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I.0" SUMMARY

' 'Uganda's health services severely deteriorated during
the 1970's. Recently, the Government of Uganda (GOU) has.been
attempting to rehabilitate it's national health PR
infrastructure. Yet, the resources for governnent-sponsoredbx
health care are scarce and iniadequate to reestablish the level
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
and is expected to play an. important role in restoring Uganda's
health services. -

. Donor support for the Health Care Sector has been
modest. Neverthéless, the United Nations Children Fund
(UNICEF) has been pursuing an active, preventative~health
rehabilitation program since 1981. This effort is attempting
to address on-going probléms related to general health, child
mortality and morbidity, ‘medical supplies, and training of
‘health staff. S '

"B, Préblem Identification

: One of Uganda'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 from similar developing
countries suggest that the average child under five years old
has two tp five episodes of DD annually and that as many as one
out of every ten children die of diarrhea. This implies that
thousands of Ugaadan children under five years of age, die
eannually from DD. o S .

_ Current treatments for DD vary both in terms of ‘
practice and efficiency. DD treatments practiced in Uganda
include: stoppingrall feeding, administration of Oral '
Rehydration Salts (ORS), imtravenous feeding (1IV), and . .
administration of drugs. It has been demonstrated that, in the .
great majority of cases (around 70%), proper treatment with ORS -
and basic health practices would be sufficinet to cure’a child
_guffering from DD. Yet, the application of ORS is infrequently -
used and often improperly used. : '

: This situation occurs for two reasons. . First, Ugandan -
health staff, both private and public, have little knowledge of -
" oral Rehydration Therapy (ORT); and second, access to requied - .
_supplies of Oral Rchydration Salts is limited. I -
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The USAID Oral Rehydratlon Therapy Pro;ect (617 0107),
proposed in this paper, is - deaxgned to improve the knowledge,,u
about ORT and to increase’ the demand for, and supply of Oral
Rehydratxon Salta.

Co Pro;ect Descrvgtlon

USAID 1ntends to comblne 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 pro;ect, 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 regiomal
Combatting Childrens Communicable Disecase 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 diarrheal 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 dlsease. '

. -There are four basxc parts to the CDD Program.  They
are: : ‘ o

~éﬁgCase management u31ng ORT,

QPedLemlolochalixnvestlgatxon ‘and. control,

Maternal and chxld healthipractlees, and
;Env1ronmental sanltatlon measures.

, S f Case management, or treatment of DD, w111 ut1112e ORT
fln ‘the. maJorLty of instances using ‘ORS ot other: oral aolutlona
‘as;. appropr:xte for the first tratment. Case management will"
,}mprove outreach effectlveness of ORT in dlssemlnattng

K -Jr.‘f e
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knowledge, skills, and dxstrzbutzng-approprxa:e nupplxes and
equxpment for the management of, dzarrhea.:'

R Phaee I of the CDD Program and ORT Pro;ect will
establxah an ORT delxvery 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 epldemzc 1nveat1gat10n and
control, maternal and child health activities, environmental,
sanitation measures, and w111 consider local manufacture of ORS.

‘Tne‘expeeted results from the overall Program, after five
years of activity, (both Phase I and II) include:

= The use of ORT as a home treatment_o£<d1arrhea1vdiaeaaeg;
in most episodes; T ' ST

En;Trained health staff properly use ORS in 75% of.child .
dehydration cases; it AR S S re 9, 111d

- Improved data collectxon ‘and analysxa natxonwxde 13 uaed
for decxsxon-maklng,

- ORS is distributed with other- aupply and. dxatrlbutxon
aystems and S0%Z of all healch fac111t1eu have adequate
.stocks of ORS 90% of the txme, and

~  The demand for ORS zncteases, at 1east 502 1n pharmacxea
and drug outlets.

VII;gPROJECT RATIONALE AND DESCRIPTION

"ﬁBackground and Statement oE the Problem

B A Background°

‘a. Henlth Sector onf Uganda

In the 1960's and early 1970 8 Uganda had developed an.
extensive network of health care facilities into rural areas of
‘the country. Facilities were equipped, supplied with drugs,
and staffecd with adequntely trained personnel. In the network
of 76 hospitals (28 mission hospitals), 150 health centers and
300 dispensacies, the population of about 10 million was
‘relatively well served. An average of 6.5% of the GOU o
recurrent and capital budget was allocated to the health sector
anunually. 1In addition, the percentage of district -
administratire budget for healtih rose from 3.5% to nearly 201

<
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between ‘1947 and 1968. Utilization of Government health
lfacxlztxee totalled 2. 62 cases created PGT person per year

The ensuzng political curmozl brought about a flight of
skzlled 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 l.52 or omnly 587Z of
previous levels. By 1979-1980 the purchasing power 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 serve 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 Governmment-sponsored health care are scarce
and inadequate to reestablish the level and quality of services
once available in Uganda. The private sector, which presently
provxdes approxxmately 60% of all curative and preventive
aervzces, 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
rehabzlztatzon program. Initially, the UNICEF program strategy
was to restore, to a functional level, 100 Government Health
Centers and Dispensary/Maternity 011n1cs. The program included
in-service training_for health personnel, a small scale
Expanded Program of Immunization (EPL), and supplies of
essential drugs. In 1982 a complementary program,
breast-fceding promotion, was initiated. By 1984, a mid~term
reviev of the Health Center Rehabilitation Program, including
the essential drug component, confirmed progress in meeting
program objectives. UNICEF has now decided to expand this

nrogram to all 170 Government Health Centzrs and | )
“Dispensary/Maternity Clinics in Uganda. 1In addition, the EPI
. compomnent will be broadened to eventually reach many of thei
smaller dispensaries (there are approximately 430).
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Building on this foundation of rehabilitation, UNICEF has
now added a diarrheal disease control” (CDD) activity to their
health program. AID will contribute to this particular =
activity within the overall UNICEF preventive health program in
Uganda. As the CDD program is developed, it is being
coordinated with the Health Center/Essential Drug and EPI
programs. During the course of implementation there will be:
(1) Training; (2) Production of health education materials; (3)
Development of information systems; and (4) Development of an
integrated supplies and equipment distribution system. The CDD
program is helping to €inance the development and integratiom
of these systems to support the Drug, EPI and CDD Programs, and
in so doing, is laying the basis for 4 Primary Health Care
(PHC) Program that will eventually reach the community level
and involve more outreach and community partigipation.

2. Statement of the Problem

As many as one of every 10 children born in developing
countries dies of diarrhea before reaching the age of five
years. (Pogulation Reports, 1980). 1In the 1970's, it was
demonstrated that the cause of 60% to 70% of all diarrheal
disecases (DD) involves a viral pathogen. Some virus—-associated-,
diarrhea, such as measles, can be avoided by preventive ’
progrdms such as EPI. Hence, close association between CDD and
EPI is imperative. Other virus-associated diarrhea has no
known pharmaceutical agent for prevention or treatment. Even
so, becauss mortality from acute diarrheal disease is usually
due ton dehydration - loss of water and electrolytes (sodium,
potassium, chloride and bicarbonate), diarrheal disease-related
mortality can be decreased by assuring’ adequate rehydration.

In addition to the estimated 60%-70% of diarrheal disease
deaths caused by dehydration, diarrheal disease impairs
nutritional status through a cumulative effect of repeated
epicodes. Children under 5 may suffer two to five episodes
annually and have diarrhea for 20 to 30 days every year. With
repeated diarrheal attacks and worsening nutritional status,
the child becomes increasingly susceptible to other acute
infections and growth retardation.

In Uganda acute DD is one of the most common causes of
death in children (along with measles and respiratory tract
infectiong) and is also—a-major factor in the cause or
aggravation of malnutrition (ORT - A Ugandan Perspective).
Presently, &t is difficult to assess the problem precisely
because fewer than 30% of all health facilities report to the
Ministry of Health (MOH). This is due partly to the past 15
years of civil unrest and partly to the lack of supervision of
operational ‘personnel (at the digtrict and central lTevels). .




Recently a survey of records from 12 Health Centers for the
period January-February and May-June was conducted, Diarrheal
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
month. It appears that only a fraction of cases requiring care
"are currently treated by health facilities.

Cultural practices in parts of Uganda inhibit proper
treatment of diarrheal episodes. Local practices often a
encourage mothers to stop feeding during diarrhea. Traditional
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.

Additional problems can even occur inm the receipt of :
medical care for DD. In 1983, UNICEF distributed about 300,000 -
packets of Oral Rehydration Salts (ORS) through its Health '
Center Rehabilitation Project. To date, however, most’
government 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 ¢f date, and
occasionally harmful in light of present knowledge. 1In
addition to ORS packets, some Health Centers and Hospitals
prepare half-strength Darrow's solutiom (a formula currentiy
considered inferior to the UNICEF/WHO formula and considerably
more costly). Most hospitals and larger Health Centers still
use the often unnecessary and more costly intravenous (1v)
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
worldwide rate of 1 in 10 children in developing countries that
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
difficult to know which cases will lead to life-threatening
dehydration. Death can occur within a matter of hours.
Therefore, early and appropriate care, preferably by simple ORI
methods at home (such as continued feeding and breast-feeding,
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~the most.
peripheral health facilities to assure that those childrén who.
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do develop, dehydration, despite simple ORT in the home, are
"adequately treated. Hospitals and more centrally located
‘health facilities require ORS and adequate intravenous
solutions to treat the refractive, non-responsive cases of
dehydration transferred from peripheral facilities.

B. Project Description

The Control of Diarrheal Disease Program (CDD) in Uganda
has been devaloped as a result of discussions between the Gou
inistry of Health and UNICEF, which began in mid-1983. These
discussions focused on logical steps required to develop
appropriate case management strategies for children at all
levels of the health care system (from the home to health
facilities including hospitals), and once developed, the uneed
to assure that these strategies are provided through the
MCH/PHC system. 1In December 1983, USAID/Uganda was invited to
participate in the MOH/UNICEF discussions, at which sevearal
recommendations were adopted to assure that the Uganda chD
Program adhered to WHO and UNICEF CDD policy. At that time,
appropriate ‘inputs to the CDD program from USAID were discussed
and agreed upon. In early 1984, based on Ministry of Health,
UNICEF and USAID discussions, the Hational 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 donmor portion of the budget by
providing .a total of 2.3 million dollars over the next three
years (USAID portion 1.2 million). The following is a
description of the Uganda CDD Program, and of the support to
this program to be provided by the MOH, UNICEF and USAID.

1. GCoal and Purpose of the Uganda CDD

The goal of the Uganda CDD Program, as described in the
UNICEF program document shown as Appendix K, is to reduce the
incidence of child mortality and severe cases of diarrheal
'disecses. The Program should enable Uganda to reduce its casc
 fatality rate from-DD at least 60% during implementation of the
proposed Project. In addition, the number of children reaching
a severe state of dehydration should be significantly reduced.

The purpose of thc Uginda CDD Program is to increase: (a)-
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. ‘



2. ProJeot Implementatzon Strategy

The Uganda CDD Program w111 pursue four atrategres for the
control of dxarrheal dzseases.

a. Case management usrng ORT,::

b. Epidemic investigation and control

¢. Maternal and child health' practzcas, and

d. Environmental sanrtatzon measures .
o The emphaszs 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 wmild and
moderatc dehydration due to DD. The ORT approach can be
administered in the home as well as in clinical settings by
professiona)l 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 feaszble
means of serving the large number of people suffering from DD
throughout the country.

The Oral Rehydration Solution (ORS) recommended by WHC is
regarded as the physiologically most appropriate armple
formulation for worldwide use. .ORS is effective in 90-95% of
dehydratxon 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 solutionms,.
the obJectzve of the case management approach is to reduce cage
_fatality in hospitals and to reduce utilization of 1ntravenous
,(IV) rehydrat;on by 75% in all medical units.

- 3. ProJect Act1v1t1es

Inputs to the case management strategy in the Uganda cDD
Program are based on the comprehensrve program approach ‘
recommended by WHO and UNICEF in the "Management of Diarrhoea
and Use of ‘Oral Rehydration Therapy" This approach anludea._
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- Improving the outreach effectiveness (as well as. .
affordability) of diarrhea management throughout the
‘health system; I
= Using all available channels to disseminate -~ 7 . '~
knowledge, impart skills, and encourage the practice
of better management of diarrhea; and ' o

- Producing and distributing appropriate supplies anc
equipment for the management of diarrhea, 7

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. o

a. Activities to Improve the Outreach aad Effectiveness
of Diarrhea Management Throughout the Health System

The CDD program will concentrate heavily on :
re-orientation and training in the use of ORT.and on management '
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.
fedical Association will formally announce the
~ommencement of the CDD program. The conference will
sensitize 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 Goverament and - -
private. hospitals, as well as peripheral health units.

- The Project will establish 50 ORT Units in

Out-Patient departments of hospitals (at 138°t:§?éfiﬂ@
each of 33'districts). Pt

- Training of facilitators (50)_in*Hcﬁkintéf&éﬁbibﬁbjﬁ
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, logisties, resource control,, .
suplervision, monitoring and evaluation. The module’ of
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ORT methodology wili include a comprehensive session.
'beldﬁat the'nea:ea:>Hoppi:ak ORT Unit.

‘ffimﬁiément a series'bflihtgg:ated HCH~trainiﬁgf fj;f
courses for local Mid-level Managers (MLM) in all-33.

districts. (These tgp:wéek;coursesvwilrxtrdiﬂ_Jaéﬁj*
‘health workers). | R

- implementacibn‘Bj{uid-ievéiguanagerd*dffévSQEieéLOEQﬁ
local ;rainingfcqu:Sebeog*Operational[étgffliﬁf:hqirj.
respective distribtst(loo;districtwlevel”qodrégi)*ﬁillw

‘be included.

- Supervision of ORS distribution and ORT units will: -
be undertaken by the CDD Program Managers. District

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.

-~ -The Project will introduce the'conéept of fees for
gservices and ORS packets and test it through :

operations research in a selected district or county. .

I1f there is willingness and ability to pay, tha
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 additioual input from -
‘contracted researchers.. :

b, Activities to Encourage Use of all Available Lhannelis
to Disseminate Knowledge, Impart Skills and Encourage
the Practice of Better Management of Diarrhea

e : The CDD program will develop a health communications
‘methodology, complementing the health services delivery
approach. 1t is estimated that in Uganda only 30%Z of the
‘population live within one hour's walk of a health facility.
Access to services, therefnre, is nct readily available to a
“gignificant portion of the population. To reach the many
mothers who care for children with diarrhea, approaches to CDD
are essential that do not_depend on doctors._and health care
facilities. By the early use of oral solutions in the home,’
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. '

Iy



=1l -

A health communications initiative could help popularize
legitimize ORT by linking it with villagers' present beliefs
and practices-about diarrhea. In addition, a communications
approach can create widespread demand for ORT, teach mixing of
oral solutions, and provide advice on when and where to seek
help.

Such an initiative requires certain communication
modalities (radios, etc.) and an understanding .of audience
beliefs and practices regarding DD. Sociocultural research,
group interviews, and pre—testing of communications are all
required before actual application for CDD are initiated. For
exanuple, in Uganda it 'is not known if radio batteries are R¥
available and if a significant number of people own and listen-
to radios. Levels of literacy in villages are also not known.

The objective of a communications initiative is to effect a -
“change in health status by a process of exposure, learning, and.
behavior change through an integrated strategy of communication
(through print, radio and interpersonal channels). The project
will'carry,gut a health communications approach by:

-~ Conducting a preliminary field investigation as a
basis for defining objectives, messages and use of
training and media;

~ Developing a plan for the integrated use of health
personnel, print materials and radio (or other '
modalities) based on the application of learning and
‘communication principles, as well as extensive
pre-testing; and

- Implemehting and monitoring the planned modalities.

UNICEF will have an Education Specialist on the staff who
will implement this component of the Project. This specialist
will ‘work with the Division of Health Education in the MOd and
will coordinate this activity with the Health Communications
Component of the EPI and Nutrition Programs. Preliminary field
jnvestigations are required and, will be undertaken through
short-term technical assistance, studies, and operations
research. The results of these consultancies and studies will
determine the combination and type of print, radio, and
interpersonal communicatiomns to be developed. The Education
Specialist with the Division of Health will theu manage the
pre-testing 'of messages and materials and oversee-the ‘
implementation of the planned communications strategy.
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_fAEtivities to Improve the Production and Distribution. .
' Of Appropriate Supplies and Equipment for the .~
Management of Diarrhea o e

~ 'To complement ORS distribution through the health
delivery system, UNICEF wjll conduct a study to determine ‘the.
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. Distvibution 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.
home preparation of an oral solution or to produce affordable -
ORS domestically will be studied. 1In 1980, UNICEF procured ORS
at- a cost of about 8¢ (U.S.) delivered. Private firms in the
U.S. produce ORS at a cost of about 10¢ including delivery.
National automated production facilities operating in Asian and
Middle Eastern countries reported costs in 1977 ranging from 6¢
to 45¢ per packet of ORS. There are many approaches to
domestic production and distribution. One is to prepare and .
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
to determine if either of these approaches is feasible in
Uganda, if there is a vegional market for ORS outside of ,
Uganda, and if the enterprise would be sufficiently profitable
to attract.private sector interest. '

4, Project Inputs

The following inputs will be tequired‘for.tthafgfﬁii;
CDD Program, and include the assistance to Eg_ygpvided;prUSQIP@ﬁ

a., Technical Assistance

: Long-term technical assistance to the Uganda CDD will .
be' provided by three professionals, .including an MCH Trainer, a
Health Education Specialist, and a Research and Evalwation
Specialist. The latter two will,work part-time directly with
the CDD program. AlL three will be on the UNICEF staff inm '
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- Rampala. The MCH Training Officer will be a full-time '

. counterpart to the CDD Program Manager in.the MOH. The ﬂealch'
Education Spec1a118t will work closely with the Division of .
Health Education in the MOH to prepare and test educational
materials for the UNICEF-sponsored nutrition, EPI and CDD
programs. The Research and Evaluation Specialist will provide
‘agsistance 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 approprzate to
assure more effective use of funds.,

Short~term technical assistance will be provzded by
by the CDC through the CCCD project. Assistance may be
'requested for research or survey design and 1mp1ementatzon,
.communication studies, and health informationrsystem
development.

b. Training

All training courses will be managed and taught by
UNICEF and MOH staff. Courses will be held at all levels
throughout the nation. A national conference on "Control of
Diarrhcal Diseases and Oral Rehydration Therapy" will be hosted
- by the Uganda Medical Association. 7Tts 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 intecrventions 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 Immunlzatlon‘
(the first four "technologies" of UNICEF's strategy for
Accelerated Child Survival). The principal areas of training
will include: planning and logistics, resource control, '
1mp1emcntatxon of ORT methodology, personnel supervision,
monitoring, and evaluation. The module on ORT methodology wzll
include a comprehensive practical session held at the nearest:
‘MOH or Mission Hospital ORT Unit,

Groups of Facilitators will collaborate to implement a.
series of 16 'integrated MCH training courses for local = i .
Mid-level Managers (MLM) in ali 33 Districts. Joint tra1n1ng ;
MLM. courses will utilise training modules common to all four: .
UNICEF technologxes in addition to a selected range of .. A
technical modules. Two-week MLM training.courses w111_bé
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attended by roughly 400 health staff from District Medical -~
Teams and representatives of hospitals, health training ST

schools, the Red Cross and selected NCOs. They, in turn, will.
each be expected to implement 100 district-level training -~ -
courses for operational staff inm their areas, until every cadre
of health care staff in all Districts has been exposed to the
theory and practice of the CDD programme. A

. o Funding for these training activities principally '1is:.
provided by the GOU and USAID in FY 1985-1986. FY 1984 Sl
training. activities have and are being funded by UNICEF and the
GOU, ' ' B

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. 1Imitially, materials will be purchased
outside Uganda from WHO, UNICEF and other -appropriate sources.
Later, materials will be designed by the MOH fealth Education
Division, in collaboration with UNICEF, and produced either
commercially or oa MOH printing presses.

c,. Commodities and Equipment

The principal commodity to be procured for this
project is Oral Rehydration Salts (ORS). The calculation of
ORS needs-over the five years of the Project is shown in Annex
F., Upon-completion of each regional workshop, participants
will receive a supply of ORS for their area,.based on
calculations they have made during the courses. ORS
requirements for each region will determine the quantities
supplied in UNICEF Drug Kits. CRS packets will be provided by
USAID and UNICEF and distributed by UNICEF and the MOH. '

Equipment and supplies for Hospital-based ORT Units will be
supplied by UNICEF.
. fﬂ _ .Training and promotional materials will consist of
training modules, educational booklets, posters, and leaflets
for the general public. These also will be provided by UNICEF.

- Two vehicles for program administration and training
will be procured by UNICEF, as well ag fuel, revpairs and
maintenance for these vehicles. At the district-level, the GOL
will provide the vehicles and their operational costs.
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ds. Dperatioma: rnesearch and veuwawe

A series of research activities will be conducted to-
better understand the beliefs and practices of Ugandans.
regarding the treatment of diarrhea. Various locally availabl
oral rehydration solutions will be tested for effectiveness,
acceptability and cost. Communication modalities will be
researched and tested. Revenue generating schemes will be
tested to determine ability and willingness to pay for CDD __ .
gservices and/or ORS packets. A study will be conducted to
determine the feasibility of commercially producing ORS in
Uganda. ‘These operational research projects and studies will
be financed by USAID. These studies and research activities
will be designed and implemented with short-term technical
assistance. With the assistance of CDC through the CCCD
project, baseline morbidity and mortality suxveys will be
conducted and periodically repeated for evaluation and
monitoring. A study will also be conducted to determine
attitudes, knowledge and practices regarding diarrhea
treatment, feeding practices, access to media‘channels and
health services, etc. This study will provide. the basis for. -
the health communications approach, clinical health education
and for evaluating project progress. '

Other operatiomal rescarch topics, which may be part of
the initial survey or studies, are: Coe
- The availability of salt, sugar and standard:
.measuring containers in the home and/or on the market;
- The effectiveness of vatipﬁafhoﬁéfbaséﬁyokf“ .
‘commodities, including home-made sugar/salt solution,
‘juices, sweetened tea. porridges, milking and feeding'
‘during illness; R

- The.acceptability'of community partiéipation;(iﬁ{

cash or kind) in certain MCH/PHC activities, such as
ORT; '

- The most effective health education materials in
‘encouraging participation in ORT programs; and '

- The ability~and-wi11ingness to pay for. ORT.
materials (ORS).and/ot'services by beneficiaries.:

5.. Results
o 1"Theﬂfpfiqgtngggeéulﬁqgaillgbg¢pchigvedfby the
successful jmplementation of Phise T and Phac IT of this
Project: fhase 1 anc.rhAds S50 R0



'RESULTSJ

Use of ORT as a home treatment off

dzarrheal diseaae.

Appropriate’use of ORT: by health:

staffg

Improved: capabzlxty of Mxnzstry
of Health to manage: and
collect health Lnformatxon.

ORS supply system completely
integrated with other =
MCH/PHC supply and dzstributlon
gystems.

Creation of anreased
demand for ORS: An both
government and the przvate
sectors.

ﬂ;MAcurrunz

.:At least 60% of mothera‘
"with children under five

know about ORT as a
treatment for diarrhea
thhxn five years

At least 45% of mothers

with children under five

used ORT as a home

treatment for diarrhea by
‘the ‘end of Phase II. '

Use of ORS as fzrst
treatment by trained healtn

staff in over 75% of chxldren

with mild to moderate’
dehydration.

‘Sentinel surveillance

system for diarrheal
disease morbzdzty/mortallty
reportzng with 60% \

repnrting completeness by the

end of Phase 1I1.

60% health-facilities will
have adequate supply of ORS
more than 90%Z of the time
by the end of Phase II.

ORS wastage remains below 10%
within t%. distribution system.

50% increase in demand for

ORS in bcth private

and government pharmacies or
other drug outlets. '

Addztzonal results ‘expected by the end of Phase I, are shown in .

Sectlon IIIA.;

”;D; “Relationship to USAID Uganda and GOU Development

", Strategies

ll. Conformity with GOU Development Program.

