD program. A11 three"will be 6n the UNICEF staff in'
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Kampala. The MCH Training Officer will be a full-time
 
counterpart to the CDD Program Manager in the MOH. The Health
 
Education Specialist will work closely with the Division of
 
Health Education in the MOR to prepare and test educational
 
materials for the UNICEF-sponsored nutrition, EPI and CDD
 
programs. The Research and Evaluation Specialist will provide
 
assistance to the EPI and CDD programs, as well as to UNICEF's
 
Essential Drug Program. This technician will, using operations
 
research funding in the CDD project, integrate CDD research
 
with that of EPI and the Drug Supply system when appropriate to
 
assure more effective use of funds.
 

Short-term technical assistance will be provided by
 
by the CDC through the CCCD project. Assistance may be
 
requested for research or survey design and implementation,
 
.communication studies, and health informationtsystem
 
development.
 

b. Training
 

All training courses will be managed and taught by
 
UNICEF and M bH staff. Courses will be held at all levels
 
throughout the nation. A national conference on "Control of
 
Diarrheal Diseases and Oral Rehydration Therapy" will be hosted
 
by the Uganda Medical Association. Tts purpose will be to
 
sensitize the medical profession in Uganda to the aims of the
 
CDD Programme, and to provide members with current technical
 
material concerning the scientific rationale for'ORT.
 

Fifty Training Facilitators will receive instruction
 
in a number of broad MCH interventions ,during a one-week
 
intensive course. Modular training materials, provided by WHO
 
will be adapted to Uganda realities and designed to cover
 
common administrative and logistic skills and specific
 
technical information concerning Growth Monitoring, Oral
 
Rehydration Therapy, Breast-Feeding Promotion and Immunization
 
(the first four "technologies" of UNICEF's strategy for
 
Accelerated Child Survival). The principal areas of training
 
will include: planning and logistics, resource control,
 
implementation of ORT methodology, personnel supervision,
 
monitoring, and evaluation. The module on ORT methodology will
 
include a comprehensive practical session held at the nearest
 
M0H or Mission Hospital ORT Unit.
 

Groups of Facilitators will collaborate to implement 'a
 
series of 16 'integrated MCH training courses for local
 
Mid-level Managers (ML{) in all 33 Districts. Joint training
 
MLM courses yill utilise training modules common to all four ,' "
 

UNICEF technologies in addition to a selected range ,,,
 
technical moduiles. Two-week IiLM training.courses will be
 



attended by roughly 400 health staff from District Medical
 

Teams and representatives of hospitals, health training
 

schools, the Red Cross and selected NCOs. They, in turn, will
 

implement 100 district-level training
each be expected to 

until every cadre
 courses for operational staff in iheir areas, 


the

of health care staff in all Districts has been exposed to 


theory and practice of the CDD programme.
 

Funding for these training activities principally-is
 
1985-1986. FY 1984
provided by the GOU and USAID in FY 


training activities have and are being funded by 
UNICEF and the
 

GOU.
 

Production of health education materials for the
 

general public and training level materials for'MLM 
and
 

operational staff at the District level dealing with Growth.
 

Monitoring, ORT, Breast-feeding Promotion and EPI 
will be
 

closely coordinated. Initially, materials will be purchased
 
sources.


outside Uganda from WHO, UNICEF and other-appropriate 


Later, materials will be designed by the MOH ftealth 
Education
 

Division, in'collaboration with UNICEF, and produced 
either
 

commercially or on 4MO printing presses.
 

cl, Commodities and Equipment
 

The principal commodity to be procured for this
 
The calculation of
 project is Oral Rehydration Salts (ORS). 


five years of the Project is shown in Annex
ORS needs.over the 

each regional workshop, participants
F. Upon-completion of 


their area,.based on
will receive a supply of ORS for 

calculations they have made during the courses. ORS
 

requirements for each region will determine the quantities
 
ORS packets will be provided by
supplied in UNICEF Drug Kits. 


USAID and UNICEF and distributed by UNICEF and the 
MOH.
 

Equipment and supplies for Hospital-based ORT Units will be
 

supplied by UNICEF.
 

.Training and promotional materials will consist of
 

training modules, educational booklets, posters, and 
leaflets
 

These also will be provided by UNICEF.
for the general public. 


Two vehicles for program administraion and training
 
as fuel, repairs and
will be procured by UNICEF, as well 


for these vehicles. At the district-level, the GOL
 
maintenance 

will provide the vehicles and their operational costs.
 

1%
 



d.. UperacionaL &tuearch and
 

to

of research activities will be conducted
A series 


better understand the beliefs and practices 
of Ugandans
 

Various locally availabl
diarrhea.
regarding the treatment of 

tested for effectiveness,
oral rehydration solutions will be 


CommunicaEion modalities will be
 acceptability and cost. 

tested. Revenue generating schemes will be
 researched and 


determine ability and willingness to pay for CDD_
 
tested to 


A study will be conducted to
 
services and/or ORS packets. 
 in
 
determine the feasibility of commercially producing ORS 


Uganda. These operational research projects and 
studies will
 

These studies and research activities
 be financed by USAID. 


will be designed and implemented with short-term 
technical
 

With the assistance of CDC through the 
CCCD
 

assistance. 

project, baseline morbidity and mortality 

surfveys will be
 

conducted and periodically repeated for evaluation 
and
 

A study will. also be conducted to determine
 
monitoring. 

attitudes, knowledge and practices regarding 

diarrhea
 

to media'channels and
 treatment, feeding practices, access 


This study will provide, the basis for
 
health services, etc. 


the health communications approach, clinical 
health education
 

and for evaluating project progress.
 

which may be part
Other operational research topics, 
of
 

studies, are:
the initial survey or 


sugar and itandard
 - The availability of salt,; 
the market;


measuring containers in the home and/or 
on 


- The effectiveness of variols hode-based 
ORT 

commodities, including home-made sugar/salt solution,
 

juices, sweetened tea. Porridges, milking and feeding
 

during illness;
 

The acceptability of community participation (in
 

kind) in certain HCH/PHC activities, such as
 
-

cash or 


ORT;
 

The most effective health education materials 
in
 

-

and
 

encouraging participation in ORT programs; 


to pay for ORT.
 
- The ability--and-willingness 

(ORS) and/or services by beneficiaries. materials 


5. Results
 

The fol:1Lowirng. results.-will be achieved by 
the
 

'1I of -thisoff Phasell and ,Phse
successful iAmplementation 
Project:
 



RESULTS 


Use of ORT as a home treatment." of 
diarrheal disease. 

Appropriateuseof ORT by:heath 

staff*. 


improved capability'of, Ministry 


of Health to manage :and 


collect health informaion, 


ORS supply system completely 

integrated with other 

MCH/PHC supply and distribution" 

systems. 


Creation of increased 

demand for ORS in both 

government'and the private-


sectors. 


MAGIkTUDE
 

At least 60% of mothers
 
with children under five
 
know about ORT as a
 

treatment for diarrhea
 
within five years
 

At least 45% of mothe.rs
 
with children under five
 

used 	ORT as a home
 
treatment for diarrhea by
 

the end of Phase II.
 
Use of ORS as first
 

treatment by trained health 
staff in over 75% of children 
with mild to moderate 
dehydration. 

Sentinel surveillance
 
system for diarrheal
 
disease morbidity/mortality
 
reporting with 60%
 
repnrting completeness by the
 

end of Phase 11.
 

60% health-facilities will
 
have 	adequate supply of ORS
 

more 	than 90% of the time
 
by the end of Phase 11.
 

ORS wastage remains below 10%
 

within !, distribution system.
 

50% incvease in demand for
 

ORS in bcb private
 
and government pharmacies or
 

other drug outlets.
 

are shown in
Additional results expected by the end of Phase Ii 


Section IIIA4
 

GOU Development
D. 	 Relationship to USAID Uganda and 


.Strategies
 

1. Conformity with GOU Development Program.
 

'During the period of the Revised Recovery Program
 

the GOU planned td give top priority to preventive
(1982-198*4) 


http:mothe.rs
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health measures. The program focuses upon improved
 

environmental health (i.e. potable water supplies, adequate
 

sanitation and refuse disposal), improved nutrition, and
 

expanded programs of mother and child welfare, including family
 

health education, child spacing, and immunization. The
 

approach is community-based and it identifies specific target
 

groups such as children, mothers and the poor.
 

Because of the increasing problem of ciarrheal
 

diseases in Uganda, the Ministry of He&lth (MCH) established a.,
 

National Disease Surveillance Sub-Committee in June 1982. This
 

group was found principally as a task force to deal with
 

diarrheal emergencies. A Central Public Realth Laboratory
 

(CPHL) to diagnose causes of diarrheal diseases was also
 

the Institute of Public Health with assistance
established at 

from WHO and UNICEF.
 

The strategy for the Expanded Program of Immuoization
 

(EPI), Primary Health Care (PHC) and Oral Rehydration Therapy.
 
In October 1983.
(ORT) was approved by the Ugandan Cabinet. 


President O1ote launched the Ugandan National EPI and the
 

Acting Minister of Health officially requested UNICEF's
 

assistance in developing a plan of action for ORT.
 

Early in 1984 the MOH appointed a CDD Program Manager to,
 

work with UNICEF in the design and implementation of the
 

National Program for Control of Diarrheal Diseases.
 

The UNICEF Program, Control of Diarrheal Disease, and the
 

proposed USAID fina,ced activities, as described in this :
 

document, are completely in conformance witi Uganda's Healtfih.
 

Development Program.
 

2. Relationship to AID Strategy.
 

Since the return of USAID to Uganda, there has not been a
 

health program or a health sector strategy in the CDSS. USAID
 

immediate health needs after the Liberation War
*did respond to 

through assistance 'to hospitals and health clinics. The
 

developed
Mission, however, has limited staff and has not 


additional health initiatives, given the overriding need to
 

rehabilitate the economy through small holder assistance and
 

private enterprise. Nevetheless, the MIssion-recognizes the.­

need to promote preventive health measures.
 

Since the Liberation War, UNICEF/Kampala has been actively.
 

rehabilitating Health Centers and Dispensaries for
 
in Uganda, particularly in.
strengthening primary health care 


rural areas. Given the need for rehabilitation of lreal.th
 

resources, the UNICEF Prolgram objectives, (which are
sector 


http:lreal.th
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entirely consistent with Agency objectives in health) and.the
 
,,


mission sfiiing limitations, USAID Kampala had decided 
to 


care needs by joint-financing a
 address Ugax.a's primary health 

Thias


CDD program, implemented by UNICEF and the MOH. 


the Mission to contribute to health sector
arrangement permits 

development needs, while limiting the demands on Mission staff.
 

p.riorities of the
Donor coordination is consistent with the 

This targeted health
Africa Bureau Development Strategy. 

the FY 1985 CDSS Up-Date
initiative has been integrated into 


and is planned as part of a health sector strategy that will be
 

fully assessed and integrated in the FY 1987 CDSS.
 more 


Ill. PROJECT IMPLEMENTATION ARRANGEMENTS
 

A. Management
 

I Project Direction and Supervision
 

Day-to-day project direction will come from the
 

Control of biarrheal Disease Office in the Public Health
 
A CDD Project Manager has been
Division within the MOH. 


appointed who will be accountable to the Assistant Director of
 

Medical Services for Public Health (ADMS), who is the overall
 

Progra Director. The Project Manager in the CDD office will
 

technical and operational aspects of the

be responsible for all 

program and will liaise directly with the HOH at central,
 

regional And district levels.
 

Supervision of ORS distribution and ORT equipment..
 

units will be undertaken by the CDD Program Manager, who 
will
 

be in charge of gathering monitoring sheets for compilation and
 

District Medical Officers (DMO) will
analysis by UNICEF. 

receive training in supervisory skills at the Middle-level
 

Management (MLM) course, and will supervise, under the CDD
 

Program Manager's direction, all CDD program activities 
at
 

district level.
 

Two levels of coordinaltion will be required in the
 
The CDD Program Manager will
implementation of this Project. 


be responsible for overseeing necessary coordination at the­

central level and between the central, regional, and district
 

levels.
 

Thb CDD program will be coordinated with.other PHC
 

the central level under the guidance of the

activities at 

Family Advisory Committee (a policy, planning and 

coordinatior.
 

the ADMS for Primary Health Care and
committee chaired by 

Maternal Child HeaLth). Inter-p.rogram task forces ilready meet
 

facilitiate .qoordination. These task force
periodically to 
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meetings, particularly between the EPI, Essential Drug and CDD,
 
ljfe of the Project to
programs,.will continue during the 


In addition, within the,-:
ensure coordination among programs. 


Division of Public Health, a standiug CDD Sub-Committee will be
 
to formulate guidelines
established and meet every three months 


for CDD. Membership will include Makerere University Medical
 
the M611. Disease Surveillance
School experts, members of 


Sub-Committee, Ministry of Local Government representatives,
 

NGOs, Donor Representatives and other MOH officials essential
 

for technical input and coordination (see Annex G for the CDD
 

Sub-Committee membership).
 

To ensure coordination between service levels, the CDD
 

Program Manager will provide direction from the central level
 

to the DMO, who will, in turn', be responsible for CDD in all
 
With the exception
health units within the concerned 	district. 


and below the district level
of hospitals, all health units at 

are under the administrative direction of the Ministry of Local
 

Government. The DMO is responsible for technical supervision
 
It is the
and is accountable to the Minister of Health. 


coordinate all administrative and
responsibility of the DMO to 

technical mTatters with local administrators of the Ministry of
 

Local Government.
 

2. Technical Support
 

During implementation, technical support will be
 
including Makerere University:
provided by a variety of sources, 


Medical Sjchool, UNICEF, MOH personnel, and from the Center for':
 

Disease Control, (through the AID-sponsored Combatting
 

Childhood Communicable Diseases project)..
 

serve
The UNICEF Counterparts (MOH staff) will in
 

long-term positions and will work closely with the CDD Program
 

Manager and the Division of Health Education within the MOH.
 

MOH will assign an MCH Training Officer to act as the
 
Another UNICEF
Counterpart to the CDD Program Manager. 


Counterpart will be the Health Education Specialist who will
 

work closely with the Division of Health Education in the
 

design and product-ion of education and training materials for
 
The Health
the .CDD, EPI and Nutrition programs in the MOH. 


Education Specialist will also coordinate activities with the
 

CDD Program Manager and a UNICEF Research/Evaluation
 

Coordinator in the implementation of the Health Communications
 

Component of the Program. See Annex K for details
 

some
Through the CCCD project, CDC will provide 


technical and training assistance. Initially, CDC will assist­

in conducting the first Morbidity and Mortality Survey and the
 
first Mid-level Manager Course.
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3. Logistical Support
 

The support systems required by the Project include:
 
distribution. Currently
procurement, transport, storage aud 


is both procuring and distributing essential drugs for

UNICEF 

the central depots with its own transport system. The MOH
 

fleet of
distributes drugs to the district level through its 

beginning to
vehicles and the EPI program within the MOH is 


system of procurement and distribution with EPI
develop its own 

Generally, the drug distribution system
program vehicles. 


to 
 the
requires the rural health units collect supplies at 


district level ands, in turn, the district health personnel go
 
theii. supplies.
to Entebbe to the Central Medical Stores for 


A stated purpose of both the EPI and CDD projects is
 

to integrate the three collection systems and distribute
 
to the rural
supplies from Entebbe Central Medical Stores 


health units. The backbone of this integration effort will be
 

ORS will be a part of the drug
the Essential Drug Program. 

supplies that will be distributed with EPI vaccines and
 

other MO drugs and medical supplies.
supplies, as well as 


4. Financial Responsibilities
 

the overall CDD
Under the Financial Plan (Section IV), 


Program and ORT Project Budgets are shown. This section
 

briefly states the responsibilities of each participant in the.'
 

activity.
 

will provide funding of up.,
1.'AID Responsibilities -AID .
.AID will be 

1,210,000 for ORT activities.
to 


directly responsible, for the pirchase of the oral
 

rehydration salts. The distribution of the oral
 

rehydration salts (ORS) in Uganda will be the
 

the GOU and UNICEF. The feasibility
responsibility of 

studyh which will examine the possibility of producing
 

ORS will also be AID's responsibility. AID will be
 

responsible for fielding and administering a Project
 
the end of FY 85. The
Evaluation:Team, probably near 


operations research studies and training activities
 

funded by AID will be administered and managed by the
 

UNICEF and CDC, with AID monitoring the
GOU, 

activities.
 

- UNICEF will contribute an
2. UNICEF Responsibilities 

estimated $1,136,000 to the CDD Program, which
 

includes ORT activities. In addition to managing and
 

administering its own funds, UNICEF (with the GOU)
 
funds for
will be responsible for. expending AID grant 


Operations Research and"Training. Pursuant to
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AID will make a grant directly
Handbook 13 Chapter 5., 

to UNICEF to support these two activities. UNICEF
 

,ill.maintain records of all AID disbursements and
 

their usage and will fbrcast on-going funding needs.
 

Reports and cash flow needs will be compiled and
 

submitted to AID/Kampala on a quarterly basis. On the
 

basis of projected needs, USAID, through the Regional
 

Financial Management Center (RFMC) in Nairobi, will
 

provide a running advance based on quarterly
 
Advances will be adjusted to reflect the
projections. 


differece between requirements and past expenditures...
 
UNICEF will use its own financial accounting and
 

on
reimbursement procedures, but will submit vouchers 


AID form 1034.
 

3. GOU Responsibilities - The GOU contribution, mainly
 

through the Ministry of Health, is primarily in - kin"
 

and 	will not require special financial arrangements.
 
of t3,000,000
Overall costs are estimated at an excess 


for Phase I, with cash disbursements.estimated at
 
$383,000.
 

..	The Center for Disease Control - CDC, Atlanta, is
 

suppor'ting start up activities with personnel in Year
 

1. 	The costs incurred, under the CCCD Project effort,
 
The CDC will maintain its
total an estimated $61,800. 


part of the
own financial records and report them as 


overall CCCD efforts.
 

B. Administration
 

a. The Government of Uganda
 

1. The Assistant Director for Public Health
 

(ADMS-PH) - As the CDD Program Director, the ADMS-PH will 'be 

responsible for program implementaiion. Specific 

responsibilities include: 

- Ensuring coordination of the CDD program with 

other PHC programs under the ADHS for PHC/MHC; and 

- Ensuring technical support to the CDD' program 

from the Disease Surveillance Committee and the 

standing CDD Sub-committee which are under his 
'direction.
 

CDD Program Manager - The CDD Program'2. 

M4n'ager, designated by.the MOH, will implement and coordinate
 

project activities with all relevant HO and Hinistry of Local
 



+Goverumenc:officials at all levels (Central dlistrict1
 
.- Specific responsibilities.,include:
F
county).' 


- Supervising the implementation of;'thelOCDD 
program in a manner consLstent with MOH.policie 
and practices; 

Providing direction in planning, training,,
,­

supervision, and Periodic +evaluation of prograrme
 
activities;
 

-

- Providing administrative liaison between CDD,, 

program personnel and other MOR offices' 
supportive of the program; and 

- Assuring required MOH administrative,procedures. 
are followed, program records are maintained, and,

+ 

program reports are prepared. 

3 . Regional/District Medical Officers 'As"'the'.'
 

representative of the MOM responsible for technical supporti iof
 

all health units within a Region/District, the DMO is
 

responsible for the.following CDD program elements:
 

- Assuring program coordination between the 
central and region/district levels;
 

+
 
- Assigning regional/district health staff in the
 

DMO office to supervise and otherwise provide
 
support to the CDD program 'in health units within
 
their respective Region/Districts- and
 

- Overseeing program implementation in all health­_
 
units within the Region/District including the,


hospital-based ORT Units.
 

be UNICEF
 

:As the principal implementing organization working
 

with the MOH in the design and implementing of the CDD program,
 

UNICEF responsibilities include:
 

- Coordinating project implementation with 
participating GOU ministries and other 
institutions and donors (USAID), involved in the 

project;
 

- Assuring that project goals, objectives, and 

implementing plans are understood, accepted and, 

gencrafly"res'pehted by all implementing agents; 



Monitorng project progress and initiating plan,
 
%revisions with the MOH 

xhen necessary;
 "-


- Executing oroverseeing preparation ot necessary 
documents, etcO.,,, when appropriate;.. 

Overseeing timely arrival and utilization of
 
commodities and technical assistance;:.
 

: '
 
- Assuring periodic project evaluations, and,-­
submitting copies of progress reports to'USAID 
Kampala and the MOH; and 

- Providing long-term training,'Ihealth education, 
and research and evaluation technical assistance 
to the project. 

'
 
The guidelines for UNICEF administration of operational
 

research are outlined below.
 

1. Funds that USAID provides for operational research
 
on 'control of diarrheal disease will be administered
 
through UNICEF.
 

2. UNICEF will solicit protocols from Ugandan
 
researchers through requests for proposals distributed
 
to the Pediatrics Department of Makerere University
 
Medical School, the Institute of Public Health, the
 
Uganda Medical Association, and other aipropriate
 
.institutions.
 

3. Proposals received will be reviewed by the UNICEF
 

Project Officer for Programme Development, Monitoring
 
and Evaluation (PDME). Once UNICEF determines a.
 
proposal merits funding, it will be forwarded to the
 
Control of Communicable Disease Research Review
 
Committee for East and Southern Africa for its
 
recommendations before funding is provided.
 

Research underway will'e, monitored by the UNICEF Project
 

Officer (PDME), according to individual reporting requirements
 
A detailed statement of
tailored to the specific study. 


accounts wtll always be necessary prior to any disbursement of.
 

c. ' USAID Kampala
 

'As a contributing donor to the project, USAD Kampala
 

will have limited responsibilities to oversee approp-riate and
 



timely iSAID's responsibilities
 
inc ludei..
 

IProject ,for.
 
Commodities (PIO/C) to procure the Oral
 
Rehydration Salts (ORS) and purchase of same:
 

- Preparation of mplementing Order 

- Timely certification of UNICEF advance requests 
for AID funds which will be submitted by USAID 
Kampala to the AID Regional Financial Management 
Center in Nairobi, Kenya; 

- Periodic reviews of project implementation
 
through informal reviews with UNICEF 'and the MOH,
 
on a quarterly basis, and USAID and/or CDC
 
representation on external evaluations at mid-term
 
and at the end of the project;
 

- Preparation of Project Implementation Order for
 
Technical Services to procure resources for the_.
 
,study to determine the feasibility of-commercially,.
 
producing ORS in Uganda; and
 

- Preparation of Project Implementation Order".for,:, 
Technical Services to procure the resources for'. 
the external evaluation. 

C. Procurement Plan
 

A. Source and Origin of Commoditie,
 

Commodities financed by AID under the Project shall
 
have their source and origin in the United States, the
 
Cooperating Country or in any other Code 941 country, except as
 
Aid may otherwise agree in writing. With the exception of
 
ocean shipping, the suppliers of commodities or services shall
 
have the United States, the Cooperating Country, or other
 
Geographic Code 941 countries as their place of nationality,
 
except as AID may o'therwise agree in writing. Ocean shipping
 
financed by AID under the Projebt shall, except as AID may
 
otherwise agree in writing be financed on flag vessels of the
 
United States.
 

B. AID-financed Commodities
 

AID Junds made available under the grAnt will be used
 
for, the procurement of Oral Rehydration Salts in the following
 
qu-ant:ities:
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- $150,0001,500,000 Packets (27.5 g.> in FY 85 
Transport ind Insurance - 22,500 

-2,500,000 Packets (27.5 g.) in FY86 250,000
 
Transport and Insurance - 37,500 

Total $460,000
 

C. Responsible Ageitcy
 

All procurement documents for AID-financed commodities
 

shall be prepar'ed by the USAID/Kampala mission, The completed
 
t
1worksheet" PIO/C should be submitted to AID /W requesting that
 

SER/COH/CPS designate the authorized procurement agent. Under
 

this procedure standard commercial practices of competitive
 

solicitation will be carried out by the authbrized agent in the
 
A procurement lead time
implementation of this procurement. 


of eight to 3ixteen weeks can be expected from the time that
 

SER/COM/CPS processes the PIO/C until the time that goods
 

arrive.
 

D. Receipt and Utilization of Commodities
 

All commodities wil.l be shipped C.I.F Kampala, Uganda.
 

All materials and their shipping containers must be suitably
 
identify
marked and identified with the standard AID emblem to 


them as U.S. foreign assi3tance. The PIO/C must instruct the
 

supplier in this regard and require that-all items be properly
 

marked.
 

It is the responsibility of the'lMinistry of Health to
 
to
initiate documentation required for customs clearance prior 


assure that such documentation is made
arrival of goods and to 
to be moved promptly upon arrival.
available to permit goods 


inspect
It is the responsibility of the consignee to 

the Project Director and
goods upon arrival and to report to 


USAID/Kampala as soon as possible thereafter any shortages or
 

that a,viable insurance claim can be initiated.
damages so 
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1. Implementation Plan 
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" CDD Plan of Operations1.2 	calete 
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a n d -
- procure-hardware, teaching:aids, 
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2's Financial Plan
 

Section IIB included the financial responsibilities'of
 
UNICEF, GOU and AID under the CDD Program. This section
 
provides further details on the uses of funds. Annex H
 
provides notes showing the derivation of the cost estimates.
 

Administration and management of training and research
 
will,be the responsibility of both the GOU and UNICEF. USAID
 
will monitor fund usage in these expense categories.
 