Furzng the perxod of the Revzsed Recovery Program

984) the GOU planned ti give top priority to preventzve
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“health measures. Thé‘ﬁrdgraﬁ focuses 'upon improved =
environmental health (i.e. potable water supplies, adequate
sanitation and refuse disposal), improved nutritiom, and

expanded programs of mother and child welfare, including fahiij

health education, child spacing, and immunizatioa. The -~
approach is community-based and it identifies specific target
groups such as children, mothers and the poor. '

Because of the increasing problem of diarrheal

. diseases in Uganda, the Ministry of Hezlth (MOH) establishedlh‘,
National Disease Surveillance Sub-Committee ia June 1982. This

group was found principally as a task force to deal with
diarrheal emergencies. A Central Public Health Laboratory
(CPHL) to diagnose causes of diarrheal diseases was also
established at the Institute of Public Health with assistance
from WHO and UNICEF. ]

The strategy for the Expanded Program of Imnunization
(EP1), Primary Health Care (PHC) and Oral Rehydration Therapy.
(ORT) was approved by the Ugandan Cabinet. Ian October 1983.
President Opote launched the Ugandan National EPL 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, andlﬁhé
proposed USAID finsuced activities, as described in this = .-
conformance with Uganda's Health.

document, are completely in
Development Program. :

2. Relationship‘tb:AID Strategy.

Since the retiurn of USAID to Uganda, there has not been-a -
‘health program or a health sector strategy in the CDSS. USAID:
‘did respond to immediate health needs after the Liberation War"
through assistance ‘to hospitals and health clinics. The o
Mission, however, has limited staff and has not developed
additional health initiatives, given the overriding need to
rehabilitate the economy through small holder assistance and
private enterprise. Nevetheless, the M:ssion-recognizes the:
need to promote preventive health measures.

Since the Liberation War, UNICEF/Kampala has been actively.
rehabilitating Health Centers and Dispensaries for ‘ o
strengthening primary health care in Uganda, particularly in.
rural areas. GCiven the need for rehabilitation of trealth -
sector reyources, the UNICEF Probram_objectives,'(which are
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entirely consistent with Agency objectives in health) and the ;.
Mission staffing limitations, USALD Kampala had decided to ..
address Ugania's primary health ‘care needs by joint~financing a,
CDD program, implemented by UNICEF and the MOH. This .

arrangement permits the Mission to contribute to health ee¢tqr¥f
development needs, while 1imiting the demands on Mission staff.

Donor coordination is consistent with the priorities of the
Africa Bureau Development Strategy. Thia targeted health —
initiative has been integrated into the FY 1985 CDSS Up-Date - .
"and is planned as part of a health sector strategy that will be
" more fully assessed and integrated in the FY 1987 CDSS.

I1I. PROJECT IMPLEMENTATION ARRANGEMENTS

A;f‘Hanagement

‘1. Project Dirédction and SuperVihion

‘Day-to-day project direction will come from the

. .Control of Diarrheal Disease Office in the Public Health

Division within the MOH. A CDD Project Manager has been
"appointed who will be accountable to the Assistant Director of -
Medical Services for Public Healih (ADMS), who is the overall
Prograwm Director. The Project Manager in the CDD office will
be responsible for all technical and operational aspects of the
program and will liaise directly with the MOH at central, '
regional and district levels. )

Supervision of ORS distribution and ORT equipment .
units will be undertaken by the CDD Program Manmager, who will
be in charge of gathering monitoring sheets for compilation and
analysis by UNICEF. District Medical Officers (DMO) will '
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. o

Two levels of coordination will be required :in the ...
jmplementation of this Project. The CDD Program Manager will
be responsible for overseeing necessary coordination at the
central level and between the central, regional, and district
levels.

The CDD program will be coordinated with.other-PHC
activities at the central level under the guidance of the

' Family Advisory Committee (a policy, planning and coordination .

committee chaired by the ADMS for Primary Health Care and
Maternal Child Health). Inter-program task forces already meet
periodically to facilitiate goordination.: These task force

L
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meetings, particularly between the EPI, Essential Drug and CDD.
programs, will continue during the ljife of the Project to -~ .
ensure coordination among programs. In addition, within the . =
Division of Public Heaith, a standing CDD Sub-Committee will be
established and meet every three months to formulate guidelines
for CDD. Membership will include Makerere University Medical
School experts, members of the MOH.Disease Surveillance ‘ ;
Sub-Committee, Ministry of Local Government representatives,
NGOs, Donor Representatives and other MOH officials essential

for technical input and coordination (see Anmnex 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
health units within the concermed district. With the exception
‘of hospitals, all health units at and below the district level
are under the administrative direction of the Ministry of Local
Government. The DMO is responsible for technical supervision
and is accountable to the Minister of Health. It is the
responsibility of the DMO to coordinate all administrative and
technical ma3tters with local administrators of the Ministry of.
Local Govermnment. N

2. Technical Support

. During implementation, techmnical support will be :
provided by a variety of sources, including Makerere University:
Medical School, UNICEF, MOH personnel, and from the Center for
"'Disease Control, (through the AID-sponsored Combatting

Childhood Communicable Diseases projeﬁg),

The UNICEF Counterparts (MOH staff) will serve 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
Counterpart to the CDD Program Manager. Another UNILICEF
Counterpart will be the Health Education Specialist who will
work closely with the Division of Health Education in the
design and production of education and training materials for
the CDD, EPI and Nutrition programs in the MOH. The Health
Education Specialist will also coordinate activities with the
CDD Program Manager and a UNICEF Research/Evaluation Lo
Coordinator in the implementation of ‘the Health Communications
Component of the Program. See Annex K for details

Through the CCCD project, CDC willlproqide some o
technical and training assistance. Initially, CDC will assist’

‘in conducting the first Morbidity and Mortality Survey and the
first Mid-lével Manager Course.

7%
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’~3. Logistical Support

The support systems required by the Project include:
procurement, transport, storage 2ud distribution. Currently
UNICEF is both procuring and distributing essential drugs for
the central depots with its own transport system. The MOH
distributes drugs to the district level through its fleet of
vehicles and the EPI program within the MOH is beginning to
develop its own system of procurement and distribution with EPI
program vehicles. Generally, the drug distribution system
requires the rural health units to collect supplies at the
district level and, in turm, the district health personnel go
to Entebbe to the Central Medical Stores for their supplies.

A stated purpose of both the EPIL and CDD projects is
to integrate the three collection systems and distribute
gsupplies from Entebbe Central Medical Stores to the rural
health units. The backbone of this integration effort will be
the Essential Drug Program. ORS will be a part of the drug
supplies that will be distributed with EBI vagcines and
supplies, as well as other MOH drugs and medical supplies.

4., Financial Responsibilities

4 Under the Financial Plan (Sectiom 1v), the overall CDD
Program and. ORT Project Budgets are shown. This section -~
briefly states the responsibilities of each participant in the-
activity.

1. 'AID Responsibilities - AID will provide funding of. up:

to $1,210,002 for ORT activities. .AID will be S
- directly responsible, for the purchase of the oral

rehydration salts. The distribution of the oral
rehydration salts (ORS) in Uganda will be the
responsibility of the GOU and UNICEF. The feasibility
studyh wnich will examine the possibility of producing
ORS will also be AID's respomsibility. AID will be
responsible for fielding and administering a Project
Evaluation’ Team, probably near the end of FY 85. The
operations research studies and training activities
funded by AID will be administered and managed by the
GOU, UNICEF and CDC, with AID monitoring the
activities.

- 2, UNICEF Responsibilities ~ UNICEF will contribute an
 estimated $1,136,000 to the CDD Program, which '
includes ORT activities. 1Im addition to managing and .
administering .its own .funds, UNICEF (with the GOU) :
will be responsible for expending AID grant funds for -
Operations Research and® Training. Pursuant to

A
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Handbook 13 Chapter 5, AID will make a grant direétly‘ 

to UNICEF to support these two activities. UNICEF
will. maintain records of all AID disbursements and
‘their usage and will fércast 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

projections. Advances will be adjusted to reflect théA
differece between requirements and past expenditures. .

UNICEF will use its own financial accounting and
reimbursement procedures, but will submit vouchers on

.AID form 1034,

GOU Responsibilities - The GOU contribution, mainly
through the Ministry of Health, is primarily in - kinu
and will not require special financial arrangements.,
Overall costs are estimated at an excess of $3,000,000
for Phase I, with cash disbursements estimated at
$383,000.

£

Thé Center for Disease Control - CDC, Atlanta, is

gsupporting start up activities with personnel in Year -,
1. The costs incurred, under the CCCD Project effort,
total an estimated $61,800, The CDC will maintain its

own financial records and report them as part of the
overall CCCD efforts.

“B. Administration

a. The Government Of'Ugénda{

1. The Assistant Director for Public Health

(ADMS-PH) - As the CDD Program Director, the ADMS-PH will ‘be
responsible for program implementation. Specific ) e
responsibilities include: o S

‘Manager,

- Ensuring coordination of the CDD program with

other PHC programs under the ADMS 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. ‘
2. CDD Program Manager ~ The CDD Program: =
‘designated by the MOH, will implement and coordinate

project activities with. all relevant MOH and Ministry of Local
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;bffxczals at all levels (Central,_dxatrzc:,
Speczfzc responsxbxlzbzes znclude'“~vf-~ o

- Supervxszng the zmplementatxon of ‘the: CDD 2
program in a manner consistent. wzth MOH polxczea
and practxces'

- Provzdxng direction in planning, training, _ -
supervision, and periodic ‘evaluation of program’
activities;

'5 Provxdzng administrative liaisom betweequDD
“program personnel and other MOH offxces -
;aupportxve of the program; and

§
- Assuring required MOH administrative. procedures
are followed, program records are mazntazned “‘;
program reports are prepared. ‘ £

e. 3. Regional/District Medical Officers - As the
representatzve of the MOH responsible for technical support of
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
gupport to the CDD program ‘in health units within
their respective Region/Districts: and

-~ Overseeing program implementation in all health5
units within the Region/District including the
hosp1ta1 ~based ORT Units.

K b; UNICEF
« As the principal implementing organization working .
thh the MOH in the design and implementing of the CDD program,
UNICEF responsibilities include: ‘

- Coordxnat1ng pro;ect melementatxon with -
partxcxpat1ng GOU ministries and other
institutions and domors (USAID), 1nvolved in the
pro;ect' \

- Assuring that project goals, objectives. and
xmplementlng plans are understood, accepted and.
,gencrally respected by all xmplementzng agents,\

' s
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- Honztor;ng prOJect progress and .initiating plan-
tev1azons wzth the MOH nhen neceasary,;

‘= Executing or-overseeing preparatzon ot necessary
documenta. etc.; when approprzate, i

3- Overseezng tlmely arrzval and utxlzzatzon of
commodztxes and technzcal aasxstance,V

- Assurxng perzodxc project evaluatxons, and*
submzttlng copies of progress reportsito’ USAID
Kampala and the MOH; and

- Providing long~term training, health: educatlon,w
and research and evaluatxon technlcal asszstance
to the project.

The guidelines for UNICEF admznzstratxon of operatxonal
research are outlined below.

1. PFunds that USAID provides for operational research
“onTcontrol of diarrheal dzsease will be admznzstered
‘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 appropriate
.institutions.

3. Proposals :ecexved 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 be, monitored by the UNICEF Pro;ect.
fOfcher (PDME), according to individual reporting requirements
“tailored to the specific study. A detailed statement of
"accounts will always be necessary prior to any dstursement of

Linada =
L]

¢, ' USAID Kampala

o . -As a contrlbutlng donor to the. pr01ect, USAID Kampala.
w111 have lxmlted respdnszbzlltxea to oversee appropxlate and

"2 7



‘timely utilization- of AID: funds.,Qﬁsﬁibfjﬁreapbneiﬁilitieeei

1nc1ude.

- Preparatxon of PrOJecc Implemenczng Order for.
Commodities (PIO/C) to procure the Oral
Rehydration Salts (ORS) and purchase of same;

- 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 K
representation on external evaluations at mzd-term
and at the end of the project; :

- Preparatlon of Project Implementation Order for
Technical Services to procure resources for the

. 8tudy to determine the feasibility of commerczally
producing ORS in Uganda; and

- Pteparatlon of Project Implementation Order for:
_-Technzcal Services to procure the resources’ for
‘the external evaluation.

' Procturement Plan

'eA;f Source and Origin of Commoditie*

: Commodities financed by AID under the Project shall
have their source and or1gxn in the United States, the
Cooperating Country or in any other Code 941 country, except as
Aid may otherwise agree in writing. With the excepcion 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 otherwise agree in writing. Ocean shipping
financed by AID under the Project shall, except as AID may
otherwise agree in writing be financed on flag vessels of the
United States. : '

B. -AID-financed Commodities

. AID: funds made available under the grant ‘will be used
for the procurement of Oral Rehydratxon Salts in ‘the followzng
;quantxtles.: ’



1,500,000 Packets (27.5 g.) in FY 85 = $150,000
'. : Transport and ILnsurance = 22,500

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

“Total $460,000

C. Respomnsible Ageucy

: All procurement documents for AID-fimanced commodities
shall be preparad by the USAID/Kampala migsion. The completed
"yorksheet" PIO/C should be submitted to AID /W requesting that
SER/COM/CPS designate the authorized procurement agent. Under
this procedurc standard commercial practices of competitive
solicitation will be carried out by the authbrized agent in the
implementation of this procurement. A procurement lead time
of eight to sixteen weeks can be expected from the time that
SER/COM/CPS processes the PIO/C until the time that goods
arrive. .
L.
D. Receipt and Utilization of Commodities

All commodities will be shipped C.I.F Kampala, Uganda.
M1 materials and their shipping containers must be suitably
marked and identified with the standard ALD emblem to identify
them as U.S. foreign assistance. The PI10/C must instruct the
supplier in this regard and require that-all items be properly
marked.

It is the responsibility of the'Ministry of Health to
initiate documentationm required for customs clearance prior to
arrival of goods and to assure that such documentation is made
availahble to permit goods to be moved promptly upon arrival.

It is the responsibility of the consignee to inspect
goods upon arrival and to report to the Project Director and
USAID/Kampala as soon as possible thereafter any shortages or
damages so that a,viable insurance claim can be initiated.
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~.D. IMPLEMENTATION AND FINANCIAL PLAN
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1. Developrent/ Pro'rot:..on

© 1.1 Appoint CDD Program Menager end UNICEE‘ coun'cer-
part (MH Training Officerx).

i... Caplete CDD Plan of Operata.ons

1. 3 Eatab‘l ish ne=ds and coordmate USAID
. procurement of ORS.

_1 4 Deve.lop ‘first ORT center at Mulago Hospital
= Trajn ORT unit staff ’ P

- Procure -hardware, teaching: a:.ds, and "‘
*  health educatlon materials T

- Estab.:s.sh survelllance m-evaluabe ORT.
unit - performance

1.5 Estzblish 50 district ORT units
1.6 Establish distribution po:mts at:
_ Central medical stores.
_ = Fegional stcres
1.7 I Sub-comnmittee mestings
2. T"ainim and Kealth Education

2.1 Hold rational conference
s 2. 2 Print and distribite book on ORI‘

" 2.3 Prerure facilitators guide and iza:mmg
T podules

‘2.4 Training facilitators
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MOH/UNICEF/
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- Responsible
‘Party . .

 PHRSE I

PHASE II

o

TYER1

YEAR 2:

YEAR 3

YEAR 4

—t

YEAR 5

1234

1234 .

1234

1234

1234

. .2.5 Train mid-level ma:nage.rs (MI’.M) = (16 reglonal

3.

level workshops) . -

2. 6 Train overation staff (100 olsmct level
i warkshops) T

2 7 Revise curriculum of health wo:ke:c h:aining

institutions .

2 .8 Develcp CDD and EPI health educa’ca.onl
i commnication materials :

~ Socio-cultural research

- Ecr:mmica;ions research ‘
- Prgtesting materials/modalities
- Materials production

2.9 Implement health communications approadi.,
campaign T o
- BEvaluate and revise

EVALUATION AND MONITORING

3.1 Monitor ORT practice at ORT units and health

facilities - quarterly report to CDD meeting

3.2 lMonitor logistics to ascertain if health
facilities and village health workers *
adequately supplied with ORS = quarte.rly
reports

33Annua1 mternal evaluatlono:ECDDngram

3.4 External evaluations

| n«maldﬁuijzéﬁg; S

MOH/UNICEF
. MOH/UNICEF

MOH/UNICEF/

~ USAID/CDC
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‘ ( “PHASE I - pqhss s S
Responsible | YEAR 1 |VEAR 2 | YEAR 3 | YEAR 4 |YERR S
Party , e : ,
CASE bm\'pmmmrmm o 1234 1234 1234 | 1234 1234
.BSKAPsunrejcnn'othersandhealﬁlstaffonQRr MOH/UNICEF
3.6 Mortality/morbidity surveys ) - MOH/UNICEF/
CcDC

Operations Research/Studies

4.1 Design, selecticn and .urplenentat:.on of
operations research proposals LR o

‘4.2 Study to determine feasibility of darest:l.c
production of ORS

Supervision

5.1 Develop transport system for_d:.stnb.xb.on
of ORS ' ’ - ‘ B

5.2 Collect logistics data -

5.3 Periodic supervision of ORT -eenter

5.4 Assist DiO's to plan ORT for operatJ.onal
staff, review data collected -and provide
J refresher training

SSDNDsconductpe.nod:Lcsupe.nn.sa.onat
district level

| vom/ozcer |

MOH/UNICEF
MOH/UNICEF
MOH/UNICEF
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"2, Pinancial Plan

3 Sectxon I1B included the financial reuponaibilitxea of
UNICEF ., GOU and AID under the CDD Program. This section
provzdea further details on the uses of funds., Annex H S
-,provxdee notes showing the derivation of the cost eatimatea.3x¥

o Administration and manngement of traianing and research
wzll be the responsxbxlxty of both the GOU and UNICEF. USAID
will: monitor fund usage in these cxpense categories. S

. 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 6lla are met. The
GOU portion shown is for activities supplemented to overall :
health support. Activities not shown have been estimated at
over $3,000 4,000, mainly for vehicles and usage, commodities and
equipment and other local costs.

'Methods of Implementation and Financing

The ORT Projeet will be implemented through direct AID
contracting and, by utilizing Ln-country regsources of UNICEF,

through a dtrect grant to this organxzatzon in ‘accordance thh
Chapter 5 .0f Handbook 13.

v USAID/Uganda will prepare and process: ‘PI0/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.

A
N



$7300=
ORT 'PROJECT. BUDGET -
f;(infS};OOd's; FQriAiidﬁ_,,

FY 85° FY 8  Phase I FY 87

CATEGORY P8 phasenn

AID 721.9

 UNICEF 312:6

CpC

Gov jffﬂ;;égilir

TOTAL COST ' 702.9 | 870.9 1,214.2 - $2,788.0 1,500.6 ' 1,896.3 - §3,396.9
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' ORT PROJECT Bun*‘t‘r" -

(In $, 000'3, Foxr Phases I‘aJd I Yo
7 of AID &ss1stance e R

CATEGORY ?F¥f§47fizrtuss  FY 86 rhasefxw,.;

1. Oral Rehydration Salts = =—  150.0 = 250.0 400.0  350.
Freight of ORT (15%)- e 22,5, 37.5 60.0

2. Operations Reseatch"”:-fFQKDQQ: i6QEQi‘ ’SQ}O: 150.0
3. Feasibility Study-Local ]tf#fff o 40,0 40.0
- ORT Production R o T B |
4. External Evaluatidne‘i~35*:-'f‘ - 40.0 40.0 - %0.0 ;iao of

5. Tra;nlhg - Fac111t1es - 10.0 -10.0 20.0 10.0  .”10.0‘ 'i20 Oi
, - MLM Regionals - 50.0 50.0 100.0 50.0 - 50.0 -100.0
- QOperations L= 50.0 50.0 100.0 50.0 50.0 3100 0

‘Sub-Total. 40,0 342.5 527.5  910.0  S62. 5 746 5 h '15355;5}
6. Contingency (15:) e Sl 791 1365 844 112.0  196.4
7. Inflation (10Z 1h yr :?

2, 20 in yr 3, 30X -
,in yr &, 40Z in yr 5)

oo
;torAL

i 12153Affﬁz’160;7‘537194:19“

3 722.9  1,207.2% 841>0,ﬁ1 20159

‘% Rounded‘to0-1,210,000 . -



(In $, 000'5, for UNICE:F)

FY86

QTEQJRY : : Phase

1 ons Start-Up

3. om' Center Bquip.

4 Transport
- Vehicles =~ 20,00 = - 20.0
. -R&M
- ORS Shlpment

5. Training

.- = Nat. Conference
.7 = Facilitators

. ‘= Middle Mgmt. Reg.
¢~ = Operational

‘6. Data Collection/Anal. o
7. P:dj. Mar's Office

8, Proj. Personnel

"= Mch. Trn. Off.
.= Health Educ. Off.
. = Consultants

_225 o‘f’
125 0

Nat. Off. Per Diem 15 0,;

. Sub-Total "}}‘919 _:of‘

,‘10 Contingency (15%) ’ v ;"5;137 9":.
11. Inflation (10% in yr 1,
20% in yr 3, 30% in yr .o : : ,

TOTAL COST 526.1 227.3 312.6 1,136.0 441.1 421.8 862.9
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CATEGORY

‘1. Short-term Consultants i
{.:,2;_Travel & Per Diem
};L;J'lftaining Materials

/4. Overhead

(In $ 000'5, for ({)U) ':

1. salaries. 15:0: ”31 0 39 0. as o}

2- ii Allowances (erld Staff):

ai: IV‘ Fluid/Eqmgnent
‘5. :fDrugs and Vaccines
6

.OEEJ.ce Expenses -

' ""‘Sub-Tot:al

Contingency (158 0.0 183 227 500 3556

(Inflation already shown)

mabal ' 69.0 140.3  173.7 383.0  218.5 272.6

47
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USAID ORT BUDGET J|\
METHODS OF FINANCING LOCAL AND FOREIGN COSTS
($ 000°'s)

METHOD.OF Total: .. . .1
mecmc Cost* . FX

Oral Rehydraticn CwEL e al
Salts S z.,;,;\Direct.AID 0.00 - .= 150.00
Frelght s i .Contract 0.00 . -~ L=l 722,50

-:._Cash,Advance_ S o S ce
to UNICEF  40.00 ° “;,11.50 34 50 60.00

O el s ol oo 000 4000 om0 -

e Exf:emalEvaluations Direct AID . S
G © - . contract = 0.00. 10.00 o 40 oo»_

55.20 - -

S5 Training . _ -~ Cash Advance - "110.00 139 15 110 00 Lo e 151680
Facilitators - 0,00 "~ -10.00 ~ ‘106}0_0
MIM Regional - 0.00 50.00 - 50500
Operations Staff - .0,00 . 50.00 250,00,

Sub-Total T so 00 " s27.50

6 15% Contlgency 6. oo'

~ Sub-Total 46:00 393.88 06.63
7 Inflation ' 0.00 39,39 ©121:33

TOTAL 46.00 11.50 34.50 433.26 236.96 195.40 727.95 524.03 202.:2]

*NOTE: Total cost does not include contingency and inflation. The bueakdown of FX and Local Costs includes
Contingency and inflation in line items 1-15.
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1v.  EVALUATION/MONITORING ARRANGEMENTS

. Evaluation of the ORT project will require an assessment of.
Project performance well beyond the strict 1imits of the AID
contribution. In fact, one of AID's primary contributions to
this Project is the funding for the external evaluation of
Project progress and impact. It is important to bear in mind,
however, that much of the evaluation findings concerning o
progress and impact will cover the Program contributions of
UNICEF and the Government of Uganda and not of AID itself. -

A., Monitoring

‘ 'On-going'data collection will be conducted at qeveralf”_gj}
levels of the CDD Program to evaluate the program's progress in
achieving its objectives.. These efforts will be the R
“responsibility of both UNICEF staff and MOH personnel. Data .
collection efforts will focus omn: SRR S

- Utilizationm and disease-related data such as ..
in-patient, out-patient and ORT unit visits,ﬁIV'p;iliggtiqql
rates and DD case fatality rates; T e

- Prodection and consumption of suppliéd;dgtg?incltding;
ORS utilization rates and, if feasibyé;ﬁlévé}ﬁoﬁﬁ}pcgtf]
production of ORS; ' R e

mrilxnowlédge, étcitudes énd praétiéeé;édnceihihg 6RT §ﬁ6thf
mothers and‘healﬁh facility staff; and, S T

< Logistics and distribution of ORS and related equipment
especially with regard to geographic spread of distribution
over the life of the project, distribution costs, percent
“ORS wastage, and percent of population;withfaécess to
"ORS/ORT. . o

. The program will be evaluated through a series of o
facility-based DD mortality and morbidity suxrveys conducted in
a phased, longitudinal fashion in four health regions. (o
Baseline data will be collected,using standard methodology just:
prior to or simultaneous with the introduction of training in
the region, and the surveys will be repeated periodically e
thereafter. A U.S. Public Health Service/CDC Consultant to
UNICEF will assist in the design and implementation of the
first survey to be conducted in Mbale District, Eastern Region. .’
~ specific measurable targets to be achieved by the end of FY
1986 in each of the 33 Districts are as follows: - -



N;fﬁ}decgééae'iﬁ.ﬁD'mbrtqlity'in children under £ive
years to 50% of current levels; S

";fA dé¢rease1in.thé*c&sé'fataiitxﬂgéﬁéfﬁrbqupjf;}g
admitted to Hospitals and'Heglth{cgnggrg;jtowboz}')
¢urrent-1evels; ST

- A increase in utilization~afxbRS,béékeﬁh‘at'{
Hospitals and Health Centers, %o 602v65'aLITDDw$
in-patients; h ' e

,? A decrease in utilization of IV rehydration among . -
children with mild to moderate dehydration, to '25% of: .
current levels;

- A-increasé in the ORT utilization rate amomng . .0
children less than five years of age, to 80% of all
'qut-patient DD cases; ‘ i

‘¥ The provision of practidal training in ORT to health
care 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 will provide ..
information about knowledge, attitudes and practices of DD
trcatment. in the home as well as information for planning a
communications approach for CDD. In Phare Il a communications
strategy will be employed and tested peviodically for its
effectiveness in changing human behavior and health status.
During this stage a series of surveys sampling the population
will be used in combination with health facility data to
determine th: effectiveness of the communications approach.

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
of services. The Evaluation Team, which will comnsist of one
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

2o FinAineea.
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Dnta will be collected nlong two eeparate, but
interrelated, lines - project activities and broader health
cireumstances. Project specific data will record activities. at
the input and output levels. Changes in broader health j.-ﬁ‘
circumstances will reflect the impact of Project activities at
the purpose and goal levels. The data collection and analysxs
should link the input/output activities to changes at the .
purpose and goal levels.

Progect specxfxc ‘data will require detazled monitorzng
records in the followxng areas?

- Procurement, storage and dzstrxbutxon of ORSV
,tzmelxness,,localxtzes, modalxty and volume,:

-ﬂ Technxcal assxstance -Awho PrOV1des 8ndfto whom‘JQL“E
provxded how efFeetzvely, s R

Tra;nzng - Partzcxpants, traznees

: ,Interactxon of supplxes._T A.,
»wzth‘regard to -

ﬁwhat extent does availability’ of ORS supplzese
ﬁ;asszat in training and TA? :

iJ what extent does training, help to move ORS
»eupplxes and .reinforce. support of GOU/MOH?

‘ Underetandxng of ORS - among health staff, mothers,
fgeneral public;

- uUtxlzzatzon of ORS'- (and of alternatzve rehydration
technxques - e.g., IV) and,

_ “Child Horbzdzty and Hortalxty -31ne1dence “of" DD,ff”wf
Lof disezse (severity), changes (and’reasons for change) -
jover txme.

: Health 1mpact data, which will be gathered from the start”
Tof ‘the project, will be updated at regular intervals, As aif '
groutxne part of this exercise, documentation of changes wxll be
;lxnked to Project activity data if and where appropriate: ‘

u Some health impact data can be obtained from health
“fac111ty and hospital records. Other data will come from fxrst
‘hand 1nterv1ews and observatxoua in seleeted health facxlxtzea\
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and hospitals. The team will look at data- collected in the:
normal course of the Project and may collect additional =~
information, mostly relying onm informal data collection
techniques. S R

In summary, several data collection systems will be
employed to monitor progress of the program and measure
impact. The required information will come from periodic
gurveys, establishment of sentinel health reporting areas and
health facility records. Annual reviews will be conducted by
UNICEF and MOH to assess progress in achieving program
objectives. Each Annual Monitoring and Evaluation Report
should be brief and concise in order to ensure sufficient
attention by the GOU, AID, UNICEF and other interested
parties. Specific details of the regular monitoring :
information and annual surveys may be included as appendices to
the reports, but the main text itself should focus om major
trends, causalities, problems and succesSes. An extermnal
evaluation after the second year of the Project will facilitate

this internal review process by providing an outside
perspective.s

V. SUMMARY OF ANALYSES

AJd - Technical Feasibiligi” !'

The principal strategy for the control of diarrheal aisease
adopted by the Uganda Ministry of Health is case ‘managements
This strategy includes the use of available solutions in the
home and continued feeding/breast feeding of children with .
diarrhea, and treatment of dehydration-at-health facilities at
all levels of the health care system with ORT, or in the case
of extreme dehydration, intravenous therapy- This strategy has
been shown by WHO to be low cost and, if properly implemented
with community participation, can keep additional recurrent
costs to a minimum. It is also the most effective method for
preventing death from dehydration associated with diarrheal

disease for both developed and developing nations.

The Uganda CDD'program advoéates three major approathes[t@
case management: L - L

~ Health delivery -systems with effectivé-ORT cgpé@ili#j{'

-~ Health education/mass communications in suppbrt"of‘ORT'
at all levels of the health delivery system; and, o

- Adequate supply/logistics of ORT supplies and.eqﬁiﬁméne;‘

Y
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,;“It‘iafﬁlanned that health delivery systems with effective.
ORT capability will be developed in Uganda through training anc
reorientation of health staff at all levels of the health
system. Emphasis on training will be participatory learning, -
ineluding actual observation of, and participation in,
rehydration activities at established ORT Units. This type of
learning has been shown to be effective in Uganda. Training
materials to be used for the Uganda CDD are based on WHO/CDD
Mid-level Manager/Supervisor Course Modules. These materials
are integrated with similar training materials for other ‘
MCH/PHC activities (such as EPI and nutrition surveillance)
making it possible to train health personnel in one integrated
course, rather than in several independent courses. Such an
approach is more cost-effective, providing many different
skills at one training session. Furthermore,’it will be
possible to schedule such courses within the proposed CDD and.
MCH/PHC work plans for the coming years. Training and , :
re-orientation costs are generally non-recurrent, and with
USAID/UNICEF support, it is anticipated that such courses can
be provided ‘in a timely fashion. - o

Health education/mass communications to support the Uganda
CDD will include traditional health education methods (such as
printed materials and verbal communication at health centers-
during routine patient visits). These methods have been shown:
to be successful in Uganda health programs, and in mission
(church) health facilities. Specifically, they have been
effective in motivating mothers to adequately manage diarrheal
disease in the home by using correct feeding practices.
Likewise, they have been effective in training mothers to
manage simple rehydration therapy using home prepared ORS from
either bulk sugar/salt or from ORS packets. '

The proposed mass communications approach to support ORT
has been successful in other countries, such as the Gambia.
There radios and batteries are in abundant supply, and mothers
~have also accepted and effectively used ORT through other
-channels of communication such as traditional village elders
"and women's group meetings. 1Im Uganda, conditions are
‘different, the level of availablility of radios and batteries
to the rural population is unknown and feasibility of .
motivating mothers by radio-cannot at present he determined.
Traditional means of communication through village and other
gsociety groupings have been effective in motivating Ugandanm
. populations to new jdeas, and if émployed with the proper
health education messages, these means should be equally
successful in supporting the Ugandan CDD. :

(I : )
Supply and logistics for UR/T will be closely linked with
" existing distribution system of EPI and essential drugs; as

VY
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well as with private (mission) dzstrzbut:on systems. ‘All of
these sysﬂems have worked moderately“kell in Uganda, ‘and the
addition of ORS supplies, which require no special handlxng ats
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 permit 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 trcatment methodologies
in the home to those in the largest hospitals. Operational
research will be coordinated by the academic communzty,
especially with Makerere University, which hasg, 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 assxstw'
‘with the problem solv1ng necessary to give the Ugandan CDD a.
solid base as it develops its case management, health
education, and logistic policies.

Finally, the Uganda CDD envxaages other strategies for CDD, -
such as epidemic investigation in cooperat1on with WHG, aand
environméntal sanitation. This latter activity will be ;
developed along with broad national developmént schemes for the.
~country. For the short-term, the Government has chosen case
management, the most feasible means of decreasing diarrheal.
disease mortality and controlllng diarrheal disease, and the
Project will help the nation strive towards the goal of health
for 3110

~ B. Social Soundness Analysis

Oral Rehydration Therapy (OKT) is & 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 obJect1ve 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 ‘
paxents and the medical profession. This will requite traxnxng
actlvztxcs for health_ professxonals and edueatzonal and

vy



_ﬁrdmotiqnal“Activities'forjthé‘gﬁﬁiiﬁfiﬁ;genéfél. ,GRTnﬁﬁst'be'
understood- and ‘accepted by the parents before it can be passed
on to the major beneficiaries (Children). '

 Working through community-based health workers and local
leadership, the Project will establish ORT as the preferred
method of treatment for DD. A national effort is currently
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,
operations research will be carried out om various aspects of
the Project (including identification of sociocultural
constraints) that would impede acceptance of ORT. The phased -
introduction of ORT will provide an opportunity to adjust the -
promotional and educational activities incorporating the
results of the proposed research.

The relative safety of 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. SRR

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 107 are at risk of
severe illness or death due to dehydration from diarrheal -
diseases.: The Project will reduce mortality associated with
diarrheal disease by at least 50% during the period of
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 R
accessible to most children under five in Uganda.

, Other direct beneficiaries include medical persomnel 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
facilitators and 400 health workers trained at the middle
management level will, in turm, conduct 100 district level
courses to train medical personnel staffing smaller health
units in the rural areas. Iam total, several thousand health 3
workers will be trained.

Aside frgm the children under five and medical personmel,
women as a -group will be primary beneficiaries. A major focus
of the program will be on reaching and educating mothers. .

‘Mothers and 'families will indirectly benefit from this ptogfhgf
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as leasstxme wzll be spent thh ‘sick children’ and people have
more tx_e to apend on other accivztxes.

Thtough health educatlon conducted by health units and the
mass ‘communication. Lnltzatxve, roughly 60%Z of all mothers w:ch
young children will have an improved knowledge of dietary
practices and ORT for treatlng dehydratxon 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 traznxng
facilitators and Mid-level Managers.

C. Economic Analysis

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

During the current rehabilitation program in Uganda,
following the political and economic disturbances of the 1970s,
a larger portion of the limited government resources are being
used to rebuild the economic/production sector. Proporczonally
less resources are available, at this time, for docial
. pervices, although it is anticipated that social services will
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 MOH health
services, the cost advantage of ORT over existing treatment
(I-V and drug therapy) is so great the expense cost of treating
with OKT could be less than what the current methcds of
treatmeat for DD now cost the nation. I~V solution cost $§5.00
vs abou: $0.20 for twc 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 on medical
staff and facilities,.will enable the.MOH to continue with an e
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ORT program following ‘the completion of this Project. To the,
degree that ORT replaces 1-V and drugs for DD treatment, the
actual recurrent cost for DD treatment in the Post-Project
period could be less than the current recurrent cost for DD -
treatment. Without considering this substitution, the cost of
continuing the ORT program after Project completion is 10% of
the 1983/1984 recurrent budget for medical services. If
consumer/user-fees and direct ORS purchase covered half the
cost of ORS, the costs would reduce to 6.7% of the recutrenp‘
budget. It is_anticipated that the medical services budget
will increase considerably by the final year of.the Project, .
and therefore, the percentage of the budget required to =~ -

continue ngtwéll be even less.

. pravizas fae e Tl L . ' o
Puring” the Project period, 1t 18 estimated that early
childhood mortality will be reduced by 135,000, Fully burdenes
episode treatmént’ costs, including all start-up and on-going
management’ ¢€0st, will average $1.85 per episode. Post-Project
episode treéitment cost will be less than half that amount.

t .
(Refer to Anpéx Il £0r & more comprehensive économic analysis).
.b-_y' s ‘e ™ - - . ¢-'

O

Operatiogql;gégééfchiﬁill be carried out in a number of

. areas related £6.O0RT,. Information and data relative to the =~
economic and financial aspects of the Project will be collected
_and analyzeéd, thereby_providing data necessary for an accurate
quantitative assessment of project cost and benefits. S

P. Administrative/Institutional Assessment
This Project will ve joiﬁtlf financed by;AID,:thewugﬁhda
Ministry of Health, and UNICEF. Implementation of the Project

will be the responsibility of UNICEF and the Ministry of Health

LR

‘(HOH). O

UNICEF n&:ﬁﬁo, branch organizations of the United Natious,

- o
T &= 2 e e

have beenﬁgé;;yg,qungg}qping the ORT concept and promoting
its accepténéézﬁggldwidgil'As.a'result, UNICEF has developed an
fnstitutionaf®capability for developing 'and supporting ORT
activities in the Third World. , In Kampala, UNICEF has a staff
of three professionals who are assigned to the CDD program, one
of whom will“be full-time. UNICEF support for procurement,
accounting, and transport is extensive and adequate for project
implementation. ~UNICEF/Kampala has the necessary :
administrative and technical capability to successfully
implementbghgozrgjectinqn the MOH.

The Mééuﬁill be résponsible for implementation and »
continued:pgééfam_suﬁpo:t and managément both during and after:
the end of donor participaticn. As illustrated ia the ' . .. 7~
Organizational "Chidrt -.of the MOH (Section II, A), two primcipal’

f’L /4



divisions within the Hiniqtgyfﬁillgﬁélinﬁtfﬁﬁ@h@ﬁlﬂ{i{f:fe.

sustaining the program;"vThe~Divi§i6h?bfiPublié*ﬂéilﬁh}gﬁﬂafévgf
Division of PHC/MCH.

Thare are three mafpr‘6fgaﬁizatiqnal[pf}ﬁléﬁgﬁghg;fﬁillvbe 2
encountered during projeCt‘impleméntationgg" o o

l. There is critical need to integrate the recently
‘created CDD Program, which is in the .Division of
Public Health, with the Primary Health Care (PHC)
programs. Both are managed under.the Division of
PHC/MCH. : C

Several events have taken place which will address the
problem. Task forces have been established to I
facilitate coordination between the EPI and Essential
Drug Programs in the Division of PHC/MCH and the CDD -
program in the Division of Public Health. Also, the:
Ministry is in a process of reorganizing. The

proposed reorganization includes a new office of PRC
Coordination within the Divisiom of PHC/MCH, which
will be renamed the Division of Family Health

Services. This new office of PHC Coordination is
expected to institutionalize the coordimation of these;:
‘programs. o

2. MOH support to health units at or below the
District level is primarily technical, while »
administrative and financial support of these units:’
‘Cexcept the hospitals) is assumed by the Ministry of
Local Governments. The problem of split S
administrative, managerial and techmnical :
‘responsibility for the health units at and below the’
District level has resulted in gaps in support to - a
these units. . Although there is a budget for health at
the Local Government District level, the budget is o
inadequate and does not finance vehicles and drugs 3
(these are financed by the MOH). The health units are
often under-financed by one or both ministries.

It is expected that the integration of drug, vaccime
and ORS deliveries and improved supervision by DMOs as
a result of this Project will improve the amount and
quality of resources currently going to peripheral
health units. The situation will not be corrected,
but will be improved as a result of the Project.

3. Management of CDD program activities will .
in"tially be adversely affected by the curredt lack . of
vehicles for supervisiun and logistical support
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‘pdiﬁones.y;Inﬂadéifibﬁ;ftﬁéJiéck of managerial staff
.at,the Central Levelfinhibits the ability to manage

programs as required for operational efficiency.

' The;CbDyand EPI programd"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 management of
the CDD program and general health services. .

E. Environmental Determination

USAID/Kampala recommends that a "Negative Determination be
made for this project. AID's Environmental Procedures (22 CFR
Part 216) provides for categorical exclusion for "...(i) .~
Education, technical assistance, oT training programs except to
the extent such programs include activities directly affecting
the environment (such as construction of facilities, etc.);
(ii) Controlled experimentation exclusively for the purpose of
research and field evaluation which are confined to small areas
and carefully monitored; (iii) Analyses, studies, academic or
cesearch worKshops and meetings; ... (viii) Programs involving
nutrition, health care or population and family planning
services except to the extent designed to include activities .
directly affecting the environment (such as construction of
facilities, water supply systems, waste water treatment,

etc‘-)ooo"

The primary activities proposed under this project all fall
within tHe above exempted categories and there are no -
~onstrxuction or other activities planned prior to CY 1986, ,
shich will directly, and -adversely affect the environment. A
possible exception may occur if the feasibility study of local
ORS manufacture leads to a planned construction of a factory ta
produce ORS locally, If it becomes necessary, USAID/Kampala
will then request that an additional Initial Environmental
Examination (IEE) specifically for that activity be conducted -
to identify any reasomably foreseeable environmental impact.

VI. CONDLTIONS AND COVENANTS

lﬂ;fiinnéddition to the etandard conditions and covenants, the
follbwing special conditions and covenants are deemed necessary

-+ 'A. The MOH will ensure that the CDD Program Manager is
agsigned 100% of his time to the National Program for 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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'PROJECT RUTHORIZATION
Nawa of Countr Uganda  Namo of Project: Oral Rehydration

Project Number::617-0107

‘1.  Pursuant to Section 104 of the Foreign Assistance Act of
1961, as amended, I hereby authorize the Oral Rehydration Therapy.
Project (617-0107) for Uganda, involving planned obligations of
not to excced $1,210,000 in grant funds over a threce 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. :

2. The Project consists of various activities to be undertaken
jointly with the Government of Uganda and UNICEF to increase the
Aunderstanding of oral rehydration therapy (ORT) and the demand
for, supply and use of oral rehydration salts for the treatment -
of diarrhecal diseascs particularly among children. These Project
activities will be undertaken as part of the Governnent of
Uganda's National Programme for control of Diarrhoeal Disease,
developed jointly by the Government of Uganda, UNICEF, A.I.D. and
the U.S. Center for Disease Control (cpc). AID-financed
contributions include the purchase cI oral rehydration salts for
distribution by UNICEF and t.e Ugardan Ministry of Health,-publie
information and training activities on the use of ORT and the
nranagement of ORT delivery systems at all 1evels 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 Agréement which may be negotiated and executed by
the officer(s) to whom such authority jc 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. -

a. gsource and Origin of Ccommodities, Nationality of services

(1) Except as provided for in paragraph (2) below, _
commodities financed by A.I.D. under the Project shall have their
gource and origin in Uganda or {a countries included in A.I.D. ’
Geographic Code 941, "except as A.I.D,; may otherwise agree in

Y



“2-
uriting, and suppliers of commodities or services.shall have =
Uganda or countiies-included in;AaI~D;ﬁGngraphicECddé}941'a34;~“

‘their place of nationality, except as A.I.D.
in writing. ' . '

may’'otherwise agree.

' "(2)--Goods.and services procured”undéf;the_g:antyggdmj;
A.I.D. to UNICHEF shall be procured in accordanceiwith pacagraph
16c3(2)(b),'AID Handbook 1, Supplement B. I A

b. Covonants

, (1) 'The Cooperating Country will assure .that the CDD
Program 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 support recquired 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 gignature of the
.Projegt Agreement. '

Irvin Coker
Digector . -
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CUNGLLSSIETED O SThEN_STTLE/ 9
A5S3HED TILE TUTRE ALE RO LOWO TERN CONTICY |
LOLIUYPATIONS COMELMPLAYED ¥iICH YOULD BE COMPLIGATED PY
CPaRiiil TROJECT RUTHORIZATION AT TEIS POIHT . )

RuCOMNBADETYON : *FYD LECRL LPPROVAL IS GRAVTED FOR PﬂASE

i. P}{uh LI LUTHORIZATION SHOOLD Bi H4NDLED THROUSE & d”’;ﬂ—&———g

MID=PROSHCT REVINZ (I8 MIDDLA OF YRAR III) AND
»U:”‘*;J”ﬂ O} K BHETAILED PP SUVPLE““cl 70 41D/ FOR
BREYNY AND APDROVLY "IIOQ TO ACRUORIZLLION OF FUNDINS
QU RHE OFUO OR MIRR FIVAL ﬁFﬁP“ 0F THE PROJECT. (11 IS
;U‘IJC”“U TELY Poash IT MAY REQUIRE SUBSTANYILLLY MOKER
PIHE il ANTICIPATED IN PID RELATLD DOCUMENTS, )

—

B. - DIVYSLOH OF RESPONSIBILITIXNS: © PEE RECPR FOUND IT
u)Pr:LuL: TO SORY oUT BXACYLI #0AT JES PO BE FUNDED &ND
LOCOMPLISERD BY ATD (USAID LHD TilE COCD) &S OPPOSED PO
UHYCER LS PNERE VLS SOMBE LMDIZ UIr’ AND INDONSISTRACY
BEFUESN THE VARIOUS SUBNISIIONS OF 94% USLID ARD THE

URICELY POCUWF" TYSELT, P&ETICUL’RLY YITH RESYECE 70 THB*<:;4 f‘:“ﬁ

OPERATICHS RESDARCH ELENGNT AND BYALIATION. TTILE TIIS
15 IUT & PROLLENM ®ITA OJHN!TL DESI3N, THE AMBICJIITIRS

Liusy ny RESOLVED PRIOR T0O PI“ALIZAPIOW OF PP IND FOR
NG 011’110' FORPOSES,

RECOHNTS D"T"N ‘TEE PP SHOOYLD DETSIL CLEARLY AilD
UNEQUIVOCARBLY BXLOYLY IHAT WILL BE FUNDED AVD
LCC ﬂ-LA%uaﬂ LY LLCH DONGR AND ROY,

‘6. - IAPLEUINTATION ARRANZEMZNTS:  TRE PID PROVIDES e
LITPVE INSICAT JNTO IMPLENDETARION ARZANGEMEXTS oR Hod &
PROJECT RESOURERS GILL BB ADMINISYERED IN COOPERATION |
HINL ONICHY, Td% SEND IS TRUL FOR OVERSIGHT AND

SUPCRYISIIN RESPONSIBILITTES AND KOY TEEY WILL BE STARED
*BRTEEDN TRS PAGTIES INTCLVED, IH A CO-FINANCED PROJEOT

SUCY AS 74IS, HOYLVIR, ADVINISTRLTIVS ARRANSEASNIS AND
UKDERSEAHDINGS KRE PARPICULARLY IMPOATANT AYD SHOULD BE"
CAREFULLY $ORKED OUT AND NEZOTIATLD IN ADVAY

RECOMMENDATION : "EDMINISTRATIVE ARRANGEMENTS AND
PROCENURES TFOR THE AID PORTION OF THE PROJLCT SEOULD .BE
"TUOROJGHELY DUTAILED IH TEE IMPLEVECNTATION PLAN. THE
EXTEND? TO wilcH 24B HLSSIOV PROPOSH &0 RELY ON OUNICEF
TO EXECUTL OR MAMLCE AID PROJZCT CONPRIBUPIOWS S300LD .
LLSO LD CATPFULL‘ STATSD LO"?PduR VIPA AN- EXPLANATION OF
HOW THE ARRANGEMENTS YILL wOi#X, QUESTIONS SUCH &S TIHOSE.
L"('DICAC*',J' BELO4 SEOULD BE ADDRESSED IN THE PP AND
NEGOTILTIONS ¥4ELE NECESSARY: -

~=WILL'& PORTIO{ OF THE GRANT BE TO UNICEF INSTE4D ov roffiéé
GROD -(140H), -A%D #0¥ YOULD T3IS BE STRUCTURED? ey

S-YEAT WILL BE THE NECAAKISH FOR COORDINALING hITH‘=*‘“

WA ONOLASSIFIED SAATE - 132715/01
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UNYCLE?

S TEY LI 0F UMICEF PROCURZUEHLY PROCERURTS BB USED ANMD
$OR ULICH WLEGEHTS? A DELAILED PLAH SBOUTD B3 PREPLRED,

PO PET BXTRNT IBAT UNICEF IS REL BD UroH 0 ADMIMISTER
K1 CONYRIBUTHD RESOURCES, LOY VILS, ACCOUNTADILIPY LR <é_
(SO LUTISHED FOR ALD POLDS; DOV 1L, FURDS 8% DISBURSKD;
LED WA YWILL Bk AID AUDIY RIGHYS RE URICEZ?