ORS purchase is critical to the Project and the overall
 
CDD Program. Action should be initiated as soon as the ORT
 
Project is approved. The procurement plan takes this urgency
 
into account and is geared to respond rapidly.
 

This financial plan, approved by the GOU and UNICEF,
 
clearly shows that provisions of FAA Section 611a are met. The
 
GOU portion shown is for activities supplemented to overall
 
health support. Activities not shown have been estimated at
 
over $3,000000, mainly for vehicles and usage, commodities and
 
equipment and other local costs.
 

Methods of Implementation and Financing
 

The ORT Project will be implemented through direct AID
 
contracting and, by utilizing in-country resources of UNICEF,
 
through a direct grant to this organization in accordance with
 
Chapter 5.of Handbook 13.
 

USAID/Uganda will prepare and process:'PIO/C's for the
 
procurement of Oral Rehydration Salts; and, PIO/Ts for the
 
provision of technical assistance for the ORS feasibility study
 
and the external evaluation. UNICEF will draw down on its
 
direct grant by means of 90 day cash advances, which will be
 
controlled by normal advance procedures. Regular, quarterly
 
financial reporting by UNICEF will be required.
 

Standard audit: provisions will be contained in the Grant
 
Agreement. Special Audit requirements are not deemed necessary
 
for this Project since all funds will be disbursed either by
 
USAID or UNICEF in which the U.S. is a member, and therefore
 
already has full access to financial record.
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CATEGORY ,: FY84" FY 

ORT PROJECT.BUDGET 

(In $9,0001s, For .All;)' 
85. FY 86 Phase I FY 87 PY 88 Phase II. 

AID 

UNICEF 

CDC 

GOU 

4690 

526.1 

61.8 

69.0 

433.3 

297.3 

140.3 

727.9 

312.6 

-

173.7: 

1,207.2* 

1,136.0 

.8 

3830 

841.0 

441.1 

.218.5 

1,201.9 

421.8 

. " 

272.6. 

2 042.9 

862.9 

491.1 

TOTAL COST, 702.9 870.9 1, 2142 . 2,788.A 1,500.6,,l 1,896.3 $3,3969 

• Rounded, tdo,210000_. 

4 
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ORT PROJECT BUDGET­

(In ,o00's, For Phases I and II) 
of AID AssistaiCe. 

CATEGORY FY 84 FY 85 fy 86 Phase I - FY 87 FY:88 Phase II -­

1. Oral Rehydration Salts - 150.0 250.0 400.0 350.0 475.0 825.0 

Freight of ORT (15%)- 22.5 37.5 60.0 52.5' 71.5 124.0 

2. Operations Research m0.060.0 50.0 150.0 50.0 50.0 100.0 

3. Feasibility Study-Local - - 40.0 40.0 .... 

ORT Production 

4. External Evaluations - - 40,0 40.0 - 40.0 40.0 

5. Trinihg - Facilities 
- ML1 Regionals 

-

-

0.0 
50.0 

10.0 
50.0 

20.0 
100.0 

10.0 
50.0 

10.0 
50.0 

20,0 
100.0 

- Operations - 50.0 50.0 100.0 50.0 50.0 100.0 

Sub-Total 40.0 342.5 527.5 910.0 562.5 746.5 1,309.0 

6. Contingency (15%) 6.0 51.4 79.1 136.5 84.4 112.0 196.4 

7. Inflation (10% i6 yr 
2, 20% in yr 3, 30% 
in yr 4, 40% in yr 5) :39.4 121.3 160.7 194.1 343.4 - 537.'57 

TOTAL: -46.0 433.3 727.9, 1,207.2*-841.0 1,201.9 ­ 2042.9 

* Rounded to 1,210,000. 

-2, 
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ORr PROJECr BUDGEr
 

'-(In 000s, for UNICF)
 

CATECX)RY* I -- FY 84, -FY 85-, - .- "--. FY 86. . " Phase I " " - FY87 FY 88 Phase. II ' I 

-1.OR Start-Up 65.065.0 .. 

/P Mater. 60.0 - 60.0 25.0 -25.0 50.0 

3. ORr Center Bqui'p. 5.0_' 7.5. 4.0 16.5 -' • 

4. Transport 

Vehicles 
- R & M 
- ORS Shipment 

20.0. 

10.0 

. 
17.515.0 
15.0 

-
25.0 
20.0 

20.0, 
47.5 
45.0 

:,27.0 
30.0 
25.0 

_27.0 
35.0 
.30.0 

65.0 
:55.0 

5. Training 
- Nat. Conference 
- Facilitators 
Middle Mgmt. Reg. 

- Operational 

5.0 
10.0 
50.0 
50.0 

--
-

-

-
-

-

5.0 
10.0 
50.0 
50.0 

-
-

-

-

- -

'6,.-Data Collection/Anal.. 40.0 .400 20.0 100.0 25.0 30.0 .55.0. 

7. Proj. Mgr's Office 5.0 7.5 2.5 10.0 3.0 2.0 5.0 

8. Proj. Personnel 
-Mch. Trn. Off. 

- Health Educ. Off. 
- Consultants 

75.0 
25.0 
25.0 

75.0 
50.0 
25.0. 

75.0 
50.0 
25.0 

225.0 
125.0 
75.0 

100.0-
25.0 
-30.0 

100.0 
-

35.0 

200.0' 
25.0 
65.0 

:,9i. Nat. Off. Per Diem 5.0 5.0 5.0 15.0 5.0 5 0 10.0 

Sub-Total 457.5 235.0 226.5' :919.0 295.0 262.0' 557.0 

i0.Contingency (15%) '68.6 35.3 34. .137.9. '44.3 39.3- 83.6; 

U. Inflation (10% in yr 1, 
20% in yr 3, 30% in yr 
4, 40% in yr 5) - 27.0 52.1 79.1 101.8 120.5 222.3 

WOTAL COSr 526.1 297.3 312.6 1,136.0 441.1 421.8 862.9 



oLRT PIojEcJ BuDGer 

(In $,0001s, for CDC) 

CATEGORY 84-- F 85 FY 86 Phase I FY 87 FY 88 Phase II 

1. Short-term Consultants 34.0 -­ 3400 

•2. Travel & Per Diem 10.2 - 12 - - -

3. Training Materials 0.5 - - 0.5 - - " 

4. Overhead 9.0 9 - -

Sub-Total 53.7 - - .-53 . .-

Contingency15) 8.1. 

Cos61. ,T.otal - - .8 . -: - -

(in $ 000!s, for GOU) 

1. Salariest'. 15;0 31.0 :39.0 85.0 49.0: 60.0 109.0 

2, Allowances (Field staff) 3.0 7.0 8.0 "180 10.0 13.0 23.0 

3, Transport 17.0 :35.0 43.0 9560: 54.0 680.0 122.0 

4. IV Fluid/Equipwent. 10.0: 20.0 25.0 55.0 31.0 39.0 70.0 

5. Drugs.and Vaccines 12.0 23.0- 29.0 640 360 :45.0, -81.0 

6. Office Expenses 30 60 7.0 16.0 10.0' 12. 22.0 

Sub-Total 60.0 122.0 151.0 3330. 190.0 237.0 427.0 

Contingency (15%) 0.0 18.3 22.7 50.0 28.5 35.6 64.1 
(Inflation already shown) 

272.6 " 491.169.0 140.3 173.7 383.0 218.5 
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IT4FIWNCING 

Oral Rehyqratkn .: 
Salts .eyda • 

Freight 

2 OperationsResearch 

3 Feasibility Study 

4 External Evaluations" 


5 Training 

Facilitators 

MI4 Regional 

Operations Staff 


Sub-Total 


6 15% Contigency 


Sub-Total 


7 Inflation 


rAL 
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USAID OIRT BUDGET 
HEr 6DSOF FINANCING CAL AND EDREIGN OSTS 

($ 000's) 

ME'flDF o 984 1985, 
_METMD.OF .. Total-

Cost* EX JLC Cos~t, FX- LC 

... ......
.

Dire6t.AID 0.00 - 150.00 18.21, -= 

Contract 0.00 - - 22.50 - -

Cash Advance 
to UNICEF 40.00 .50 34.50 6000 18.75 5.5 

Direct AI 
-Contract 0.00 0.00 


Direct AID
 
Contract 0.00 0.00 


Cash Advance 110.00 139.15 
to UNIC . o. 

0.00 10.00 

0.00 50.00 

0.00 50.00 


40.00 342.50 


6.00 51.38 


46.00 393.88 


0.00 39.39 


46.00 11.50 34.50 433.26 236.96 195.40 


Total 
Cost*. 

250.00 


37.50 


50.00 

40.00 


40.00 


110.00 

.o0o­
50.'00 
!50.00 

527.50
 

79.13
 

606.63
 

121.33
 

727.95 


1986 

F 

396.75 


-,
 

.16.88 

55.20 


.55.20 


-

-

-

-

151.8C
 

524.03 
 202.:
 

•NDT: Total cost does not include contingency and inflation. The b-eakdown of FX and Local Costs includes
 
Contingency ard inflation in line items 145.
 

50.63 



:BREAKDOWN' OF FX AND LC BY OBLIGATIONS 

TOTALS 
ITEM FY-85- .-FX LC FY,86 iFX LC .C: FX LC 

ORS 460. 404'- - - 460 460-

OP RESEARCH 10 575 50 15 35 10410 

FEASIBILITY STUDY' 40 40 - ~ -­ 40 40i 

TRAI14ING 200, '200 20 -20, 220 -220 

EXTERNAL EVAL, 40 40 40 

CONTINGENCY 200. .0 100 1 50 50 300 150 150 

1,0002000 625, 375 210 .105, 105.1,2103000 730 - 480. 
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T EVALUATION/MONITORING ARRANGEMENTS 

Evaluation of the ORT project will require an assessment of 

the strict limits of the AID 
Project performance well beyond 


of AID's primary contributions 
to
 

In fact, one
contribution. 

the funding for the external evaluation 

of
 
this Project is 


It is important to bear in mind,
 
Project progress and impact. 


however, that much of the 
evaluation findings 	concerning
 

the Program contr.ibutions 
of
 

cover 
progress and impact will not of AID itself. ­
the Government of Uganda and 
UNICEF and 


A. 	Monitorin
 
several
 

On-going data collection 
will be conducted at 


am is progress in
 
levels of the CDD Program 

to evaluate the progr
 

These efforts will be. the Data.
 
achieving its objectives. 	 personnel. 


of both UNICEF staff 
and MOB 


responsibility 

collection efforts will focus on:
 

as
 
Utilization and disease-related 

data such 

- utilization, 
in-patient, out-patient 

and ORT unit visits, IV 

case fatality rates;rates and DD 


Production and consumption 
of supplies data including
 

-	 ' - I f local,,:.feasible, leve 

ORS utilization rates and, 

if 


production of ORS;
 

Knowledge, attitudes and practice$ 
conceruing ORT among
 

-

mothers and health facility staff; and,
 

Logistics and distribution 
of ORS and.related equipment
 

geographic spread of distribution
 
especially with regard 

to 

the life of the project, distribution 

costs,- percent
 
over 	 to
 
ORS wastage, and percent 

of population with access 


ORS/ORT.
 

The program will be evaluated 
through a series of
 

facility-based DD mortality 
and morbidity surveys conducted 

in
 

a phased, longitudi-nal fashion in four 
health regions.
 

Baseline data will be 
collected,using standard 

methodology just
 

introduction of training in
 
prior to or simultaneous with the 


the region, and the surveys 
will be repeated periodically
 

A U.S. Public Health Service/CDC 
Consultant to
 

thereafter. 	 the
 
the design and implementation 

of 

UNICEF will assist in 


first survey to be conducted in Mbale District, Eastern 
Region.
 

to be achieved by the end 
of FY
 

Specific measurable targets 
 follows:
the 33 'Districts are as 
1986 in each of 


/0 



-"A decrease in DD mortality in qhildrenunder five 

years to 50% of current levels; 

-'A decrease in the case fatality rate from DD
 

admitted to Hospitals and Health 'Centers, to r40% of
 

current levels;
 

- A increase in utilization of ORS packets at 

Hospitals and Health Centers, fo 60% of- all DD 

in-patients; 

- A decrease in utilization of IV rehydration among; 

children with mild to moderate dehydration, to 25% of
 

current levels;
 

- A increase in the ORT utilization r~tte 	among
 
80% of all
children less than five years of age,' to 


out-patieut DD cases;
 

The provision of practical training in ORT to health
-

carg staff and provision of a supply of ORS and health
 

education materials concerning ORT; and,
 

- The strengthening and support of Ugandan national 

institutions for conducting operational research and. 

answering practical questions concerning 	CDD.
 

Initially surveys and operations research wil1 provide
 

information about knowledge, attitudes and practices of DD
 

in the home as well as information for planning a
treatment. 

In Pha'e II.a communications
communications approach for CDD. 


strategy will be employed and tested peri.odically for its
 

effectiveness in changing human behavior and health status.
 
a series of surveys sampling the population
During this stage 


will be used in combination with health facility data to
 

effectiveness of the communications approach.
determine th .
 

B. External Evaluation
 

The first External Evaluation is planned during the fourth
 

quarter of the second year of implementation. The following
 

plan represents an outline for the External Evaluation's scope
 
one
of services. The Evaluat_ion Team, which will consist of 


representative each from AID, UNICEF, MOH, SCF and perhaps CDC,
 

will be expected to review initially gathered baseline data and
 

subsequent follow up data, to analyze this data over time, and
 

to report to AID, UNICEF and the Government of Uganda regarding
 
9 ' niA 4 noa 
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Data will be collected along two aeparate, but
 
interrelated, lines - project activities and broader health
 
circumstances. Project specific data will record activities at
 
the input and output levels. Changes in broader health
 
circumstances will reflect the impact of Project activities at
 
the purpose and goal levels. The data collection and analysis
 
should link the input/output activities to changes at the
 

purpose and goal levels.
 

Project specific data will require detailed monitoring
+
 

records in the following areas:
 

- Procurement, storage and distribution of ORS packages: 
timeliness, localities, modality and volume; . 

- Technical assistance -,who provides and'to whom is it 
provided, how effectively; 

Training Participants, trainees, effect'veness,
 

- Interaction of supplies, T.A., and Training especiaI1 
-with'regard to 


a) 	 what" extent does TA help. to affect d istributio. 
of supplies and training of staff over. time? 

) 	 what extent does availability of ORS- u0plies-,­
assist in training and TA? 

c) 	 what extent does traininghel.p'to move ORS
 
supplies and.reinforce support of' GOU/MOH?
 

- Understanding of ORS - among health staff, mothers, 
general public; 

-- Utilization of ORS'(and: of' alternative rehydration 
techniques - e.g., IV);'and, 

Child Morbidity and Mortality incidence of DD, leve: 

,of disease (severity), changes (and reasons for lchange)
 
over 
time.
 

Health impact'data, Wici will be gathered from the start?
 
of the project, will be updated at regular intervals. As a
 
routine part of this exercise, documentation of changes will be
 

linked to Project activity data if and where appropriate:
 

Some health impact data can be obtained from health
 
facility and hospital records. Other data will come from ,firat
 

in selected health facli3ties\
hand 	interviews and observatio.it 


http:observatio.it
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The team will look at data-collected-in 
the.;
 

and hospitals. 

normal course of the Project and 

may c-llect additional
 

information, mostly relying on informal 
data collection
 

techniques.
 

In summary, several data collection systems 
will be­

employed to monitor progress of the program 
and measure
 
from periodic


The required information will come 
impact. areas and
 
establishment of sentinel health 

report'ing 

surveys, 

Annual reviews will be conducted 
by
 

health facility records. 

progress in achieving program
assess
UNICEF and MOH to 


Each Annual Monitoring and Evaluation 
Report
 

objectives. 
 ensure sufficient
 
should be brief and concise in order to 


attention by the GOU, AID, UNICEF and other interested
 

Specific details of the regular monitoring
parties. appendices to
 
information and annual surveys may 

be included as 
on major
 

the reports, but the main text itself should focus 

An external
successes.


trends, causalities, problems and 


evaluation after the second year of the Project will facilitate
 

this internal review process by 
providing an outside
 

perspective..,
 

V. SUMMARY OF ANALYSES
 

Technical Feasibility
AJ' 
aisa.c
 

The principal strategy for the control 
of diarrhea 

'
 
case management


adopted by the Uganda Ministry of Health is 
 in the
of available solutions
the use
This strategy includes 

continued feeding/breast feeding of children with
 

home and 

diarrhea, and treatment of dehydration,at-health facilities 

at
 
or in the case
system with ORT,.
all levels of the health care 
 This strategy has
 

of extreme dehydration, intravenous 
therapy. 


been shown by WHO to be low cost and, if properly implemented
 

with community participation, 
can keep additionalrecurrent
 

It is also the most effective 
method for
 

to a minimum.
costs 

preventing death from dehydration associated with 

diarrheal
 

disease for both developed and developing 
nations.
 

to
 
The Uganda CDD program advocates 

three major approaches 


case management:
 
..
ability
 

- Health delivery-sys-tems with effective 
-ORT ca 


Health education/mass communications 
in support of ORT
 

-

at all levels of the health delivery system; and,
 

Adequate supply/logistics of ORT 
supplies and equipment.
 

-
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is planned that health delivery systems 
with effective
 

T 

ORT capability will be developed 

in Uganda through training an
 

levels of the health
 
reorientation of health staff at all 


training will be participatory learning,
 system. Emphasis on 

including actual observation of, and participation in,
 

This type of
 
rehydration activities at established ORT Units. 


learning has been shown to be effective in Uganda. Training
 
based on WHG!CDD
 to be used for the Uganda CDD are
materials 
 These materials
 

Mid-level Manager/Supervisor Course Modules. 


are integrated with similar training 
materials for other
 

as EPI and nutrition surveillance)
MCH/PHC activities (such 
 one integrated
train health personnel in 

making it possible to 
 Such an
 
course, rather than in several independent courses. 


approach is more copt-effective, providing 
many different
 

Furthermoresit will be
 skills at one training session. 

within the proposed CDD and.
 possible to schedule such courses 


the coming years. Training and
 
MCH/PHC work plans for 


generally non-recurrent, and with
 re-orientation costs are can
 
USAID/UNICEF support, it is anticipated that Auch courses 


be provided'in a timely fashion.
 

Health education/mass communications 
to support the Uganda
 

as
 
CDD will include traditional health 

education methods (such 


printed materials and verbal communication at health 
centers-


These methods have been shown
 during'routine patient visits). 


to be successful in Uganda health programs, and in mission
 

(church) health facilities. Specifically, they have been
 

to adequately manage diarrheal
 effective in motivating mothers 

the home by using correct feeding practices.


disease in to
 
Likewise, they have been effectiva in trainihg mothers 


manage simple rehydration therapy using 
home prepared ORS from
 

from ORS packets.
either bulk sugar/salt or 


The proposed mass communications approach 
to support ORT
 

the Gambia.
 
has been successful in other countries, such as 


There radios and batteries are in abundant supply, and mothers
 

have also accepted and effectively used ORT 
through other
 

channels of communitation such as traditional village elders
 

and women's group meetings. In'Uganda, conditions are
 

different, the level of availablility of radios and batteries
 
feasibility of
 

to the rural population is unknown 
and 


motivating mothers by rddio-cannot at present be determined.
 

of communication through village 
and other
 

Traditional means 

society groupings have been effective 

in motivating Ugandan
 

ideas, and if employed with the proper
new
populations to 

should be' equally


health education messages, these means 


successful 'in supporting the Ugandan 
CDD.
 

be closely linked with
 
Supply and logistics for UAT will 
 as
 

existing distribution system of EPI 
and essential drugs, 
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well as With private (mission) distribution systems. All of
 

these systems have worked moderately-'well in Uganda, and the
 
addition of ORS supplies, which require no special handling at
 

do vaccines, should not provide an undue burden or excessive
 

recurrent costs to the existing systems. Feasibility studies
 

for Uganda private sector production of ORS are planned for the
 

Uganda CDD. Results of such a study will pirmit the Uganda CDD
 

policy makers to select the most cost-effective and feasible
 
means of meeting the recurrent costs associated"with ORS supply
 
and procurement.
 

In' the early years of its implementation, the Uganda CDD
 

will place a major emphasis on research and development through
 

operational research. This research will be supported through
 
USAID/UNICEF, and will help the Ugandan researchers determine
 
the most acceptable and effective means of ORT at all levels of
 
the Uganda health system, ranging from treatment methodologies
 
in the home to those in the largest hospitals. Operational
 
research will be coordinated by the academic communityl
 
especially with Makerere University, which has, since 1970
 
demonstrated. the capability of operational studies/problem
 

solving in areas of preventive medicine and public health.
 
Operational research, which has no recurrent costs, will assist­
with the problem solving necessary to give the Ugandan CDD a
 

solid base as it develops its case management, health
 
education, and logistic policies.
 

Finally, the Uganda CDD envisages other strategies for CDD,
 

such as epidemic investigation in cooperation with WHO, and
 
environmental sanitation. This latter activity will be
 
developed along with broad national develbpmint schemes for the
 

country. For the short-term, the Government has chosen case
 
management, the most feasible means of decreasing diarrheal
 
disease mortality and controlling diarrheal disease, and the
 

Project will helpthe nation strive towards the goal of health
 
for all.
 

B. Social Soundness Analysis
 

Oral Rehydration Therapy (ORT) is a directed at the
 
reduction of mortality and morbidity in young children
 
resulting from effective treatment of DD. Improved early
 
childhood nutrition, through ORS usage and the.health
 
practices, is an additional objective of the Project. Meeting
 

of Project objectives will require reaching the population with
 

an effective national program. As a relatively new approach
 

for controlling DD in Uganda, the effectiveness of ORT will
 

depend largely upon the degree of acceptance by both the
 

parents and the medical profession. This will require training
 
activities for health profession'als and educational and
 



promotLonal activities for the plublic. in-general. ORT must be
 
before it can be passed
understoodo and accepted by the parent-s 


on to the major beneficiaries (Children).
 

Working through community-based health workers and local
 
the preferred
leadership, the Project will establish ORT as 


currently
method of treatment for DD. A national effort is 


underway to familiarize the medical profession on the benefits
 

of ORT and its superiority over current methods of treatment
 

(which are both more expensive and less 	effective). Early on,
 
on various aspects of
operations research will be carried out 


the Project (including identification of sociocultural
 
The phased
constraints) that would impede acceptance of ORT. 


introduction of ORT will provide an opportunity to adjust the
 

promotional and educational activities incorporating the
 

results of the proposed research.
 

The relative safety o.f ORT makes this a suitable form
 

primary health care for replication throughout the country.
 

The low cost and ease of administration will enable ORT to be
 

used in the.,home as the principal treatment for DD.
 

Beneficiaries
 

The principal target group of this Project is Ugandan
 

children under five years of age (who number approximately
 

2,014,000). Of this group an estimated 10Z are at risk of
 

severe illness or death due to dehydration from 4iarrheal
 
The Project will reduce mortality associated with
diseases. 


during the period of
diarrheal disease by at least 50.% 

assistance. Through the Regional and District Medical teams,
 
the MOH will implement the CDD Program throughout Uganda. The
 

program will be country-wide and the benefits will be
 
accessible to most children under five in Uganda.
 

Other direct beneficiaries include medical personnel who
 

will receive education, information and training related to the
 
prevention and treatment of dehydration. This cadre of people
 

will be crucial to early and appropriate use of ORT for
 

reduction of DD morbidity and mortality. The 50 training
 
trained at the middle
facilitators and 400 health workers 


management level will, in turn, conduct 100 district level
 

courses to train medicaLpersonnel staffing smaller health
 

units in the rural areas. In total, several thousand health
 

workers will be trained.
 

Aside frgm the children under five and medical personnel,­

a-group will be primary beneficiaries. A major focus
women as 

of the program will be on reaching and educating mothers.
 

Mothers and families will indirectly benefit from this ptogr'am
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as less, tdimewill.be spent with sick children and'people have.
 
more :time,-to spend on' other activities..
 

Through health education conducted by health units and the
 
mass.communication initiative, roughly 60% of all mothers with
 
young children will have'an improved knowledge of aietary
 
practices and ORT for treating dehydration and at least 45%
 
will have employed ORT in cases of DD in children under five.
 
The majority of trained health workers benefitting from the­
project will be nurses and midwives. Women will also
 
participate in the implementation of this project as training
 
facilitators and Mid-level Managers.
 

C. Economic Analysis
 

The economic analysis Gf the ORT Project was based on the
 
CCD Program as a whole. It should be noted, then, that the
 
costs and benefits as dis'cussed accrue to the combined efforts
 
of UNICEF, AID, CDC, and GOU. Given the dearth of accurate
 
health data in Uganda, and given the humanitakian nature of the
 
Project, the'economic analysis of this activity is relatively
 
qualitative.
 

During the current rehabilitation program in Uganda, 
following the political and economie disturbances of the 1970s, 
a.larger portion of the limited government resources are being 
used to rebuild the economic/production sector. Proportionally 
less resources are available, at this time, for docial ­

services, although it is anticipated that social services w-l1 
receive increased support in the near future. 

The relatively new method of treatment for diarrheal
 
disease, oral rehydration therapy, has proven to be the
 
least-cost and most effective method of treating the majority
 
of DD cases. As with any new approach to case management of
 
health problems, the initial cost to launch the program entails
 
a higher per-episode treatment cost than can be expected once
 
the medical profession is familiar with.the ORT and the
 
materials widely distributed with adequate public awareness as
 
to ORT benefits. In terms of recurrent costs to MOR health
 
services, the cost advantage of ORT over existing treatment
 
(I-V arid drug therapy) is so great the expense cost of treating
 
with OhT could be less than what the current methods of
 
treatmeat for DD now cost the nation. I-V solution cost $5.00
 
vs abou, 0.20 for two packets of ORS. Drugs are often the
 
preferred method of treatment for DD, but as most cases of DD
 
involve a viral pathogen, drugs are of limited value in the
 
majority of DD cases. A reduction in drug usage in favor of
 
ORT for treatment of DD, combined with less demand off medical
 
staff and facilities,.will enable the.MOH to continue with an
 

http:tdimewill.be
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ORT program following the completion of this Project. To the
 

degree that ORT replaces I-V and drugs for DD treatment, the
 
in the Post-Project
actual recurrent cost for DD treatment 


current recurrent cost for DD
period could be less than the 

substitution, the cost ol
treatment.* Without considering this 


10% of

continuing the ORT program after Project completion is 


for medical services. If

the 1983/1984 recurrent budget 


consumer/uber-fees and direct ORS purchase cove.red half the
 

cost of ORS, the costs would reduce to 6.7% of the recurren-t
 
that the medical services budget
budget. It is anticipated 


the final year of.the Project,
will increase-considerably by 


and therefore., the percentage of the budget required to
 

continue ORT-will be even less.
.flL& I=.- . - . . 

During-therojevt period,'it is estimated that early
 

Fully.burdeneu
childhood m6rtality Vill be reduced by 135,000. 


episode treaehdntcbs: including all start-up and on-going
 
per episode. Post-Project
management'6t, will average $1.85 

than half that amount.
episode tre nV:cost will be less 


'
 
(Refer to'Ahnak-lf1or a more comprehensive iconomic analysis).
 

in a number of
Operationali'sdrch'will be carried out 

areas related* oRT" Information and data relative to 'the
 

economic adfinancial aspects of 'the Project will be collected
 
accurate
and analyzed, therebyproviding data necessary for an 


quanti'tative assessment of project cost and benefits.
 

D. Administrative/Institutional Assessment
 

This Project __Ifbe jointly financed by AID, the Uganda
 

Implementation of the Project
Ministry of Health, and UNICEF. 


will be the responsibility of UNICEF and the Ministry Of Health
 

i:ture *ea:
 

UNICEF and'WHO, branch organizations of the United Nations,
 

have been i 0<:in developing the ORT concept and promoting
 
a 'result, UNICEF has developed an
 its accepn e6orldwide. As 


supporting ORT
institutida.oand 

In Kampala, UNICEF has a staff
activities in the Third World. 


of three professionals who are assigned to the CDD program, one
 

UNICEF support for procurement,
of whom will'b e full-time. 

for project
extensive and adequate
acountling, and transport is 


implementati6 n. "UNICEF/Kampala has the necessary
 

technical capability to successfully
administrati*eaand 

tLththe MOH.
implement.,theProject 


ill be responsible for implementation and
The M H 

suport and management both during and after''
 -tr'am
continued* 


the end of"d6no,participaticn. As illustrated in ifie' ..
 
two princLpalI
Chart-df the KOH (Section II, A),


organizationa 




Ministry w4i~1.; be- instrume'ntalIcA;divisions within the 
The Division of PublIc Health;and the
sustaining the progr-m 


DivisiOn of PHC/MCH.
 

three major organizational problems-'that will :be
 There are 

encountered during 

project implementation:
 

critical need to integrate the recently
I. There is 
created CDD Program, which is in the Division of -

Public Health, with the Primary Health Care (PHC) 

are managed under. the Division of
 programs. Both 

PHC/MCH.
 

Several events have taken place which will address the
 

Task forces have been established to
problem. 

facilitate coordination between the EPI and Essential
 

Drug Programs in the Division of PHC/MCH and the CDD•
 

program in the Di.vision of Public Health. Also, the
 

in a process of reorganizing. The
Ministry is 

a new office of PUC
proposed reorganization includes 


Coordination within the Division of PHC/MCH, which
 

will be renamed the Division of Family Health
 
This new office of PHC Coordination is
Services. 


expected to institutionalize the coordination of these,
 

programs.
 

at or below the
2. 	MOlU support to health units 


is primarily technical, while
District level support of these units
,
 

administrative and financial 

assumed by the Ministry of
(except the hospitals) i.s 


Local Governments. The problem of silit
 

administrative, managerial and'technical
 
responsibility 	for the health units at and below the
 

-District level has resulted in gaps in support to 


these units. Although there is a budget for health at
 
the budget is
the Local Government District level, 


not finance vehicles end drugs
inadequate and 	does 

The health units are
(these are financed by the MOH). 


or both ministries.
often under-financed by one 


It is expected 	that the integration of drug, vaccine
 
as


and ORS deliveries and improved supervision by 
DHOs 


a result of this Project will improve the amount and
 

currently going to peripheral
quality of resources 

not be corrected,
health units. The situation will 


as a result of the Project.
but will be improved 


3. Management of CDD program activities will
 

ipntially be adversely affected by the currenit lack Of,
 

vehicles for supervisui'n and.logistical support
 

1'
 



In additiong, the lack of managerial 
staff
 

purposes. 

.at the Central level inhibits the ability to manage
 

required for operationa1 efficiency.
programs as 


The:CDD and EPI programs will increase the,availability 
of
 

vehicles for management purposes.- Although additional staff
 

will not be hired, the improved supervision techniques 
through.
 

training provided by the Project will improve 
the maaagement of
 

the CDD program and general health services.
 

E. Environmental Determination
 

USAID/Kampala recommends that a "Negative Determination" be
 
(22 CFR
 

made for this project. AID's Environmental Procedures 


Part 216) provides for categorical exclusion for "...(i)
 

Education, technical assistance, or training programs except to
 

such programs include activities directly affecting
the extent 

construction of facilities, etc.);


the environment (such as 

(ii) Controlled experimentation exclusively for the purpose of
 

confined to small &reas
 
research and field evaluation which are 


and carefully monitored; (iii) Analyses, studies, academic or
 

... (viii) Programs involving

research workshops and meetings; 


or population and family planning
nutrition, health care 
 include activities
to the extent designed to
services e:ccept 

directly affecting the environment (such as construction of
 

water supply systems, waste water treatment,
facilit ies, 

etc. ). ."
 

The primary activities proposed under 
this project all fall
 

within the above exempted catego.ries 
and there are no
 

other activities planned prior to CY 1986,t 
A
:onstruction or 


which will directly.and adversely affect 
the environment. 


the feasibility study of local
 possible exception may occur if 

a planned construction of a factory to
 ORS manufacture leads to 


If it becomes necessary, USAID/Kampala
produce ORS locally. 

an additional Initial Environmental
 will then request that 


Examination (lEE) specifically for that activity be conducted
 

to identify any reasonably foreseeable 
environmental impact.
 

VI. CONDITIONS AND COVENANTS
 

the etandard conditions and covenants, 
the:
 

In addition to 
 are deemed necessary

'following special conditions and covenants 


that the CDD Program Manager is!
 
The MO{ will ensure
A. 

to the National Program for 
assigned 100% of his time 
the
 

Control for Diarrheal Diseases *and that the Program Manager,.
 

will be provided the necessary office and logistical 
support
 

required t, fulfill his. responsibilities.
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PROJTECTAUTTHORUAT QIO 

Uganda Name of Project: Oral RydrationNaniof Countri 
Therapy
 

Project Number: 617-0107
 

Pursuant to Section 3.04 of the Foreign Assistance Act of
1. 

as amended, I hereby authorize the Oral Rehydration Therapy
1961, 


Project (617-0107) for Uganda, involving planned obligations of
 

not to exceed $1,210,000 in grant funds over a three year period
 

from date of authorization subject to availability of 
funds in
 

accordance with the A.I.D. OYB/allotment process to help 
in
 

financing foreign exchange and local currency costs for 
the
 

Project. The planned life of project is three years from the
 

date of initial obligation.
 

The Project consists of various activities to be undertaken
2. 

jointly with the Government of Uganda and UNICEF to increase the
 

uDderstanding of oral rehydration therapy (ORT) and the 
demand
 

for, supply and use of oral rehydration salts for the treatment
 These Project
of diarrheal diseases particularly among children. 


activities will be undertaken as part of the Government 
of
 

Uganda's National Programme for Control of Diarrhoeal 
Disease.
 

developed jointly by the Government of Uganda, UNICEF, 
A.L.D. and
 

the U.S. Center for Disease Control (CDC). AID-financed
 

contributions include the purchase c: oral rehydration 
salts for
 

distribution by UNICEF and t.Ae Ugandan Ministry of Health,.public
 

information and training activities on the use of ORT 
and the
 

management of ORT delivery systems at all levels of the Ugandan
 

health system, and operations research and studies 
to determine
 

the most effective ways of manufacturing oral rehydration 
salts
 

and solutions and'of promoting the acceptability and 
use of ORT
 

among the target population.
 

3. The Project Agreement which may be negotiated and executed 
by
 

the officer(s) to whom such authority is delegated 
in accordance
 

with A.I.D. regulations and Delegations of Authority 
shall be
 

subject to the following essential terms and covenants and 
major
 

conditions, together with such other terms and conditions 
as
 

A.I.D. may deem appropriate.
 

ServicoS

Snurce and Origin of Commodities, Nationality of 
a. 


(1) Except as provided for in paragraph (2) below,
 

commodities financed by A.I.D. under the Project shall 
have their
 

iacountries included in A.I.'D.
 
source and origin in Uganda or 


A.I.D; may otherwise agree in
Geographic Code 941,"except a-s 




W,. itijng, and- WIpplie:s of commodities or services.%shallhave 
as,U'jancla or cou1tries included it A. I.D. Geographic, Code 941 

otherwise agreetheir place of nationality, except as AID.. may 

in writing.
 

(2) Goods and services procured under"the grant f-rem
 

A.I.D. to UNICEF shall be procured in accordance with paragraph
 

1GC3(2)(b), AID Handbook 1. Supplement B.
 

b. Covenants
 

(1) The Cooperating Country will assure .that the CDD
 
Prograam manager is assigned on a full-time basis to the National
 
Programme for Control of Diarrhoeal Diseases and that the CDD
 

Program Manager is provided with all necessary office and
 
logistical nupport required to fulfill his responsibilities.
 

(2) The Cooperating Country will agree to undertake a
 

review and reorganization of the government's medical drug supply
 
and distribution system. A plan for this reorganization will be.
 

developed within six months from the date of signature of the
 
.Projeot Agreement.
 

Irvin Coker, 
Director
 

DATE______________ 
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ANNEX 	C
 

PROJECT ASSISTANCE,.
 

Revised for FY 842/21/814
 

5C(l)- COUNTRY"CHECKLIST
 

Listed below are statutory
 
criteria applicable generally to
 
FAA funds, and criteria applicable,
 
to individual fund sources.:
 
Development Assistance and Economic
 
Support Fund.
 

A. 	 GENERAL CRITERIAFOR COUNTRY
 
ELIGIBILITY
 

1. 	 FAA Sec. 481; FY 1984 Continjing
 
Resolution. Has it been
 
determined or certified to NO
 
the Congress by the President
 
that the government of the
 
recipient country has failed to
 
take adequate measures or steps
 
to prevent narcotic and psycho­
tropic drugs or other controlled
 
substances (as listed in the
 
schedules in section 202 of the
 
Comprchensive Drug Abuse and Pre­
venti6n Control Act of 1971)
 
which are cultivated, produced or,
 
processed illicitly, in whole or
 
in part, in such country or trans­
ported through such country, from
 
being sold illegally within the
 
jurisdiction of such country to
 
United States Government personnel
 
or their dependents or from entering
 
the United States unlawfully?
 

2. 	 FAA See. 620(c). If
 
assistance is fo a government,
 
is the governL-:;V liable as
 
debtor or uncoc.-. itional 'No
 
guarantor on any debt to a
 
U.S. citizen for goods
 
or Services furnished or ordered
 
.where (a) such citizen has
 
exhausted available legal
 
remedi-s and (b) the debt is not'
 
denied'or contested by such
 
government?
 

e68
 



Reason: The CDD Program Manager is critical for the day to-day,

.,administration and coordinationof the Project.
 

22 'The MOFl will review and reorganize the medical drug
 
and supply distribution system. The plan for this
 
reorganization will be presented within six montisof
 
Project initiation.
 

Reason: The MOH drug and supply distribution system is
critical in making ORS supplies available for public
 
use. Unless it is reorganized it is unlikely that the
 
MOH system will be able to distribute and/or utilize
 
the increased ORS supplies. . eadouiz
 

III. Waivers:
 

No waivers are required.
 

IV. Legal Requirements:
 

This project complies with all appicable legal requirementb.

A Statutory Checklist has been completed and appears in Annex
 
C. Section 611(a) is considered satisfied. A Congressional
 
Notification was sent to Congress on June15, 1984 and expired
 
June 30, 1994.
 

V. . Recommendation: That you sign the attached Project
Authorization, and thereby authorize funding in the amount of 
$1,207,000, to the Government of Uganda for the purpose of­
undertaking the Oral Rehydration Project. 

VI. Attachments:
 

1. 	 Project Authorization
 
2. 	 Project Paper

3.' 	 Project Annexes (including Statutory Checklist and
 

IEE)
 

Clearances:
 

P. Scott - RLA
 
L. Dunn -RSO 	 -
B. Eidet - RFMC 
J. Dempsey - PO
 
P.. Bloom - A/Dir
 

1720D
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3. EA A Sec. 620(e)(1). If 
assistance is to a govern­
'ment, has it (including 
government agencies or 
subdivisions) taken any 
taken which has the effect of 
nationalizing, expropriating, 
or otherwise seizing ownership No 
or control of property of 
citizens or entities U.S. 
beneficially owned by them 
without taking steps to 
discharge its obligations 
toward such citizens or 
entities? 

4. FAA Sec. 532(c), 620(a), 
620(f), 620D; FY 1982 ppropriation." 
Act Secs. 512 and 513. Is recipient 
country a Communist country? No 
Will assistance be provided 
to Angola, Cambodia, Cuba, 
Laos, Vietnam, .Syria, Libya, 
Iraq, or South Yemen? Will 
assistance be provided to 
Afghanistan or Mozambiqve 
without a waiver? 

5. ISDCAiof 1981 Secs. 724, 
727, 728 and 730. For 
specific restrictions on fl/A 
assistance to Nicaragua, see 
Sec. 724 of the ISDCA 
of 1981. For specific 
restrictions on assistance 
to El Salvador, see Secs. 
727, 728 and 730 of the 
ISDCA of 1981. 

6. FAA Sec. 620(j). Has the 
country permitted, or failed No­
to take adequate measures to.. 
prevent, the damage or 
destruction by mob action 
of U.S. property? 
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7. 'FAA Sec. 620(1). Has the 
.country failed to enter No 

into an agreement with 
OPIC? 

.8. FAA Sec. 620(o). 
Fishermen's Protective 
*.Act of 1967, as amended, 
Sec. 5. (a) Has the 
country seized, or 
imposed any penalty or (b) N/A 

sanction against, any 
U.S. fishing activities 
in international waters? 
(b) If so, has any 
deduction required by 
the fishermen's 
Protective Act been made? 

9. FAA Sec- 620(q)* FY 1982 
Appropriation Act Sec. 517. 
(a) Has the government 
of the recipient country been a) No, 

in default for more than six 
months on interest or 
principal of any AID loan to 
the country? (b) Has the (Ib)No 
country been in default for 
more than one year on 
interest or principal on 
any U.S.,loan under a program 
for which the appropriation 
bill appropriates funds? 

10. FAA See. 620(s). If 
contemplated assistance 
4*s development loan or N A> 
'rom Economic Support Fund, 
ias the Administrator taken 
Lnto account the amount of 
!oreign exchange or 
)ther resources which the 
)ountry has spent on military 
quipment? Reference may be 
nade to the annual "T,-)tng 
Lnto Consideration"'tmemo: 



'Yes, taken into account by 
bhe Admninistrator at time 
of approval of Agency OYB". 
This approval by the 
Administrator of the Operational 
Year Budget can be the basis for 
an affirmative answer during 
the fiscal year unless 
significant changes in 
circumstances occur.) 

11. FAA Sec. 620(t). Has the 
country severed diplomatic 
relations with the United 
States? It so, have they No' 
been resumed and have new 
bilateral assistance 
agreements been.negotiated 
and entered into since such 
resumption? 

V 

.12. FAA Sec. 620(u). What is 
the payment status of the 
country's U.N. obligations? 
If the country is in arrears, Uganda's UN-Payments 
were such arrearages taken are up to date. 
into account by the AID 
Administrator in-determining 
the cirrent AID Operational Year 
Budget? 

13. FAA Sec. 620A; FY 1982 
Ajp.gr.:iation Act Sec. 
520. Has the country 
aided or abetted, by granting No 
sanctuary from prosecution 
to, any individual or group 
which has committed an act of 
international terrorism? 
Has the country aided or 
abetted, by granting 
sanctuary from prosecution 
to, any individual or group 
which has committed a war 
crime? 



14. 	 FAA Sec 666. Does the
 
country object, on the
 
basis of race, religion, 

national origin or sex,
 
to the presence of any
 
officer or employee :of
 
the U.S. who is present.
 
in such country to carry
 
out economic development
 
programs under the FAA?
 

15. 	 FAA Sec. 669, 670. Has 
the country, after August 
3, 1977,.delivered or 
received nuclear enrichment 
or reprocessing equipment,. 
materials, or technology, 
without specified arrangements 
or safeguards? Has it 
transferred a nuclear explosive 
device to a non-nuclear weapon 
state, or if such a state, either 
received or detonated a nuclear 
explosive device, after 
.August 3, 1977? (FAA Sec. 
620E permits a special waiver 
of Sec. 669 for Pakistan). 

16., ISDCA of 1981 Sec. 720. Was
 
'the country represented at the
 
Meeting of Ministers of Foreign 

Affairs and Heads of Delegations 

of the Non-Aligned Countries to 

the 36th General Session of the 

General Assembly of the U.N. 

of Sept. 25 and 28, 1981, and 

failed to disassociate itself
 
from the communique issued?
 
If so, has the President
 
taken it into account?
 

!. 	 ISDCA of 1981 Sec. 721.
 
See special requirements for 

assistance to Haiti.
 

No
 

No'
 

Yes, 	the AID Administrator
 
has taken this into account
 
in programming funds for
 
Uganda. Taking into
 
consideration memo signed
 
by AID 1-6-84.
 

N/A 



18. IFY 84 Continuing Resolution. Has the. 
recipient country been detemined by the No.' 
President to have engaged in a consistent 
pattern of opposition to the foreign 
policy of the United States. 

B. FUNDING SOURCE CRITERIA FOR 
COUNTRY ELIGIBILITY 

1. Development Assistance 
Country Criteria 

a. FAA Sec. 116. Has the 
Department of State 
determined that this. 
government has engaged in 

")No 

a consistent pattern of 
gross violations of 
interniationally recognized human 
rights? If so, can it be 
demonstrated that contemplated 
assistance will directly 
benefit the needy? 

2. Economic Support Fund 
Coun r Criteria 

H. FAA See. 502B. Has it 
been determined that the 
country has engaged in a 
consistent pattern of 
gross violations of NiA 
internationally recognized 
human rights? If so, has 
the country made such 
significant imp'rovements 
in its human rights record, 
that furnishing such 
assistance is in the 
national interest? 

b. ISDCA of 1981. Sec. 725(b). 
If ESF is to be furnished to 
Argentina, has the President 
certified that (1) the Govt. oi 
Argentina has made significant 

(N/A, 

progress in human rights; and 
(2) the provision of such 
assistance is in the national 
interests of the U.S.? 



c.4*.ISDCA of1981. Sec. 726(b).
 
If ESF assistance is to be
 
furnished to Chile, has the
 
President certified that (1)
 
the Govt. of Chile has made
 
significant progress in human rights;
 
(2) it is in the national interest of
 
the U.S.; and (3) the Govt. of
 
Chile is not aiding international
 
terrorism-and has taken steps to
 
bring to justice those indicted in
 
connection with the murder of
 
Orlando Letelier?
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5C(:2) PROJECT-

Listed below are statutory criteria
 
applicable to projects. This section
 

is divided into two parts. Part A.
 

includes criteria applicable to all
 

projects. Part B. applies to projects
 

funded from specific sources only:
 

B.1. applies to all projects funded
 

with Development Assistance Funds,
 

B.2. applies to *projccts funded with
 

Development Assistance loans, and
 

B.3. 	applies to projects funded from
 
ESF.
 

CROSS REFERENCES: IS COUNTRY
 
CHECKLIST UP 

TO DATE? HAS
 
STANDARD ITEM
 
CHECKLIST BEEN 

REVIEWED FOR
 
THIS PROJECT?.
 

A. GENERAL CRITERIA FOR PROJECT
 

1. 	 FY 1982 Appropriation Act
 

Sec. 5 2 31 FAA Sec. 634A;
 
Sec-. 653(b); Second CR FY 83,
 
Sec. 0Ol(b)(1).
 

(a) Describe how authorizing
 
and appropriations committees 


of Senate and House have been 


or will be notified concerning 

the project;
 
(b) is assistance within
 
(Operational Year Budget)
 

country or International 

organizati', allocation
 

reported to Congress (cr
 
,not more than $1 million
 

over that amount)Z._ _
 
(c) If the proposed
 
assistance is a new country
 

program or will exceed or cause 

the total assistance level for
 

the country to exceed
 

assistance amounts provided
 
to sucdn country in FY 83, has
 

a notification been provided
 

to Congress?
 

CHECKLIST
 

Yes,*
 

Yes:"
 

i,:(a) ON was submitted
 
to congress on June 15
 

dnd.expired on June 30
 

(b)'Yes,
 

(o)N/A
 



(d) If the proposed assistance 
is from the $85 million in ESF 
funds transferred to AID under 
the Second CR for FY 83 for 
"economic development N/A 
assistance projects", has the,, 
notification required by 
Sec. ll(b)(1) of the Second 
CR for FY 83 been made? 

2. FAA Sec. 611(a)(1). Prior 
to obligation in excess of 
$100,000, will there be 
(a) engineering, financial 

or other plans necessary to 
,carry out the assistance and 

'Yes 

(b) a reasonably firm, 
estimate of the cost to the Yes 
U.S. of the assistance? 

3. FAA Sec. 611(a)(2). If further 
legislative action is required 
within recipient country, what 
is basis for reasonable No.furtherXlegislative 
e pectation that such action action ilsrequired. 
will be completed in time to 
permit orderly accomplishment 
of pu.rpose of the assistance? 

4. FAA Sec. 611(b); FY 1982 
Appr'riation Act Sec. 501. 
If for water or water-related 
land resource construction, N/A 
has project met the 
standards and criteria as set 
forth in the Principles and 
Standards for Planning Water 
and Related Land Resources, 
dated October 25, 1973? 

5. FAA Sec. 611(e). If projectis 
capital assistance (e.g., 
construction), and all U.S. N/A: 
assistance for it will exceed 
$1 million, has Mission Director 
certified and Regional Assistant 
Administrator taken into 
consideration the country's 

I!
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capability effectively to
 
maintain and utilize the
 
project?
 

6. 	 FAA Sec. 209. Is project
 
susceptible to execution
 
as part of regional or
multilateral project? 

If so, why is project 

not so 
executed? Information 

and conclusion whether
 
assistance will encourage
 
regional development
 
programs.
 

FAA Sec. 601(a). Information 

and conclusions whether project 

will encourage effor.ts of the 

country to: (a) increase the 

flow of international trade; 

(b) foster private initiative 

and competition; and 

(c) encourage development and 

use of cooperatives, and credit 

unions, and savings and loan 

associations; 
(d) discourage

monopolistic practices; (e) improve 

technical efficiency of-industry,
 
agriculture and commerce; and
 
(f) strengthen free labor unions.
 

8. 	 FAA Sec. 601(b). Information and
 
conclusions on 
how project will 
encourage U.S. private trade and 
encourage private U.S. participation 
in for ign assistance programs
(inclsding use of private trade 
channels and the services of 
U.S. 	private en'terprise).
 

9. 	 FAA Sec. 612(b), 636(h)1
 
FY 1982 Appropriation

ActSec. 507. Describe steps

taken to assure that, to the 

maximum extent possible, the • 
country is contributing local 

currencies to 
meet the cost of
 
contractual and 
othe 	services,
 

-eIt is being
executed ;vhit hrough
 
UNICEF.
 

The project will
 
initially, increase
 
:international trade
 
through the importation
 
of ORT commodities and
 
equipment. During the
 
implementation of the
 
Project efforts will
 
be made to expand the
 
rvle of private sector
 
in the distribution of
 
ORT commodities.
 

Commodities and,,
 
equipment wi11 be. 
purchased from the U.S.
 

The GOU iscontributing
 
o
a hmubas possible in
 

lo'hand an
:Zoc~l:-.shillings 
In-kind.
 

http:effor.ts


and,-,forei'gn currencies ownedi'. 
Sby the U.S. are utilized:.in".
 

lieu of dollars.
 