NEDSO ASSISTARCE (RLA, SHO, RCO, LND RECIONAL I16) R THE
ALGYE GUISTICHS WILL BE WICK SPPRECIATED. s

b, OTUIR ﬁESIGN GUIDLNCY QUESTIONS:

A TEB MALHAGENRNT BURDEH ARD ITS NISTRIBUTION: ALYIOUGH
M IS RECCOGHIZZD TUAT OHT OF TEY PRINCTPAL OBJECTIVYS OF
THE PROPOSED STRUCTURE TOR Ti% PROJECT IS TO E&VE UNICEL
ASSOHE TS PRIHCIPAL MAHAGLMENT PURDIH, IM LIGRT CF
FIUDINGS RELATED TO CUESEIONS UUDER 28 ALD C AEOVE,
MEAIACEMSRY RESPONSIBILITINS CF TEL USAID SHGULD BE

‘CLEEFULLY DEPAILED JIf PP AHD ACTIONS PLXTN PO ASSURE |
PROPEL COTERACE WHEEX MECKSSLRY BY BOTE USAYD END CTCCD
PROJECT (ERLCEING, MORIYORING, ACCOUHTABILITY, ETC.).

. PVLLUAYIGH PLAIS A COMPLETE AID DETLILED EVALULTIOH
LAY SPEOULDL k% JNCORPORATED WITHIN TEY PP WHICH WOUL) <<
"SIy oY VATA COLLECTION E¥FORYS, OPZNATIONS RESEARCE
ACHTIVILIYS, LND A TROROUGH EYALULPION IN IXZAR THREE OF

FES PROJUCT VOUTD tASH PO PRODUCH HMATIRIAL H“EXDED TOR
DEVELOPMTET 0F THE PRASZ IT TOLLOZ-0# EFIORT, &S WELL A5
EROVIDZ ELLMZHTS OF JUDGHIMT Ol PIMELY BASIS FOR PROBLEM
SOLVING, tMID-COULRSE CORRDCTIONS , RYPROGRAMMING OR

EEDES TGH WHERL NECXSSARY E%C.

C. WAIVIR FOR PRAININC MATERIALS: PROCUREMENT OF o
TRATHING MATZ2IALS FROM EENYA AND/OR OTHER PRES HORLD &=
COMMTRIES S$HOULE BE FULLY JUSTIFIED IN T4E PP SO TRHET -
FPPROTRIATE WAIVER CAH BE APPROVED AT THS TINE OF Lo
PLOJECT AUTHCRIZATION, oo

D). ORS PROCURZEMEsT: IT IS ASSUMED "IAT THY SER/COM
RECOHENDATION TO PROCEXD. TEROUGT COMPETIVIVE
SOLICITLTION ISSURD TEROUGE GSA (STATE "¢y5248) IS
ACCEPYED. B

%. DRUCS, VACCINES AHD FOOD: LT IS UNDERSTOOD THAT AID
UILL NO LOMGER FIMANCE THESE ELEMENTS OF THY PROJHCT AS
ORICIHLLLY PROPOSED 4HD THAT NO PURTHER CONSIDERATION OF
SUCH GOMMORIPILS 43 AN ISSUS 1S WARR.MTSC. WITE RUSPUCT
l?G THY foR-rLA LPPROVED DRUG HENTIONED IH RHFIIL B
‘sun/cOM ADVISES THAT THIS IS 0T A PROBLEM AS TLONG AS
DHICEY IS PINALCING.

¥, THE DUDGET YOR THE GOU. COMTRIPUTION OVER THE LOP
SOyt PR CLEARLY DETAILED IN THS PP AMD NEZOTIATED WITH
G L GhPssTF, FINANCIAL ENATYSTS SROULD S:0¢ HOw THE
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- {
PROJECT DESI!“N

SUMMARY -

* LOGICAL FP{\MEWQHK

LIt of Project
From FY 300¢ w FY 12288

Total U.S, Funding 2 s..s..n )
Date Propucd ___;.“.;_J_JA_

Project Thtle & Number: _Qxz) _Rehydras. ian Threapy (632.0107)
- NARRATIVE SUMMARY . OBJECTIVELY VERIEIABLE lND{C‘\Toﬂb . “EANS OF VER!FI“T'ON TMPORTANT ASSUMPTIONS

Propram or Sector Geal: The broader cbjective to
~whizh this project contributes: .

Reduce the incidence of chila rortality

and severe cases cue to diarrheal diseases

Measures of Sosl Achlavement
-

Decreascd DD mortality in childred

under five to 50V cf current levelf

2. Decreasecd caze fatality rate by 609

*.> from DD in hospitals and hecalth”
centers

3. Decrease in number of severe DD
cases treated in health faéildities

. Y

.

K e ‘..‘

-

. 1. ..nna:n sample surveys bafors lnd auring

project 1mplenentation

2. Health tacility reports

3. Hospital ORT canter Xeports

Agrumptions for achizving gral targatst . .

-=GOU will budget sesurrent u":stl -0
for CDD by end of project - st

«-=ORT culturally acccptable to
rajority of Ugandans

Project Purpase: . i

. .
Increase the understanding-of oxal rehy-
dration therapy (ORT) and the demand for,
supply and use of oral xchydration salts
{ORS) by the target population of
children under five

Conditicns that will Indicate purpo:s has bean
achlaved: End uf project status.

1. Increased utilization cf ORT for
©D atong children under five years
by €0V '

Increased utilization of ORS at
health centexrs and hospitals by 60w
+ within two years of project initia-
tion

Decreased utlnutip of IV rehy-
dzation by 75V in hospitals and
health centexs

2.

. -

rY T reyan)

tor

@ PuIpOIE

l--Effective commnication rodalities
exist for informing the population -’
abaut ORT -
Domast‘e comrercial production is’
afford le and governzent or private
industry will become interested in
long-term dowestic production
L-Tocally available and affordidble orxal
solutions foxr ORT

Outputs: .
1.- Usa of ORT as ho- tmt-cn: of
diarrheal disease

Magnituda of Outputs:

1. At least 60V of pothers uu:h
children under £ive now about ORT
as a tieatment” for diarrhea.

At leasu 45V of mathers with
children under.five ussd ORT as
home tteatment for diarrhea during
a preceeding time period (to be

1

.«

« Knowledge & uttitnd. NIVIYS
* DD sampls sirvays in selected areas of
the country
Increasad diuxnmthn of ORS to popu-
lation
Recuction in health facility :epott.d
cases of DD

2. lower stock levels of IV qu&pent and

Assumptions lot nchicving oumpns

—~Rdoquate medical staff time to staff
ORT centers, provide ORT ir ald
health units and conduct tru.n.aq

~=Timely implementation of the EPI
and Essential Drug Prograns

. dctemned £luias
« ke - < ORS ﬁial:h
-.J Appropriate.use ot oar by-hulth LIRS | )4 ' of® ORS as._first treatment by, 60 ircreasad use of in )
d facilities -
pmvleerl N txained health providers in over . |- . .
L PO T b
loouts:, : - DI impiementation Target (Type and Quantity) . A tor pr R Inputs
AID: ORS . St Project records
In-country training See financial-plan of PP, Section IV . GOU able to budget 'dq“‘td‘y f‘“
Evaluation CDO and aquipment

Operations_research
!‘cas.lbnity suay )

Technical Assistance .’

“onicer: e
'rzanr art” (vehicles, fuel, .
* repairs, maintenance)

. Data collection and mly-.ll

. __0ffice _SUppOTt COStS

Training and education utchll B

--AID/UNICEF funding
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Project Title & Number: Qxal Rehydration Tharapy (61220107

: Lo .
PROJECT DESIGN SUMMARY
*  LOGICAL FRAMEWORK

Life of Project:’ s
From FY_1984. ___to FY_1988 -
Toral U.S. FUMIMM

Oate Prapared: ____ _snvi) dons,

NARRATIVE SUIIMARY

OCJECTIVELY VERIFIAELE INDICATORS

MEANS OF VERIFICATION

IMPORTANT ASSUMPTIONS

%o ram of Scetor Goal: The brosder objective to
«ich RS project contributes:

M s of Goal Achi

Astumptions for achieving gos! targetss .

Conditions that will lndlcltt purpose hat bun

Projsct Purposes i
. achieved: End of project status.. i
4. Increased conmmer deman a for
Owtputs: N Yagnituda of Outputs . . Y - e Ammpdonﬂaud\hm OUTPRLL: .

3. Ioproved capa.b!.!ity ot Ministry of
Health to manage ané&. collect health
information

‘w
4. ORS supply oystem completely integrated/ 4. 603 health facilities will have

with other MCH/PHC mpply and distribu-
*l tion systems R . 4y

75% of children with mild to
moderate dehydration

3. Sentinel surveillance system for
diarrheal disease morbidity/sor- 4.
tality reporting vith 60% repoxting]
oon'pleteness

adequate supply of ORS rore ﬂu\n 90
L! pf the time °
ORS wastage-remains balow 108 with<]-
in the distribution system

3. Supervimr reports; inventory- :eeoxds

and reports and health lacutty
reports ‘

Review of purchase orders, advica of 7

shipment and bills of ladding
Inventory- ropoIts
Distridbution delivery lixalxeeo:dq

¥arginal distribution cost increases

!
. *

.

Inpans:

MICEP; Per diens !
ORT Centers (qulpuntl!\u:nltm)
* ORS for project start-up

oc: Short-term T.A. e,
_ Treining materials el
Pcgioral workstop SotaL
Gous Facility repair ana Ial.nt.cnlncl
Parsonel salaries ..

Transzort costs(fuel, repaixs) -
Drugs & equipment (IV equipment,
fluid and Arugs)

Implementation Target {Tvpe and Quantity)

Sea financial plan of PP, Section IV

Office-support-costs— =

>

sobug ¢

beg

Jo 7z o



rt: 132328 (37)

J NP | . .
PROJECT DESIGN SUMMARY:.
_LOGICAL FRAMEV/ORK

* Lifa of Project:

FromFY 1204 ___ v FY.!.S&B_.
Total U.S. Funding 52 988,080 °
Dats Ptlpu.d:__lpsu_m‘__

" Prolect Tiile & Number: N - 7
- HARAATIVE SUMMARY “OBIECTIVELY VEAIFIABLE INDICATORS MEANS VERIFICATION IMPORTANT ASSUNPTIONS
Norcam o Sactor Goal: The broader objsctive to * Madsusas of Goat Achisvement . ) . e L s Assumptions loc cchi.vifxn goal targets:
Pucn this project conuibutel . N - - - ~
‘ <. e M * L B -
dojac Purpose: - e Onndmoulhuullhdlmcwpuhubun . S RES RRER o
. schieved: End of project status, s
.ot . Magnhuds of Outpgs: . : - - Lo A wro o
e y : S. Drug inventory records, supervimx .. -

;3. Creation of increased demand for ORS

S. 50\ increata in demand for ons i
both private and government

roports, and pharmaceutical sales - |

in both the governsent and the private .oe X . C ae-

sectors - pharmacias ox othar drug cutlats )
: . : R — T T Auumptom for R BPRE - -
e - 0 WMIWTW{"YP.MMM i Mt . M X T S A
: .
fgn - e - st 4 S e st = - - - A
: - — . " - - >

- > N .1
- ‘- .l

IS,

.

- . .sobeg.¢ go ¢ abeq



 AWNEX C

PROJECT ASSISTANCE:

 FY 84 2/21781

5c(1) - couNTRY cHEGKLIST'

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 CRITERIA FOR COUNTRY
ELICIBILITY :

1.

'FAA Sec. 481: FY 1984 Continuing

Resolution. Has .1t been

determined or certified to , " No-
the Congress by the President o
that the government of the

recipient country has failed to

take adeguate measures or steps

to prevent narcotic and psycho-
Eropic drugs or other controlled
substances (as listed in the
schedules in section 202 of the
Coniprehensive Drug Abuse and Pre-
vention 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
Jurisdietion of such country to -
United States Government personnel
or their dependents or from entering
the United States unlawfully? '

"FAA Sec, 620(c). If

assistance is v a government,

is the governuwni liable as L
debtor or uncc.diitional : No:
guarantor on any debt to a

U.S. citizen for goods

or cervices 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?



Reason:. ' The CDD. Program Manager is critical for the day to. day;

‘.jadministration and coordination of the Pro:ect.,-a‘,

-ﬁ2;7“~The MOHM will review and reorganize the medical drug
and supply distribution system. The plan for this -

reorganization will be presented within six months of :

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 1ncreased ORS supplies.v
III.'ﬁ,f Waivers- |

No waivers are required.

:IV.i" Legal Requirements-

This project complies with all appicable legal requirements,

A Statutory Checklist has been completed and appears in Annex
C. Section 611l(a) is considered satisfied. A Congressional
NMotification was sent to Congress on June 'l5, 1984 and expired-
June 30, 1984,

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 e

‘3. Project Annexes (including Statutory Checklist and.
. 1EE)

fClearances-

'P. Scott - RLA o
‘L. Dunn =~ RSO e
'B. Eidet - RFMC ~
J. Dempsey - PO

P. Bloom - A/Dir

317290

b2
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Ut
hal

:6,‘

-2 -

1 FAN Sec. 620(e)(1)., If

- asgsistance 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:
or control of property of
citizens or entities U.S,
benaficially owned by them
without taking steps to -
discharge its obligations
toward such citizens or
entities?

FAA Sec. 532(c), 620(a),

620(f), 620D; FY 1982 Appropriation ~

Act Secs. 512 and 513. 1Is recipient

country a Communist country?
Will assistance be provided

"to Angola, Cambodia, Cuba,

Laos, Vietnam, Syria, Libya,
Iraq, or South Yemen? Will
assistance be provided to
Afghanistan or Mozambigve
without a waiver? '

ISDCA ‘of 1981 Sees. 724,

727, 728 and 730. For

‘specific restrictions on

assistance to Nicaragua, see
Sec. 724 of the ISDCA

of 1981. For specific
restrictions on assistance
to E1 Salvador, see Secs.

727, 728 and 730 of the

ISDCA of 1981.

" FAA Sec. 620(3j). Has the

country permitted, or failed
to take adequate measures to. .
prevent, the damage or '

“destruction by mob action
‘of U.S. property?

o

No

N/A

5 P
0.
. =

oY



8.

9.

10.

=3 =

" "FAA Sec. 620(1)., Has the

~country failed to enter .

into an agreement with
OPIC?

FAA Sec. 620(0);

Fishermen's Protective

‘Aet of 1967, as amended,

Sec. 5. (a) Has the
country qeized, or
imposed any penalty or

~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?ﬂ

FAA Secs 620(q); FY 1982

Appropriation Act Sec. 517.

(a) Has the government

of the recipient country been
in default for more than six
months on interest or
principal of any AID loan to
the country? (b) Has the
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?

"FAA Sec. 620(s). 1If

" eontemplated assistance
- 48 development loan or

‘rom Economic Support Fund,
jas the Administrator taken'
.nto account the amount of
*oreign exchange or

yther resources which the
rountry has spent on military
squipment? Reference may be:
nade . to the annual "Teling
into Consideration" memo:

1ﬁ:“pt

/A



11,

12,

13,

R

"Yes, taken into account by
the Admninistrator at time

of approval of Agency QYB",

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.)

FAA Sec. 620(t). Has the

country severed diplomatic
relations with the United
States? 1If so, have they

. been resumed and have new

bilateral assistance
agreements been.negotiated
and entered into since such
resumption?

FAAL Sec. 620(u). What is

the payment status of the
country's U.N, obligations?
If the country is in arrears,
were such arrearages taken
into account by the AID

Aduinistrator in-determining =
the current AID Operational !ear*

Budget?

FAA Sec. 620A; FY 1982
Appropriation Act Sec,

520. Has the country

aided or abetted, by granting
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 groug
vwhich has committed a war
erime?

V‘Uganda's UN - Paymenti
_are up to. date.



‘15,

16,

YRR

R
-5 -t

FAA Sec 666. bdes*éhéi
.country object, on the
" basis of race, religion,w

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?.

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, 19777 (FAA Sec.

620E permits a special waiver

of Sec. 669 for Pakistan).

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 requlvements“:or

assistance to Haiti.

s
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,

L7



18,

FY 81 Continuing Resolution. Hasvéhé

- recipient country been detemined by the
President to have engaged in-'a consistent -

pattern of opposition to the foreign -
policy of the United States. : ‘

FUNDING SOURCE CRITERIA_ FOR

D e G -t et ey At e St s

COUNTRY EL IGIBILITY

1.

2,

Develogment Assistance

Country Criteria

a., FAA Sec. 116. Has the
Department of State

determined that this,.
government has engaged in

a consistent pattern of

gross violations of .
1nternatlona11y recognized human
rights? If so, ¢an it be =
demonstrated that contemplated
assistance will directly
benefit the needy?

~Economic Support Fund

Country Criteria

do FAA Sec, 502B. Has it
been determined that the -
country has engaged in a
consistent pattern of

gross violations of ,
internationally recognized
human rights? If so, has
the country made such
significant improvements

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. ot
Argentina has made significant
progress in human rights; and
(2) the provision of such
assistance is in the national
interests of the U.S.7?

No-

N/K



37‘

e.  ISDCA of 1981, 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}f
(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? ‘

N/AY



| 5C(2) PROJECT CHECKLIST

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.l. applies to all projects funded
with Development Assistance Funds,
B.2. applies to projecets funded with
Developuent Assistance loans, and
B.3. applies to projects funded from
ESF.

CROSS REFERENCES: IS COUNTRY .
: : CHECKLIST UP ‘Yes
TO DATE? HAS Tt
STANDARD ITEM
CHECKLIST BEEN ‘Yes:
REVIEWED FOR
THIS PROJECT?

A. GENERAL CRITERIA FOR_PROJECT

l. FY 1982 Appropriation Act
Sec. 523; FAA Sec. 634A;
Sec. 653({b); Second CR FY 83,
Sec, 101(b)(1l).

(a) Describe how authorizing

and appropriations committees ?(g)?Cwaas submitted
of Senate and House have been -to'congress on June 15
or will be notified concerning dhdﬁgxpired on June 30

the project;
(b) 1is assistance within
(Operational Year Budget) e
country or international {b) Yes-
organizatir; allocation SR P
reported to Congress (cr
‘not more than $1 million
over that amount)?. _ _

~(c) If the proposed
assistance is a new country N
program or will exceed or cause. ~Ce)Y N/A:
the total assistance level for -
the country to exceed

- assistance amounts provided
to sucn country in FY 83, has
a notification been provided .

- to Congress?

70



3.

5.

-9 -

v’(d) If the proposed assistance
_is from the $85 million in ESF

funds transferred to AID under
the Seecond CR for FY 83 for

~tneconomic development

assistance projects", has the:
notification required by

Sec. 101(b)(1l) of the Second
CR for FY 83 been made?

FAA_Ses. 611(a)(l). Prior

to obligation in excess of

-~ $100,000, will there be

- (a) engineering, financial
‘or other plans necessary to

~earry out the assistance and.

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

FAA Sec. 611(a)(2). If further
legislative action is required
within recipient country, what
is basis for reasonable
expectation that such action
will be completed in time to
permit orderly accomplishment
of purpose of the assistance?

FAA Sec. 611(b); FY 1982
Appropriation Act Sec. 501.
If for water or water-related
land resource construction,
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, 19737

FAA Sec. 61l1l(e). If project-is
capital assistance (e.g.,
construction), and all U.S.
assistance for it will exceed

$1 willion, has Mission Director
certified and Regional Assistant

Administrator taken into
consideration the country's

“Yes

Yes

No further . legislative
action is required.

MIA:

N/A-



T¢

9.

=10 -

capability effectively to

maintain and utilize the

project? .

FAAL Sec. 209, 1Is project
Susceptible to execution

as part of regional or ‘
multilateral project?

If so, why i3 project

not so executed? Information
and conclusion whether
assistance will encourage
regional development
programs.

 FAA Sec, 601(a). Information .

and conclusions whether prodect
will encourage efforts 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) impro
technical efficiency of "industry, . .

agriculture and commerce; and

(f) strengthen free labor unionéiV{ 

FAA Sec. 601(b). Information and

concliusions on how project will
encourage U.S, private trade and

encouragze private U.S. participatibn

in for ‘gn assistance programs
(including use of private trade
channels and the services of
U.S. private enterprise).

FAA Sec. 612(b), 636(h);

FY 1982 Appropriation '
Act_Sec. 507. Describe steps
taken to assure that, to the
maximum extent possible, the
country is contributing local
currencies to meet the cost of
contraztual and othe services,

-1es. . It i3 beéing
féxéqutqqxnltﬁlthbddghE

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
rele of private sector
in the distribution of
ORT commodities. '

“equipment will: pe
_purchased from the U.S.

o

/‘The.[GOU 43 contributing
‘a uch ,as possible in
o

cal shillings and

n-kind,

g


http:effor.ts

and:-foreign currencies owned!’
>gby the U.S. are utilized in;h¢
11eu of dollars. ’

10. -FAA Sec. 612(d). Does the U. S
"own excess foreign currency of*ﬁ
the country and, if so,- what' -
arrangements have been made for‘
its release? 4 S

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

12. FY 1982 Appropriation

Act Sec. 521. 1If .

assistance is for the - .The Project-will" not
_ production of any R produce _any v o
coummodity for export, - commodities for export.
is the commodity g ,

likely to be in surplus

on vorld 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 S
"~ the environmentazl procedures . 2. Yes
set forth in AID.Regulation 16?. -
~ Does the project or program takeﬂ“]
into consideration the SRR
~ problem of the destruction
of tropical forests? "= 7~ 7 " -

14, FAA 121(d). If a Sahel
B project, has a determination S
~ .been made that the host : ~N/AY
government has an adequate R
- 8ystem for_ accounting for
~and controlling receipt and,
expenditure of project
funds (dollars or local

“eurrency generated there from)?

73


http:utilized:.in

15{t

16.

17,

12 -

FAA Sec. 128; Second CR FY 83,

Sec. 101(b)(2). Has an

. attempt been made to finance
productive facilities, goods,

and services which will
expeditiously and directly
benefit those living in
absolute poverty under

the standards adopted by
the World Bank?

FY 84 Continuing Resolution.
comparable American private

enterprise funding available: for

the proposecd project?

FY 84 Continuing Resolution.

full consideration been given at

each stage of project design to

the involvvement of smwall 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), 111,
113, 281(a). Extent to

which activity will (a)
effectively involve the

poor in developument, by
extending access to

economy at local level,
increasing labor-intensive
production and the use of
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.S5. inrtitutions; {b) help.
develop cooperatives,..

X

The provision ‘of Oral

ﬁ,Rehydration supplies wili
" be directed to, and. . - .
especially important for,

those 1iving in absolute.
poverty.

=

- Oral Rehydration

" Therapy will provide

.“an -indirect, yet

_important, benefit to
dncreasing zagricultural
productivity Sy providing

- more time for mothers to -

engage in agricultural
activities,

24



; especially by technical

" assistance, to assist rural

‘and. urban poor to help D
themselves toward better life

and otherwise encourage S
democratic private and

local governmental

instituttons; (e) 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 Sec. 103, 103A, 104, 105,

106. Does the project fit the
criteria for the type of funds
(functional account) being used?

c;. FAA Sec. 107. Is emphasis on;

use of appropriate technology
(relatively smaller, 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
"pelatively least developed".
country)?

Tes (104)

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

This requirement is not
applicable as this Project

is a'multilateral activity
undertaken in cooperation
with and Jjointly planned by
AID, UNICEF and GOU.



- 1Y -

e, FAA Sec. 110(b). Will grant
~capital assistance be disbursed

for project over more than

3 years? 1If so, has e
Justification satisfactory to .
Congress been made, and efforts’
for other financing, or is the;'W

recipient country "relatively
least developed"?

f. FAA Sec. 122(b). Does
the activity give reasonable
promise of contributing to
the development of economie
resources, or to the increase
~of ‘productive capacities and
self-sustaining economic
growth? :

g. FAA Sec. 281(b).
Describe extent to which-
program recognizes the
particular needs, desires,
and capacities of the
people of the country;
utirizes the country's
intellectual resources to
encourage institutional
development; and

supports civil

education and training

in skills required

for effective
participation in
government processes
essential to self-

‘_sovernment.

2.Development Assistance Projectl

Criteria (Loans only)

a. FAA Sec. 122{b).
Informavion and conclusion .
on capacity of the countiry’
to repay the loan, at.a
reasonable rate of interest.

U Yes

,Tbe“training and re-
‘orientation of the

GOU/MOH health staff
will provide Uganda with
the indigeneous capacity
to address a major
national health problem,
affecting large numbers
of families.

Db
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“bev " FAA Sece. 620(d) fIf'
gassistance 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.S5., of more than
20% of the enterprise's
‘annual production during
the life of the loan?