Does 	the u.S,.
FAA See. 612(d).
10. 

own excess foreign currency of., ,No
 
the country and, if so, ..what
 
arrangements have been made for
 
its release?
 

11. 	 FAA Sec. 601(e). Will the
 
project utilize competitive Yes
 
selection procedures for the
 
awarding of contracts, except
 
where applicable.
 
procurement rules
 
allow otherwise?
 

12. 	 FY 1982 Appropriation
 

Act Sec. 521. If
 
assistance is for the The Project-will'not'
 
production of any produce any
 
commodity for export, commodities for: expor.t.
 
is the commodity
 
likely to be in surplus
 
on Wiorld markets at the
 
time the resulting
 
productive capacity
 
becomes operative, and
 
is such assistance likely
 
.to cause substantial injury
 
to U.S. producers of the
 
same, similar or competing
 
commodity?
 

13. FAA 118(c) and (d). Does
 
the project comply with
 

Yes
the environmental procedures 	 ....


set forth in AID. Regulation lb?,
 
Does the project or program take
 
into consideration the
 
problem of the destruction
 
of tropical forests? --.
 

14. 	 FAA 121(d). If a Sahel
 
project, has a determination
 
been made that the host NA
 

,,government has an adequate
 
system foraccounting for
 
and controlling receipt and.
 
expenditure of project
 
funds (dollars or local
 
currency generated there from)?
 

http:utilized:.in
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15. FAA See. 128j Second CR FY. 
See. IOl(b)(2). Has an 
attempt been madq to finance 
productive facilities, goods, 

The provision of Oral,-' 
Rehyd-ation supplies will 

and services which will be directed to, and: 
expeditiously and directly especially important for, 
benefit those living in those living in absolute 

absolute poverty under poverty. 
the standards adopted by 
the World Bank? 

16. FY 84 Continuing Resolution. Is 
comparable American private No 
enterprise funding available for 
the proposed project? 

17. FY 84 Continuing Resolution. Has 
full consideration been given at 
each stage of project design to Yet 
the involVement of small minority 
(including women-owned businesses) 
enterprises, historically black 
colleges and universities and minority 
PVO's? 

FUNDING CRITERIA FOR PROJECT 
1, Development Assistance 
Project Criteria 

a. FAA Sec. 102(b), ill, Oral Rehydration 
113,_ 281(a). Extent to Therapy will provide 

which activity will (a) an indirect, yet 

effectively involve the important, benefit to 
poor in development, by .inoreasing agricultural 
extending access to productivity by providing 

economy at local level, more time for mothers to 

increasing labor-intensive engage in agricultural 
production and the use of activities. 
appropriate technology, 
spreading investment out 
from cities to small towns 
and rural areas, and 
insuring wide participation 
of the poor in the benefits 
of development on a sustained 
basis, using the appropriate 
U.S. inrtitutions; (b) help 
develop cooperatives,.. 
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especially by technical
 
assistance, to assist rural
 
and urban poor to help:.
 
themselves toward betterlife
 
and otherwise encourage,
 
democratic private and
 
local governmental
 
instituti.ons; (c) support
 
the self-help efforts of
 
developing countries; (d) promote
 
the participation of women in the
 
national economies of developing
 
countries and the improvement
 
of women's status; and (e) utilize
 
and encourage regional cooperation
 
by-developing countries?
 

b. FAA See. 103.103A, 104, 05.
 
106. Does the project fit the
 
criteria for the type of funds 

(functional account) being used?
 

c. FAA Sec. 107. Is emphasia on
 

use of appropriate technology 

(relatively smalle'r, cost-saving, 

labor-using technologies that 

are generally most appropriate 


for the •small farms, small
 
businesses, and small incomes
 
of the poor)?
 

d. FAA Sec. ll0(a). Will the
 
recipient country provide at
 
least 25% of the costs-of the
 
program, project, or activity
 
with respect to which the 

assistance is to be furnished 

(or is the latter cost-sharing 

requirement being waived for a, 

"relatively least developed". 


country)? 


Yes (104)
 

Yes. During implementation
 
studies will be undertaken
 
to examine locally-available
 
rehydration supplies.
 

Thi-s requirement is not
 
applicable as this Project
 
is a-multilateral activity
 
undertaken in cooperation
 
with and jointly planned by
 
AID, UNICEF and GOU.
 

i.2§
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e. FAA See. 110(b). Will grant 
capital assistance be disbursed 
for project over more than N/A 
3 years? If so, has 
justification satisfactory to
 
Congress been made, and efforts'
 
for other financing, or is the
 
recipient country "relatively,~
 
least developed"?
 

f. FAA Sec. 122(b). Does
 

the activity give reasonable 
promise of contributing to .es:; 
the development of economic 
resources, or to the increase 
of productive capacities and
 
self-sustaining economic
 
growth?
 

g. FAA See. 281(b).
 

Describe -extent to which The training and re­
program recognizes the orientation of the
 
particular needs, desires, GOU/MOH health staff
 
and capacities of the will provide Uganda with
 
people of the country; the indigeneous capacity
 
utilizes the country's to address a major
 
intellectual resources to national health problem,
 
encourage institutional affecting large numbers
 
development; and of families.
 
supports civil
 
education and training
 
in skills required
 
for effective
 
participation in
 
government processes
 
essential to self­
government.
 

2.Development Assistance Project%',
 
Criteria (Loans only)
 

a. FAA Sec. 122(b).
 
Informauion and conclusion.,
 
on capacity of the country N/A
 
to repay the loan, at.a
 
reasonable rate of interest.
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b. FAA Sac, 620(d). If
 
assistance is for any
 
productive enterprise which
 
will compete with U.S. 

enterprises, is there an
 
agreement by the recipient
 
country to prevent export
 
to the U.S. of more than
 
20% of the enterprise's
 
annual production during
 
the life'of the loan?
 

0. ISDCA of 1981-Sce. 724
 
(c) and (d). If for
 
Nicaragua, does the loan:
 
agreement require that 

the funds be used to the
 
maximum extent possible
 
for the private sector?
 
Does the project provide
 
for monitoring under FAA
 
Sec. 624(g)?
 

d.Second CR FY 83, Sec._134.
 
If vhe recipient country has
 
an annual per capita gross 

national product greater than
 
$795 .but less than $1,285,
 
will .the loan be repayable
 
within 25 years following the
 
date on which funds are
 
initially made available? If
 
it has an annual per capita
 
GNP greater than or equal to
 
$1,285, within 20 years?
 

3. Economic Sunoort Fund'
 
Project Criteria
 

a. FAA Sec. 531(a). Will
 
this assistance promote 

economic or political
 
stability? To the
 

extent possible, does
 
it reflect the policy
 
directions of FAA Section
 
102?
 

N/A
 

N/A'
 

N/A
 

N/A 
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I -,FAA Sec. 531(c). W;ill

.assistance under this chapter 

be used for military, or
 
paramilitary activities?
 

c. FAA Sec. 534. Will ESF
 
funds be used to finance
 
the construction of the
 
operatZon or maintenance of, 

or the supplying of fuel for,,
 
a nucleai' facility? If so,
 
has the President certified
 
that such use of funds is
 
indispensable to non­
proliferation objectives?
 

d. FAA See. 609. If
 
oowmodities are to be
 
granted so that sale 

proceeds will accrue- to
 
the recipient country,
 
-have Special Account
 
(counterpart)
 
arrangements been made?
 

e.' Second CR FY 83. Sec.
 
101(b)(1). If ESF funds to
 
be utilized are part of the 

$85 million transferred to
 

AID under the Second CR for
 
FY 83 for "economic development
 
assistance projects", will such
 
funds be used for such projects
 
and not for non-development
 
activities including balance of
 
payments support, commodity
 
imports, sector loans, and
 

N/A
 

I
N/A.
 

N/A 

'N/A:
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5C(O) ARD ITEM-CHIECKLIST,-STAND 

Listed below are the statutory'.'
 
items which normally will be
 
covered routinely in those
 
provisions of an assistance
 
agreement dealing with its
 
implementation, or covered
 
in the agreement by imposing,
 
limits on certain uses of funds.
 

These items are arranged under
 
the general headings of (A)
 
Procurement, (B) Construction,
 
and (C) Other Restrictions.
 

A. Procurement
 

1. FAA Sec. 602. Are there
 
arrangements to permit 

U.S. small business to
 
participate equitably in
 
the furnishing of
 
commodities and services
 
financed?
 

2. 	 FAA Sec. 604(a). Will all
 
procurement be from the 

U.S. 	.exccpt as otherwise
 
determined by the President
 
or under delegation from
 
him?
 

3. 	 iFAA Sec. 604(d). .If the 
cooperating country 
discriminates against 
marine insurance companies 
authorized to do business 
in the U.S., will commodities
 
be insured in the United States
 
against marine, risk with such
 
a company?
 

40. 	 FAA Sec. 604(e):_ISDCA of
 
1980 Sec. 705(a). If
 
offshore procurement of
 
agricultural commodity or
 

Yes 

Yes -

Yes
 



product is to be
 
financed, is there
 
provision against such
 
procurement when the
 
domestic price of such
 
commodity is less than
 
parity? (Exception where
 
-commodity financed could
 
not reasonably be
 
procured in U.S.)
 

5. 	 FAA Sec. 6011(E). Will
 
construction or
 
engineering services be
 
procured from firms of
 
countries otherwise
 
eligible under Code 941,
 
but which have attained a
 
competitive capability in
 
international markets in
 
one or these areas?
 

6. 	 FAA Sec. 603. Is the
 
shipping excluded from
 
compliance with
 
requirement in section
 
901(b) of the Merchant
 
Marine Act of 1936, as
 
amended, that at least 50
 
per centum of the gross
 
tonnage of commodities
 
(computed separately for
 
dry bulk carriers, dry
 
cargo liners, and
 
tankers) financed shall
 
be transported on
 
privately owned.U.S. flag
 
commercial vessels to the
 
extent that such vessels
 
are available at fair and
 
reasonable rates?
 

1. 	 FAA Sec. 621. If
 
technical assistance is
 
financed, will such
 
assistance be furnished
 
by private enterprise on
 
a contract basis to the
 



fullest extent 
practicable? If the
 
facilities of other
 
'Federal agencies will be
 
utilized, are they
 
particularly suitable
 
not competitive with.
 
private enterprise, and
 
made available without
 
undue interference with
 
domestic.programs?
 

8. 	 International Air
 
Transpor.. Fair
 
Coett:vd Practices
 
Aot, 	E97i. If-air 
transportation of persons
 
or property is financed 
 yes
 
on grant basis, will U. S.
 
carriers be used to the
 
extent such service is
 
availabl -?
 

9. 	 FY1982 App.ration Act 
Sec. 504. If the U.S. 
Goyernment is a party to Yes 
a contract; for procure-..
 
ment, will the contract
 
contain a provision
 
authorizing termination
 
of such coatract for the
 
convenience of the United
 
States?
 

B. Construction
 

1. 	 FAA Sec. 601(d). If capital
(e.g., construction) project N/A

will U.S. engineering and
 
professional services
 
to be used?
 

2'a 	 FAA Sec. 6 11(c): If__.
 
contracts for 
 N/A 
constructioi are to be.
 
financed, will they be
 
let on a competitive

basis to maximum extent
 
practicable?
 



3, 	 FAA See. 620(k). If for..
 
construction of
 
productive enterprise, N/
 
will aggregate value of'
 
assistance to be
 
furnished by the U.S. not
 
exceed $100 million
 
(except for productive
 
enterprises in Egypt that
 
were described in the CP)?
 

C. 	 Other Restrictions
 

1. 	 FAA Sec. 122(b). If
 
development loan, is N/A
 
interest rate at least 2%
 
per annum during grace
 
period and at least 3%
 
per annum thereafter?
 

2.. .FAA See. 301(d). If fund
 
is established solely by
 
U.S. contributions and NIA
 
administered by an
 
international organiza­
tion, does Comptroller
 
General have audit rights?
 

3. 	 FAA See. 620(h). Do
 
arrangements exist to
 
insure that United States Yea
 
foreign aid is not used
 
in a manner which,
 
contrary to the best
 
interests of the United
 
States, promotes or
 
assists the foreign aid.
 
projects or activities of
 
the communist-bloc
 
countries?
 

4. 	 Will arrangements preclude
 
use of'financing:­
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a. FAA See. 104(f); FY 
1982 A.2ol!iation Act 

Sec. 525: (1) To pay for 

performance of abortions 

as a method of family 
planning or to motivate
 
or coerce persons to
 
practive abortions; (2)
 

to pay for performance of
 

involuntary sterilization
 
as method of family
 
planning, or to coerce or
 

provide financial incentive
 
to any person
 
to undergo sterilization;
 
(3) to pay for any
 
biomedical research which
 
relates, in whole or
 
part, to methods or the
 
performance of abortions
 
or involuntary steriliza­

•tions 	as a means of family
 
planning; (4) to lobby for
 
abortion?
 

b. FAA Sec. 620(g). To
 
compensate owners for 

expropriated nationalized
 
property?
 

c. FAA Sec. 660. To
 
provide training or
 
advice or provide any
 
financial support for
 
police, prisons, or other
 

law enforcement forces,
 
except for narcotics
 
programs?
 

d. FAA Sec. 662. For
 
CIA activities7 


e. FAA Sec. 636(i). For
 
purchase, sale, long-term
 
lease, exchange or 

guaranty of the sale of
 
motor vehioles
 
manufactured outside
 
U.S.,.unless a waiver is
 
obtained?
 

yes
 

Yes
 

Tes
 

'Yes'
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f. FY 1982_ApR2 jation
 
Act c503. To pay
 
pensions, annuities, Yes
 
retirement pay, or
 
adjusted service.
 
compensation for military
 
personnel?
 

g. FY 1982 Apropriation
 
AcI See; 505. To pay
 

r.'s
 

arrearages for dues?
 
U.N. assessments, 


h.!FY 1982 Approriation
 
Act, Sec._506 . To carry
 
out provisions of FAA Yes
 

section 209(d) (Transfer
 
of FAA funds to
 
multilateral
 
organizIations for
 
lending)?
 

i. FY 1982 Apl riation
 
Act, Sec. 510. To
 
finance the export of Yes
 

nuclear equipment, fuel,
 
or te.chnology or" to train
 
foreign nationals in
 
nuclear fields?
 

J. FY 1982 Apprpriation

.Act,See. 511. 

?:Yes
To aid the efforts of the 


government of such
 
country to represss the
 
legitimate rights of the
 
population of such
 

.
 
country contrary to the ,
 

Universal Declaration of
 
Human Rights?
 

k. FY 1982 Ap2ropio
 
Act,__Sec. 515. To be
 
used 	for publicity or
 

Yes
propaganda purposes 

within U.S. not
 
authorized by Congress?
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RIRV2MCK .6eall. MINISTRY OF HEALTH'. 
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.P..'Bo.. 70470
 

Bear Sir, 

601'1MRn-M!FT COlTluntrDIolr T'1A !RD CDD PROGRAM'11 

of the Coverniet of UCndaHerewith please find at tached a copy 
iovioardz- the CDD Programmire ffor your informu~tionlcontribution 


Sand *n•ccesary action*
 

Yours faithfully, 

PSEWRET.IRY.fors, 


The M.$AID .1RprozentVatiVe, 
P.O. Box 7007, 
]CAZMPAL... 
(A• anin ffr ?-t hie 
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'HNEX E,. PROPOSD S.1IEDULE, FOR M.i-PEVIL ,MANAGERS' 
ITRAINTIG COURSES,' CDD 

DistricCs 


L. bal e, Tororo' 

2.' Kapchorwa, S'oroi 

3. : Kamuli, Sorod 

4 iganga inja 

5,' T'ira, Kitgum 

6.. Apac, Gulu 

7. Moroto, Kotido 

Io. 

8. *rua,.Nebbi, Moyo 


.9. Hoimaj Masindi 


40. Kabarole, Kasese, Buridibugyo. 


11, Kabale, Rukingiri 


12. "Wbairat, Bushenyi

• .
 

13. lMasaki, Rakai 

.14.' l'ampala,! '. ...
 

15.•14pigi,. Mubende 


16. Mukpno, Luwero 

• . ., 

PR M0",IE, 

Date 


8/84 


10/84' 

12/84" 


j2/85. 


4/85' 


"6/85 

. 

8/85 


10/8 


12/85 


2/86. 


"'4/86

.,,. 

.:/86 


8/86
1'' 9.,, 


.i0/.6 


12186 


Location
 

lrbale
 

Mbale
 

Mbale 

M- e
 

.GUlu
 

Glu
 

Moroto
 
. 

Aua
 

Masipdi
 

Fort Portal!
 

Kabale
 

Mbarara
 

Masaka
 

Kampala
. a paj
 

('ampala
 

Kimpala
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Annex F' - Guiceiines ror tstab l ishing:ORS Packet Needs, CD,.Uganda 

As..a general rule of thumb, WHO proposes the Iollowinq each child under
 

the.age of 5.years.can be expected to have 2,episodes of diarrheal disease
 
each'year that require treatment. Treatment per episode consists of
 

approximately2 packets of ORS.
 

In dagh region'where ORT training has-been coplet the following 
..guidelines may be'used to estimate ORS.'packet.'needs: : . 

- ORS packets required during year I after,training: 

.60% access (to hospitals,. health centers-and health posts/,
 
!.dispensaries) X 40% utilization year 1 X'.number of chil­
*dren less than 5"years old in region X 2[.episodes of diar­
rhea per year X 2 packets ORS per episode:
 

ORS packets required during year 2 after training'
 

60% access (to hospitals, health centers and health poss/.
 
dispensaries) X 45% utilization year 2 

X number of chil-"
 

dren less than 5 years old in region*X.2 *episodes of diar­
rbea per year X 2 packets ORS per episode
 

ORS packets required during year 3 after-training:
 

60% access (to hospitals, health centers and healti'posts/
 
.dispensaries) X 60% utlization year 3 X number of chil­
dren less-than"5 yearsold in region'X 2 episodes of "diar­
rhea per year X 2.packets.ORS per episode 
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-Part B ORS"Reuirements,-Ugnda 1984 ,:88
. 

.(0003t)
 

Region: 1984 1985 : 1966 ,:1987 1988 Grand Total 

150 

Eastern.Regioa 283 384. 512 623 733 2,535 

Southeastern 138 230 300 373: 440 1,T1 

f;orihern 107 334 296 377 446 1,5601 

Southwo stern 118 359- t43 577 ,86 2,183 

f tr2 3 218 361 

Mu.lago 30 30 30 .30. 30 

'32 179 39 1 086
 
Hoima" 96 1 ,6 '189 560
 

Arua. .6 116. 154 "05 248 729 

1joroto 6 45. 69 89 11 320 

Masaka 11' 150. 306 389 496 135 2 

Kampala 12 134 380 4 9 611 1,606
 

isc Emergency 33 .*45 57. 69 81 -285 

Sub-Total 782 2,004 2,77 3;653. 4,433 13,847
 
Wastage 25% 196. 501 719 913 1,108 3,437
 

" 978 2,504 3'596 :4,566 5,541 17,185
 

Other lossealo% 98 251 . 360 457 554 1,720 

Grand Total 1,076 2,755 ,3,956 ,023 6,095 18,905 

Say, 19 million'
 

585Weight. (LI). ,30.6 78.3 ' 112.4, 442.7,187.5 .T. 

* some puwjbers do. n~t, dd'exatly/to.r.oundi.ngs./d 



Annex 'G' Mmb.rshiP *o C'D Sub-Go0nittca.
 

- ~Hb Proaramme Coordinator. P'O. Box .6."Entebbe,
 

-'; UICEP Project, P.O. Box 7Q47 Kampal.
 

.- Prof. G. Kirya, Chairman of Disease Surveilanicc Sub-Committee
 
Department of h1lrobiology - Makerere University, Box 7062 K(ampal'a 

Assistant Director M3edical Services/Iublc Ifi4th, .. Box 8,
 
Entebbe, and ODD Programme DirectorO a
 

Assistant Director L:edical Uervi. es/Traiining, P.O." Box 8, Entebbe. -


ODD Project Llanaaer - P1O .loxeppEntebbe.
 

USAID Representative, kampald.
 

- Dr. Zirembuzi,. ulago Hospital, Pdediatrics Paquty. 

Dr. BuIcenya, Institute of 'PublicHealt , P.Q. Box 7062 Kampala. 

-" Mr. Kalega' Executive Secretary"'Uganda Protes nt. Medical Bureau.. 

"- Executive Sdecretary, Uganda Catholic Mledical Bueau. 

- A,IP Training Officer. 

. 'r. Kakitahil, Chairmah 'ICH 'Advisory Cohmittee.­

-
John Barenzi, EPIPpject Manager.
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AlqtNEX I 

DETAILS OF- PROJC't~'UDGET" 

USAIb
 

1. ORs - In eY 1964, UL4ICEk' is purciasing needed CiRS. Ini FY 
1985, an estimated 1,500,000 pakcets (at $0.10 each) are 
purchased, increasing to 2,50U,000 packets in FY 1986. Each
 
packet is sufficient to treat rehydration needs for one day.
 

treat each DD edisode. 2,50U,000
Therefore two packets can 

packets can treat 1,250,000 episodes or 625,000 children. This
 

represe!nts auout 30% of the children in Uganda. *If the demand
 
is .greater, this level should be increased. With inflation and
 

contingency, if costs are kept down, soi e 3,4t0,00U packets
 
could be purchased.in FY 1986.
 

Freigiit of ORS - A rough percentage of 15% on ORS costs is
 

used to calculate shipping costs. The weight of ORS in FY 1986
 
is estimated at about 70 tons.
 

- The cost per study is estimated at
2. Operations Research 

roughly $10,000. Tbherefore an average of five studies are done
 
per year. it is assumeu that 76% of funuing is usea as local
 
costs and 25i for foreign exchange.
 

A major study.on the
3. Y'easibility StuCdy (ORS production)-

efficacy of ORS production and/or packaging, from bulk will be
 

conaucted, at'an estimated cost of $40,006.
 

4. Training - Facilitators: The training of trainers has been
 
c-alcuLateu at roughly $,>0 per week per participant. J.Lvo week 
courses thus cost $400 per participants. Therefore twenty-five 

All.of the* funding
faciLitators wil.L be traineu each year. 

will be used for local costs.
 

MLM Regionals: i.iiddle-level-management regional training
 

will be done nationwide. The weekly cost per participant is
 
estimatea at $lz. Per participant for the 2 week course, the
 

cost is $250. In two years over.400 MLM personnel will be
 
trained.
 

Operations: Some 100 district level training courses are
 

to be run, 50 each year at an estimated cost of $1,000 per
 
course. major costs are transport and training materials, as
 
classes are given at the local level.
 

http:study.on
http:purchased.in
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6. Contingency-'A 15%contingency fabtor is placed on all
 

costs@ 

84 as the base year, an inflation on
7. lnflation - Using LY 

consequent years is placed, increasing 10% p.a. Therefore, in
 

year two the inflation is 10%, year three 20%, year four 30%
 

and.year five 40%.
 

UNICEF'
 
1?Y 84 are being-done
1. ORS Start-up -Purchases of ORS during 


directly be UNICEF.
 

2. -.raining and Promotional Materials -.To pe used in the
 

national conference and in later training exercises, equipment
 

and supplies are being purchased.
 

3. ORT Centre Equipment - Such materials as measuring
 
utensils, scales, weight charts, height boards and mixers'are
 

Over 50 should be
being purclased for setting up ORT Centres. 

each.
estabiished in Phase £, costing about $00 


Vehicles: Two new vehicles are being purcha.sed
4. Transport ­
this FY, at a cost of $10,000 each.
 

Repairs and Maintenance: Running/operating expenses for
 

the two vehic.Les will increase with the workload and.age of the
 
vehicles: The figures are rough estimates of requirements.,,,'
 

O1S .hipment: Shipments within Uganda are shown, with, Very. 
rough figures. 

5. 'Yraining - UWCiULF is now conducting preliminary tcainiug 
exercises, including a just concluded (May 1984) national'
 
conkercence. I'raining costs are calculated on the same basis as
 

AID's (item 4 of USAID notes).
 

UNICEF will continue
6. Data Collection and Analysis ­
conducting various surveys and'data collection exercises on the 

cDD Program. This on-goiny exercise requires hiring
 
Each exercise will
enumerators, compilation and analysis. 


compile data on va'rous--health activities and will be updated..
 
at least annually.
 

7. Project Manayer's Oftice - The CDD ,anager will.require 

certain office equipment and furniture, as well-as oeprating
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expenses for consumables. Initital costs are greaterl for the
 
purchase ot equipment.
 

8. vrojeco Pecuonnei - Eiuluuients for staff hired just for th 
CDD Program are shown here, as well as the cost of calling in
 
special consuita ,ts. The fiyure for consultapts, if hired
 
outside Uganda, represent aboutn four-six person weeks per
 
annumn.
 

9. N4ational Offices per Diem - For GOU officials travelling
 
outside their normal work area, UNICEF will supplement GOU
 
allo:donces withi small per diems. The figure represents
 
roughly 50 perbon weeks.
 

10. Contingency - contigency of 15% is placed on all costs.
 

11. Inflation - Inflation has been factored as for uSAID (item 
7). 

CDC.
 

Most of the CDC figures were based on actuals and projected.
 
forward. Costs in FY 85 and FY 86 may be met with CCD funds
 
and/oz partially met by UiJICEF. Short-term consultants costs
 
about $3,000 per week (11 person weeks). Travel and per diem
 
are estimated at $3,400 per trip (3 trips)
 

GOU
 

1. Salaries - Newiy created psts and staff erdoluments are 
shown.. These figures were provided by.the MOH.,
 

2. Allowances -' Foor travel aind per.diehm,of GOU staff. 

3. Transport - This is for transport of personnel. 

4. IV tlui/equipient - with the expand ORT program, needs 
for severe diarrhea case treatment are expected to increase. 

5. Drugs and Vaccines - These include EPI, PUC, MCH expenses
 
for these items, as well-as-for the CDD Program.
 

6. Office Expenses -Incremental expenses for CDD Program..
 

1682D
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7. Contigency - A 1.3% contingency has-been added on. As 
figukes already appear to be inflated, no additional:sum is 
shown." 

lo821
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ANNRX i' 

ECONOMIC:ANALYS IS 

tntrodUction 

The economic analysis of the OxT Project will examine-the 
=ost of the Project to Uganda, the implications for both the 
short and long term, the direct and indirect beaefits to 
?articipants, and specific areas of potential impact in 
.conomic terms. Due to inadequate data in several areas to oe 
reviewed, the analysis will use WHO data, generally considered
 
to be appcopriate for developing countries with conditions
 
similar to Uganda. At this stage, the analysis is qualitative,
 
as the required information is unavailable for quantitative
 
assessment.
 

Background
 

The economy, and, in particular, the agricultu'ral sector,
 
continues to make good progress following the '!War of 
Lieration." Credit for this rapid recovery is attributed to 
the efforts of the .people of Uganda and to the donor community
thiat has responi..,e w tn foreign aid grants and loans. In 
cooperation with the IMF, Uganda has adopted many of the 
poiicies required to stimulate the econoiny, and the results 
have beea growth in GDP of (3.9% in 1981 and 6.1% in 1982). 
During t'1is same pk=ciod, it is estimated that inflation has
 
reduced from over. 100% per year in 1980/81 to 45% in 1982 and 
30% in 1983. " h*s is remarkabie proyress in a short period of 
time. In 1980, the GOU prepared a long term recovery plan, A 
Teii Yea" Program of Action, *ut this plan provea to be overly 
ambitious as it was based on significantly larger amounts of 
foreign aia than could be reasonably ehpecteu. A revised plan
 
was adopted in 1982, the Recovery Programme: 1982-1984. This
 
pian, however, stresses the rehaniiitation of the agricultural
and industrial sectors and includes with additional allocations 
f6r social services and infrastructure. It is the opinion of 
the World Bank that this revised program addresses the 
rehabilitation needs ot Uganda, and is worthy of international 
donor support. GOU has taken into consideration donor 
preferences and has adopted national policies reflecting these
 
considerations.
 

The Ceatral Government has made significant improvementsin: 
revenue collection during the period 1981/1983. During this 



periode revenues increased over nineteen-fold and represent : 

increase as a perceritaye of GDP irota 0.8% in 198i to 6.3%of 
GDP in 1983. Much of this improvement can be attributed to 
ijiaproveu poiicies on taAAtion, exchange cont'ol, cnu 
administration. However, Uganda still has inadequate financial 
resuurcus .or cuie various ceh-biiitation projects, and the 
government continues to emphasize the income and employment 
genuratiny sectors over social services during this 
rehabilitation period. Consequently, increased resources for 
social services, ana specifically ihealth services, will follow 
the establishment of the economic base which will be necessary 
if the ong-tarin capability for inteinaliy-generated revenue is 
to be achieved. Uganda will continue to seek ilonor assistance 
for many of its health anCi social programs, and it is probable 
that donor assistance will be required for some time. The 
introuuction of ORx wi.J. add another component to tne primary 
health services of the MOH. MOH primary health services and 
their projectedi financial requirement for the period 1983-1985 
are as follbws: 

1. Primary ifealth Care Facilities
 

a. Amount Required $4,000,000
 
b. GOU Comaitment 2 0,000
 
c. Donor Contribution (EEC) 3,000,000
 
d.. Balance Required 760,000
 

2.: Primary Health Care Services
 

a. Amount ikequired $2,160,000
 
b. GOU Commitment 80,000
 
c. Douaor Cuntribution (UNICEF) !i,410,000 
d. Balance Required 670,00
 

3. ;Health :2raining aia Planning.
 

a. Amount Required $1,960,000
 
b. GOU Commitment 14,000
 
c. Donor Contribution (CIDA) 1,820,000
 
d. Balance Required -0­

4. Accelerated Immunization.Seevics 
a., Amount Required $3,680,000
 

b. GOU Commitment 4,000
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.c Donor Contribution (UNICEF) 1,464,000 
d. Balance Required 2,212,000
 

(Source: Revised Recovery Program: 1982-1984)
 

-... e services aiere previously supported laryely fromn 
internal resources. However, a decade of mismanagement in 
governmaent institutions ihas resulted in ruining much of the 
governient'Wsability to generate revenues and collect taxes. 
It is anticipateu that, as the recovery program continues, so 
will the government's capability in revenue generation. This
 
wi.Ll enaLe it.to increasiiiyLy accept responsibility for
 
funding these health services.
 

GOU allocation of financial resources to the Ministry of 
Health have remained rather constant in terms of the percentage
 
of the nationai iuuget for the period 1980 to 1983 being about 
2% of the national budget for capital expenditure, and 4.5% for 
recurrent costs. These allocations are summarizea as follows. 

It is unlikely that the GOU will, in the near term, be able
 
to return to tie rather favorable ieve.s of expenditure, as'a 
percentage of total budget that prevailed during the 1960s. In 
a study conuucte on beina±f of USAID Lsy Blamily ±eaith Care, 
Inc. in 1980, per capita expenditure for recurrent costs of
 
hedith survices nationtiue was SL1S -I.3U ibasea on constant 
1960 Shs) in 1968/69, but this had fallen to Shs. 1.10 by
 
l0/9. Txhe rap.id devaluation of the Uganda Shilling must be 
taken into consideration when reviewing the levels of GOU
 
expenditure. iaution inust be exerciseu in making financ.ial anu 
economic comparisons as the official exchange rate and the real
 
markut value o the Uganda Striiiiny were greatly aistortea 
during the early i980s.
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Table 1. Exchange Rate Comparisons.'...
 
(U/Sh.. per U.S.$)
 

Official Rates Unofficial Rates
 

Date Window #1 Window #2 
-- --- -------------------------------- L------------------------


June 1980 7.3 80.0 
Jwe ii .77.8 - 200.0 
June 1982 96.7 - 300.0 
Julie 183 10.0 280.0 350.0 
November 1983 210.0 330.0 400.0 

(Source: VF& 3hRD) 

A comparison of the levels of government expenditure witj 
the declining value of the Uganda Shiiing w#ould suggest the 
increased levels of GOU expenditure for health services is 
largely ovecstatea in ter ns of excnange rates values, it has 
only been in the past two years that there has been an 
inprovemenL in the situation 'izf tne total shilling 
expenditures were converted to a "true" foreign exchange value
 
anc. comarisons ,ere made ior the preceding rour years). 

Table 2. Estimated Government Expenditure 

(U/Sns-millionsi 

Period 1980/81 1981/82 1982/83 1983/84
 

Capital Expenditure 
Min./Health i9 316 320 690 

National Budget 3,607 19,075 20,583 36,390 
MDkf as %National • .6% 1.6% .5% 

Recurrent •penditure 

M4in./dealth N/A 174, 1,846, 2,3 9 
National Budget •Ui,000:" 
Mai as %National N/A 

25,605 
. 4.6% 

36,700 
3.0% 

57,000 
3,9% 

(Source: Uganda Ministry of Economic Planning) 
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An analysis of the recurrent expenditure estimates for MOH 
(Refer Table 6) indicates that 45% ot the 1983/84 Budgot have 
been allocated for drugs and medical supplies. Staff sallg lie
 
alld ene t. are cni r .aatvely iow, accunntng .'or only 2 /, or 
the Budget. However, the Office of the Minister has a 
relatively large budget account (for 37% of this sub-budget), 
with salaries being only 5%. While there are also district 
level budgets or: health activities from locally generated 
revenues, these are not projected to be a significant source 
fur funds to support OiRI. In i961, a sainp.e of ii districts 
indicated that average budgets for district health services
 
were Sh. 5.5 million, oi' Sh. i per capita. 

Despite the rather recent introduction of ORT as a method
 
of treatinj uiarrheai disease, It is :apidly becoming the 
preferrea method of treatment in many developing countries. By
 
1969 ORT' became! the routine treatment at the Cholera Research 
Laboratory in East Pakistan. Principal international agencies
 
promoting ORT hdve been U4ICEF, WiO, TUSAiD, and the UO4 Fund for 
Population Activities, among others. Large scale programs have
 
been estabiished in Bangladesh, Egypt, Inuonesia, Philippines,. 
Turkey, and AID has assisted oral rehydration field projectp in
 
.Niigeria, Pecu, Sudan, Tunisia, Zaire, and Egypt. T2he noted 
British medical journal, LANCET, summarized the importance of 
OflT as follows: 

"'zhe uiscovery that sodium transport and glucose transport
 
are coupled in the small intestine so that glucose
 
accelerates absorption ok solute and water was potentially 
the most important medical advance this century"). LANCET
 
ii:300, 1978)
 

Project Beneficiaries
 

This current ORYi! project was selected by'UICU2F, with the' 
assistance of CDC, and a proposal for funding was prepared by 
UNICEF/CDC. Tile proposal draws heavily on experiences and data 
from other countries where ORT has been successfully 
introduced. U14iCEF aiid DC have selected this approach as 
being-appropriate for the Ugandan situation and have determined 
thctt the wlinistry or Health.has the imp±ementationa capability,.. 
if adequately supported. During this introductory period (5 
years), snuch oi tite iinancial support wu.l come trom the 
,external donor community, with GOU/MOH making a largely in-kind
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According to WHO statistics, 1 in 10 children in developing
countries \ili die from diarrhea and dehydration before 
reaching the age of 5 years. Applying this rate of mortality
from uiarrhea to the Uganda situation woula result in the death 
of about 200,000 children during the period of this project.
Howover, exLperiencei has sjiown that with an effective O1.T 
program, u) to a 67% reduction in mortality due to diarrhea and 
dehjdraioa can be achieved. 1ranslated into number of lives 
saved, this i;ould mean 135,000 lives over tile five year period, 
or approximately 27,000 per annum, assuming country wide usage
of ORT. The per capita cost on mortality reduction is
 
relatively Low, owing in part to relatively loy material cost 
together with simple technology required to administer ORS. 
The very limited statistical Lata that is currently available 
in Uganda suggests that only a small portion of those suffering
from diarrhea± disease (DD make use ot public health 
facilities. A recent survey carried out in 1983 revealed that
 
tile rate o. chiliren uLder ) coming to the participating health 
centers was 4.5 episodes of DD per month/100 children (under

5). Using WHO projections, the rate should be on average 16.7. 
episodes per 100 children. Health center staff in Uganda are
 
in agreement that the current rate of cases coining for 
treatment of DD is lower now in than in the past when clinics 
had adequate pharmaceuticals and medical supplies. 

Cost-Benefit Analysis
 

When the project is viewed in terms of project cost vs 
project benefits, with reduction in mortality being the measure 
of benefit, the cost per life saved would be about $40. The 
USAID contribution would be $21.14. Thus, ORT compares 
favorabl.y to other primary health care programs in terms of 
cost related to mortality reduction. Table 4, Cost-Benefit 
Analysis, indicates that episode treatment costs are higher in 
the first.three years'of the Project as total program training 
and other start-up costs are included in the calculation. As 
would be expected, the cost per, episode/treatment starts to 
decline in the chiru and iourth year, anu furtier reductions 
can be expected as utilization rates increase. Increased home 
usage wili furthei'.reuuce the per episoue treatment costs as 
there will be a reduction in the demand for MOH staff and
 
facilities.
 

Although the reduction or childhood mortality may be the. 
most dramatic feature of an ORT project, theireduction of,
childhoou morbidity (illness), repulting from aiarrhal: disease, 

AD
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will have an even greater economic impact. Estimating that

each child will have on aveeage two serious occurrences of
 
diarrhea annually, a considerable amount of the parents' time
 
woulu be usea in tending the chilu if adequate ana effective
 
treatment were not available. An effective system'of home
 
treatm
1 ent wouid reduce the amount of time requires for parents

to take sick children to health centers, and, thereby, allow
 
them to continue boLking at food production and/or other income 
producing activities. There are a number of other economic 
considerations which argue favorably for the OA'T program.
These would include:
 

1. Reduction in use of I-V therapy-materials required

for I-V cost $5.00 per. treatment vs about $.25 for ORS.
 

2.1 Reduction in hospital/clinic bed occupancy.
 

3. Reduction in drug usage, which is often not
 
r.4uireu ror treatment oi mild cases.
 

While it is difficult to accurately project and quantify
the economic value of many of potential benefits of the OiT 
program at this time, due primarily to the absence of reliable 
data, it is anticipated that during the operational researchphase of the ORT program data on economic and financial aspects
of the program viili ba collecteu and anaLyzed. The analyses
will inlcude cost comparisons with previous and alternate 
methods of treatmrent for DD. 

Over the long term, the beneticiaries of ORT will be

expected to contribute to the support of the ORT'program. If
 
this prgram is successfuily introauceu, and significant demand
 
is created for ORS,. it is probable that commercial
 
manufacturing and/or distribution will be introduced in the
 
same way that malarial treatment drugs are marketed and
 
distributed. '.he rocurrent cost of OtiT program based on
 
utilization rates in the fifth year (end of Phase I) of the
 
Project, would be about $7O0,uu0 with URS accounting for 2/3

($500,000). Assuming that 50% of the cost for ORS could be
 
recovereu from tees or 
sales, the' total recurrent cost to MOH
 
would be reduced by approximately 33%, to about $500,000 per
 
annum. Under the ORT program, health centers wiJl mane tne ORS
 
available to the public much in the same way anti-malarial
 
drugs are maue available. If URS viere to be accepted in the
 
same way as anti-malarial drugs are, they would be distributed
 
through local retail outlets, thus providing country-wide.
 

lv,
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distribution. There will undoubtedly be a certain portion of
 
the population that will prepare ORT in the hom~e, as this is
 
now being promoted by some of the private and missionary health
 
services. lihose wuo have a thorough understanding of ORT and
 
the importance of accurate measurement of the ingredients could
 
reduce the cost of ORS jrather than pay the full commercial
 
price). Although the cost-benefit analysis in Table 4
 
indicates the fully-burdened cost of treatment over the life of
 
the project to be $1.85 per treatment, the cost of material
 
alone (OAiS), if base on an estimated $1.10 kit, would be only
 
twenty cents per treatment (estimated two packets per episode).
 

Successfui implementation of the ORT Project will require
 
significant suppdrt in the early period for training,
 
educational, anu promotioaia activities. OU'R has yet to be
 
introduced.to government health staff, and there have been no
 
formal training programs related to proper administration
 
and/or presentation of ORS. Furthermore, the medically

preferreu method of treatiwent for dehyuration is a corbination 
of intravenous therapy and drugs, which is considerably more
 
expensive, both in iateciai and personnel costs. More than 80%
 
of UNICEF support for the Project will be for training and
 

•educationai/prootionai activities. Successful implementation
 
of the Project, in terms of ORT utilization and acceptance by
 
th-e general population, will depend largely on how successful
 
the training and educational aspects of the project are carried
 
out.
 

Data Requirements 

The magnitude of diarrhea disease problems in Uganda cannot 
be reasonably quantified from available data. Early in the
 
Project, a daseline survey will be conducted to provide the 
information required to measure various aspects of the ORT
 
pruject. The primary uojective of this survey will be to
 
estimate the current levels of morbidity and mortality as a
 
resuit or diarrhea disease among children under five. Other
 
data to be gathered will support the primary information on
 
morta.Lity anu moroidity by nelping to estimate the potential
 
for incidence of uiarrhea and its causes. Areas of
 
inve:ftigation will include the following.
 

1. Morbidity and mortality survey, with periodic
 
updates for monitoring ana evaluations.
 

http:introduced.to
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2. Attitudes, knowledge and practices regarding
 
treatment of DO.
 

3. Feeding practices, access. to media channels, 
health facilities. 

Other operational research topics, which may , be part, df 
initial survey or studies separately are:
 

1. Availability of salt, sugar, and measuring

containers;
 

2. Tile effectiveness of various home-ba~ed ORT 
strategies; 

3., The accepta)iLaty ot community participation (in 
cash or kind) in certain MCH/PIIC activities such as
 
ORT; 

4. The most effective health education materials for
 
ORT; and
 

5. The ability and willingness to pay for ORT
 
materials and/or services by benefi.ciaries.
 

results of these surveys, the CDD management team
Using. the 
will have- the information required for effective Project 
implementation. ':he Project protile will be more snarply 
focused allowing for more efficient deployment of project
 
resources.
 

UWiCE'/rampaia carried out a pilot survey in March, 1984, 
All homes were within one kilometer of
in Mbale District'. a
 

health center. 2he sample inaicated that thd rate of diarrheal 
episodes within the previous two weeks afflicted 24% of the
 
children unuer 6 yehrs. Child (under 5) mortality in the 1980
 
GOU standard baseline data is 40/1000, whereas the Mbale sample
 
wai 63/lOuu polpuiation (under 5). xnose less than one year old 
had an even greater death rate (160/1000 population compared 
with i980 uOU rate uf ii0/lUUO). - eose ptrticipating in tne 

Mbale survey attributed diarrhea associated disease as 
an
responsiole for 45% of the deatns. Of those chiidren having 

episode of diarrhea within the past two weeks, the treatments
 
were as olilows:
 

/6)
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ORS 17%,
 
Drugs 63%
 
IV Fluid 2%
 
Nothing 27% 

.60-70% of all diarrheai disease involve a.viral pathogjen,
 
and viruses do not respond to pharmaceutical agents. If this
 
sample is representative of current natioLnwide practices, then
 
it could be Concluded that a considerable loss of economic
 
resources is being incurred due to inappropriate treatment.
 
Drugs should have been used in 30-40% of the cases, not in 63%
 
(assuling that sample cases conform to gLobal, viral 
characteristics). 

Once the use of OR.i is firmly established in Uganua, more 
attention can be given to instructing mothers on home
 
preparation. This would result in lower costs to the family if
 
retail sales become the general method of distribution. While
 
it is yeier"ally accepted that a balanceu formula ORS, which 
includes both potassium and bicarbonate, is the best
 
formulation for use with children, there still remains a place 
for home preparation of ORS. Sugar and salt alone in certain
 
situations is effedtive, especially where there are inadequate 
supplies of packets of ORS or where ORS in pre-packaged form 
are not used. Unless salt and sugar are mixed in the correct 
proportions, the effectiveness and safety are reduced. 
Hypernatremia can result from using an ORW solution that has 
too much salt or too little water. in recent studies carried 
out on using the pinch-and-scoop method (two finger pinch of 
salt and a four finger "scoop" of sugar) or by measuring with 
houseiioiu containers, a number of the participants were 
consistently producing solutions excessively high in salt 
levels. One point does stand out. When using home mixing, it 
is very important that there be thorough insiructions on how to 
mix the solution and the dangers of improperly.mixed solutions. 

Post Project Considerations
 

If no contributions were to be made by the beneficiaries 
toward continuing the ORT program, continuation of the program 
projectea at i98d levels of consumption would require 15% of 
the current estimated recurrent expenditure of the bOH that is 
presently allocated for drugs and medical supplies. However, 
if 50% of the cost of ORS were to be paid for by the 
beneficiaries, the cost would be reduced by half for ORS. 
Considering that the total recurrent cost of the pregram will 
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be approximately $750,000 (ORS and other expenses), this would 
represent 10% of total recurrent budget. A 50% reduction in 
ORS costs, resulting from beneficiary contributions, would 
reauce overall .,OLI cost to about U.7% of the current budget. 
If Uganda continues to experience the rapid economic recovery
of the 1)ast 4 years, anu assessments by inLerihatioiiai 
development agoncies project continued improvement, the central 
government will have additional resources to increase 
allocations 'to health and other social services. Therefore, it 
is anticipated that continuation of the ORT program rollowing 
the completion of this Project would not place an undue burden 
on GOd/40ti resources. 

To the degree that 01T replaces Intravenous treatment and 
drugs as the preferred method of treatment for DD, the 
recurrent cost to the national health service for DD treatment 
could actually be reduced, due to both lower material costs and 
less uemaand, on medical staff and facilities. The treatment 
cost per episode of DD averages $1.85 over the five year life 
of the Project when all start-up, training, management and 
research costs are included. This cost is e:-pected to drop
during the post-project period to about $0.75 per episode 
treatment. 

The successful implementation of a ORT program will place 
demand on the scarce foreign exchange of the nation once the 
donor assistance zor the irojct has terminated. 'he 
requirements of the program will have to 'coipete with other 
demands on the available foreign exchange, not only from 
sectors of the health, service, but from all other demands as 
well. vhile it can be considered ap.propriate to procure ORS 
from foreign sources during the initial period of the program, 
a feasibility stuuy will be cdrried out to examine the 
possibilities of local production of ORS. 4ost of the material 
required for ORS was previously produced in Uganua, and efforts 
are now underway to rehabilitate salt and sugar industries. 
The preparation of both coimmercial ana home prepaced oral 
rehydration salts (ORS) utilizes materials that are generally 
avallaole in Local marKets (i.e. sodium chiocide [saltj, 
glucose (sugar], sodium-bicarbonate (baking sodaj, and 
potassium chloride). 
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ANNEX 1-2 

SOCIAL SOUNDN•SS ANALYSIS
 

Introduction
 

' he social soundness analysis addresses, in the Oral-
Rehydration Therapy (ORT) Project, those issues which relate to 
(1) the .)otentiai for spread-effect of ORT, (2) the degree of 
compatibility of ORT within the Ugandan sociocultural 
environment, and (3) the sociai impact of OiriT use. It is an 
objective of the ORT Project to provide an acceptable, 
effective, and economical means of treating diarrheal disease 
(DD). This project will focus on putting ORT within reach of 
the rurai-bazed, low income population. The major USAID 
contribution to this project will be to finance the supply of 
oral rehy~datioai salts ani certain training/research components. 

Background
 

Despite the disruptions of the 1970s, agriculture continues
 
to be the main economic activity with over 90% of the
 
population engaged 'indirect proauction of both casn (coffee,
 
cottoni and tobacco) and food-crops (maize, bananas, and
 
beans). Over 0% of the land is considered arable or good 
grazing land, and population density is 54 persons per square

kilometer.. Smallhoider agricultural production accounts for 
most of the agricultural production. (Tea and sugar being the
 
exceptions.) in cash crops, coffee dominates and accounts for
 
more than 95% of Uganda's foreign exchange earnings. Most of
 
this coffee is grown on individuaiiy owaed farms and marketed 
through cooperatives.. As recent as 1970, Uganda had a per 
capitd supply of Lood calories equal to 98% of daily 
requirements. However, due to the economic conditions of the 
1970s, this declined to 83% in 1980. This inadequacy of 
calories on a per capita basis is the result of inadequate 
internal food uistribution rather than inadequate fooG crops 
production. From a position of food shortages in many urban 
areas only a few years ago, Uganda. is now a food exporter to 
neighboring Tanzania. Recent improvements in internal 
distribution systems should reverse the decline in available
 
calories on a per capita basis and .return to the previous high
 
level of 1970. Current data now inuicate that this is the 
situation.
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Health facilities, both urban and rural, will be the focal 
point for initial community education on ORT, as well as the 
distribution for ORS. Uganda had a well developed social 
services sector staffed with qualified personnel. The Ugandan 
medical training facilities were some of the best on the 
continent: The hiulago 1.0eaching 1Fospital associated with 
Makerere University, provided training for physicians and other 
prokessiotial staff not only to Uganda, but in several other 
countries as'well. The linistry of iHealth now is attempting to 
re-e.3tablish tie medical and health care services that were 
severely disrupted during the periold of the Amin regime. 
During this perioa, minny of tie facilities deteriorated and
 
much of the professional medical staff left :the country. The
 
return of a new civilian government has brought about renewed
 
efforts to rehabilitate tile general medical services.
 

Project Beneficiaries
 

The oubious beneficiaries of an ORT program are the young 
children potentially subject to serious diarrhea that could be.
 
fatal. According to WAO statistics, i out of 10 children in
 
developing countries will die from diarrhea before reaching the
 
age of 5 years. Uganda has 16% of its population under 5 years
 
(2,016,000). Thus, an estimated 200,000 of these children may
 
die ot diarrheai disease between now and 1989. A well
 
organized and properly managed ORT program has the potential to
 
reauce mortality due to diarrhea by as much as 37%. With
 
maximum effectiveness, this could save the lives of up to
 
135,000 young Ugandan children over the 5 year project period
 
(est. 27,000 per year). However, the afflicted child is not
 
the oniy project benericiary. The mother and the other
 
siblings also benefit. Much-of the mother's time must be spent
 
caring for a sick child; other responsibilities are then
 
neglected, including attention to other household tasks.
 

The Ministry of Health has launched a wational Programme
 
for the Control of Diarrheal Diseases (CDD) in recognition of
 
the iiaportance that the i140d places on addressing this issue.
 