¢. ISDCA of 1981, Sec. 724
(e) and (d). 1If for _
Nicaragua, does the loan
agrecment require that

the funds be used to, the
maximum extent possible

for the private sector?
Does the project provide
for monltoring 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
5795 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 Support Fund” 
Project Criteria

a. FAA Sec. 531(a). Will
this assistance promote
economic or politieal
stability? To the

extent possible, does .

it reflect the policy
directions of FAA Section -
1027

/A

7S

e

77
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"b.. FAA Sec. 531(c). VWWill
"assistance under this chapter
be used for nmilitary, or
paramilitary activities?

¢c. FAA Sec. 534. Will ESF

funds be used to finance

the construction of the o s
operat’on or maintenance of, ‘N/A.
or the supplying of fuel for,.

a nuclear facility? If so,

has the President certified

that such use of funds is

indispensable to non-

proliferation objectives?

d. FAA Sec. 609. 1If

cormodities are to be i
granted so that sale ‘N/A
proceeds will accrue to o
the recipient country,

‘have Special Account '

(counterpart)

arrangements been made?

e. Second CR FY 83, Sec.

101(b)(1). If ESF funds to C
be utilized are part of the ‘N/A -
$85 million transferred to S
AID under the Second CR for

FY 83 for "economic development

assistance projects", will suech

funds be used for such projects

and not for non-development

activities including balance of

payments support, commodity

imports, sector loans, and

_______ T ammmn




5C(o) - STANDARD ITBM>CHECKLIST

Listed below are the statutory
jtems which normally will be'ﬁ”
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.y
These items are arranged undér
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 o
commodities and services
inanced’

2. FAA Sec. 604(a). Will all
procurement be from the
U.S. except as otherwise
determined by the President
or under delegation from
‘him?

3, FAA Sec. 60u4(d). .If the

g "~ 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?

FAA Sec. 604(e); ISDCA of

1980 Sec. 705(a). 1If
offshore procurement of .
agricultural commodity or:

Yes:

Tes



brOduct is to be

financed, is there A
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.)

FAA Sec. 604(g). Will .

eonstruction or

engineering services be
procured from firms of
countries otherwise
eligible under Code 91,
but which have attained a
competitive capability in

international marxets in

one or these areas?

FAA Seec. 603. 1Is the
shipping excluded from
compliance with
requirement in section
901(v) of the Merchant
Marine Act of 1936, as
amendad, 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?

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

~Yes:

40
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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?

International Air
Transport. Fair
Competitive Practices

JAct, 1974. If air ’
transportation of persons

or property is financed

on grant basis, will U, S.

carriers be used to the
extent such service is
availabl:z?

FY 1982 Appropriation Act
Sec. 504. If the U.S.
Government is a party to
a contract for procure- .
ment, will the contract
contain a provision
authorizing termination
of such contract for the

convenience of the United o

States?

B; Con$truction

FAA_Sec. 601(d). If capital
(e. &., construction) project

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

FAA Sec. 6ll(e)., If___ _
contracts for v
construction are to be.
financed, will they be
let on a competitive
basis to maximum extent
practicable?

Y”

7

4



c.
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FAA Sec. 620(k). If for,
construction of s

productive enterprise,'%f,‘ “N/A

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)?

Other Restrictions

1.

2.,

3.

FAA Sec. 122(b). If

- development loan, is : »“15

interest rate at least 2%
per annum during grace
period and at least 3%
per annun thereafter?

.FAA_Sec. 301(d). If fund

is established solely by

U.S. contributions and 'fﬁ[ﬁ

administered by an
international organiza-
tion, does Comptroller
General have audit rights?

PAA Sec. 620(h). Do

arrangements exist to

insure that United States “Yes.

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-bloe

countries?

_Hill arrangements preclude

use of’ rinancingg

42
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'a. FAA Sec. 104(f); FY
1982 Appropriation Act

~ See. 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; (lU) to lobby for
abortion? ‘ '

b. FAA Sea. 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
lav enforcement forces,
except for narcotics S
programs° L

d. FAA Sec. 662. For
CIA activifies? -

e. FAA Sec. 636(1). For
purchase, sale, long-term
lease, exchange or ‘
guaranty of the sale of
motor vehicles L
manufactured outside
U.S.,.unless a waiver is -
obtained?

Yes

Yes

Yes

oYes



f. FY 1982 Appropriation
Act, Sec. 503. To pay
pensions, annuities,
retirement pay, or

ad justed service.

compensation for military;

personnel?

g. FY 1982 Appropriation
Act, Sec: 505. To pay
U.N. assessments,
arrearages for dues?

h. ‘FY 1982 Approrriation
Act, Sec. 506. Tuv carry
out provisions of FAA

section 209(d) (Transfer

of FAA funds to
multilateral
"organizaticns for
lending)?

{. FY 1982 Appropriation
- Act, Sec. 510. To
finance the export of
nuclear egquipment, fuel,

" or technology or to train
foreign nationals in
nuclear fields?

j. FY 1982 Appbopriation

Act, Sec. 511,

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 Appropriation

Act, See. 515. To be
used for publicity or
propaganda purposes
within U.S. not
authorized by Congress?

Yes

fes:.

Yes

Yes

Yes

Yes
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,April 3rd., 1984

'l‘l\e tHIICE"" Repro lento.tive,
P Oo Bo:: 7047, ‘
KappatA,

'peé;r Sir;"w

GOV RIMFIN’I' CONTRIBULION ’IO"A ".DS CDD PROGR." 910

lIereui’ch please find attached a copy of the Covernment of Ugtnda
contributicn towards the CDD Progrimme for your informution
’,anc} ‘neccegsary action,

2,

Yours fa ithful 1:/,. '

for%ﬁi‘"ﬂ"" SL‘C‘ILT A1
Ve

' The USAID Repmsentative,
P 0. Box 7007'
A I\AHPAL-LO
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"'ANNEX' E., PROPOSED SCHEDULE, FOR. MIp-LEVAL MANAGERS'

TRAINING COURSES CcbD PROGRAMHE‘

Districes'

Location

Kapehorua, Soroti”
fk;;aiii¥§agaei‘
’;; 183“88, Jinja :
3;‘; Llrﬂg Kltgum

6. Apac, Gulu

”ff;Moroto, Kottdo 1

- prua, Nebbz, Moyo .

ﬂotma, Mas1nd1 _

f}b Kabarole, Kasese, Bundzbugyo,

t-".' ‘ P ‘ L
11, Kabale, Rukxng1r1
RIREAS I A
}g.‘lubarara, Bushenyx

;13{~.Masaka, Rak31
AR ) P
"‘.."‘ . ’
wlq,,ukampala o 5
{!5,1'Mp1gx, Mubendef

,16, iMukono, Luwero"

384

‘uoroib
Arua

Haszndz‘

Fort Portal:

Kabale

/Mbarara

Masaka

'Kémpalh'

'ghmpaié

‘Kampala

a7



i R

“Wage 1'of 2 Pégos

Anrnex F- . ‘= -, Guidelines ror‘Jééﬁﬁfigﬁ;ﬁgﬁostpéékét7Néédé} ébD3[dganda:

As. a general rule of thumb, WHO proposes the following: . each child under
the.age of 5.years.can be expedted“tO‘have{2;episodes%df*dia::healkdisease
each' year that require treatment. Treatment per episode consists of - '
appr?ximately 2 packets of ORS. S h
In each region where ORT training has been completed, the following
.guidelines may be'used to estimate ORS.'packetineeds::; ' ‘

- ORS packets required during year 1 after training:

160% acceés‘(to.hospiﬁalsh health centeré;éﬁd'bealth 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 reQuiEéd during year 2 after training:

60% access {to hospitals, health centers and health pOSés/
dispensaries) X 45% utilization year 2 X rumber 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 3 after -training:

60% access (to hospitals, health centers and health ‘posts/
dispensaries) X'GO%»utalizapion year 3 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 ’ S
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Hulago o
Dast m, ﬁegion
uoutheastern
rorthern
Soutavwestern
viastera |
Hc;ma‘.

Hérof&
Liasaka

Kampala

lisc & Emergency

Sub~Total
Wastage 25%

Other loss¢81Q%
Grand Total

 Wedgnt. (1),

6 16,

noose
12
5 '5455

@
Y
07
e 389
r?zi 179:

512
300
296
443
218
13
154
's‘g

306
380
57,

0

469

6

V_7azf t2 4004 -

196 - . 501"

'a‘,f'm
719 .

3,653

913

4,433

1,108

978 2,504 -
ga" '%51

3,596

t 350"

4,566

457

5,541
554

1,076~ 2,755

3,956

5,023

12,4 % 1427

* 'some pumbers do no% add exactly/to.rounding.’/due

6,093

‘. . 1‘8705

1,32
‘1f6°é
| -285

13,847
3,437

17,185
1,720

18,905

Sg—————

8ay, 19 mill;on'

LI

585 M.
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_ANNEX G

' Annéx"Gb'MEmbérshlﬁjBf Cuﬁ'ghﬁléoﬁmittqési
-+ WHO Prosramme Coordinator. P,0.:Box'6. 'Entebbe.
** UNICEP Project, P.O. Dox 7q47 Kampala.

| Prof. G.-Kirya, Chairman of Dieaase Surveillance Sub~Committee .
Department of Bt'lcrobn.ology - Makerere Univer ity, Box 7062 I(ampala.

Assistant Director Medical Services/Iublic Heilth, P.0. Dox 8,
q..ntebbe, and CDD Progrnmme Director.

‘_.-.ssistant Dirc.ctor" edical ervic;es/Training,'P 0. Box 8 Entebbe. ,;“;

' VCDD Project Hanager - P{O. Boryﬂ,.Dntebbe.
. ‘ o

i
UDnID Representative, Kampala !

Dr. Zirembuzi,- iulago Hospital, Pdediatrics, Faqulty. -

© . Dr, Bukenya, Institute of Public Hedlth, P,Q. Box 7062 Kampala.
* Mr. Xalega, Executive Secretary, Uganda Protestant Nedical Bureau.: ..
- Executive Sécretary, Uganda Catholic Medical Bureau,
T ANRER ‘l‘raini.nw O0fficex,

’?;Dr. Kakitahi, Chairman PCH Advisory Committee.‘

‘,"‘.'Jfopn.ne.’xjen i, DPI Proaect Llanage.. |
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'DEFAILS OF PROJECYBUDGET'

USAID

1. ORS - In FY 1964, UNICEF is purcuasing needed ORS. In FY
1985, an estimated 1,500,000 pakcets (at $0.10 each) are
purchased, increasing to 2,500,000 packets in FY 1986. . Bach
packet is sufficient to treat rehydration needs for one day.
Thererore two packets can treat each DD episode., 2,300,000
packets can treat 1,250,000 episodes or 625,000 children. This
represents awout 30% of the chilaren in Uganda. "If the demand
is .greater, this level should e increased. With inflation and
contingency, if costs are kept down, souwe 3,450,000 packets |
could be purchased.in FY 1986.

Freigut of URS - A rough percentaye of 15% on ORS costs is
used to calculate shipping costs. The weight of ORS in FY 1986

is estimated at about 70 tons.

2. Uperations Researci - The cost per study.is;ésfimatedké£‘ }r
roughly $10,000. Therefore an_average of five studies are done.:
per year. Lt is assumed that 75% or funding is usea as local -

costs and 25% for foreign exchange.

3. reasip.lity Stuay (ORS production);; AgmajOrfétudy,onrﬁheffl
efficacy of ORS production and/or packaging from bulk 'will be .

conaucted, at ‘an-estimated cost of $40,000.

4. 'Praining - Facilitators: The training of trainers has been
calcuiatea at roughly $200 per week per participant. 4%wo week

courses thus cost $400 per participants. 'Therefore twenty-five
faciritators will be traineu each year., All,of the rfundiny
will be used for local costs. . B

. MiM Regionals: iiiddle~level-management reyional training
will be done nationwide. The. weekly cost per participant is
estimateu at $lz5. Per participant rfor tine 2 week course, the
cost is $250. In two years over 400 MLM personnel will be
trained. . o ‘

: Oparations: Some 100 district level training courses are_  
to be run, 50 each year at an estimated.cost of $1,000 per. . -

course. Majoc costs are transport and training materials, as -

classes are given at the local level.’


http:study.on
http:purchased.in

‘age 2 of 4 Pages

6. Contingency - A 158 ‘contingency factor is placed on all

7. “infiation - Using FY &4 as the base year, an inflation on'.
_consequent years is placed, increasing 10% p.a. Therefore, in
year two the infiation is i0%, year three 20%, year four 30% -
and.year five 40%. ' ' SR

UNICEE

1. ORS Start-up - Purchases of GRS durihg EY»84 é;efbeihg?a§ﬁéf;
directly be UNICEF. AR R R '

2, f4%raining and promotional Materials -de'peldsed;iﬁ the

national conference and in later training exercises, equipment
and supplies are beinyg purchased. ‘ ‘ : ) S

3. ORT Centre Equipment - Such materials as measuring o
utensilis, scales, weignt charts, height boards and mixers are; -
being purchased for setting up ORT Centres. Over 50 ‘'should be.
estabiisiied in Phase i, costing about $300 each.: N A
4., Transport - Vehicles: Two new vehicles are being-pﬁ:éhéﬁedi
this FY, at a cost of $10,000 cach. . BT S

Repairs and Maintenance: Running/operating«expenseSJfber

tie two venicies will increase with the workload and age of the
venicles. The figures are rough estimates of rgqui:ements:;z' 3

- ORS Shapment: Shipments within Uganda are shown,‘withgkéﬁyﬁ
rough figures. o T NS DL

5. Wraining - ULiCuF is now conductiny preliminary tcaining. .
exercises, including a just concluded (May 1984) national .
contesence. “wraining costs are caiculated on the same pasis.as.
AID's (item 4 of USAID notes). ot o S

6. Data Collection and Analysis - UNICEF will continue . .
conducting various surveys and’'data collection exercises on the"
cbD Proyram. This on-goiny exercise requires hiring o0
enumerators, compilation and analysis. Each exercise will o
compile data on var.ous-health activities and will be updated .
at least annually. Lo

7. Project Manager's Oftice =~ The .CDD Mahager’will,réquiré
certain office equipmerit and furniture, as well as oeprating
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“expenses for consumaoles. Inititalﬁcostswageggfeaﬁer;ffor;tﬁe
 purchase of equlpment. e o R .

8. ~rrojecc Pecsonner - Lmuluments ror stalf hlred Just ror th
CDD Proyram are shown here, as well as the cost of calling 1n
special consultaats. The fiyure for consultants, if hired
outside Uganda, represent aboutn four-six person weeks per

- annuia.

9. MNationai Offices per viem - For GUU orfficials travelling
outside their normal work area, UNICEF will supplement GOU.
ailowvaonces wita swall per ulens. The figure represents
roughly 50 person weeks. R ¢ :

10. contingency - contlgency of 15% 1s placed on all costs.,p,

11, Inflation = Inflation has been factored as for USAID (item v
7). y

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 partialliy met by UWICEF. Short-term consultants costs
about $3,000 per week (11 person weeks). -Travel and per diem
are estlmated at $3,400 per trip (3 trips)

: GOU

"l.~ Salarles - Nery created psts and staff emoluments are
nshown.g These flgures were prov1ded by the MOH. : .

wlem of uOU starf. o

fallowances < For,travel axh

ffﬁngTransport - Tnls is for transport of personnel.vj”wﬁ

3;4;"7£V rlulu/equxpment - witn the expand ORT program, needs :
_for severe diarrhea case treatment are expected to increase.

}55,fDrugs and Vacc1nes - These 1nclude LPI, Puo, MCH expenses
_for these items, as wellas- for the CDD Program.

ij6.7lpf£;celhxpenses r_lncremental”expenses‘for cpD Program..

1662D 7,2
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7. .Contingency - A 138 contingency hasfbééhféddéd"on,{fA5ﬂ3~
_figures already appear to be inflated, no.additional sum is -
- shown. - o -

1o82p
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“ANNEXT=1:>
'ECONGHIC ANALYSIS

Introductlon

o The economlc ‘analysis of the ORT Project will examine—the"
sost of the Project to Uganda, the 1mpllcatlons for both the.
snort and long term, tne direct and indirect beaefits to
3art1c1pants, and specific areas of potentlal impact in
sconomic terms. Due to inadequate data in sevecal areas to be
reviewed, the analysis will use WHO data, generally considered
to be appropriate for developing countries with conditions
similar to Uganda. At this stage, the analysis is qualitative,
as the required Lnformatlon i1s unavailable ror quantltatlve
assesgment.

Background

The economy, and, in particular, the agricuitnral sector;;yf
continues to make good progress following the “wWar of e
‘Liveracion." <cJredit for this rapid recovery is attributed to
. the efforts of the-people of Uganda and to the donor community
tuat nas respoaved witn foreign aid grants and loans. In
cooperation with the IMF, Uganda has adopted many of the
policies cequired to stimulate the economy, and the cesults
have been growth in GDP of (3 9% in 1981 and 6.1% in 1982).
During tuis same peiiod, it is estimated that inflation has
reduced from over, 100% per year in 1980/81 to 45% in 1982 and
30% in 1983. «4h.is is remarkabie proyress in a short period of
time. In 1980, the GOU prepared a long term recovery plan, A
Teu Yea: Program of Action, wut this plan pcoved to be overly
ambitious as it was based on significantly larger amounts of
foreign aia than could be reasonably especteu. A revised plan
was adopted in 1982, the Recovery Programme: 1982-1984. This
pian, however, stresses the rehabiiitation of the agricultural
and industrial sectors and includes with additional allocations
for social services ana infrastructure. it is the opinion of
‘the World Bank that this revised program addresses the
renabilitation needs of Uganda, ana is worthy of international
‘donor support. GOU has taken into consideration donor
-preferences and has adopted national policies reflectlng these
considerations. - o

_ “ The LentraL Government has made significant improvements in
,revenue collectlon durxng the period 1981/1983. Durlng thls
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~perlod, revenues increased over nineteen-fold and represent
increase as a percentaye of GDP from 0.83% in 198L to v.3% of
GDP in 1983. Much of this improvement can be attributed to -
impcoveu poricies on tasaution, excuange control, ana
administration. However, Uganda still has inadequate flnancial
resvurces rotr viue various cendbiiitation projects, and the

- government continues to emphasize the income and employment
gencvraciny sectocs over social services during tnis
rehabilitation period. Consequently, increased resources for
social services, ana specifically nealth services, will follow
the establishment of the economic base which will be necessary
if the iong-term capanility for intecnally-generated cevenue is
to be achieved. Uganda will continue to seek donor assistance
for many of its uealtin and social programs, and it is probable
that donor assistance will be required for scme time. The
introuuction of ORw wiil add another component to tne primary
health services of the MOH. MOH primary health services and
their projecteu ifinancial reqguicrement for the period 1983~ 1985
are as follovs:

1. Primary Health Care Pacilities

a., Amount Required " $4,000,000
b. GOU Comuitment ~-'250,000
"¢, Donor Contribution (EEC) 3’000 000.
-~ d.' Balance Required i 7=U OUU

2;§;Primary Health Care Servxces

a. Amount uegulred "1f~; $4,160 000

b. GOU Commitment SR x;?u' 80,000
¢... bouor Contribution \UNI;LF)W ;,410 000 .
d. Balance Required . ¥ 670,000_

lﬁﬁﬁfﬂedlth ;ralnlng and Pla"nlng

RERE 18 Amount Required
o be GOU Commitment, , o
. “'c. Donor Contribution (CIbA

M”'-d;~ dalange Reguired

;;,H,Accelerated Immunization SetVLCﬂs

.g Amount Required $3 530 000}
bﬁ”MGOU,Commitment : 4 000§
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c.{ Donor Lontrlbutlon (UNICLF) o l 464 000
d. Balanue Regu1red ﬂi”“?% 212 000

(Source. Revxsed Rex overy Program-/ 1982- 1984)

: ,_"-ae a»rvLces were prevxou»ly supporteu laryely Lrom
internal resources. However, a decade of mlsmanagement in
govexnment lnstltut;ona nias cesulted in ruining much of the
government s"ability to generate revenues and collect taxes.
It is anticipatea that, as the recovery program couulnues, SO
will the governnent s capability in revenue generation. This
wirl enable it.to lncreasiugry accept responsibility for
fundlng these health services.

GUU ailocation of financial resources to the Ministry of
Health have remained rather constant in terms of the percentage
of the nationai budget for the period 1980 to 1983 being about
2% of the national budget for capital expenditure, and 4.5% for
recurrent costs. “hese allocatiouns &re summarizea as follows.

It is unlikely that the GOU will, in the near term, be able
to return to tie ratner favorable ievels of expenditure, as’
percentage of total budget that prevalled during the 1260s. In
a Stuuj conuuctea un penaif of USAID wy Family Heaith Care,
Inc. in 1980, per capita expenditure for recurrent costs of
hearth scvrvices natioawidue was Sus 12.3U (based on cornstant
‘1900 Shs) in 1968/69, but this had fallen to Shs. 1.10 by
19/9. «whe ctapid devaiuation of tne Uganda shilling must be
taken into consideration when reviewing the levels of GOU
expendituce, Jaution iust be exerciseu in making rfinancial ana
economic comparisons as the official exchange rate and the real
market value of the Jganda Shiiling were greatly aistortea
duringy the early 1980s.
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Exchange Rate Comparisons  ,fo
(U/She per U.S.$) S
OEficial Rates

Window . #2 -

“June 1980 | 7.3 a0
“June 1381 ° 77.8 - - 200,0
June 1982 96,7 s 300.0
June 1383 - , 150.0 Auo 0o - 350.0
‘November 1983 210.0 330.0 400.0

. . (Source: IMF & IBRD)

A comparison of the levels of government expenditure with
the deciining value of the Ujanda Sniiiing would suggest the
increased levels of GOU expenditure for health services is
laryeiy ovecstatea :n terns of excnange rates values. It has
only oeen in the past two years that there nas been an
improvement in tne situation (if the total shilling
expnnditureg were converted to a "true" foreign exchange value =
anu comgar;aons ware fnade ror the preceding rour years).

Table 2. Estimated Government Expenditure
(U/3ns-millions) |
 Period ’ 1980/81 - 1981/82  1982/83 1983/84

Capltal Erpendlture = : L;' SR
Min, /dealth 316 o520 690
National Budget 3,007 19,075 20,583 36,390
MOM as % hational Af;f' 2.6% » 1 &e5% Lked%.
© Recurrent Erpenditure f"ﬁ} SR : SRR ‘f :
‘HWin./dealth’ : N/Alz _1;174‘ 15846* A,A:Blﬁn
National Budget - 11,000+ 25,605 136,700 :7,00052
M as % National | NAA ~ “4.6% 3.0% 3,98

(Source:

Uganda Ministry of Economic Planning) .

" 74
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'AnWanélysis of the iecurrent‘expenditure estimates for MOH
(Refer Table o) indicates that 45% ot the 1983/84 Budget have

beﬁn allocated for dru?s and medical supplies. Staff sal;giea
and ovenefits are compatatively Low, accohntlng LOC only 47% or

the Budget. However, the Office of the Minister has a
relatively large budyget account (for 37% of this sub-budget),
witn salaries being only %%. While there are also district
level budgety ioc¢ health activities from locally generatea
revenues, these are not projected to be a significant source
for funds to support Ori'. In 190l, a samp.e of 11 uistricts
indicated that average budgets for district health services
were Sh. 5.5 million, ov Sn. 1z per capita.