UNICEF has actively worked to increase the awareness within the
 
MOd of the neeu for a nationwide OiR2 program. As a result of
 
this initial effort, the GOU has accepted the assistance of
 
UNICEt. and CDC to prepare a national program of action. This
 
program is utilizing existing facilities and personnel when
 
possibie, but wii.also establish a separate management unit
 
responsiole for implementation and coordination of this
 
national efrort. 1iogether with the UL4ICEj? and CD.,-th
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Ministry of Health has prepared a plan of action based on the 
phased implementation of an 6RT program. This includes 
widespread training for health workers as well as education for 
the geaaraJ, public. rxternal funding is being sought foc ORS, 
drugs, medical equipment, training and educational materials. 
The impiemeritation of the program will be under the supervision 
of a physician specifically assigned to this project. However, 
the prograni will be integrated into the overall health services 
of Uganda. 

The Project requires that an irritial base line survey be 
carried out to. verify the current situation. Thereafter, a 
series of ongoing evaluations will ronitor and analyze the 
Project progress. For the most part, these activities will be 
carried out by host country professionals with the assistance. 
of short term consultants in areas of evaluation design and 
anlysis of results. Funds will also be made available to carry 
out operations research.in a number of areas related to the ORT 
Project. .his Project will help to re-establish an internal 
capability for effective monitoring and evaluation of public 
heaith programs. A certain degree of flexibility will ,be 
maintained within the overall program to allow for modification 
in itaplenentation activities as a result of findings from the 
operations research efforts.
 

The afflicted child's parents are the vital link to bring
 
ORT and the child together. But without an adequate
 
understanding of OR! by the parents, it is doubtful that the
 
optimum level of acceptance can be achieved in this program.
 
As ORT is a relativeLy new approach to DD treatment in Uganda,
 
educating the general population, (specifically parents) will
 
require effective communications. Wnen possible, community
 
leaders should be used as intermediaries and promoters of the
 
program. Community leauers including teachers, rural health
 
workers, chiefs and religious leaders are most likely to be
 
influential in advocating the use of OR12 in the home.
 
Increasing the general public awareness on how and when to
 
treat diarrhea, on the importance of nutrition duing
 
treatment, and also on when to seek medical help when ORT
 
appears to oe inetfective are ail pa.ts of the overall
 
educational aspect of the ORT program. The ORT program will
 
provide specializeu training for a core of health workers at 
all levels in the health service. Each hospital and healtn 
center %iiil have one or more staff that have undergone special 
training in ORT. Training is planned for over 500 persons, 
with representation from most hospitals and health centers.
 

http:research.in
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They will in turn ed their co-workers ol ORT, and from 
tiere reach out to local s and parents. 

of ahlhfacirom the.oltio.The distaa na rac- I t1 125on,serve is a signitcatr n A it . 

Uganda has over 500 health facilities that are fairly evenly
 
However, these facilities
distributed throughout ttiicountry. 


are still insufficient to meet the needs of the population-.
 
Approximately 50% of the population live more tian 10km from a
 

health facility. It has generally been found that people
 
see
living outside the iO kilometer radius are less likely to 


medical assistance from common illnesses such as diarrheal
 
disease. Since DO can be treated effectively in the home, this
 

program will endeavor to reach a larger percentage of the
 
population through educating mothers for home use of ORS, and
 

by using local community leadership to promote use of ORT.
 

The Pr6ject's phased introduction of ORT builds on the
 
use
premise that there will .be a positive spread effect in the 


of ORT. Pirticipants in the training programs will come from
 

as broad a geographical area as possible, and this will
 
contribute to an expanded coverage throughout the country. An.
 

initial 7 districts will be covered in the first year of the
 
project, followed by 12 districts in each of the next two years
 

of the project. Years 4 and 5 will concentrate on increasing
 
the rate of OAT utilization within each of the districts.
 

in the overall ORT
Probably no area is of more concern 

program than that concerned with nutrition during the time a
 

child is afflicted with diarrhea. WHO strongly recommends that
 
feeding continue during treatment, and this is especially
 
important for the breastfeeding child. Discontinuing
 
breastfeeding during an episode of DD would deprive the child
 

of the primary source of nutrition. It is unfortunate that
 

local practice often encourages mothers to stop feeding during
 
diarrhea. Not only do traditional healers often support
 

withholding of food, but sorae professionally trained health
 
Continued
care personnel support this practice as well. 


feeding during diarrhea will oe encouragea for both nutritional
 
ensure faster recovery during the convalescence
reasons and to 


period. Often it is the already malnourishied child who is
 

afflicted, and further withholding of food will not only
 
problems associated with the mainutritioh, but
ennance tuie 


recovery from diarrhea is likely to be prolonged. Ugandan
 
the ORT program implementation
nealta worKers responsible ror 


are aware of these problems and will encourage mothers to
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continue feeding,Vespecially those mothers who are
 
breastfeeding
 

With improved chances for survival among childrein, parents.
 
often are more inclined to consider family planning as a means
 
of spacing children, and thereby increase the economic
 
resources available to members of the family, In terms of­
national importance, increasing these family resources will
 
have a positive impact on training and educational
 
opportunities of the surviving children. Rapid population
 
growth is an increasing concern for the government. While
 
population growth rates are generally given as 2.8% per year,
 
recent investigations suggest that it is conpiderably higher.
 
The government lias launched a family planning program, and the
 
ORT program will complement those activities through reduced
 
inifant and child mortality. Using ORT Litproves recovery from
 
DD and contributions to better child nutrition. A health child
 
with adequate food is in a much better position to resist other
 
diseases and health related problems.
 

All of these factors cbntribute to the potential for
 
greater economic productivity for the country over the long run
 
as the result of better health during early childhood.
 
Children who suffer serious health problems and/or inadequate
 
nutrition during the formative years are less likely to be able
 
to take a.dvantage of educational opportunities.
 

he impact of the Project will be.documented and assessed
 

and a number of research activities will be carried out. These
 
monitoring and periodic evaluation activities will provide an
 
opportunity to measure the effectiveness of the Project in
 
terms of acceptance by the community, effects on the household,
 
and reduction of mortality.
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.,OF THE REPUBLIC OF UGANDA 
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DIARRHOEAL DISEASES (CDD). 

COOPeFRATING AGENCIES: UNITED NATIONS CHILDREN'S FUND 
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The document outlines the main strategies and activities for 
th :national programme for the Control of Diarrhoel..- Diseases 
('"DD)' !which constitutes an important public health problem .in 

L.:In.1a..The following strategies have been identifiedeand will.
 
be :screnathened and improved:­

1. Case Managemenj using Oral Rehydration Therapy (ORT).;
 

. Spidemic Invescigation and Control.
 

. Intern'al and'Child Health Care Pracri--­

4. Environmental Sanitation Measures.
 

Having considered the advantages and effectiveness or une
 

various strategies the Ministry of Health is convinced that Case
 

Management using ORT will provide the most dramatic'reduction in
 

mortality among children under five years of age, Case Management
 

with ORT will, therefore be started first. The plan puts emphasis
 

on ORT because 'of its immediate life saving advantages and
 

simplicity.
 

rnase
Programme activities have been divided into 2 phases: 

1, 1984-1986, and Phase II,. 1987-1988. The main activitiy of 
L'Ise . I of the" national programme will consist of the 
establishment of ORT as the principal medical strategy in the 

treatment of diarrhoeal disease, especially among children under 

fiVe. This activitiy will be complemented by the procurement, 

distribution and utilization of Oral Rehydration Salts (ORS) to. 

prevent and treat dehydration. The other three general 

strategies listed above will also be considered during Phase I 

.but will be develop~d more fully during Phase II, 1987-88, except
 

for some very urgen" haternal and Child Health activities such as
 

che. promotion of Growth Monitoring, Breast Feding, Immunization, 
and Family Planning, that is, the UNICEF "GOBI/FF technologies". 

Targets for the various strategies have been programmed. In
 

case management the target is to reduce case fatality by 60% by 

198b, to increase the utilization of ORS by 80% in hospitals, and 

to reduce utilization of intravenous (IV) rehydration by 75% in, 

all medical units 

The estimated cost of the programme is U511. mIiuton co oe
 
spread over 5 years. UNICEF, USAID and. CDC are expected to be
 

commictd to providing approximately $4.9 million to ifpleme.nt 

the programme. Government contribution has been estimated at
 

$6.6 million, most of which 'i'inkind, covering reccurrent costs
 
for infrascructure and staff.
 

http:ifpleme.nt
http:L.:In.1a
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]. UACKGROUND 

I,. J DEMOGRAPIIIC AND SOCIAL DATA 

B ic.c. demographic and social statistical data about Il-Uganda 
4jm. (1980) :.ir i=arised below 

Population: Totalt,- 12,6 million 
Rural 11.3 million (90%) 
Urban 1.3 million (10%) 

Si'pi ion"under 1: 504,000 (4%)
 
.,I1iac on under i5: 2,06, 000 "(16%):-.
 

i.'ocaL Area: 236,885 km.
 

Popula't ion Dens ity: 53" per. sq. -km, 

Population Growth Rite: 2.8%
 

Life expectancy at birth: 52 yfars
 

Crude.Birth Rate: 50/1000 population
 
crude Death Rate: 19/1do0 population
 
Infant Mortality: 110/1000 live births
 
Child (1-4) Mortality: 40/1000 1-4 population
 

Percent Populatio6 within 
5 km. of health facility: 23% 

*Percenr Population within 
10 km. of health facility: 50%
 

Percent of health facilities
 
with protected.water source: 50%
 

Political Structurei
 
, )t , , I % ' **'.*, 

Areas: P
4 (populatiqn 3,0250,000)
 
Rigions 10 (population '1,500,000)
 
Districts: '33 (population 400,000)
 

* Counties: 143 (population 100,000) 
Subcounties 673 (population 20,000) 
Parishes: 4,000 (population 3,500) 
Subparishes: .16,000 (population 1,000), 

,LLjorTowns and Cities: 

.. Number of urban localities
Population 


(2,000 136
 

2-5,000 35
 
6-10,000 .9
 
11-50,000 10.


0.60-100,000 

6110-500,000 1
 

>500,000 0
 



Ileaith Resou rces:* 

Physicians: 620 (1:'21,000) 
iMe.-dical Assistants:. 700 (1:18,000) 
.ir Me 5,600Midwives: (1:2,250) 
Sanicariams (Ilealth Inspectors, 

Assistant hlealth Inspectors, 
Ifealth Orderlies) 984 (1:13,000) 

1o. ni tals: 81 (28 non-govt.) 
.tn C.ncres: 89 (3 non-govt.) 
•r:' ires: 94 .(32 non-govt.) 
.,s.ries, Subdispen'saries
 

Aid Posts: 463 (31 non-govt,)
 

1 .2 GOVERNMENT COMMITMENT TO CONTROL OF DIARRHOEAL DISEASES 

Because of the incr'easing problem of diarrhoeal diseases in
 
'Uganda, the Ministry of 'Health (I011) estab.lished a National 
Disease Surveil'ance Subcommittee in June 1982, principally as a 
cask force to deal with diarrhoeal emergenciqs. A Central 
Public Health'Laboratory (CPHIL) to diagnose causes of diarrhoea 
diseas was also established at the Institue of Public Health 
(1PI)with assistance fi.om WHO and UNICEF. 

The .Covernment has adopted Primary Health Care (PHC) as a
 
.i;:rategy. for attainment of an optimal level of health. It has
 
i.,cified he African Charter or Health Development to serve as a 
fI,:imework for the development of Primary Health Care (PHC) in the 
nation. The PHC approach features prominently in the Party 

i.anifesto and stress has been laid on prevention of diseases, 
'hie main health problems in Uganda -are those which are 
preventable. High rates of morbidity and mortality are found 
among children under five years fnd mothers. Government's policy 

hap. always emphasized programmes designqd. t,o, ijnpqVe.,the quality 
of life of these vulnerable geIoups such as mothers. and children. 

This stress was recently rpiterated by H.E. the President when 
he launched the Uganda National Expanded Programme on 
Ilmunization (EPI), during the 21st Anniversary of Independence. 
'T'o further show Government commitment to these services, 
oroprehensive immunization programmes together with other 

iuturnal and child care (MCII) activities are included in the 
G3vrn,,ent's Revised Recovery Programme.for 1983. 

The Government of Uganda is strongly committed to the 

ddvelopment of PHC and to the improvement of the health of all 
i~s citizens by the year 2000. A national document enttled-"P.C 
Plan of ..,ction" has been approved by the Cabinet. Community' 
paraticipation will play- a Itey role in all 'programmes. While the 
Government is determined that the whole country especially the 
underserved areas, such as Karamoja region, should be ' given 
special 'consideration in future development activities, it also 
recognizcs that health 'care should first be applied in those 
areas where success is'nost likely. 
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Government committment to -the present CDD Programme is 
demonstrated by the substantial MOI! contribution programmed in 
the budget (see Section 6). Through the R6gional and District 
Meddic aI eams, MOR will implement the CDD Programme at the 
"oporacional" level throughout Uganda, through comprehensive 
Ianning, training, demonscracion, monitoring and eualuation 

:.'ii ties. 

DLARRHOEAL DISEASE IN OCANDA 

£2s4crhoea is one of the major causes of morbidicy and 
1:y in young children -in Uganda. ' Present.y, it is 

.Iuat to assess the problem precisely because fewer than 30 
SLenti of all health facilities still report to Lhc Ministry of 

||alth's Division of Health Statistic;. This is due partly to 
the past fifteen years of civil unrest and partly to the lack of 
supervision of operational personnel from the district and 
central levels. Data'available from 24 of 76 hospitals still 
reporting - in 1981 showed that gastroenteritis and dysentery (no 
separate category exists for diarrhoea) accounped for 8.2 per 
cent of all hospital admissions and 8.8 per centlof all hospital 
deaths. These data were not reported by age group and, 
therefore, probably grossly underestimate the importance of 
diantrhoeal disease in the under five population. 

A recent survey of recbrds from 12 health centres for the
 
period'January co August, 1983, provides diarrhoeal disease (DD)
 
:nurbLdity data for' children under five and shows a bimodal
 
sj!sonal pattern with peaks in January-February and May-June each
 
year. 'Morbidity rates using the population within five kms. of
 
these health centres ranged from 0.9 to 11.6 (mean = 4.5).
 
diarrhoeal episodes per 100 children under five per month.
 
Assuming a rate of two episodes per child under five per year
 
(conservative'World Health Organization estimate), 16.7 episodes
 
1per 100 chirdren would be expected per mon~hj t.,hus it. appears
 
that only a fraction of.eases requiring "treatment currently
 
presenit to health facilities.
 

Although sitailar data are not available over an extended
 
period of time, most health personnel agree that clinic
 
,attendance is today oniy a fraction of what ic was when health
 
facilities had an adequate supplyof pharmaceuticals with which
 
to treat DD.
 

l.4 EPIDgMICS AND THEIR CONTROL
 

Since& 1978, the country has experienced outbreaks df
 
diarrhoeal disease principally-caused by'V. cholerae of the Ogawa
 
serotype. By and large these major outbreaks have been limited to
 
Uganda's border districts such as Kasese (1978, 1983),' .Kabarole
 
and Hoima (1981-82), Arua (1979) Kirgum and Gulu (1980)
 
Karamoja (1980) Mbale and Tororo (1980, 1983);. The cumulative
 
death toll from .hese epidemics was at.least 500. In addition
 
there were epidemics of typhoid in K mpala city in 1981, and
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Mbale district in 1982, as well as YinKahale district where 

typhoid is virtually endemic. Dysentery outbreaks have also 

foll6oV"d a. similar pattern of distribution and peaked in 1981 
throughout the country. In all these instances children hIve 
t*:n Lituted a large proportion of the victims. 

The Central Epidemological Unit at Ministry of llealth (MOt) 
i: adcuartors was responsible for the coordination of measures to 
cuiiain these epidemics. Field operations at the districC­
.eve! were carried out in collaboration with the respective
 
.;.:,~ict Medical Officers (DHOs) and 'their health teams.
 

Bi:cause of the threat of diarrhoeal epidemics, MOI 
blished a National Disease Survei-llance Subcommittee in June 

The subcommittee is made up of representitives from MO,. 

WHO, Makerere Medical' Sthool and the Institute'of Public Health 
(IPI). The subcommittee principally acts as a task force to 
deal with (DD) emergencies. It also carries out field "and 
laboratory investigations. , 

In order to assist in this endeavour a Central Public Health
 

Laboratory" (CPHL) has been established at the IIPH with logistic
 
support from WHO and UNICEF. The main a~tivities of the
 
laboratory to date have consisted of simple bactoriology and
 

serological techniques to diagnose diarrhoeal pathogens causing
 
cholera, dysentery, typhoid etc. One strategy of the present
 
CDU Programme is to strengthen this facility so that. epidemics
 
can be.adequately investigated within 48 hours. The CPHL-will be
 
provided with laboratory equipment and supplies in order to
 
perform etiologic investigation of samples -collected among
 
diarrhoeal disease epidemic victims, and with modest transport
 
with which to travel in the field to respond to epidemic alerts.
 

1-.5 SCIENTIFIC RATIONALE FOR ORAL REIIYDRATION V1T;RAP' 

". 'It was demonstrated in'the 1970s that the etiology of 60-70%
 
*of Al dia'rrhoeal disease (DD) involves a viral pathogen. Since
 
.tiruses do not r~spond to any pharmaceutical agent known today,
 
the administration of drugs has'no effect on the course of 60-70%
 
of, all DD episodes.. More importantly, sensitive microorganisms
 
only respond to specific-antimicrobial agents, but the likelihood
 
of achieving a combination of correct diagnosis, correct
 

prescription and available drug is small, especially in
 

.developing cou'ntries.
 

* World. Health Organization (WHO) has estimated that up to 
five million children under five years of age in the de~eloping,
 

wocld die' of diarrhoea every year. .An estimated 60-70% of
 
diarrhoeal deaths are due to dehydration'. The Ugandan situation
 
has been shown to be similar. Most of the deaths are.due to the
 
.fact that conventional methods of treatment are inappropratel
 
inadequate or unavailable while the child's dehydration could
 
still be reversed'.
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lHowever from several studies it has been estimated that
 
widespread use ,of oral rehydration therapy (ORT) can reduce
 
mortality due to diarrhoea by as much as 67%, or in other words,
 
67% of all diarrhocal deaths can be prevented by administration
 
of OR'T. Oral rehydration has the greatest. potential for
 
plr vcntiug deachs ii cases of watery diarrhoea, where dehydration 
is ,tho rapid cause of death. Indeed estimates indiCate that 95% 
uf deaths from watery diarrhoea may be prevented by ORT alone. 
Ca't- I illustrates the- potential effectiveness of ORT in­
:rv.:ncing 	deaths due to different types of diarrhoea. 

Table I. 	 Fffect of ORT on diarrhoeal disease 
different e iologies. 

,o.iarrhbea 	 DistrIbution of 100 Estimated deaths:, 
deaths due to avoided using 

-untreated 
 didrrhoea "ORT 	alone
 

Acute: Watery' 65 62 (95%)
 
Acute: Dysentery 5 uncertain
 
Chronic '30 ' . .. (approx.5%)
 

Tocal 	 * 100 . 67 (67) 

Thi' technological breakthrough provides important new
 
possibilities for reducing the number 6f deaths in children. It
 
tan',be applied throughout the health care system; it is cost­
effective, and can'be administered in the home by family members
 
without. medical intervention.
 

Diarrhoea is also a major factor in the causation or
 
•aggravatio, of 	malnutrition, because the victim looses appetite
 
.)nd is unable to absorb food-properly-! ' Ofe' ed is denied to
 
the.patient due to several cultural reasons, whieh.contributes to
 
high mortality. Clearly continue!,feeding, both during and after
 
a diarrhocal episode, is an important part 'f the proper
 
mhnagement of diarrhoea.. ORT is a simple, inexpensive and
 
effective therapy which can be made widely available. It can be
 
used by the public without technical inputs. ORT is also a
 
major component of the primary health care workers' (PHCWs)
 
skills.
 

The importance of ORS was recently summarised in the British
 
'Journal LANCET in the following wo:ds:­

"The discovery thai sodiun transpo,'t and glucose -transport
 
.are coupled in the small intestine so, that glucose
 
accelerates absorption of solute and water was
 
potentially the.most important medical advance this century"
 
(Lancet ii:300; 1978).
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i .6-' CURRENT 'PRACTISE OR ORAL REHYDRATION THERAPY IN:'UGANDA 

In 1983,ialts (R)'j.through is elhC Or'alt UNICEF distributei.about 300,000 packets of 
lehydracion Salts (ORS u its Health Centre Rehabilitation 
kr.)Jckt, and emergency supplies. To date, however, no government 
raeaih ,facility persornel have been formally trained how to 
properly mix or administer ORS. Practises and .eliefs among 
l.ia1t'h workers concerning the treatment of diarrhoeal disease in­
i4dren are very much out of date, and occasionally harmful in 
..nc. of present knowledge. In addition to ORS packets, some 
.'.I:I cuntras and ,bospitals prepare half-strength Darrow's 
...:i,, ijn (a formuj.a!.'currently considered inferior to the 

:..HO formula) which-is used for facility-based ORT. Most 
t-, and larger heqith centres still use incravenous (IV)­

the treatment of choice for most cases of dehydrationl.,tiijjy as 


"i!L
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2. OBJCTIVES
 

The nqain goal Of the present Control of Diarrhoeal Disease 
(CI)D) Progra,,ni will be to reduce young chi.ld mortality frot 
di.1rImeaI disease (DD).. Progress towards this goal may be 
,.i;ficuLt to measure. However, it is hoped that periodic surveys 
ar(J chc esraluishtnent of uencinel health reporting areas will
 
',Murace adequate information for evaluation.
 

Specific meazrable targets to be achieved by the end of two
 
Sacter' project activities commence in each of the 33
 
:'.s are as follows:
 

,,crease DD mortality in phildren.unler five years to,50 
1b, C cent of current levels.:': 

4.2 To decrease the".,case fatality rate from DD" admitted t'
 
hospitals and' health centres to 40 per cent of current
 

"levels;;
 

,4.3' To increase utilization of ORS packets at. health centres.,
 
. and hospitals to 60 per cent of all DD in-p tients;
 

"4.4 .To decrease utilization of IV rehydration to 25 per cent of
 
..
current levels;
 

4.5 To increase the ORT utilization rate Among children less,
 
than five years of age to 80 per cent of all out-patient DD
 
cases;
 

4.6- To provide appropriate operational health care providers'
 
with practical training in ORT, a supply of ORT, and
 
health education materials concerning ORT and how to' mix"
 
ORS;
 

.4'.7 	 To strengthen and support Ugandan national institutions, to
 
conduct operational ,research,,on- %'prActilcal, questios
 
concerening CDD.
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3. STRATEGy FOR CONTROL :OF DIARR1OEAL DISEASE 

The achievement of'these.ambitious objectives and specific
 
' trgets will 'require strict adberen'ce to an integrated programme 
strategy which 'emphasises training. There are four basic 
diarrhoeal disease control strategies that will be utilized to 
achieve these objectives; 

is. Case management of DD using ORT;
 

2. Ep'idemic, investbigacion ancd controll
• ..
 

3. MaternaL.and. 'child health (4.ICII. care and practices; a'd 

4. Environmental health measures.
 

Case managemenp using ORT is recommended for adoption in
 
this- programme as a way to reduce the number of deaths resulting
 
from cases of diarrhoea. Epidemic control will help avert both
 
deaths'and cases. The MCH and environmental health' strategies,
 
While important, will help achieve the long-term goal of primary
 
prevention of cases.
 

For reasons discusse9 in becioin L.,1, %,uuptUI,&duH1,= =u.61aOJ.O 

wiL'l be placed on case'manhgement," because Of the immediate life­
saving advantages o1f this.'strategy'and the simple capabilities of
 
our present health care system. The other strategies are
 
currently being implemehted in a limited manner and only need to
 
be 'screngthened. In order for the strategies to be effective
 
they will be phased gradually to cover -the whoe.country in a
 
syst'ematic fashion. 

'3.1 INFRASTRUCTRE TO SUPPORT CONTROL OF DIARRHOEAL DISEASE
 
• . .' . . . . ' £ '. ' '••; 

The administrative support.#hiera~y. and orgqniation of CDD
 
within MOH is illustrat6d "i;. Figure I.'. A. standing CDD 
Subcommittee will be'esibablished'and meet regalrly, and make 
guidelines relating to CDD (see. Annex 2 for membership of the CDD 
'Subcoinntitte).' Makerere .University. Medical School experts and 
members 'of the MO1I Disease Surveillance Subcommittee will also be 
co6pted to provide technical*inpufs when necessary.
 

For he smooth coordinatiq"'pf 'the programme, . MOH -will
 
appoint a CDD Project Manager. - ;!1Jle cill be accountable to the
 
ADkIS(P),0 who ill'be 'the ove'vtdl1 Programme -Director. The
 
Project *Manager' will be r'espon.54ible foir all the technical and
 
operationaJ aspects of the progranmo and will. liaise &irectly
 
with MOl and other Ministry. officials at Central, Regional and 
District levels. ' UNICEF will assign an MCH Training Officer to 
act 'as counterpart to thel.CDD Project Hanager and to .asist. in 
.the''planning and.implementation of training courses and health 
education materials.produc.ion (see"Section 3.2). 

jp-I 
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Figure' 1. 	Administrative structure k)th
 
Co'ntroll 4of,
DiarrhoC4a I.DiLseas'e,"Programme, 

*Mirnister'offllealrch
 

.Deputy Minister of Health
 

Permanent Secretary
 

Director of Medical Service
 

IHS(PH)
.- ADlS(MCH) '1DMs(T) ADMS(HE)' ADNS(S) ADMS(P)
 

-Disease 

'Surveillance
 
Subcommi't tee
 

MCH Advisory *ADMS: Assi. Director
 
:Committee jedical Services
 

PH: Public Health
 
CDD Subcommittee MCHI: Nacernal/child
 

Health
 
T: Training
 
HE: Health Education
 

CDD Programme."Mnager----UNICEF.Counterpart S: Sanitation
 
P: Planning
 

There are four, existing systems providing'health t6o the, 

public:. 
46' hospitals - and 400:peripheral health units inthe!. 

government, service providing secondary and ertiary
 

%health care;
 

2,. Facility-babed out-reach healih care;,
 

3. .Village-based'primary health care;'and"
 

4, :28 hospitals and 66 peripheral healthlunits providing!
 
', .fee-for-service health care.
 

.The dual implementation strategies, case management of DD
 
*using ORT and MCH care prc..cises, will commence by up-grading the
 
knowledge, attitudes and j ;tises of physicians, paramedics, and
 
health anxillaries worki..: in existing government and pri-vate
 

'hospitals and peripheral h,-alth units. It is desirable that CDD
 
S.itl eventually be delivered effedtively through a system of PUC.
 
'In. this village-based system, services will be provided to a
 
.population by a village resident selected,. trained and supervised
 
to work as a primary health care workers (PlICW),..in both rural
 
and urban settings. The nation-wi'de implementation of PHC is the
 

,. 	 '.12,
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object. of a concurrent MOlt programme wtiqh ,ontributes to the 
overal MCCH straq.egy in Uganda. 

..No one health care delivery system by itself is likely, to
 
provide successfully all the needs.of a nation. Therefore a 
combination of health care providers from all levels will be 
involved, which will maximise che coverage of the i'nplementation 
strategies throughout the population. The various cadres of. 
raret health personnel in Uganda have bean described in rhe 
demugraphic data contained in Section 1.1. 

• PERSONNEL TRAINING MID SUPERVISION
 

A national conference on "Control of Diarrhoeal Diseases,
 
und Oral Rehydration Therapy" will be hosted by the Uganda
 
Medical Association to formally.announce the commencement of the
 
CDD Programme. Its purpose will be to sensitise the medical
 
profession in Uganda to the aims of the CDD Programme, and to
 
provide members with" current technical material concerning the
 
scientific rationale for ORT.
 

* I 

A series of 50 ORT Units will be establi'shed in the out­
patient departments (OPDs) in MOH and Mission hospitals (at least
 
one per District). Hospital staff will be trained in the theory
 
and practice of ORT,, especially how. to assess the degree of
 
dehydration in children and how to initiate early rehydration
 
while waiting for clidical diagnosis and/or treatment by the
 
medica.l officer in charge. An ORT "Scarter Kit" will be produced
 
to facilitate staff training and supervision.
 

A group of Training Facilitators will be trained in a number
 
of broad MC11 interventions during a one-week intensive course.
 
Modular training materials provided by WHO will be adapted
 
to Ugandan realities and designed to cover common administrative
 
and logistic skills and specific technical information concerning
 
Growth Monitoring, Oral, Rehydration "Thel-a|$', 'Breast-Feeding
 
Promotion and- Immunisation (the first four "technologies" of
 
UNICEF's GOBI strategy for Accelerated Child Survival). The
 
principal areas of trainigg will'deal with programme planning and
 
logistics, resource control, implementation of ORT methodology,
 
personnel supervision, monitioring and evaluation. The module on
 
ORT methodology 'will include a comprehensive practical session
 
held at the nearest HOH or'Mission hospital ORT Unit.
 

Groups of f3cilitators will collaborate to implement a 
series of 16 integrated MCH training'courses for local mid-level 
managers (MLM) in all S.33 Distr'rts (see Annex 3). Joint training 
MLK courses will utilxse training modules common to all four'GOBI­
technologies in addition to a selected range of' technical 
modules. 

• Two-wcu,% 6 'ILV& LLdAiiLII5 ,,,UULW1 WLLL WO ULLCIIUrU U)L' f A. 1 . 

Medical teams and representatives of hospitals,, health training.
 
schools,' Red-Cross and competent NGOs. They, in tuinlwill each
 

http:needs.of
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be: extlected to implement a series of local
1. 
training courses for 

operational staff. in their areas, until eVbry cadre of health 
care providers in all Districts has been exposed to the theory
aud practice of the CDD programme$ 

Production of health education materials for the genaral
publ'Ic and training niaterials for MLM and operational staff Oc 
g.-: .Lstrict. level dealing with growth monitoring, ORT, breast­
'.,-ding promotion and EPI will be closely coordinaced. 
!o-i-cally, materials will be purchased outside Uganda from WHO, 

t'l'' and o*ther appropriate sources. Later, materials will be 
...;.d by te MOBt Health Education Div.ision, ip collaboration 

1', t,,NICEF, aid produced either comme;cially or on MOlI printing 

Supervision' of ORS distribu.tion and ORT Units will be
 
undertaken by the CDD Programme Matlager, who. will be in charge of
 
gachering monitoring sheets for compilation and analysis by
 
UNICEF. District Medical Officers will 'receive training in.
 
supervisory skills at the MLM courses, and will be expected to
 
.supervise, -under the Programme Manager's direction, all CDD
 
programme activities throughout their Districts.i
 

3.3 	 EPIDEMIC INVESTIGATION AND CONTROL
 

-The primary purpose of UNICEF support to the Central Public
 
tealth Laboratory (CPHL) is to provide ;he Ugandan medical 
profession with reliable local data, collected during periodic 
surveys and reported in the scientific literature',, that document 
tle' cont'entiofi that the majority of DD is of viral etiology and 
will not respond, to antimicrobials. Such evidence is intended to 
contribute to professional acceptance of the value of using ORT 
in CDD. The provision of equipment, reagents and transport will 
alsolpermit CPHL to investigate DD epidemics and report findings

.,to the MOlI. 

4. 	 MONITORING AND EVALUATION 

On-going data c'ollection will be conducted at several levels

throughout the CDD Programme to permit the evaluation of the 
performance of the programme in the context of its objectives
 
(see Section 2). Several programme process indicators will be
 
monitored using suitable data collection systems:
 

1. In-patient wards, OPD and ORT Unit performance: ORS
 
utilisation rates, IV ul-ilisation rates, and DD-case
 

'..atality rates;
 

2.. 	 Knowledge, attc.tpdes and prnActices *'ancerning ORT among
mothers and heal.th facility staff;' 

3. 	Logistics and distribution of. ORS and," '-related 
equipment. 
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Overall programme impact will be evaluated hrough a series 
of cross-sectional DD mortality and morbidity surveys conducted 
on, a phased, longitudinal fashion in the four-old health regions. 
Base-line data will. be conducted using standard methodology just 
prior to or simultaneous with the introduction of traiging in the 
region, and the surveys will be repeated periodically thereafter. 
A US V'ublic'Health Service CDC consultant to UNICEF will assist 
in the design and 'implementation of the first survey to be 
o.mducted in Mbale District, Eastern Region. 

". 4TVITIES AND P|1SXN0' 

PLogramme activir:ies will be°'phased,,to lover all Uganda over
 
the three years of Phase I, ,1984-86. -.The following. tables
 
describe the detailed -phasing pi'an .cdncerning the first sub­
s.rategy, case management using QRT.., The remaining three sub­
strategies., epidemic inv stigation and control, maternal and
 
child care, .and environmental sahitation are described globally, 
and not by month of implementation. Programme activities and 
phasing fo'r Phase II, 1987-88, Vill be prepared After the first 
year- of implementation, when -interim interpal programme 
evaluation is expected to reveal progress toward objectives in 
various activities. 



5.2 	 SUB. STRATEGY ; Epidemic Control 

-
TARGET: By 1986, at least 90% of reported epidemics receive attention.:­
within 48 hours.
 

PUASE 1: 1984-1986
 

No. 	ACTIVITIES 
 U. 


I' 	Epidemic Information System ­

1.i 	Establish/STrengthen reporting from 

h.alth facilities and ORT Units. 


'.,' E:;ablish adequate laboratory support 

for epidemic investigations. 


1;3 	Surveillance of diarrhoeal diseases 

through special studies surveys etc.
 

1.4 	Obtain Emergency Drug Supplies.
 

1.5 	Developand produce training materials 

on data collection and epidemic 


....response.­

1.6 	Distribute data collection forms and 

* receive duly completed forms. 


J.7 	Describe value of surveillanc i.to data 

collectors and health administrators, 


2. 	Training
 

Train Data collectors to collect and' 

report data, and'train 'personnel'in" 

proceduresfor response'to,epidemics.. 


3... 	Evaluation
 

-3lonitor
completeness or.aaca, re-, 


*porting...
 

3.2 	-Evaluate response'to'epidemics in 

terms of speed of response, no cases 


-! ,treated and case fatality rates.
 

REMARKS/DESIREp OUTPUT
 

Central Public Health Lab. 
will be strengthened. 

- Collection of stool samples and 
their analysis 

-"Emergency drug stocks for diarrhea, 
epidemics to be kept at Central 
Medical Stores. 

'+,At least one manual will be,
 
" diqtribute4.
 

- At least 50% response is expectced 
from the peripheral health units 
and'100% from hospitals. 

-Annual Reports.
 
- Publications of articles on:CDD,
 

Integrated PHC/ORT courses,_
 
for DO's and data clerks on
 
1dAt"'~oloection.
 
Expand records clerks, each for
 
a district.
 
Strengthen statistics section
 
of.,the Ministry of.Health.
 

- ieguia'co montniy reports. 

*Annual reports feed backto.
 
DZ's..
 

i)"
 



5.1 Case-'anageent"(contd.): 

CASE VLANAGEMENT 
.'ACTIVITIES 1984 1985 . 

"-: 
:1986 

" 
- ' 

.-
EMARKS DESIRED 'OUTPUTS -

1.6 Establish distribution points at:.... 

*.JFMA.JJASOND 

. 

jJFAPJJASOND JFMMJJASON' 

" 

Central Medical Stores-. 
Regional' Stores "I 

H 
J 0 D M 

-storage 
L.6 1 Central facility for'­

in 1984 to distri: 
bute ORS. 4 Regional 

storage/distribution
•facilities arranged iT. 

1994/85. 

2.7.. Establish 
". pr in;l -z-

CDD Sub-Committee'-
t tee..- 

M-J"-S 
' 

D-M 3 * -.S- HM .--:S"'D i7 Composition defined 
Annex 2. 

" 

z. Training and Wealth'EducaZion. 
. ­ _ ., . . - . . "I 

.1TI 
2.l .Hold National"Conference • " 

2.1, Sensitization for Uganda: " • edi'cal, profession. " 

2.2 -,Prepare Facilitators-Guide.: and-: 

-Training Modules. 

.2.3 Train Facilitators * *. .. .-. 

.,'.2.3 

-

. 

' 

Print and distribuit&"book 
on practice of ORT. 

Training of Trainers by 
Dis trict..Dist ict 

2 . Train Mid-level-Managers (HM) 
.... 

HN A J A, N --

I 

N 2.4 

. 

16 Regional workshops 
to train mid-level health' 
staff. 

2.5 Train operation.staff.-. <------------- ----------------­
..' ,hqelth 

1 

D 2.5 100 District workshops .for 
facility personnel

.1and primary health-care"' 

. 

S. " -workers. 

_JJAS " 2.6 UNICEFMOH to initiate 

educatidn materials. . I develcp-.:-_-nt and prepart 
f I 

" " ..... . i. " ...... 



I 

ACTIVITIES'AND. PHASING* 

SUB-STRATEGY:;-Case-Manaaemenrt of DD using ORT 
S-P ASE"I.: 1984-86 -

CASE MAN~kAGEMENT 
:'ACTIVITIES' 1984 

1I 

1 185 REMARKS/DESIREDOUTPUTS 

JFMJAJJASOND JFM !.*JJASOND JFXMANJASOND.1 

*Development/Promotion. 

1:1-..Appoint CDD Programme Manager:iidsz 
UNICEF .counterpart (MCR Training 
Officer) . " JFM 

I 

-- .Programme 

11.1 See Annex 4 for duties'o.: ; 

Manag'er. -
' 

-1.2"Complete '-CDD Plan of Opera'tiors. JFM. 

. a zs.ao-isn veeus ano rrocure uxb. H. .jj
I....required 

1.3 iv miiiion pacKers 
for-Phases I nd 

11 as indicated in Annex.-. 
lB. 

- ~.ORT Centre at-.. " X ."Devlor a.." JFM . 

Mulago Hospital in collaboration'"-
with Dept; of Paediatrics';- : ..-. 
Makerere University Medical School. 

. I 

I 

* 

I1 

.1[ 
Jl-" 

I 

. - coordinate USAID prod. 

1Dev.loprement.-.~­ree." Develop ORT Unit at Mu1o 
See Annex 5." 
- Train 1ORT Unit Staff 
- Procure hardware and 

and teaching aids and 
health educationmaterials,.c co 

E l 5 r="i" '[" : .'. ". . 

Establish Surveil-

lance to evaluate ORTUjit performance. 

0. 

j 
-L 

1.5 .E-tablish-50-District.'.ORT-.U-n:ts- M<---- ------ ---- >D - Total of 50 ORT Units (ai 
-least one -er District) " 0 



-5A Case manapement (cont'd.)­

:.CASE 	 11ANAGEMENT ,>.. - ..- " " ;. 
°. " 'ACTIVITIES 	 i.."1984 .1985. - 1986- *. :!-LAS/DESIRED OUTPUT 

. . - .'. 	 . N-A"ASON.. JFA}JJASOND JFMA.JJASO.D 

.- _2.7 Revis," curriculum of:Health- T . . A 
* 	Worker Training-Institutions. JAS *2.7 Coordinate with AiREF and. 

"" " ".....I Ministry of Health Workers 
" Training Institutions to .

I include current pclicy of.. 
• 	 J ".of ORT.
 

3'" Evaluation/onitoring-. "o-T
 

I .- ... -. . - a 

3.1 -: -- -'< Z "">D"-"------.+>) 	 3.1- Check distribution/storageIonitor-0o1tT."Practice 	 ­

at ORT units and:healt] .' I /treatment/outcome system., 

f a ci itie s .;- quarterly and report .to 
* I I 	 CDD Meeting. 

'.3.2 " Monitor logistics to ascerta.n ." - ---	 >D- 3.2 Results to be consolidated".if health facilities ad-:. 	 ./ " ":Ii.. '-
.,and compiled 	quarterly.,

.village health workers.adequa-	 compare receipts and
 

., supplied with 	ORS. recoe es. 

3.3 -Annuai" internal evaluation off D D
 
"-..*:" -CDD programme. ' -­

3.4 	 K Survey.on mothers aind - 0 0 .-0 , " 3.4 -To permit ioptimal design: 
health staff on-ORT. of health education*I j""'
,.- "* """materials 	 for DD.
 

-h
3.5 Mortality/Morbidity.Surveys-	 ---- - ------ - 3.5 Provision of a CDCconsul ­
tant to assist in 	design,


I 	 . training, pilot-testing and -

I implem.enting DD mortality.':-y, 

] and morbidity longitudinal -.. 0 
surveys. 	 . ..-I , 

.7 

http:Survey.on


,4ASE" I Contrd 
* " CASE W1i AGENENT. 	 " " ­

" ACTIVITIES "" 	 1984 " . 19"85. *. ,1986 . RARKS/DESIRED OUTPUTS 

JFMMJAS0ND-"IJFf4AJJASOND. ,JF14MJJASOIND 	 " 

.O6eraticnal Research 	 [ "FA3"; 

4.1. Funds through CCCD/IEDSO
.4.1.' Provision'of technical 

support toUganda disbursed by USAID, protocal­

researchers in developin"..- reviewed for feasibility,
 
Scientific and ethical
operational researc ,propo-. 


-'sals for diarrhoeal disease. - soundness by CCCD in colla.
 
boration with UNICEF.
 

-4.2.-*.Feasibility study concerning j 	 4.2. As in 4.1 above.
 
**Ugzandan ORS -production.;j;, [ 

-Supervision .	 " 

5.1. 	 Provide r'esources"for-trans" -. A<.--------------------------------- D 5.1. Integrated with logistics
 
- port of ORS and conlect-- .... I - system for essentialdruts
 

logistics data'. 	 drugs and EPI vaccines and
 
* 	 . supplies. 

5.2." 	CDD Programme.ianager-to un­
dertake periodic supervisiov j . 
at ORT Units and assist'in : I 
planning District-level- I I ' 
activities for operational I W, 
staff, including periodic . .o­

verification of data .collected 

and refresher staff training. -----­

.J.37. District Medical Officers - [ I
 
develop and implement periodic "I
 

*supervision District level 
 F­
activities. ------ -----­

0 
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5.3. 	 .SUB STRATEGY: Maternal and Child lealth Care Practices. 

TARGET ; . (i) By 1987 at least 80% of urban mothers will be encouraged 
to breast feed. 

(ii),' By 1987 at least 80% children in urban areas will b 
breast'fed according to. recotmnendations.. 

(iii) To reduce' the incidence of diarrhoea.
 

PHASE I: 1984-1986. 	 Area of operation restricted to urban areas such
 
Kampala, Entebbe, Jinja, Mbale.
 

lb.. . ACTIVITIES 	 RE.ARKS/DESIRED OUTPUTS 

. Production/Development
 
1.1. 	Develop and produce educat'ing/ - Have equipment papers, supplies for 

- materials on MCI for . production pf tha materials.'.promotional 


mo'thers.., 

.12 Develop and produce training' A printing press to be operationaI
 
... by 1984.
*,material for health workers., 


1.3 	 Develop legislation,and regula- ; By 1l87 - 2 amendments to Public 
. tions restricting use of infant Health Activities 

formulas. 
:11.4 Strengthen the' Food and fluri tion,. Circulars to DIO's 

Council. 	 . To be strengthened and be fully 
50,000 copies/annually of each. 

*...51"Distribute educational/promo­
'tional materials to health
 
facilities, health workers etc.
 

1.1'.6 Distribute educational/promo-' - 100,9000 copiesfannu4iy. 
* tional to.mothers.


* . .. • . .*. ' : . . 

',,.1.7'' Teach 'mothersabout .MCII pra I 	 Health Educ'tion on 
Pt.. 	 in feeding, weaning,
Breast 

• '.,• ;' •.. 	 -. nutrition, hygiene, safe wat er. 
,in'clinics,.mass media.
 

'"radio programme/day at...
 
,.appropriate times.
 

-'One article'each week on the daiLy
 
T,,..,news, papers.
 

Traii. health facility'personnel to.'.'. to be included in sdmihnrs'forDtO:. 
promote desirable MCH pract-ices.:., health personnel (see sub strate'y 

". ' case management. 

Evalitat'ion 

Monitor distribution of educa-.'' -'Compare number produced to that 
tional materials' on MCI. .'. .. ' •distributed. 
practices. 

M.. 




.,Sub target.'',my 1906, 509 of population aged 5 yeare C ovr W..I.
 

"6me'typo of odhoational/promotional message about propar'uso
 
and maintenance of "vatour suplio and proper excrota disposal
 

practices,,-

Mase 	 I: 1904'- 06 

No. 	 ACTIV'MTI'M "l " DEII D 0W PUT 

1. 	P'or.otion and Develonment 

.. 	 Dovelop and produce educational- - The followina number of
 
materials appropriate for use by:- . copies axe to be produU.jd.
 

'u) health staff 	 a) 10,000 copies, 
b. 	Primary and Secondary School b) 50,000 copies 

teachers to promote child to 
* • child learning.
 

c) Other PHOWs o) 10,000 copies
 

1'.2 Esta-blish storage distribution and: .1 central facility 

" delivery points. ' ' resional facilities 

1.3 	 Give printed educational material. ' All who come to a health 

" to literate people. 'facility, and school 
children. 

Iealth Education uampain/ , - Ecourage school compotL.-.i... 
. - Teach all health usert A.i :compotition5. 

come 	to a facility.
 

2. 	 Training 
.Txain health workers, school teachers - seminars for DMO's/D[ I ::z 

enable them conductin use of materials and' other means 
to promote proper use and maintenance... corses for.sohool toac,'her. 

of safe water supplies and safe Circulars to all heal'th 

-excreta disposal. ..inspectors,
 
.-.schools, posters for publit
 
- visits from supe-visoru '""' 
' consultations. 

' v¢luation.:" 

Monitor flow of educational 	 '-Reconcile production/ 
,uaterial, and review methodsol 	 ': distribution/roquests. 
de.ivering the, messages.. 	 ;'- Supervisor to check on dol'. 

P
points. 

http:produU.jd


6. 	BUDGET.AND JUSTIFICATIC
 

The budget for' the CDD Programme is pres'ent ed below in 
detail for Phase I (1984-86) and Phase II (1987-88). For the 
puvposes of calculating the budget, the following assumptions 
have been made: 

6.1 	 The calculation of ORS needs over the five. years is
 
justified in Annexes 1A and lB. Upon completion of each
 
regional workshop, participants will receive a three- to 
six-month. supply of ORS for their area. Until the workshop, 
ORS requirements for each.region are calculated on the basis 
nE the 'quantities supplied inUNICEF drug kits. The 1984 
price for ORS purchased from UtI'IPAC is US$0.05; thereafter 
ORS is costed at $0.08 for. US 'procurement. A 10% per annum 
increase in. the price is incorporated to take account of 

inflation. USAID will not finance the purchase of ORS from 
UNIPAC'due to the problems of obtaining a waiver to purchase 
-non-US manufactured goods. Instead of paying for ORS in
 
.1984, USAID will pay for training, materials 'during the
 
period 1985-86.
 

A limited supply of naso-gastric tubes are required' for,
 

*selected DD cases in shock-, and emergency drugs are required
 
Jfor 	 edipemic control activities. The drug list ;nay be;' 

major items' sudh as tetracycline,-restricted to a few 

chlor.amphenicoll ieptrin, PPF, chloroquine and aspirin.
 

.6.3 	 Costs of producing promotional materials are calculated as
 
.follows:
 

2,000 	booklets for.physicians at $2.50 each;
 

* 10,000,.+. booklets', for.. ',other.' . health. workers at $2,00 each;.'* .'; " . , .S , 	 . 

-020000 posters at $O,25'each;.

" " ' , :' 	 , ., .*. . '.. .I' . . ;.	 ­

- Simple'leaflets for the'general public,' school children, 
-teachers, etc., will be-needed in.the ratio of'one for/each 
-four packets of ORS during the first.two years,' and one per 
'twenty thereafter, or.'approximately 2.5 million leaflets at 

$0. 03 	 each,.' ', ' , 

6.4'.The cost 'of setting'up an'ORT Unitin.at least one hospital
 

in each disrict'is calcula'ted at $300 per hospital.
 

;6'.5..;Oupport to CPHL'will consist of a single grant with which CP 

purchase supplies, ' equipment and a vehicle. The pr:ovision 

of a vehicle is iontingent'upon the'z.ubmission of an HOU 

undertaking " to supply running cosrs -for fuel and 
maintenance. 

.no uuu.a .u-& .. 

throughout the coeuntry will be integrated with the present 
.6.6 	 'Dis tribution ot u10 PaCieCS. ape 

http:Unitin.at
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KOH infrastructure for the distriBution of essential drugs
 
and EPI vacuines and supplies. UNICEFmay subsidize the M011
 
drug distribution system on a weight basis.
 

67. Two UNICEF vehicles plus fuel and other expenses will be
 
purchased for Phase I, and will be repeated during Phase II-,
 
for Project staff.
 

6;8 *A -totl of 50 training facilitators and 384 health workers
 
wi..be trained during facilitators' and regional MLM
 
courses. MLN course expenses are calculated on the basis of
 
14 days per diem per participant at standard government
 
rntes, plus return transportation from their usual place of
 
-work., plus contingency for materials and incidental
 
expenses, oi $5,000 per course. 100 Distri~t-level courses
 
are budgetted at $1,000 each.*
 

b.V 	Expenses for the baseline survey 'and monitoring and 
evaluation are calculated assuming that approximately 
20survey staff will be required for about two: weeks each 
time, and will be paid per diem at stjndard government. 
rates. Stationery and other expenses are 'ncluded.
 

.6.10 USAID will make'available $200,000 duringI Phases I and II,
 
$160,000 of which will be available to Ugandan researchers
 
.for operational research'in CDD. A study to determine the­
feasibility of setting up a local factory, estimated at
 
$40,000, will be conducted during 1986 with the remainder of
 
these' funds. 

The UNICEF counterpart (MCH Training Officer) is budgetted
 
on the. basis' of the standard total expenditure for L-4
 
staff. Consultants will be required during Phase I as
 
follows,. and will all be budgeted at $5,000 per month to
 
include ..salary .(not for CDC consultants),jtravel and per
 
diem:. 	 . , , , , 4. ­

-'Health '"education.specialist.' for development of- training­
'materials for.ASC for six man-months; '.:'" ' .. , 

Craphic" artist to assist hpalth education specialist' 'for 
three man-months; . .."'.. ,. " . . . 
-.CDC.technical consultants, overall six'map-months
 

(disk:' planops 1A) 
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ORT PROJECT BUDGET -Yeir.
 