Despite the rather recent introduction of ORT as a method
of treatiny uiarrheal uisease, it is capldly uvecoming the
preferreud method of treatment in many developing countries, By
196% ORY becawne the routine treatment at the Cholera Research
Laboratory in East Pakistan. Principal international agencies
promoting ORT have been UWICEF, WdO, USALD, and the U4 Fund for
Population Activities, among others. Large scale programs have
been estabiisheda in Bangiadesh, Eygypt, Inuonesia, Philippines, .
Tucrkey, and AID has assisted oral rehydration field projectsg in
 Nigeria, Pecu, Sudan, 'lunisia, Zaire, and Egypt. +<he noted
British medical journal, LANCET, summarized the importance of
ORr1 as follows:

"'yhe discovery that sodium transport and glucose transport
are coupled in the small intestine gso that glucose
accelerates absorption or solute and vater was gotentiallz
the most important medical advance this century"). LANCEY
11:300, 1978)

Project Beneficiaries

. 7his curreat ORY project was selected Dy 'UNICLF, with the’

'~ assistance of CDC, and a proposal for funding was prepared by
UNICEF/CDC.  whe proposal draws heavily on experiences and data
from other countries where ORT has been successfully

introduced. UNICEF and (DC have selected this approach as
being-appropriate for the Ugandan situation and have determined
that the iinistry or Health has the impiementation capability,.
if adequately supported. During this introductory period (5
years), much orf tue iinancial support witl come rrom the

.external donor community, with GOU/MOH making a largely i"*ktn4ifﬁ
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Accordlng to WHO statistics, 1 in 10 chlldren in dcvelopxng,
countries wili die from diarrhea and dehydration before
reaching the age of 5 years. Applying this rate of mortality
from uliarchea to tne Uganda situation woula result in the death
of about 200,000 children during the period of this project.
However, exyeriencd has suown that witn an efiective ORY
program, up to a 67% reductlon in mortality due to diarrhea and
'deu/uraulon can we acnieved. Jranslated into number of lives
saved, this Wwould mean 135,000 lives over the five year period,
or approximately 27,000 per annum, assumlng country wide usage
of ORT. ‘the per caplta cost on mortality reduction is
_relatively .ow, oying in part tuv relatively low material cost
together with simple technology requlred to administer ORS.

The very limited statistical uata that is cucrrently available
in Uganda suggests that only a small portlon of those suffering
fcom diarcnealr disease (DD) make use of puollc health
facilities. A recent survey carried out in 1983 revealed that
tne rate of childrean under > coming to the participating health
centers wvas 4.5 eplsoaes of DD per month/1l00 cnildren (under
5). Using wHO projections, tihe rate should be on average 16, 7.
eplsodee per 100 children. Healt.i center staff in Uganda are
in agreement tuat the current rate of cases coming ror

" treatment of DD is lower now in than in the past when cllnics
had adequate puaLmaceutlcals anda mecdical supplies. :

Cost-Benefit Analysxs

Winen tne project is viewed in terms orf project cost vs
pLOJect benefits, with reduction in mortality being the measure
of benefit, the cost per iife saved would be about $40. The
USAID contrloutlon would be $21.14. Thus, ORT compares
favorab.y to other primary health care programs in terms of
cost related to mortality reduction. Table 4, Cost-Benefit
Ana.iysis, indicates tuat episode treatment cost 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
deciine in the thira and fourth year, ana furtunec reductions o
can be expected as utilization rates increase. Increased home
usage will furtiner reduce the per episode treatment costs as
there will be a reduction in the demand for MOH staff and
facilities.,

Aitnouyir the reduction or cihnildhood mortaiity may be the.

" most dramatic feature of an’ ORT project, the reduction. of fmfgg;
childhoou morbidity (111ness; ‘regulting from alarrheal disease;é

D
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will have an even greater economic impact, Estimating that
each child will have on average two serious occurrences of
diarrhea annually, a considerable amount of the parents' time
woulu be used in tending the chilu if adequate ana effective
treatment vere not available, An effective system of home
treatment would reuuce tie amount of time requaireud for pacencs
to take sick children to health centers, and, thereby, allow
tuem to continue wocking at food production and/or otner income
producing activities, ‘fhere are a number of other economic
considerations which argue favorabliy for the OKT program.
These would include:

1. QReducktion in use of I-V therapy-materials required
for I~V cost $5.00 per. treatment vs about $.25 for ORS.

2., Keduction in nospital/clinic bed occupancy.

3., Reduction in drug usage, which is often not
requireu Lor treatment of mild cases.

- While it is difficult to accurately project and gquantify
the economic value of many of potential benefits of the OKT
program at this time, due primarily to the absence of reliable
data, it is anticipated that during the operational rescarch
phase of the ORYT program data on economic and financial aspects
OL tie proycam will be ¢ollecteu and analyzed. The analyses
will inlcude cost comparisons with previous and alternate
methous oL treatiient for DD. '

Over tihe long term, the beneticiaries of ORT will be
expected to contribute to the support of the ORY program., If
tnis progrcam Lis successfully introduceu, and significant demand.
is created for ORS, it is probabie that commercial
manuracturing anu/or distripution will be introduced in the
same way that malarial treatment drugs are marketed and
distributed, f“he rdcurrent cost of OR? program based on
utilization rates in the fifth year (end of Phase II) of the
Project, would ve about $750,uul with URY accounting for 2/3
(500,000). Assuming that 50% of the cost for ORS could be
recovereu xrom rees or saies, the total recurrenc cost to MOdH
would be reduced by approximately 33%, to about $500,000 per
annum. Uunder tne OkY program, health centers wiLl make tne ORS
availanle to the public much in the same way anti-malarial
drugs are mage avaiiavle, If URS were to be accepted in the
same way as anti-malarial drugs are, they would be distributed
throuyh iocal retail outlets, tihus providing country=wide,
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distribution. ‘here will undoubtedly be a certain portion of
the population that will prepare ORT in the home, as this is
novw being promoted by some of the private and missionary health
services. ‘whose wiho have a tnoroudin understanding of ORT and
the importance of accurate measurement of the ingredients could
reduce the cost of OR3 (rathec than pay the full commercial
price). Although the cost-benefit analysis in Table 4
‘indicates the fully-burdened cost oi treatment over the life of
the project to be $1.385 per treatment, the cost of material
alone (0iS), ir based on an estimated $1,10 kit, would be only
twenty cents per treatment (estimated two packets per episode).

Successfui implewentation of tihe ORT Project will require
sigynificant support in the early period for training,
.educational, anu promotional activities. ORY has yet to be
introduced . to government health staff, and there have been no .
formal training progyrams reiated to proper administration
and/or presentation of ORS. Furthermore, the medically
preferreu methoa or trectuwent for denyuration is a combination
of intravenous therapy and drugs, which is considerably more
expensive, poth in matecial and personnel costs. More than 80%
of UNICEF support for the Project will be for training and
. educationai/pcomotional activities. Successful implementation
of the Project, in terms of ORT utilization and acceptance by
tne general population, will depend largely on now 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 vaseline sucrvey will be conducted to provide the
information required to measure various aspects of the ORT
prujecit. +vhe primary oojective vf this sucrvey 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 wiil support the primary information on
mortaLlity ana morpidity by nelping to estimate the potential
for incidence of uiarrhea and its causes. Areas of
investigation will include the rollowinyg.

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

/)2
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'2. " Attitudes, knowledge and practices regarding
treatment of DD, ' D

3, FPeeding practices, access. to media.channels,
nealth facilities. B

.. Other operational research topics, wiich may be part of.
initial survey or studies separately are:. -

1. 'Availability of salt, sugar, and measuring:
“containers; S Shs

2, 4he effectiveness of various home~ba§edf0RT
strategies;

‘3. The acceptability ot community participation (in
“cash or kind) in certain MCH/PHC activities such as
‘ORT;

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

5. ‘“he ability and willingness to pay for ORT
materials and/or services by beneficiaries.

_ Using. the results of tnese surveys, the ¢DD management team
will have the information required for effective Project
implementation. whe Project protile will be more snarply
focused allowing for more efficient deployment of project
resoucces,

UWLCEF/Kampala carried out a pilot survey in Marcn, 1984,
in Mbale District. All homes were within one kilometer of a
nealth centec. ‘“he sample indicated tnat thé rate of diarrheal
episodes witnin the previous two weeks afflicted 24% of the
childcen unuer 5 years. ¢hild (unaer 5) mortality in the 1980
GOU standard baseline data is 40/1000, whereas the Mbale sample
was 63/1l0uu popu.ation (under $). ‘rhose less than one year oid
had an even greater death rate (160/1000 population compared
with 1980 GOU rate of ii0/lUu0).  whose participating in tne
Mbale survey attributed diarrheca associated disease a3
responsivle tor 45% of the deatns.  Of those ciniidren naviny an
episode of diarrhea within the past two weeks, the treatments
were as r£oliows: g

/03
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* ORS i 17%°
. Drugs 63%
IV Fluid 2%
Nothing 27%

.60-70% of all diarrheal disease involve a-viral pathogen,
and viruses do not respond to pharmaceutlcal agents, If this
sample is representative of currenc nationwide practlces, then.
it coulid be toncluded that a considerable loss of economic
resources is beiny incurred due to inappropriate treatment.
brugs should have been used in 30-40% of the cases, not in 63%
(assunm.nyg that sample cases conroria to giobal, vxral
characterlstlcs)

Once tihie use of URY lS firmiy estcabiished in Uganda, more
attention can be given to instructinc mothers on home
preparation. This would result in lover costs to the family 1f
retail sales become the general method of distribution. While
it is yenerally acceptea that a balanceu formula ORS, which
includes both potassium and bicarbonate, is the best
formulation ror use with children, thecre 5till remains a place*
for hone preparatlon of ORS. Sugar and salt alone in certain
' situations is effective, especialiy wiere 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.
Hypecnatrenia can cesuit from using an ORT sosiution that has
too much salt or too little water. In recent studies carried
out on us:ng tihe pincn-and-scoop methnd (two finger pinch of
salt and a four finger "scoop" of sugar) or by measuring with
housenoiu containers, a number of the participants wecre
consistently producing solutions excessively high in salt
levels. wune point does stanu out. hen asing home mixing, it
is very important that there be thorough instructions on how to
mix the aoxutlon ana che dangecs of impcoperiy mixed solutions.

Post Project Considerations

If no contributions were to be made by the beneticiaries

toward continuing the ORT program, continuacion of the program

. projectea at i¥8d levels of consumption wouid require 15% of
the current estimated recurrent expenditure of the MOH that is
presently aliocated for drugs and medical supplies. However,
if 50% of the cost of ORS were to be paid fcr by the
beneticiaries, the cost woulud be reduced by half for ORS.

Considering that the total recurrent cost of the pregram wi}l o

“/0Y
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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 overail mOd cost to about v.7% of tiie current budget.

If Uyanda continues to experience the rapid economic recovery
of the past 4 years, anud assessmeancs by international -
development agencies project continued improvement, the central
government wiil have additional resources to increase
allocations te 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
o GUU/UVK resuurces,

o the degree that ORT 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 uemand, on meaical startf and facitities. The treatment
cost per episode of DD averages $i.85 over the five year life
of the Project when all start-up, training, management and
rescarch costs are included. This cost is expected to drop
during the post-project period to about $0.75 per episode
treatment.

The successful implementation of a ORY program will place
demand on' the scacce foreign exchange of the nation once the
donur assistance for the ¥Yroject has terminated. 'rhe
requirements of the program will have ‘to conpete with other
demands on the availabie foreign exchange, not oniy from
sectors of the health-service, but from all other demands as
well., while it can be considered appropriate to procure ORS
from foreign sources during the initial period of the program,
a feasibility stuay wili be carcied out to examine the ,
possibilities of local production of ORS. Most of the material
required for ORS wvas previously pcoduced in Uganua, ana efforts
are nov underway to rehabilitate salt and sugar industries.

The preparation of both commercial ana home prepaced oral
rehydration salts (ORS) utilizes materials that are generally
availuanle in Local markets (i.e. sodium chiocide {saltj,
glucose [sugar), sodium-bicarbonate ([bakiny soda}, and
potassium chloriaue). :
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~ ANNEX I-2
SOCIAL SOUNDNESS ANALYSIS

;Introduction

Lne social soundne S analysxs audrebseo, in the Oral — ;s
Rehydration Therapy (ORT) Project, those issues which relate to
(1) the potentiai for spread-effect of ORT, (2) the deyree of:
compatipility of ORW withia the Ugandan sociocultural
environment, and (3) the sociail impact of ORT use. It is an
objective of the ORT Project to provide an acceptable,
effective, and economical means of treating diarrheal disease
(pD) . This project will focus on putting ORT within reach of
tie rurai-based, low income population. Tihe major USAILD
contribution to this project will be to finance the supply of
orai reinyuration salts and certain training/reseacch components.

Background ‘

euplte the dlsruptlons of the 1370s, agriculture contlnues
to be the main economic activity with over 90% of the
. population @ngaged ‘in direct proauction of both casn (coffee,
cotton and tobacco) and food- -Crops (maize, bananas, and
beans). Over ¢0% of the iand is considered arable or good
grazing land, and populatlon density is 54 persons per square
kilometer., bmalanLder agricultucal production accounts for
most of tihe agricultural production. (Tea and sugar being the
exceptions.) in cash crops, coffee dominates ana accounts for
more than 95% of Uganda's foreign exchange earnings. HMost of
this corfee is yrown on individuaily owned farms and marketed
througn cooperatives. . 'As recent as 1970, Uganda had a per
caplta supply of food calories equal to 98% of adaily
requirements. However, due to the economic conditions of the
1970s, this deciined to 83% in 1980. "his inadeguacy of
calories on a per capita basis is the result of inadequate
intecnal food uistrivbution rather tnan inadequate fooa crops
production., From a position of food shortages in many urban
areas only a few years ayo, 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 pasis and return to the previous high
level of 1970, Jurrent 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 ORTF, as well as the
distripbution for ORS. Uganda had a well developed social
services sector starffed with qualLified personnel. ‘he Ugandan
medical training facilities were some of the best on the
continent: 'The iiulago 'Yeaching Hospital associated with _
Makerere University, provided training for physicians and other
proressional staff not only to Uganda, but in several other
countzies as'well, ‘he HMinistry of ilealth now is attempting to
re-establish tihe medical and health care services that were
severely disrupted during the period of the Awmin regimne.

During this perioa, many of tue faciiities deteriorated and
mucn of the professional medical staff left ithe country. The
return of a newv civilian government has brought about renewed
efforts to rehabilitate the general medical services.

Project Beneficiaries

Tiie obvious beneficiaries of an ORY program are the younyg
children potentially subject to serious diarrhea that could be.
fatal. according to WrO statistics, L out of 10 children in
developing countries will die from diarrhea before reaching the
aye of 5 years. Uganda nhas 163% of its population under 5 years
(2,016,000). Thus, an estimated 200,000 of these children may
die of diarrheal discase between now and 1989. A weil
organized and properly managed ORY program has the potential to
reauce nortality aue to diarrhea by as much as 37%. With
maximum effectiveness, this could save the lives of up to
135,000 young Uyandan chilaren over the 5 year project period
(est. 27,000 per year). However, the afflicted child is not
the oniy project benericiary. ‘fhe 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 houséhold tasks.

The Ministry of Health has launched a Wational Programme
for the Control of Diarrheal Diseases (CDD) in recognition of
the iwmportance that the iOu places on addressing this issue.
UNICEF has actively worked to increase the awareness within the
MOd of the need for a nationwide ORY program. As a result of
this initial effort, the GOU has accepted the assistance of
UNICEF and CDU to prepare a national proyram of action. ‘this
program is utilizing existing facilities and personnel when
possivLe, but wiil also establish a separace manayement unit
responsinle for implementation and coordination of this
national efrort. ‘ogether witn tne UNWICEF and CLC,~tne

ny
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Ministry of Health has prepared a plan of action based on the
phased implementation of an JRT program. ‘This includes
widespread training for health workers as well as education for
the genaeral public. wmxternal funding is veing sought for ORS,
drugs, medical equipment, training and educational materials,
The implementation of the program will be under the supervision
of a physician specifically assigned to this project. However,
‘the program wili be integrated into the overall health services
of Uganda, : '

The Project reqguires that an imitial base line sucvey be
carried out to verify the current situation. Tnerecafter, a
series of ongoing evaluations wiil monitor and analyze the
Project progress. For the most part, these activities will be
carried out by host couniry proressionals with the assistance.
of short term consultants in areas oif evaluation design anda
anlysis of results. Funds will also be wade availavle to carry
out operations research.in a number of areas related to the ORT
Project. ‘whis Project will helip to re-estapblish an internal
capability for effective monitoring and evaluation of public
healtih progcams. A certain degree of flexibility will be }
maintained within the overall program to allow for modification
in implenentation activities as a result of finaings 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 ORY by the parents, it is doubttul that the
optimum level of acceptance can be achieved in this program.
As ORT is a relativeiy new approach to DD treatment in Uganda,
educating the general population, (specifically parents) will
requice effective comaunications. Wien 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 ORY in the home.
Increasing the yeneral public awareness on how and when to

treat diarrhea, on the importance of nuirition_during
treatment, and also on when to seek medical help when_ ORT

appears Lo oe ineffective are aitl parts oL the overall
educational aspect of the ORT program. The ORT program will
pcovide specializea training for a core of nealth workers at
all levels in the health service. Each hospital and healtn
center will have one or more staff that have underyone special
training in ORT. Training is planned for over 500 persons,
with repcesentation from most hospitals and health centercs,
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co-vorkers on ORT, and from
s and parents.

They will in turn ed
tilere reach out to local .
servingsd4e5208e 9.8 PEAED  FER ALS ST oncEhe DoReTR LA 55,
Uganda has over 500 health facilities that are fairly evenly
distripbuted throughout tue country. Hawever, these facilities
are still insufficient to meet the needs of the population-.
Approxinately 50% of the population live more tian lUkn from a
health facility. It has generally been found that people
living outside the 10 kilometer radius are liess likely to see
medical assistance from common illnesses such as diarrheal
disease. Since DD can be treated effectively in the home, this
program will endeavor to reach a larger percentage of the
population throuyh educating mothers for home use of ORs, and
by using local community:leadership to promote use of ORT.

their

The Prdject's phased introduction of ORT builds on the
premise that there will .be a positive spread effect in the use
of ORD. Pdrticipants in the training programs will come from
as broad a geographical area as possible, and this will
contribute to an expanded coverage tinroughout the country. An'.
initial 7 districts will be covered in the first year of the
- project, followed By 12 distcicts 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.

Probably no area is of more concern in the overall ORT
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
diarrhéa. Hot only do traditional healers often support
witnholding of food, but some proressionally trainea health
care personnel support this practice as well, Continued
feeding during diarrnea will be encouragea for botn nutritional
reasons and to ensure faster recovery during the convalescence
period., Often it is the already malnourisned child who is
afflicted, and further withholding of food will not only
enhance tie problems associated with tne mainutrition, but
recovery from diarrhea is likely to be prolonged. Ugandan
healtn worxers responsibile ror the ORT proygram implementation
are aware of these problems and will encourage mothers to

¥/
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continue feeding, especially those .mothers who are
breastfeeding

With improved chances for survival among children, pareuts,f

often are more inclined to consider family planning as a means
of spacing children, and thereby increase the economic o
resources available to members of the family. In terins of
national importance, increasing these family resources will
have a positive impact on training and educational -
opportunltles of the surviving children. Rapid population
growth is an increasing concern for the government. While
populatlon growktih rates are generally glven as 2.8% per year,
recent lnvestlgatlons suggest that it is considerably higher,
Phe government ias launched a family planning program, and the
ORT program will complement those activities through reduced
infant and chilc¢ mortality. Using ORT iuproves recovery from

DD and contributions to better child nutrition. A health.child
with adeguate food is in a much better position to resist other-

diseases and health related problems.

All of these factors contribute to the potential for
greater economic productivity for the country over the long. run
as the result of better heaith 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 advantage of educational opportunities.

The impact of the Project wili be documented and assessed
and a number of research activities will be carried out. These
monitoring and periodic evaiuation activities will provxde an
opportunity to measure the effectiveness of the Project in :

terms of acceptance by the community, effects on the household,
and reduction of :mortality.

N0
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L. SUMMANY

The document outlines the main strategies and activities for
the -national ' programme for the Control of Diarrhoel . Diseases
(¢pD) which constitutes an important public health ’ problem -in
lizanda. . ‘The following strategies have been identified: and will
he screngthened and improved:- o '

ié'déﬁefuhéugemcn; hsi@g Oral Rehydraci?nfTherapyf(ORTI};
i;;ﬁﬁ{démié‘fﬁQégﬁig%Eipé;and;Coh;tdlﬂ

Y. Waternal ,'a'nd‘{chi_i.d. Health Care Pracrices.
4;‘Fny§ronmencal Saniﬁétionyﬁeasqrés, 

Having considered the advantages and effectiveness or tne
various strategies the Ministry of llealth 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
simplicicy. )

. Programme activities have been divided into Z phases: FPnase.
1, 1984-1986, and Phase 1I, 1987-1988. The main activitiy of
hase . 1 of the national programme will consist of the
escablishment 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 ctreat dehydration. The other cthree general
strategies - listed above will also be considered during Phase 1
but will be develop~d more fully during Phase 1I, 1987-88, except ~
for some very urgen: Maternal and Child Health activities such as

f ‘e B R R L Y] [] :, i

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

Targets for the various stracegies have been programmed.  In
case management the target is to reduce case fatality by 60% by -
1986, to increase the utilization of ORS by 80% in hospitals, and :
to reduc€ utilization of intravenous (IV) rehydration by 754 in.
all medical units '

The estimated cost of the programme 1s USyll.d> million Lo OE
‘spread over 5 years. UNICEF, USAID and. CDC are expected to be
committed to providing approximately $4.9 million to idplement.
the programme. Government contribution has been estimated at '
$6.6 million, most of which 'is"in kind, covering reccurrent costs .
‘for infrastructure and scaff.
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3. BACKGROUND .

1,1 ‘DEHOGKAPHIC AND'SOCIAL DATA
‘Basic demographic’ and socia

s gummarised below: (1980) 3
"Tsear;
Rural[
Urbant

Papulaciont

qulntlon under l.
o ﬁnla:1un under;S}

Toeal Areai:

- Populdtion Density:
'Population’ Growth Rdte:
‘Life exbeccancy at birth:
“Crude..Birth Rate:
"Crude Death Rate:

~Infanc iortalicy:

Child (1-4) Morcality:

Percent Population within

5 km. of healch facility: -

Percent Population within -

-+ . 10 km. of health facili
 Percent of health facilities
\ with protected.water so

“Political Structure:

_Arcas:
Regioas
Districts:

. Counties:

"Subcouanties:
Parishes:

Subparishes:

!

 Hajor Towns and Cities:
. Population

. ¢2,000
. '2-5,000:

. 6-10,0060
11-50,000
60-100,000
(110-500,000
5500, 000

k4 000 (population

;vPé§é~d'of‘34 Pages

1 statistical dataabout - Uganda.

J51256“mi11ibn1 o L
- 11.3 million (902)
1.3 mxllxon (102)5

.
(162) -

f\i 504,000
- 2,016, OOQ
'53 per sq. km.

;v2 8A'_.

52 ygars

50/1&00 populatxon ,

19/1000 population
110/1000 live births

40/1000 1-4 population

ty-\

urce:

(populaz1on 3, 250 000)
'1,500,000)
400 000)
100,000)
20,000)
3,500)
1,000).

ﬂ M

Tk
10 (population
'.33 (population
143 (population
673 (population

16,000 (population

Number of urban localities
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veoln

‘Physxcxans.' e 620" (1:21,000)
‘Medical Assistants:. "~ 700. (1:18,000)
fdursu Midwives: = . 5,600 -(1:2,250)

Sanicarians (Health Inspectors, .
Assistant lealth: Inspuctors,

Health OrdLrlluS) R 984 (1:13,000)
“oanitalss - 81 . (28 non-govc.)
.tn Cencres: 89 . (3 non-govt.)
rniriess . 94 . (32 non-govt.)
wrearies, Subdxspensatzes L : BRI
Aid Posts: - 463" (31 non-govt.)

1.2 GOVERNMENT COMMITMENT TO CONTROL OF DIARRHOEAL DISEASES

' Because of the increasing problem of diarrhoeal diseases in

‘Uganda, the Ministry of Health (MOll) established a. Nacional
Disease Surveillance Subcommittee in June 1982, principally as a
task force to deal with diarrhoeal emergencigs. A Central

~ Public Health Laboratory (CPHL) to diagnose causes of diarrhoea -

diseasé was also established at che Institue of Public Healch

(IPH) -with assistance from WHO and UNICEF.

The .Covernment has adopted Primary Health Care (PHC) as a
ateategy  for attainment of an optimal level of health. It has
- yatified the African Charter for Health Development to serve as a
fvamework for the development of Primary Health Care (PHC) in the
nation. The PHC approach features promlnencly in the Party
Manifesto and stress has been laid on prevention of diseases.
The main health problems in Uganda .are those which are
preventable.  High rates of morbidity and mortality are found
among children under five years #nd mothers. Government~’s policy
“hap always emphasized programmes desxgned to, ipprqve,the quality
of life of these vulnerzble groups such as mochers and children.
. This stress was recently ppxterated by H.E. the President when
he launched the Uganda Nactional Expanded Programme _ on
Inmunization (EPT), during the 2lst Annxversary of Independence.
‘to [uthLr show Government commitment to these services,
comprehensive  immunization  programmes cogether with other
~waternal and  child care (MCH) activities are included in the
Govurnment “s Revised Recovery Programme for 1983. '

. The Government of Uganda is strongly comnicted to the.
~development of PHC and to the improvement of the health of all
its citizens by the year 2000. A national document entitled-"PIIC

Plan of ...ction" has been approved by the Cabinet. Community’
‘pacticipation will play a key role in all programmes. While the

CGovernment 1is determined -that the whole country especially the

underserved areas, such as Karawmoja region, should be’ given
uPLClﬁl ‘consideration in future development activities, it also
recognizes that healch care should first be _applied . in those

aroas whore success is-most likely.
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_Government committment to the present CDD Programme is’

dcmonscrated by the substantial MOH contribution programmed in
Lhu ‘budget (see Section 6). Through the Regional and Districr
dedical teams, MOH will implement the CDD Programme at the
"opuracional'” level throughout Uganda, through comprehensive

#lunning, training, demonscrracion, monitoring and evaluation

avtivities,
hIARRHOEAL DISEASE IN UCANDA

u'Jrrhoea is oﬂL of the major causes of mordidity " and

"¢y -im young ‘childrea -in Uganda. * Presently, it is

vuit to assess the problem precisely becau:e fewer than 30

"auit -tent of all health Facilities still report to'the Ministry of

flealch’s Division of Health Statisticg, 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 cacegory exists for diarrhoea) accounped for 8.2 per
cent of all hospital admissions and 8.8 per centjof all hospital
deaths. These data were not reported by age group and,

therefore, probably grossly underestimate the importance of
diatrhoeal disease in the under five population.

A récent survey of records from 12 healch centres for the

period January to August, 1983, provides diarrhoeal disease (DD)
murbidity data for- children under five and shows a bimodal
sgqsonal pactern wicth 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 monch.
Assuming .2 rate of two episodes per child under five per year
{conservative 'World Health Organization estimate), 16.7 episodes
jper 100 children would be expected per mon;hb wthus it appears
that only a fraction of ‘cases requiring ‘treatment currently
present to health facilities. . ) ‘ ’
Although similar data are not available over an extended
period of time, , most_ health personnel agree that clinic
attendance 1is today only a fraction of what it was when " health
facilities had an adequate supply,of pharmaceuticals with whi;h
’to”treat DD. . - ’ '

1 4 EPIDEMICS AND THEIR CONTROL

' ance' 1978, the counrry has experienced outbreaks Gf
diarrhoecal discase principally-caused by V. cholerae of the Ogawn-

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) Kitgum and Gulu (1980)
Karamoja (1980) Mbale and Tororo (1980, 1983). - The cumulative
death toll from,these epidemics was at-least 500, In addition
there were ecpidemics of typhoid in K mpala city in 1981, and

"
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?vunuLLLuLLd a large proportion of the victims.

“The Central Bp:demolog1cn1 Unxt at Ministry of Henlch (HOH),

;haadqua:tersr was responsible for the coordination of measures to

contain these  epidemics. Field operations at the districe
~ievel were carried out in collaboration with the respective

isvvict Medical OFfficers (DMOs) and ‘their health teams.

.

- Bacause © of  the threat of diarrhoeal epldemlcs, : MOU,'a

e blished a National Disease Survelllance Subcommittee 1n June

W95, . The subcommittge is made up of representqt1ves from MOH,;f
WO, Makerere Medical Sthool and the Institute of Public Healthxmﬁ
(IPH).  The subcommlctee pr1nc1pa11y acts as a task force :o\]
deal with (DD) emergenc1es. It also carries out fxeld and@;

laboratory 1nvest1gat10ns. .

In order to assist ip this endeavour a Central Public Health

Laboratory (CPHL) has beén established at the |IPH with logistic =
“support ‘from WHO and UNICEF. The main agtivities of the

'laQoratory to date have consisted of simple bactoriology and
serological ctechniques to diagnose diarrhoeal pathogens causing

_1cholera, 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. ..

l 5 SCILNTIFIC RATIONALE FOR ORAL Rh“YDRATION 1“LRAPY
RN T T T P ST

’“ h.vI: was demonscrated in’ the 1970s that the et1ology of 60-70%
of a11 diarrhoeal disease (DD) involves a viral pachogen. Since
vxruses do not respond to any pharmaccutical ageat known today,
'the udmxn1strat10n of drugs has no effect on the course of 60-70%
of ‘all DD episodes. More importantly, sensitive wicroorganisms
only respond to specific-antimicrobial agents, btut the likelihood
‘of  achieving a combination of correct diagnosis,  correct

prescription and available drug is small, especially in°

‘.developlng councrzes.

‘ World . Health Organization (WHO) has est1mated that up to
“five willion children under five years of age in the developing. .
~world die of diarrhoza every year. .An estimated 60-70% of
 diarrhocal déaths are due to dehydracion, The Ugandan situation
‘has been shown to be similar. Most of the deaths are.due to the °
. fact that conventional mechods of treatment are inapproprate, °

inadequate or unavallable whlle the child’s dehydration could
still be reversed.

’

| dstr1cc ‘in 1982 as well as_in Kabale dxstr1ct where
“typh01d virtually endemxc. . Dysentery outbreaks have also
[iollouud . similar pactern of distribution and peaked in 1981 "
'throughout the country. In all these instances children- hdve
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“However from several "studies it has been estimated that

© widespread use (of oral rehydration therapy (ORT) can reduce

“mortality due to diarrhoca by as much as 67%, or in other words,"

" 67% of all diarrhocal deaths can be prevented by administration
of ORT. Oral re¢hydration has the greatest potential for
preventing deachs in cases .of watery diarrhoea, where dehydration
is the rapid cause of death., Indeéed estimates indicate that 95%
ol deachs from wacery diarrhoca may be prevented by ORT alone.
fakle 1 1illustrates the- potential effectivenezss of ORT in-

ov;ncxng den:hs due to differenc types of dlarrhoea. :

Table 1. hftecc of OLT on diarrhoeal disease
3 differenc e;iologies.

of Dnarrhbea "~ Distribution of 100 'Estimated deaths:
. ~ deaths due to . avoided using
"unEreated didrrhoea  'ORT alone
“Acute: Watery" ) 65 . . ' 62 (95%)
"Acute: Dysentcry . ,%uncercaiq
Chronic = Coel 30 .fapprox.SZ)

' Tocal

’” )

67 (67%)

.. This technologxcal breakthrough provxdes important new
pOSSIbllltles for reducing the number of deaths in children. It
‘can’ ~be applied throughout the health care system, it is cost-
effuctxve, and can be administered in the home by famxly members

‘without. medical 1ntervent10n.

. Diarrhoea 1is also a major factor in the causation or
aggravatior of malnutrition, because the victim looses appetite
.dnd is unable to absorb food.properly: ' Often food is denied to

the ,patient due to several cultural reasons, whi¢h:.contributes to
high wortality. Clearly continued, feeding, both during and after
a diarrhocal episode, is an important part of the proper
management of diarrhoea.. ORT is a simple, inexpensive and
cffective therapy which can be made widely available. "It can be
used by the public without technical inpucs, ORT is also a
major component of the primary health care workers® (PHCNS)

skxlls. : ' T o

. The meorcance of ORS was recently summarxsed in the Brzczsh |
Journal LANCET in the followxng wozas s - -

. "The discovery that sodxum.transpo.t and glucose ‘transport
‘are coupled in the small intestine so- that glucose
‘acceleraces abborpcxon of solute and water was.
potentially cthe.most important medical advance thxs century"
(Lancaec 11:300; 1978).
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CURRENT PRACTISL OE ORAL REHYDRATION THERAPY IN UGANDA

»

RghydrnCLon Salts (ORS)'through its Health Centre Rehabilitation
braject, -and emergency supplies.. To date, however, no government
acaleh [acxlicy personnel have been formally trained how to
ntoperly mix or administer ORS. Practises and beliefs - among
salvh workers concerning the treatment of diarrhoeal disease inm
:Lildrun are very much out of date, and occasionally harmful in
gHC of present knowledge. In addition to ORS packets, some

w b centres  and Agospitals prepare hali-strength Darrow’s
r1tarfon ‘(a formula'
VN0 Formula) whxch is used for facility-based ORT. Most

C.oale and  larger heglth centras still use intravenous (IV)j
;n.znpy us the treatment of choxce for most ‘cases of dehydratxon.g

1983, "UNICEF d1str1buted about 300 000 packetq of Oral'

currencly considered inferior to the’

90D
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OBJLCTIVES

main goal of the _present Control of Diarrhoeal Discase -

"f(cno) Programme will be to reduce young chgld mortality from -
diavrhiveal disease (DD).. Progrevs .towards this goal may be
‘difficult to measure. However, it is hoped that perxodxc surveys
R l'l'\l -
"anJJLP adequate information for evaluatxon.

the establishment of sentinel health reportlng areas will

5pec1f1c measurable targets to be ach1eved by the end of EWo
aLeer’ projece uctivicies commence in each of cthe 33

;-:ich»are as follows:

2;,2'

’

.. 10'07

b3

145
" < chan five years of age to 80 per cent of all out-patient DD-
. cases,

‘. slecrease DD morcalxty in’ chtldren unger five years:to: .50

‘ :“g'x cent of current levels. - 1

To decrense the’. case . facallty rate from DD admltted
hospztals. and ' health centres to 40 per cent of currenc
llgvels, '*‘;

“To anrease ~utilization of ORS packets at, health ce”c’es;
and hospxtals to ‘60 per cent of all DD 1n-p1t1ents, =

To dccrease utxlxzaclon of 1V rehydration to 25 per. cent ofi

1 .current levcls,t

To increase the ORT utilization rate among children less.’

To provide approprxate operational health care prdvideréf
with practical training  in ORT, a supply of ORT,. and.

; -health education materials concerning ORT and how 'to' mix’

2;0RS'

To strengfhen and support Ugandan natxonal 1nst1tuc10ns t 0.

h ‘conduct operational Jxesearch bn ‘prhctrcat questxonsh

~concerening CDD.

SRR



. Pagn 11 of 34 Pages:

‘3., STRATEGY FOR CONTROL OF DIARRHOEAL DISEASE

. The achievement of ‘these ambitious obJeccxves and specific

anrgets will- requlre strict adherence to an integrated programme -
strategy which "emphasises training. ' There are four bas:c
diarrhoeal disease control erategzes that w111 be utxlxzed
achieve these objectives: '

. : . ' .
1. . Case management of DD using'pRT;_'

: ‘ o : "B
. . K . . [ [ ]
2,  .Epidémic;inves§igatiQn igd'?ontrol;
s S s 4

; . . I S . . L . Lo
3.  Maternal.and; child heqltﬁ @I1CH) care and practices; and . -
- .‘ LI c. B ~”£.,,' o B

. . 4 “

4. Enyironmental health measures. .

- Case managemen; using ORT is recommended for adoption in
this' programme as a way to reduce the number of deaths resulclng
from cases .of diarrhoea, Epldemlc 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
prevencion of cases.

' For reasons dxscusseg 1N SECLLON 1.4y LUV PIUKRLANNG CHpUES LD
.will be placed on case manhgemenc, because .0f the immediate life-
* saving advantages of thls.stracegy and the simple capab111c1es of
our present health care system. The other strategies are
currently being implemented 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'whole country in a
" systematic fashion. '

3.1 INFRASTRUCTRE TO SUPPORT CONTROL OF DIARRHOEAL DISEASE

ot Py l-" :

1‘;" The. adm1n1strat1ve supporcohxeracy and prgqnxgatxon of CDD»
within MOH. is 1illustratéd im Figure: 17 A standing CDD
Subcommittee will be established and meet regularly- and make
guidelines relating to CDD {see, smnex 2 for membership of the CDD
iSubcommitte) . Makerere Unxversxty Medical School- experts and
members of the MOH Disease Surveillance Subcommittee will also be
c00pted to prov1de cechn1ca1 1npu;s when necessary. ‘ S

) ‘For the smooth coord1nat1qnopf the programme,. MOH .will
'dbpoint a, CDD Project Manager.w“ﬂe will be accountable to the
"ADMS(PH) ,. who will " 'be ‘the ovecdlL. Programme Director. The
Project 'Manager'. will be rpsponsoble ‘Yhr all the technical and
‘operational aspects of the programmo and will, liaise directly.
with "MOH and other Ministry of£1c1als at Cenfral, Regional and
District levels, UNICEF will assign an MCH Training Officer to
act " as counterpart to the?CDD PrOJecE Manager and to .assist: in
‘the' ‘planning and melemcntatlon of tra1n1ng courses and health
‘education materials productxou (see Sectlon 2)

| P4



I 'Phge il of ‘34 Pages

Eigure:lgﬂ”Admxnxatratxve structure E! the SR
ST ﬁiControl of Dxarrhoeal stease Programme

iﬁie{see;?sf*ﬁeaieﬁ‘?aé

S Deputy Nlnxster of Health

‘-Permanent Secretary

D1rector of Medlcal Servxce
N .o‘ .

£

v - o» -
M A
.

3 l)rllS(PH) ADtIS(MCH) "'ADMs('r) ~ ADMS(HE) anu‘s(s)* ADMS(P)

L BRNOES
stease
Survexllance7i
,Subcommittee i
: MCH Adv1sory *ADMS: Asst. Direccor
: Commxttee C . edical Services
L teld . "~ PH: Public Health
CDD Subcommxttee " MCH: ﬁaternal/chlld
= . L Health

T: Training

€DD Programme Manager----UNICEF Counterpart §: Sanitation
Clee T ' ‘\"\, e SN ,::V RIS T IR P: Planning

publxc.

[ R

'l. 46 hospitals - and 400 perxpheral health units “in' the".
' government servxce. provxdxng secondary and tertxaryl

.
‘

health care,

2. '.Facxlxty-based’outlreach“health care;“,

] . ; o

?. Vxllage ~based’ pr;mary health care, and

4. 28 h0391tale and 66 perxpheral health units providing

& .fee for-service health care.'

. The dual 1mplementatxon strategles, case management of DD
"using ORT and MCH care prc.tises, will commence by up-grading the
- knowledge, attitudes and | = :tises of physicians, paramedics, and
health anxillaries worki.: in existing government and private
"hospitals and peripheral hcalth units. It is desirable that CDD
-will eventually be delivered effettively through a system of PHC.
"In. this village-based system, services will be provided to a
_population by a villagc resident selected, trained and supervised

to work as a prlmary health care workers (PHCW), . in both rural

and urban settxngs. The nation-wide implementation of PHC is the

HE: Health Education

There are““feur?'exietlnéieyatems“providing'health to" the:



.object. of a concurrent MOIl programme whleh roncr1buces to- the

*jov;ral MCH °traqegy in Uganda.

;Nb “one health care delivery system by itself is likely- to

'ptovxde successfully all cthe necds of a nation. Therefore a
combination of health care providers from all levels will be -
‘involvaed, which will maximise the coverage of the implementation.
‘strategies throughout the population. The various cadres of
rarpet health personnel in Uganda have been described in che -

demographic data contained in Section 1.1,

‘t.% PERSONMEL TRAINING AND 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 ¢£f the

CDD Programme. Its purpose will be to sensitise the medical"
profession 1in Uganda to the aims of the CDD Programme, and to
provide members with current Cechnxcal mater1al concernlng the

sc1enc1f1c rationale for ORT.
1

A series of 50 ORT Units will be established 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
wedical officer in charge. An ORT "Starter Kit" will be produced
to fucilictate staff training and supervision.

. A group of Training Facilitators will be trained in a number
‘of broad MCIl 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' "Thetapy, 'Breast-Feeding
Promocion and  Immunisation (the first four “technologies" of
"UNICEF’s GOBI strategy for Accelerated Child Survival). The
principal areas of ctrainipg will'deal with programme planning and
logistics, resource control, implementation of ORT methodology,

personnel supcrvision, monitioring and evaluation. The module on’

ORT methodology 'will include a comprehensive practical session
‘held ac the nearest MOH orfNission hospital ORT Ueit. '

Groups of facilitators will collaborate to implement ‘a
‘series of 16 incegrated MCH training courses for local mid-level
managers (MLM) in all 33 Distrirts (see Annex 3). Joint cra1n1ng

MLM courses will ucxlxse training modules common to all four 'GORI. .

technologies in add1tLon to a salected range of technical
modules., ) ‘

: TWO-WCcu.nnun LLidllUllll LCUULOECY Wikdi YVE dLLCHUEY Uy MAD Wb bW b

Medical teams and representatives of hospitals, health training.
schools,” Red Cross and competént NGOs. They,.in tufn;'will'eachhf
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e ' : . "v Yo o-. | )
be. expected to implement a series of local training courses for

., operational stafﬁ in their ‘areas, until every cadre of healch -
“eare. pLovidcrs in all Districts has; been exposed to the theory

nnd prucczce of the CDD programme,

Pxoductxon of health education materials for the general

public and training materials for MLM and opexatxonnl staff ac

tur-districe level dealing with growth monitoring, ORT, breastc-

" 'diuh promotion and EPI will be clesely coordinaced.

fustvially, materials will be purchased outside Uganda from WHO,

“afULl and other appropriate sources. Later, materials will be

e wigied by the MOB Health Education Division, ip collaboracion

o GNICEYF, and produced either commescially or on MOH printing
emd e ’

9’ -

Supervzsxon of ORS d1str1but1on and ORT Units will be

underttaken by the CDD Programme Manager, who:will be in charge of

gathering 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 pxstr1ctsq

3.3 EPIDEMIC INVESTIGATION AND CONTROL

-The primary purpose of UNICEF ‘support to the Central Public
, Hlealth Laboratory (CPHL) 1is to provide fhe Ugandan medical
profession with reliable local data, collected during periodic
surveys and reported in the scientific literature),. that document
the * contention 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 OR?T
in CDD.  The provision of equipment, reagents and transport will
also’permit CPHL to anestxgate DD ep1dem1cs and report findings
T~CO the MOM, -

4.  MONITORING AND EVALUATION

- On- -going data cbllection will be conducted at sevefai'levels'

" throughout the CDD Programme to permit the evaluatioa of che
performance of the programme in the context of its objectives

_(see Secction 2)., - Several programme process indicators w111 be °

monxcoxcd usxng suitable data collection systems:

_:;. ,In-pat1ent vards, OPD and ORT Un1t performance: ORS
' " utilisation rates, IV uiilisation rates, and DD -case_

-.iatality rates;

-
A
"

i 2)11 Knowledge, atb;tpdes and prnctxcea 'ancerning,OBT ambng:f

~ mothers and health facxlxty staff,‘

'3.  Logistics and ‘ d13tr1but10n oﬁ ORS and?;éfeiafédV;

equipment.




ﬁ:?&aiéaéf*%ﬂufagés’

, Overall programme impact will be evaluated through a serices
of . cross-sectional DD mortality and morbidity surveys conducted
on. a phased, longitudinal fashion in the four-‘old health regions.
Base-linc data will be conducted using standard methodology just
prior to or simultancous with the introduction of traiging in the
region, and che surveys will be repeated periodically thereafter.

A US Public Health Service CDC consultant to UNICEF will assist

. , v, . .
in ,the design and ' implementation of the first survey to be
¢unducted in Mbale District, Fastern Region. . :

WIELVITIES AND PH@SING-'

. Programme aCt1V1tleS will bé phased, to gover all Uganda over

che -three years of Bhase 1, 4984 86, -.The following tables’

describe ‘the detailed phasxng plhn .concerning the first sub-
scratcgy, case managgmenc using ORT.." The remaining three sub-
strategies, epidemic investigation and control, maternal and
child care, .and environmental sanitation are described globally,
and not’ by month of implementation. Programme activities and
phasing for Phase II, 1987-88, &ill be prepared after the first
year - of = implementation, when interim inter| programme
evaluation is expected to reveal progress toward obJectxves in
various activities.
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5. z SUB STRATth ki Epidemic Control

~TARGET. By 1986, at leasc 90% of reported epzdemxcs recetve attenczon

; _within 48 ‘hours.
PUASE I. 1984-1986

No. ACTIVITIB

'JTREMA&$$/DESIRED_OUTPUT

Epidemic Information System

1.J Establish/STrengchen reporting from

' Exrablish adequate laboratory support

hiealeh facilities and ORT Units.

for epidemic investigations.

1.3 Surveillance of diarrhoeal diseases

through special studies surveys etc.’

1.4 Obtain Emerpgency Drug Supplies.

1.5-Dé0eibp‘aﬁd producé training'materials

-.on data collection and epidemic .

" . response, -

1,6 Distribute data collection forms and

'J.7 Describe value of surveillanéé;tq[dhté'
" collectors and health administracors,

, receive duly completed forms.

;3; Central Public Health Lub.

" will be strengthened. -
- Collection of stool samples and
cheir analysis

-* Emergency drug stocks for dLarrhu.

. epidemics to be kept at Cen:tal
Hed1ca1 Stores.

- At least one manual w111 be

a digtributed.

= At least 50% response is expeccel

from the peripheral health unitg |

- and'looz from hospitals.

- Annual Reports.

- Publxcatxons of ar:*cles on CDD.

2,

:Trainihg
Train Data collectors to collect and Integrated PHC/ORT courses. .
report data, and train ‘persannel 1n ﬂ for DMO s and data clerks on
procedures.for response’ to epidemics. dﬂ:a collection."
Expand records clerks, each for
a district. .
Strengthen statistics sectxon
of- the Ministry of,HeaL;h,;._ :
5. Bvaluntxon '

»3 1 Honxtor comple:cness or.aaca, re-

.n

3. 2 Evaluate response’ to’ ep1dem1c5 in
"ﬂ,cerms of speed of response,. no cases

.
-

portxng._

trnaced nnd case facalicy rates.

-~ Kegular b MONCNLlY reportg..