* .Total (U$'00i) 

1987 198 ­1904 1985 	 1906 


M.ID 52.90 452.96 697.62 743.91, 7.25 2934.64 

CCCO/cDC 53;70 .00 . -00 00 .00 53.70 

UNICEF 526.13 270.25 260.48 339.25 301.30 1697.41 

GDU/HOlI 60.00 	 122,00 151.00 190.00 237.00 760.00 

845,21 1109.10 1273.16' 1525.55 5445.75
-TOTAL BUDGET-- 692.73 


TOTAL
YEAR, 

19849 1985 1986 1987 1988
OSAID_ 6UGET ($000[-


475.00 	 1225,00
DFiS 	 .00 150,00. 250.00 350.00 

.00 22.50 37.50 52.50 71.50 184.00Freight. 


50.00 	 5.0.00 250.00

Operations Research 40.00 60.00 50.00 


.00 40.00
.00 	 .00 40.00 .00
Feasibility.Study 


.00 -40.00 80.00
 
External 	Evaluationi .00 .00 40.00 


Training
 
.00 10.00 10.00 10.00 10.00 40.00


Facilitatnrs 

50,00 	 50.00 200.00


Regional ,00 	 50,00 50,00
IILII 

50.00 	 50.00 200.00
 

Operations $taff .00 50.00 • 50.00 


746.50 	2219.00
Sub-Total 40.00 	 342.50 527,501, 562.50 


84.38 	 111.98 332.85

15ZContingency 	 6.00 51.30. 79.13 

646.08 	 858.48 2551.8,
393.88 	 606.63 
,. Sub:Total 	 46.00 


7..;C st 	 Esca Iation ,6.90 .59.08 90' 99 97.03 128.77, 82.70 

743.91 	 987.25 2934.6352.90 "'452.96 697.62"-TO.AL--


1986 1987 	 1988
SOU/l~l 	Budget ,000) 1!84. 1985 


Personnel
 
W 15.00 	 31.00 3900 il.O0 60.00 194.00,
Salaries 


41.00,
3.00. 7.00 	 ,8.00 10.00 13.00 

Alo1oancos-Field Staff 


00 217.00
TransporIt 17.00 35.00. * 43.00- 54.00 o 

31,00, 	 39.00 -125.00
 
IVFluld/Equipar,t 10.00 20.00 25.00 


45.00 	 '145.00
29.00. 	 36.00
Drugs 6 Vaccines 12.00 23.00 


7.'00 10.00 
 12.00 	 30.00
 
Office Expenses 3.00 6.00 


A-. 0-- 1,"2,00 1 00 190.00 737.00 760.00
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YEAR TITAL 
UNCEF BUET 010o) !194 .1905 1986 1907 1908 ' .. 

OS6500 .00 .00 0 .0 5,0 

Trainn3/Prouotion~l 

Haterial. 60.00 .00 .00 25;00"" 25.00 1.10.00: 

CRT Centers-Equip. 5.00 7.50 4.00 .00 .00 16.,0 

Transport . 

Project lnager Vehicle 5,00 .00 .00 7.00 .00 12,00 

Training Vehicle 15.00 .00 .00 20.00 .00 35.00
 
Fuel, R&M1 7.50 15.00 25.00 30,00 35.00 112,50
 

IRS Transport 10.00 15.00 20.00 25.00 30.00 100.00
 

Training .
 
liatlonal Conference 5.00 ,00 .00 .00 .00 5.00 

Facilitators 10.00 100 .00 .00 .00 10.00 

11LRegional 50.00 .00 .00 .00 .00 50.00 
.00 0 50,00,
* Operational Staff. 5.0 00 ,.00 


ati Collection/Analysii, 40.00 '40,00 20.00 25.00 30.('0 155.00
 

Project Managers Office 5.00 '2.50 2.50 3.00 2.00 :" 15.00
 

Project Personnel
 
75.00 75.00 10o.o Ioo.oU i. u,.CH Training Officer •75.00 

Health Ed. Officer 25.00 50.00 50.00 25.00 . .00 150.00 

nt, &Local Consultants 25.00 25.00 25.00 30.00 35.00 •140.00 

5.00 5.00 5.00 '25.00.Hat. Officers Per elie 5.00 5.00 


262.00 1474.00
Sub-Total 157.0 °235,00 226,50, 295.00 


35,25 33.78' 44.25 3?.30 221'.40152-Contingency '69,63 

[PIAL- 526.13 270.25 260.48 -339,25 301',30 A697.40 

1984 1985 1986 11987 1980arCCCO/MC BUDGET (W000) 


Short Ters Consultants
 
ledical Epidealologist
 

iTechnical Officer
 
Nurse Educator
 

34.00-Sub-total 34.00 0o. -..00 .00 


.00 .00 .00 10.20
.00
Travel and Per Dick 10.20 


.00 .50Trainin9 Material' .50 OQ A0 

.0' .00 9.00
Overheads 9.00 .00 .00 


--TOTAL-- 53.70 .00 .00 .0 .00 53.70.
 



Annec 1. Part A:. Guidolinas for 13atab)inhimig ORS Paoket 11 ods, 0YTiD. 

*Asa;.general. rulc of thtub, WfO proposos. the- following:, each child undti"'. 

the age' of 5 years can be expected-to bave '2 episoaes of diarrhealdisease. 
,each year that require trcuLment.. Treatment per episode condists of 
approximately 2 packets of ORS' 

In each region where ORT training has been completed, the following
 

guidelines may be used to estimate ORS packet needs:
 

_O_8 packets required during year 1 after trainings:
 

60 . access (to hospitals, health centers and health poss/
 
.dispensaries) X 40/ utilization year 1 X number of children 
less than 5 years old in region X 2 episodes of diarrhea per 
year X 2 packets ORS per episodo 

0111. packets required during year 2 after training: 

"60r access (to hospitals, health centers and health posts/
 
.dispensaries) X 45,6 utilization year 2 X nur.ber of children
 
less than 5 years old in region X 2 episodes of.diarrhea per
 
year X'2 packets ORS per episode.
 

.ORS packets reauired during year 3 after training:
 

60% access (to hospitals, health centers and health posts!
 
*dispensaries) X 60% utilization year 3 X number of children
 
:less than 5.years old in region X 2 episodeslof diarrhea
 
per year X 2 packets 01S per ppisode;
 

OHS packets required during year 4 afteir training: 

•60% access (to hospitals, health centers qnd health posts/ 
.'dispensaries) X 8% utililzation year 4 X nuipber of children 
less than 5 years old in region X 2 episodes of diarrhea 
.per year X 2 packets ORS per episode.
 

ORS packets required during year 5 after training:
 

,..60% access (to hospitals;,health centers 'ad'health posts/ 
.dispensaries) X 80% utilization year. 5 X 'nLbIr-of children 
.less .than 5 years -old iniegion'X "2'jepisodes.of.diarrhea. 
p'er.year X12"packets ORS per episode.
 

',' 

http:2'jepisodes.of


We of 34 Pcjos. 

Part D: 
.. ,, 

Ol1' Requirennts, 
.'.(.0oo,,*) 

U.,aonda 1984 - 8pS 

egion .984'' 1985 .1986 "1987 1988 Grand Total 

Mulago 

5!sctz.n fgion 

Southeastern" 

"'.ooter, 

,-_" 

Ho ia 

Arua' 

LMoroto
;" ...': . " 

'Masaka 

Kampala. 

Iisc & Emergency 

30 

283 

138 

107 

118 

6-

6 

6
'...."•.: 

11 

12 

.33 

30 

384 

230 

334 

359, 

.~;s32179 

96 

116 

*45 

150 

134 

'45 

30 

512 

300 

296 

4 

212 

113 

154 

:69 

306 

38C 

.57 " 

30 

623 

37-3 

377 

577 

296 

156 

205 

89 

,139 

469 

69 

30 

.733' 

440 

446 

686 

361 

189 

248 

.111 

496 

611 

81 

150: 

2,535, 

I,481 

1,560 

2,183 

1,086 

560 

' 729 

.20 

1j352 

1,606. 

-285 

'Sub-Total. 
Wanthtaze .251. 

Other losses10,o 

'Or.a. Total 

782 
196" 

"978 
98 

1,076 

2,004 
501_ 

"2,504.' 
251 

2,755 

2,877 
719 

,596: 
360 

3,956. 

3,653 
913 

4,566 
457 

5,023 

4,433 
1,108 

.5,541 
554 

6,095 

13,847 
3,437 

17,185 
• 1,720 

18,905' 

Say, 19 millicn 

Yeight':(M')' 300'6'.78.3:. .11.4 ".142.7' .:187-5 585 lL.T. 

some numbers do not add exaotly/to rounding.' /due. 

.3,C 



' age or ..iij iages
Aulx 2. Memberbhip of CDD Sub-Comnitte.. 

W.lO,Pr.oaramme. CoordinatorP.O.ox 6, 'Entebbe...
 
UVIIOEP.Project, P.O., Box 7047 "Tampala,
 

I . . ., . • . .. I '. , 7 , 

Prof.. G. Kirya, Chairman of Disaase Surveillance Sub-Committee 
Department of Midrobiology - Y!akercre University, Box 7062 Kampala. 

.'.wsiutant Director INodicql Services/lutblic Health, P.O. ox a, 
zat:bbe, and ODD Programae Director. 

;'.!±staxit Oiractor LVedical Services/Training, P.O..'Box 81 Entebbe.' 

.5)P'oject Manager - P.O. Box 8, Entobbe. 

di .D ±l4epresentative, IEampala. 

. 'Irewbuzi,L lago Hospitil, Paediatrics Paculty. 

:A'.iukenya, Institute of Public Health, P.O. Box 7062 Kampala.
 

iiCalega Executive Secretary, Uganda Protestant Medical Bureau.
 

Executive Sec'retary, Uganda .Catholic Medical Bureau.
 

* lMaR1P Training Officer. 

-Dr. Kakitahi, Chainan MIICH Advisory Committee*
 

Johnl.Barenzi, EPI Project.Manager.
 

http:CoordinatorP.O.ox
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cANNEX 3., 	 'PROPOSED SCHEDULE FOR-HiID-LEVEL IIANAGERS'
 
.TRAINING COURSES, CDD PROGRAHHE.
 

,li.DislEricts' 	 Date.,., LocaLion 

I.: Mbale," Tororo 5/84 	 Mbale;:'
 

., Kapclhorwa, Sor ocl 8/84 Mba. 

I Ka I li, Soroti' 10/84 Mbale 

g.anga, Jinjh 12/84 Mbale
 

5' Lira, Kitgum -2/85 Gulu
 

6 Apac, Gulu', 4/85 	 Gulu
 

M6/5
7 Moroto'l Kotido 	 IHoroto 

8 Arua, Nebbi, Moyo 8/85 Arua
 

9, ,loima , Masindi 10/85 Masilndi
 

di ugyo For; Portal
10'. KabarolerKasese, Bunc. 	 12/85 


, Kabale, Rukingiri.l 2/86 Kabale
 

.4/86 Mbarara
12. 	 Hhbarara, Bushenyi 


Masaka
13.' asaka Raai .6/86 


Kampala.
14. Kampala.. 

a
15 Mg* 'Mubende 	 Kmpl' 
15 12/§86 K4 Itl
 

160 Mukono ;,"Luwerow 12/86 Kmpala
 

3/84
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CDI Progrwamme Menagerie Job .Doncriution 

Duties 

1, 	 Plan.nd ,co-ordinate overall.programme activities.
 

2, Monitor and evaluate programme j.ctivities *on a regular basis.
 

3 Submit a quarterly written report to the' ODD,sub-commiLttae.
 

4 "Advise the M;I1 on the recruitment of porsonnlJ.and,:oo-ordinate .trainin£g
 
activities with Bureau of Training. 

, supervision and direction to personnel at all levels involved:.ovide 

II UDO activities.
 

..
::.ticipate in the co-ordination of donor agency activities as they:,el 'ac
 
t. I) (UNICEF, SOF, USAID/CDO, Catholic and Protestant Lission 3oard). 

7 Ensure an adequate supply of ORS packets are available for health 
I.% facilities in the regions in accordance with the CDD phase-i!plan. 

Ensure an adequate supply of ORS pac'kets are regularly distributed 
to the non-governxant facilities through Central Medical Stores and to 
the 0RT centre at LMilago and other district horpitaJls. 

8 	 ACt as secretary to the UDD sub-committee. 

9 	 .9go-ordinate ODD operations research actiyities. 

Qualifications
 

1. 	-Ability to commiz ru±-i2*e wiTnouz nnierierence irw o-ner 
'responsibilities either work-rel.ted or personal. 

2. 	"Ability to be available for country-wide travel in Uganda on short­
notice for periods of up to several weeks. 

1:1ave taken ;1O., "CDD senior level aers, 

44 .Provcn ability a' a. upervisor,'i'lanner'and problem solver. 
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ERE UVERSITY 
P.O. Box 7062, KA2,PALA, UGANDA-Td. 42471, 5C66 -.5-TIcgrAms :MVANIKA, KAMPALA 
DEPARTMENT OF PAEDIATRICS'AND CHILD HEALTH 
P.O. Box 707,Z TcL 58731 or 5750,, 42471 Ext. 51, -,54U0VEx. 284 - Tdqls;JMEDMAKK IW'ALA 

22nd Doc'cr'l O lrT 

0. Docle, 

*fod:;o, 

ile: . PronozaI Oralfehydrat!bn Therapy Ccentre at L.ulcao l[o-jnitn:'. 

Being voll awiare of the treat problem, of diarrhooa still iti.us in this part of the world and the.'need to"find and teach a c'a-r.
root level. an eaZy and e-ffectivo method of rehydrating it" Victi.-,
a'group of Paodiatricians is with great ,nt usiasm setting'Oral*Rehydration Therapy up-'tirUit ai IUulago ospital, anThis proposal iUwith a vieivf to .maiing° this unit'a piU 
z

I.ty for inco-o r-.tion. into :the .aonoer to.,type .ati.onal 
-To aoss m'orc.acc to ' ' "o'l ' 'I '-, •- •" I*,yrae.'tioncon'it'rbute. to mb ia't a 'ai'. ,"atIl. 0:djo.,-.L prOsdnt, tle to a, ami s1on"t lid a r i-o y 41 •c-'-. ­:tLbulated rctro.ripacjively -for .. ctonthol:, 'od dje-",, '',,^' 1 o, O,} I; a'4 . . P::P.01'1Q ,::;••.a. . al: Pa.. .nP'ap...- ; rl~ ~i- .. ,sl[Ao m ber 19. .. 1 ...... . .. ...31 , : J. : .; ..

a~total Of 3 504 ictin~ pr-ucJ'~4
acecounted 'foi 

.m...,ii r)'0-:Thie case -Latai "I C.; -0o-r r; qv -0on ae di
(223 deathv of 1 i';a
a225a iii6suon, Frty's7i< c df tilh 23 d"oa:lilcertificatco specifically listed gastroenteritib or.dehydraiti6n a.a...

,Compl cation' oof e.ic. 
 ...

i:'""uas.troonte-~ts wa6~h '2,:. .. ... "0- ' n:thl?2ndcoionest.ad'ittin 
dicenosi
resulting in 390 admissions..or 65 perrmonth with anmortality range.frdm 45 - 99, -Diarr'hoea ontributes. II.I ofall"paediat,±i . .,adrisions, Tho case Patality Hate 'for diarrhoea with 49 -deaths'from 390 was 12.60 While diarrhoca..anddehydration accounts forappreciable morbidity and mortality in Mulago llosli~tol at presentand. indicates the 'need for 'an urgnt "intervention, it is greatlyeclipsed, in numbers..and .inpact by measles,, ..It seems clear from theoce.'i Cures that measles immunization of ,patients:'and rohydration of'oasles cases are. important priorities:.that should be ctrc'Esod asart"of th', ORT programme at. luLago.. 
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MAKE•-R-.. UNIVi3.-SITY
 
P.O. Box 7062, KAMPALA, UGANDA-Td. 42471, 5666 I-5-Telramt:&AKUNIKA, KAMPALA 

DEPARTMENT Or-PAEDIATRICS AND CHILL) HIALTH 
P. .f Dux 7072, Td. 58731 or 57505, 42171 Ext. 51, 54001 tL. .1-rTclegrun,'NMDMAK, KAMi'ALA 

fTlny of the children soon on the emergency akl.!:;';io:7,,ard ,id. 
diarrhoea and dehydration especially if not of measlc. :":. r'r': 

,..rJ. w':74i1iL 24 hours a:t.z . ut:ually intravenous ou'h'.-to: ' 
,.',:: bee~n comusi' practice amon- medical staff to trot -. 1 met." , 

c¢wIrcdly dehyaratod children, wormo of w'hoiii'mnay not eve be vomitin 
. intravenous fluids., The troatment of such patio:.I I. callred 

.'%,c- early arrival to .hospital, adaitt-ng beds, iztravonouzt fluids, 
intravenous giving sets and export personnel to put the drips. 
Considering" that the emergency admission ward is handlinr, just the 
'tip. of an iceberg of a countrywide problem, a relief method of oral 
rehydration must be found. That many children get more dehidratcd" 
with delays in establishing iv. drips obviously adds .to the probl;: 

' It is estimated that presently aboutI 20 children pir day are
 
treated for. dehydration at Lulago ilospita'l on the er-orncy adnincic..
ward 	 (Acute Ca' Unit, ACU). . Although some mild casos arc treated 
vith 	oral -- strength Darrow' s Solut'ion prepared in the hospital 
pharmacy, a lar,-c" proportio"'f',e...3.r.e,.teated ).intravCnOusl y.
Patients frequently.. wait hours before bbeihg secn by a phylician . 
treatmentchildreni wit'1! Cases .,ltd..tot - au ::,o:..to ±nitiated,' -' ihl 	 . hocopitl e 

tcet. other .serious eoimunicab e."disese-i .csccially 
measles which may Aurtner. 'oontributc;' .'inoft i'dity .and rortalit", 
0alcing these factors:into' account1 p,-hc. ITIQ 	 patiiialpcii to minim:i.:c, 
mortality from diarrhoeal, diseoat t" .iula/ir'to:i itittt. OR.S early 

*and keep infants with'uncomplicatad'dir oea." dh:,'-at ion from 
being admitted to.tho'. wards. .- lid'-f'.ol'id "ande edrto foo 
these goals b" establishing an. OT treatment centre at Ilula(;o ffospitnl. 

"ObJ'ectives"
 

To instituteba prospective serveillance system for infants witrh 
* 	 . diarrhoea and dehydrat~ion at Mulago which'will detcrminc back­

ground rates for morbidity, IV. therapy utilisation and percontal-a 
of cases admitted and casefatality.
 

2.' To monitor' the impact 'of the OUT. 'centre on tho above ientidncd
 

fact ors. 

3. 	 To establish a model OUT centre which serves. to educate phypicit:w.
other health personnel and.:mothers"aboutthe value ogo.011Tiaba 
means of treating and .preventing. dehydration. ' . 

4.o 	 wo inquire into vie Immunization status of .tie adllltted cli Ldr,~ i 

and to immunizb. thes' children.', 

.', •e•...• .., .. 	 YL
 



MAKERERE UNIVERSITY 
1.0. Box 7062. KAMPALA, UGANDA-Tc. 42471, 56661-5-Tegrcms:lIAKUNIKA, KAMPALk, 

DEPARTMENT OF PAEDIATRICS AND CHILD HEALTH,' 
' 

P.0.Uox 7072, Td. 58731 or 57505, 42471 EXL 51, 54001 Ext. 284 -. Tclgrams:MEDMAK, LA',IlPALA,. :, 

:.a:.otrialc and L.".thtodc 

u.,n J-,nua.ry aid Pebruary 1904 2 persons will -1:e3?;t;.
 
:.z.i .inud in accordance witi.'7;';C Uanual. for rther'..... .t Of
"-'' .... T~to'c, pcx-conz Who are V :. o. :::x:­

.'[1:,e ivconin' patiens3and a-ses. the e:tent 

i-.lr ,'-iO ;uidelines', they will ins1titute ORT with , 0-,:-' 
pac:ots and teach mothers ho' to prepare and administer the pacI.L~tz
'at home. They w'ill staff the centre 8 hours o:'.day 7 .daysa weel:. 
They will collect background sarvoillance data before and after tio 
centre opens using .the standardised questionnaire attached. Theeo 
Ipcr-ons will be supervised daily by a Paediatriciani -who waill also 
carry out the medical assessment of every patient. T'ase u.-U,, per.;u..;
will give health education with special emlphasis on nutition and 
imunizadtion and they. will imn.unize tlhiee 'children espocinlly ag,," n.' 
measales. A minimumof 4 wooks of-basciinel'data will be collected. 
before the centre opens .on.tho Acu-td:ara:.Unit. 

Room 8 and if need be room II.'wjll erve.as a site. for tl'e . ' 
co:itre. Patients with diarrhoea'd.o.tme'slegv il1 bc treated wit, 
OilS in a. separate isolation area,*.'-' at.ient s..w.h"oshow I.rogre'siVO 
dehydration while 'on OT will go*on' i",.v, rehydration jhlet 

.who fail to drinkr\will be given flu ds---by U'b.-.. ube.:. ..Patie.t wiho 
fail to respond to 02T over a .ra&:imui&o48 houiswill..:be:.transfere' 
to a. special section of the O T'n.wa1d0IC..'fo. h ,t 
UIIICEF will provide the nccssary hardar'e (cups, boels, bear-bottlc..': 
for mixing ORS) and will collaborate in producing hialth education 
mat'erials for mother to stress the imiportance of continued breant 
feeding in addition to illustratiht h6w: 1o 4pre~are and adminizcr 0". 
Patients admitted to the centre will be inirtunized in accordance ";itha 
EPI .norms and be weighed and given a growth .chart which UNICE1 will 
supply. UNICEV'will co-ordinato activitie's with USAID ensureto a 
:ufficient number of OilS packets are available by the time the OlIT 
centre opens in L-.arch 1984 (approx. 6,000 packets per uonth). These 
.Are.to cater for in.and out patients in. Mulago Hospital. 

Unce the contre is operational on going data will monitorod: aild 
.uyu.Leated and a.quartorly..raportwill be presented.on the centre'r 
.irorre ss. 

Pleau'o find"attached the estimated. requircmonts foi Lhe prolpo:.'.ce, 
:unit;-' 

Youro sincerely' ,.A.VI T OF..,,..,, 
, " LD U... .....' CI .I 

Dr. V. 0. 0 ( ".1" 

I(A~i \L,
LL? P.v.
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INFO A13EMBASSY KAMPALA
 

AIDAC
 

AID./W FOR AFR/TR/SDP (BUREAU ENVIRON,'MENTAL OFFICER) 

E.O. 12356: tN/A
SUBJECT:-UGANDA ORAL REHYDRATION THERAPY PROJECT
 
(617-0107) IEE
 

1. .NITIAL ENVIRONMENTAL EXAMINAUON 'FOR' SOBJECT PROJECT 
FOLLOWS:
 

- A. 'PROJECT COUNTR'Y: UGANDA
 
-a. PROJECT TITLE AND NUMBER: 
 ORAL. REHYDRATION:.,THERAPY 
- PROJECT (617-0107) 
-C. FUNDIIG: FY(S) 1984-1986; DOLS. 1,210,00O
 

-D. PREPARED BY: W.A. aEFFERS
 
- E. ENVIRONMENTAL ACTION RECOMMENDED: 
CATEGORICAL 22.; 
- EXCLUSION
 
- F, JUSTIFICATION: PROJECT ACTIVTTrES PROPOSED MEET
 

THE CRITRRIA IN SECTION 216.2(C)(VIII) AS THEY
 
, 
INVOLVE TRAINING OF HEALTH PERSONNEL, SUPPLYING
 

OF ORAL REll"DRATIOll-"ALTS AND PERFORMING. CERTAIN
 
" ." IEALTH STUDIES. 

- .G.ACTIO.N REQUESTED BY: I.D. COKER, MISSION DIRECTOR
'--l!l CONCURRENCE REQIJESTED FROM: BUREAU OF ENVIRON.ENTAL 
- • OFFICER. 

2. REGIONAL r.VIRONMIENTAL OFFICER, J. GAUDET, CONCURS.I I 
ABOVE, WOULD APPRECIATE RESPONSE ASAP. THOMAR-AJU
 

UNC,,LASSIIF E.0(,i 
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19 JJN a3l 
ON: 195,3 
CHRG: AID 
DIST: AID 

US~ 
47?37 

T'O RUEH'IMM9Bi.SSY U~r.019730 
IMF RUQ,*UKA./A1E1Bt1S3T KAM1PALA V?97 

UNCLAS STAH~ 179333 

AID&C, NAIROB FOR REDSOE81sA 

X.O. 12*356: NI/A 
TA3S: 
SUBJECT: ORAL aEHBTDRArION 'THERAPY (517-417)­

'?RnuCE NaROBI,1.7'15. 

BJREAJ ENVIRON1'E4TAL OF'ICER -- CONCURS,IN 'ACTION 
RiEQUESTED. SHULTZ~-
B~T 
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