"Annual reports feed back to
DHO s.,'
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anaaement‘(cont'd.):
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2. 3

2.5

2.6

" CASE ANAGERERT .~ S
ACTIVITIES - - 1984 1985 1986 AL ;3”RES&RRSYDESIRED"OQIPUTS-7
- SO PP JFNANJJASOND JFMAPJJASOVD JFHAMJJASO\D i
nstabl:sh d1str1but10n po1nts at._ . 1
. Ceneral Medical Stores'. R _ M . . “ o E )
- Regional’ Stores . -3 - 0D M : 1.6 1 Central facility for' ...
- e " storage in 1584 to distri<
) B bute ORS. 4 Regional
-} storage/distribution
.. - faecilities arranged r?
1594/85.
:‘1 7.-. Establish CDD Sub-Committee - HJ.'A'SD MJSD - H J -S-'D '..~f1"7.'7 Composition def:med :m
“Meerinee CDN Suh-Committee- e T | (R 7;" : ,Annex 2. -
Tra1n1ng and Hnalth bduca-lon -
Hold Natxonal Conference’ "M : ffg§1§38ens1t1zatxon for Uganda,
¥ . ; “:“’Hedxcal profe551on.
‘Prlnt and d1st—1but° book
on practice of ORT.
2.2 - ~Prepare Facilitators®- Guide-and.: .
L -Traxnxng Hodules.'f L S e . s
VIS e *2.3 Training of Trainers by.
Train Fac111tators M. P < .. District..
e . . o . : S 1
2. 4 .Train Mid- level Hanagers (HLM) M:AO |lIM JA NI[FNM ‘2.4',16 Reg1onal workshons .
g ’ . to train mid-level healcth -
- staff.
!Trein epe:efieh,steff.*ﬂ : 2.5 100 District wurkshopk‘fof
: . hgalth facility uersonpel
T and primery health.care:
; - workers.
‘Develop CDD and EPT heal'th - 33As 2.6 UNICEF/MOH to imitiate
educatidn materials. 1 developusent and prepare
4 ; ciwa v -0 by fied3d -
‘i v tus: . or rLardrclion,

>
L
o

i

N

éob



- ACTIVITIES AND.PHASING ™
J © SUB- STRATEGY.;'Cqse Menagement of DD u51ng ORT
PdnS‘ 1. 1986 86 e -
CASE AT AGEMEN'J_: ' T A R R e e
: ACTIVITIES Y 1984 ;.1985';V4 ’.~1986‘«41f _REnAEKSIDE§;RED OUTPUIS -
JFMAMJJASOND JFMAMJIJASOND | JFMAMJJASOND -| . -
Development/Promotlon.
'1 1.,App01nt CDD Programme Manager and
~'3 UNICEF.counterpart (MCH Tra1n1ng % P ‘. i , v _
Offlcer) JFM -, 1 1.1 See Annex 4 for duties® of"
- 1 . Programme Manager.-"
“1.2 “Complete *-CDF . Plan of ‘Operations |JFM. 1 -
.1;9 ESTaD41S0 NEEAS and rIOCUTE UKS. Hk; AJ 1.3 1y miii10n packecrs
) Tt et ‘ 1 - required for -Phases I éhd'
"11 as indicated in Annex
IB‘
* <« ' - coordinate USAID procu"‘
O Bt . rement. L
1.4 Develop "first: ORT Centré at.. LT |JFM 1.4 Develop ORT Unit at Mulago
"Mulago Hospital in. collaboratxon~3 : ' ' See Annex 5.
with Dept. of Paedlatrlcs,f_ w .-:’ - Train|ORT Unit Staff
Makerere Un1versxty Medical School. - Procure hardware and
! and teaching aids and
health education
- . materials. »
- Establish Surveil-
lance to evaluate ORT
Uqlt performance.
+~1.5% Establish 50 District ORT Units:’ AFV;Total of 50 ORT Units (at
e ~least one per District).:

»

sobrg p¢ 30 31!‘66{



‘5. 1 Case manaoement (cont fd.) -
Ty rCASE TANAGENENT T e P
..l _ACTIVITIES 1984 1985 1986 | <. DEHARKS/DESIRED OUTPUT
: B AR T e JFMAMJJASOND.; JFMAMJJASOVD JFMAMJJASOND
L2l 7 Rev1s " curriculum of Healthti. '|.. IEREIST - : ‘
- f' : WOrker Traxnlng Instltutlons.; ;f . JAsS 2.7 Coordlnate wlth AMREF and
B - e - I A I : o : Ministry ‘of Health Workers
1. Training Institutions to.
. . ‘ include curreat pelicy efu
. - ~of ORT.
:3." "Evaluation/Monitoring - » :
' fs;f.g'Hdritor ORT.Practice - ML= 1ia e-saé;-éééhéa-f;;iéééfe>n 3, 3,1'ACheck distribution/storage
" at ORT units and- healt] : ' /treatment/cutcome system’
" facilities.: quarterly and repert to . |
. CDD Meeting.
'?3:2; ‘Monitor ‘logistics to ascertaxn é,F’--------eé~F~-*f+--f—f--%ffrﬁﬁ?;?4>Dfr 3.2 Results to be conSolidatéd
T.if health facilities and’ . .|’ 5 ¥ T {. . , end compiled quarterly.'’
v111age health workers. adequa- i< |- . 7= compare receipts and
tely supplled wlth ORS.iLF;_-,' . . : ' requests. -
3.3_. “Annuai’ 1nternal evaluatlon of‘ D -bff
< % CDD programme. RAEAE R _ :°_~*_ R
3.4'; KAP Survey on mothers EPd = o 0. 3.4 . To pernmit joptimal design- ¢§”
health staff on- ORT- :'.;2, e of health educatioa -~ 6
Lo T oL s LT ‘} . materials for DD. -
B P N N - - . 0
3;5,~,Hop;ality[uorbidity:SQrvgys:Q © Jmemmetectiammecm—smacismcceesdD | 3.5 Provision of a CDC consul- ) o
N " . tant to assist in de51gn, :_;' ™
tralm.ng, pilot-testing and v
implementing DD mortallty e o
: T and morbidity long1tud1na1 S.oo o
. ‘ ' ‘e
' o

ot

%

surveys.
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HASE' ] Cont d

.CFSE VAhAG‘ﬁ:NT‘
. *" ACTIVITIES

.

1984

1985;}

‘EhARkS/D‘SIRED OULPUTS

.Operaticnal Resnarch-

4.1,

~

Provision’ of techn1cal
‘support to. Uganda

- researchers in developing :
operational research propOa

-'sals for diarrhoeal diseases

4.2.- Feasibility study concerning

-* Ugandan ORS ‘production..i;. ’

-Supervision .

‘5.1.

5.2.

3.3,

Provide . }egaﬁrcésnfo}'ifané}
.port of ORS and collect-
log1st1cs datas-.

CDD Programme Manager -to un-
dertake periodic: supervision

at ORT Units and assist‘in

planning District-level"
activities for operational
staff, inecluding periodic -

verification of data collectedl.

and refresher staff training.

District Medical Officers

develop and implement periodic
" supervision District level .

aCtIVIIIQS.

; JFMAMJJASOND

B e e et % S

IJFMAHJJASOND

JFMAMJJASOND

" 4.1. Funds through CCCD/REDSO,

disbursed by USAID; protocals
reviewed for feasibility,
- scientific and ethicel - .;
. soundness by CCCD in colla.
‘. boration with UNICEF.

: 1@12;.As‘in 4.1 above.

5.1.‘Integrated with logisties -

system for essential drugs
~drugs and EPI vaccines and
supplies.

;55;
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'bUB STRATEGY. Matetnal and Chlld Hlea

¢ to breast feed.

page 21 of 34 lages

lth Cure Practzces.

'IQ;By 1987 at least B0Z of urban mothers w111 be encournyed

-l .

"Tralnang"

'1,l Develop and produce educatxng/
+ - .promotional materials on MCH for . -
mothers.

,1,2 Develop and produce traznlng

. mater1a1 for health workers.\

1.3 Develop legxslatxon and regula-"

.- <. tions restricting use of 1nfnnt

-t formulas., :
1.4 .Strengthen the Food and Nutrltxon'
- .., Council.

'gl;S Distribute educatzonal/promo-‘

",. “tional materials to health
facilities, health workers etg.

1 6' Distribute educationallproﬁo-"

vb‘ t10na1 to mothers.

't, .
‘ l
.....

,L.Z Teach mothers about MCH prs-
"0} ¢t1ces.

R

Tra1x heelth faexltty personnel £0 .o
promote desirable ﬁgﬂ.practices._J_',

Evaluation
1
e 4 .

3.1
tzonal mchrLals on MPH
pract)ce,.

1) By 1987 at least 80% chlldren in ulban areas w111 hu
. breast fed according to. recommendations..
i ;fTo reduce the 1nc1dence o£ dxarrhoen.
f?ﬂAéﬁﬂi., 1984 1986.  Area of operatxon restricted to urban areas suel
T ,{;,ki Kampnla, Entebbe, JLan, Mbnle.‘r :
fﬂ&;v_. -ACTIVITIES REHARKS/DESIRED OUTPUTS
Product1on/Development;

Have equipment papers, supplxes tor
production pof the materials.

A pr:ncxng press to be operatxonal
by 1984. ‘

By u987 - 2 amendments to Publ;c
Health Activities

erculars to DMO’ s‘
. To be strengthened and be fully
50,00C copies/annually of each.

'”}09,090 copies/annually.

o Intensxfy Health Educatxon on
7»~Breast feeding, weaning,

' *nutrition, hygiene, safe water.
*in‘clinics, mass media. .

"1 _radio programme/day at ',
approprzate txmes. o

.|J

- One artxcle each week on:the dary
news . papers.

\.r_p. ‘.

_l

'” - to be included in séminars Eor DHO:.

__health personnel (see sub strateyy

" ., case management.

MonLLor d1 trzbutxon of educa-.’.. -

P

- Compare number produced to :hat

dxstrlbuted. ‘
.~|§9
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practiccs.:
Phase I 1904 - 06

Ho.

ACTLVITIE

REHATI(S

ESTIHED oUf TUT

;Sub targot. By 1986 50% of population asad 5 YOALD €0 OVOX Wiil,TUGUAVU
’ ! gome typo of odnoationnl/promotional mescuge about propor ‘use
and maintonance of wator supplioo and proper excrota diopoool

1.2

1,3
" - - to literate poople.

v
.

2

44

var e

Pfomotion 2nd Develonment

'Develop and produce educational :
materials appropriate for use byi-

t

; :a; health staff

Primary and Secondaxy School
teachers to promote child to
child learning.

c) Other PHCW's

Bstublish storage distribution andf

ﬂdelivcry pomnta. o

" Give printed educational materiel.

Health Education oampaign/
cowpetitions,

Training .

fPrain health workers, school teachers
in use of materizln and other meens
to promote proper use and maintenance..
of safe water supplies and safe o
-excreta disposal, =

Dvaludtion4

" Monitor flow of ‘educational”
‘material, end review mothods 91
.delivering tho messages,.

=g

~ The follouing number of :
 coples are to bhe p:oauo;d

- 10,000 copios
b) 50,000 copies -

’7;o)v 1b,000 copies

.- 1 central facilit&.

. 4:zogional factlitien -

= A1l vho come fo a health:
"facility, and school ',

children,

-~ Encourage school comootL doe
.= Toach all health users

- come to a facility.

b

- 1 seminar for DMO's/DIT c

enable them ccnduct

. oounges for.schocl toucher.:,
- . Circulers to nll hehlnh

. ingpectors, .

l- achoola, pcsters for public
"~ yioits from Supe”VIWOIJ ‘2as

B

- consultations,

i- Reconcile production/

.
)
—"'

:-distribution/requests,

pointB .

i'= Supervisor to cbeck on deli

147
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6.;'_.' nuocr:'r AND JUSTIFICA’I‘IC

e budbet for" the CDD Programme is prééénéed’fse1bw'~iﬁf3,
detail ~for Phase I (1984-86) and Phase II (1987-88).,  For the -

purposes of calculatxng the budget, the followxng ussumptxons
have been made: - -

.

16.l The cqlculation' of ORS needs over the five_‘yeers feﬂ

justified in Annexes 1A and 1B.  Upon completion of each
regxonal workshop, participants will receive a three- to
gix-month, supply of ORS for their area. Until rthe workshop,
ORS requxrcmcncs for each. regxon are c¢alculaced on the basis
of the ‘quancities supylied in UNICEF drug kits. The 1984
prlce for ORS purchased from UHIPAC is U0S$0.05; thercafter
ORS is costed at $0.08 for, US procurement. A 104 per annum

increase 1in. the price is incorporated to take account of '

inflation. USAID will not finance the purchase of ORS from
"UNIPAC ‘due to the problcms of obtaining a waiver to purchase
.non-US manufactured goods. Tnstead of paying for ORS in
- 1984, USAID will pay for training. materials ‘during che
‘period 1985-86. . = - '

£ a- A limited supply of naso-gastric tubes are required’ for:
-selected DD cases in shock, and emergency druzs are requtred
‘for edipemic control activities. ‘The drug list may be
restrxcted to a few major items ' such as tetracyclxne,
chloramphcnlcol, saptrxn, PPF, chloroquine and asp1r1n. _ ',

.“6.3 Costs of produc1ng promot1onal mater1als are calcule:ed
follows.

= 2 000 booklets for phys1cxans a: $2 50 each'

7- 10 000 booklets for other health workers at $2 00. each,

'. -‘ : '-"-

"t 20 000 posters at $0 25 each,_

. Sxmple leaflecs for the general publ1c,' 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 - approxxmately 2 5 mxllxon leaflecs at
$0 03 each.

3:6 Q‘Z'The cost of settlng up an “ORT Unitin. a: "Least_one hospxtal

ff;“,?'xn each d19tr1cc 15 calculated at $300 per hosp1tal. ;

6 5" Suppbrt to CPHL w111 consxst of a sxngle grant wxch whteﬁ tp

" purchase supplles, equipment and a vehxcle. . The provision
of a VLthle 18 contingent'® upon the, ‘ubmxssxon of an. MOl
undertaking ** to  supply runnipg costs’ ~for fuel and
mainccnance.

6.6 D15tr1huL1on Oof UKS PacKeCs. ana . EUUCHLIUUAL HIELEELass
“throughout - the ‘country will be LuCegrated with the present

Y
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MOH infrastructure for the distribution of essential drugs
and EPI vaceines and supplies. UNICEF ,may subs1dxzc the HOI
drug d1str1but10n system on a weight basis.

: 6:7ﬁ_Two UNICEF vehicles plus fucl.and other expenscs will be
‘purchased for Phase 1, and will be repeated during Phase II,
.‘for Project staff.

"6:8 A “total of 50 training facilitators and 384 health workers
© will..be ‘trained during facilitators® and regional MLM
courses. MLM course expenses are calculated on the basis of
"l4 .days per diem per participant at standard government
rates, . plus return transportation from their usual place of
‘work, plus contingency for materials and incidental
“expenses, or $5,000 per course. 100 Distritt-level courses.
are budgetted at $1,000 each. )

04y 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 stgndard government:
rates. Statlonery and other expenses are ﬂncluded.

6. 10 us AID w111 make available $200,000 durlng Phases I and 11,

$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 durlng 1986 thh the remaznder of
theve funds

The UNICEF counterbart (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), ftravel and perj

dl(.m. } 'g e "‘t' T ! Y
- llealth * educatxon spec1311st for development of tralnxngh
matcrlals for ASC for six man-months; 3‘*' ', ’

- Graphic' artist to assxst healch educ;txon spec1a11st for‘
‘three man-months; -4"' : , e T .
~.CDC. technical consultancs, overall sxx .man- monchs

'fﬁiqkzy;ln60p31{4§
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OKT PROJECT BUDGET.© . Yea:
' wss'oom
ot

42 9o m % i ] "’i“7,43".9'1'; 987. 5‘2934 M,f’i

cogbrtoc 55 '7o .

sza"u 27o 25 260 4av 339 25 301 2. um 41‘;_‘

s

“GOU/HON ‘60’00 , 122 oo 181, oo" |9o oo '237.90 00, oo’

't‘;"’«;'»“v?f";"ﬂ‘_"”““?’"«f‘,.;‘-;.f‘""'.?él/?/&‘ 5 8.4'5{21_ 110 -ilifo_!‘fi_i?i? 157 1525055 SHS.T5

T o s TomL
USAID GUOGET (520000 1984 ms ma

& f-»?'u‘r\-‘s?‘.' 00 150,00, 250,01 s 1225 00
Cprelgit 00 250 3.5 52 0 TLE 184,00

240 00

Operations Research‘ . 40.00., féo.ddf}‘f/‘“f_;:;,_ ( ;’: 50 00

f Feas:bxlxty Study : ‘4°°it'ff~~°°_'fif }ﬁ ;l? 3'?¢;3' pb

Ecternal Elwtions 00 40 40004000 800
Training ‘ S R S ]'.'g; 
Chacilitators .00 10,00 10,00 10,00 10,00 40,00

M Regionsl .00 50,00 50,00 50,00 - 50,00 200.00
perations Stath . 00 50.00 ¢ 50.00 5000 50,00 200,00

Sub-Total - 40.06 ‘32,50 521,300 ‘562.50 746,50 2219.00

u/. Contlngency‘x 51 se; .4 84,38 111,98 332,85

L “gub-Total 46 0 305,80 608,63 646,08 650,48 2551.85
"157 cLst Escalallon—a&‘)o g iqu&} m A ’m 7o

e 74391 997 25 2934 53',

L ;1Q5’ T Year ”.fééif,ff’”‘lﬂi*~°,r~‘,. - Total
suumon Budgnl 10001 ‘,;1954 was Sl e

Persnnnel e . L N ;
e . Salarfes 15, 0 rlll 00 39.00° .00 °
~;hllouances-F1eld Staf{ RN 00 D 00"';“8‘00.’57 00

Transport 17,00 ‘35;00{.?‘%43 00 54,00 40,00 ‘,;‘zn oo}'

W Floid/Eguipazat 10,00 C 20,00 25, oo-*f.,-‘31;'9@}3‘_5;{;\39 0 125,00
Drugs & Vaccings 12,00 23,00 29,00 36,00 45,00 143,00

Oiffce Expences  3.00 © 4,00 7.0 10,00 12,00 38,00

am-s 5006 172,06 15L,60 199,00 237,00 760.00 ,,'5]o



lrainingl?ronotlonal
Haterial

ORI Cenlers-Equlp. “i

lr-n:porl .
Praject Hanager Vehicle
Training Vehicle

Fuel, RtH °

DRS Trinsport

Trainxng .
National Conference
Facilitators

HLH Regional
"“Dperational Staff

data Collection/inalysis,

Project Nanagers Dffice

Project Personnel
. HCH Training Officer
“Health Ed. Officer
Int, & Local Consultants

Hat. Officers Per Dein -

SuB-Iotal
142 Contlnqency
| IDIAL-

CCeD/ene BUDGET (5°000)

" Short Ters Consultants
"~ Hedical Epideaiologist
' 11::hn1c:l Officer
Hurse Educator

- Sub- total

lravel and Per Dies

5,00

15,00

.50

10,00

3,00 -

10,00

50,00 -
SO.OULJK

10,00

’.5,60,7

. 7500 -

25.00
25,00
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68.
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100
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'Annc/' 1. Part A Guidclinos for]stumwnini on Pamcet Ilr...do, cnn. P

Aa a'genernl rulc of thumb, WHO pxoposes the follohing, ench child unde“
the’age of 5 years cen be expected to hnve 2 epispdes of dimrrheal’ disease
.ench year that require trculment.: Treatment per episode condists of
approximately 2 packets of ORS, ) ST

In each region vhere ORT training has been completed, the following
¢guidelines may be used to estimate ORS packet needs:

ORB packets required duringﬁvear 1 after training:

607 access {to hospitals, health centers and health posts/
,diupensarios) X 40% utilization year 1 X number of children
less than 5 years old in region X 2 episodes of diarrhea per
year & 2 ‘paclkets ORS per episode;

qupnckets required during year 2 after training,

60 access (to hospitals, health ‘centers and health posts/
.dispensarics) X 45% utilization year 2 X number of children '
less than 5 years old in region X 2 episodes of diarrhee per.
' year X 2 packets ORS per episode.’

,;ORS packets required during year 3 after trainisu;

6q% access ( to hospitals, health centers and\heelth posts/
- dispensaries) X 607% utilization year 3 X number of children .
. less then 5.years old in region X 2 episodes of diarrhea

per year X 2 packets ORS per ppisodes

ORS puchets required during vear 4 afted training.

. 60’ access (to hospitals, health centers qnd health posts/
"dispensaries) X 80% utilization year 4 X number of children’
. less than 5 years old in region X 2 episodes of diarrhea
.per year x 2 packets ORS per episode.

Onsgpgpkets required during;year 5 after trainlngJ

QGQ% acecess (to hospitals health centers and health posts/
: dispensaries) X 80% utilization year.5 X numher of children |
aless than 5 years.old in.region X 2. episodes of ' diarrhea -

. ‘per year X-2'packets ORS per eplsode.«

N
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Region

1984

' 1985

PR
It

1986

o Grand ‘Motal

tidago
s
Sou:hoagpe?éaj‘
Tailisestern
T IRTE |
. Hoilna

=k#ud'}
iioroto

“Nasaka

1150 & Energency

Sub~Total
Wustane 25% ..

Other losses10%
“Grand Total

,‘236"’
30
1°7
118
E

"
12
5333

E
. siz
w
o
179 21a
5% 13
116 154
'15Q; (365
LT

n451 'J§7;L:

ifgé
623
5?7?
571
-
12¢$
89
e
469
?63

3
s

f@

‘361
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ks
611

782
196

» 2,004

2,817
_501 719,

3,653
913

. 4,433

1,108

*'978

~. 98

:2,504lu'3;5965
251 360 -

4,566
457

5,541

554

1;075

304657

2,755 . -3,956

TR

5,023

142,

gome numbers do not add exacitly/to rounding.’ /due .

6,095

187.5

10
2,5%
1,560
2,183
1,088
560
"o
3%
nme

13,847

3,437
17,185
- 1,720

18,905

'~ Say, 19 millicr

- 585 U.T,



Cage Y or 34 lages

Annht 2. Nemberahip of CDD Snb-Committoe

\

WHO Programmc Coordinutor, P 0.,Box 6y Lntebbe.
UNICEF Project, P,0.,Box 7047 Kampala,

Prof.. G, Kirya, Chairman of Discase Surveillance Sub-Committee .
- Department of lidrobiology - !fmherere Universi‘l.y, Box 7062 I\mnpala.

~usivtant Director Nedicnl Serviccs/Public Health, P 0. Do 8,_
x.ut-.;be, and CDD Programme Director. ' e

-’:1.':.'11. Director ledical & erviccs/Training, P. O Box 8, Entebbe.

) l’xojcct Manager - P, O. Box 8, Dntcbbe.

XTI Y Roprc.sentative, _I a.mpala.

S ..wembuzi Lulawo Hospita.l, I’aediatrics I‘aculty.

anls Jun,nya, Institute of Public Health, P 0. Box 7062 Kampala.
Nr. I\alega, Executive Secreta.ry, Uganda. Protestant !uedical Bu.reau.
Executive Secretary, Ugande. Catholic Medical Bureau. .

AI.mEI‘ 'ér:lining Officer.
'.’br'; Kels tant, Cha.irman vcu Advisory Comuittee,

Jolm Bcu'enzi, EPI Project Lianager. '
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.'ANNEX 3. PROPOSED SCHEDULE FOR-MID-LEVEL MANAGERS
“TRAINING COURSES, CDD PROGRAMME.

: Distriets:: Date: - Location.

Mbnle, Tororo

2. Kapchorwa, Soro;q

i; anulx, Sorot
ii lganga, Jsza‘N
5: Lxra, kxtgum‘
§‘ Apac, Gulu '

' .

? Moroto, Kocxdo

bbz,lMoyo “

9' Hoxma, Haszndx

10;’Jﬁa jle,vKasese, Bundxbugyo;qf Forc Portal
ii. Kabale, Ruklngxrl Kabale

}?{ Mbarara, Busheny1 Mbarara

:Mas kfﬁ

Ii} Masaka&*Rakal

iég Kampala

1?; Kampala

16. Mukomno,:Luwero’ Kampalé

'3/84

M|
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: Chy Programme Manager's Job JDeseription

4 Duties.

.

2 1

w

s

?lan .and .co~ordinate ovoxall programue activitieo.
. ,

Lonitor and evaluate programme eotivitios on 8 regular bauis.pt

tSubuit a quurterly written report to tho CDD sub-commitl i

'.dvieo the ron on the recruitment of porsonnel and,co-ordinute txaining B
tivities with Bureau of Training.et

v“iovide supervision and direction to personnel at all levele involvea
i3 CDD activities.

wticipate in the co-ordination of donor agency aotivities a8 thoj roluuc
.ie _J) (UﬂlCuF SCP, Uouin/oDc, Catholic and Protestant hiesion Board)

bnsare an adequate supplj of ORS packets ere avuilablo for health

‘fecilities in the regions in aocordence with the CDD phase-inlplen.

'Ensure an adequdte supply of ORS packets are regularly distributed
- to the non-governpent facilities through Central Medical Stores and to

the ORT centre at ¥ulago and other dietriot hoepitals._

Act as secretary to the UDD sub-committee.
‘9 .Go-ordinate CDD operations research actiyities.
pualirications
}; ' Ability to commit IuLL-Taje W1TROUT lnterrerence Irom ouaer
‘32 ‘responsibilitiee either work-related or personal. e
2, fﬁbility to be available for country-wide travel in Uganda on ehort
i .notice ior periods of up to several weeke.,'
3, jllave teken W43 CDD senior 1ével mansger!s qoueses,.
.d; Proven obility as’a-supervisor,. planner and problem solver,

",
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PO, Box 1062, KAMPALA, UGANDA—Td 42471, 56661 ~5=Telegrams: MAKUNIKA, K.AMPALA

DEPARTMENT OF PAEDIATRICS AND CHILD HEALTH . ,“l
P.0. Box 7072, Tel 58731 or 57505, 42471 Exu 51, 54001 th. 284 ~ Td:grnml:}.‘iE_D,'lej-..l{A/Ml"’AM’ :

22nd Docmber 1973
T, 0, Dod"c
lr ITAEM Qoure.cntnthﬂiw‘
J .J ) -110" N

. Dod;c,

'Re: Pronoscd Oril Rehydrnt*on Therapy Centre at ule~o Honpitnd

Being viell aware of the great problem of dinrrhocc Lill witl‘
us in thig part of the vorld and the ‘neéd to 'find and teach at crasc
root level. an Cauj and effective method of rehydrating its vietimg
a-groyp of Pacdiatricians is with ¢reat entﬂus;acm aeLtin" up an
Oxral’ Rehydration Therapy Unit af ulago Hospital. "hig proposul igs.
vith a vicw to ‘naliing this unit”a .pioneer. 1noto~t"pc Tor inco-opcra-.
tion into the Uational Primar/ chlth Care Progranme.=’” z

U Po asscaq norc accu* 1ely,the er
’del dration ‘contribute’ tq morhid:
wlb presént, tlhe total admius*on";'
;tabuleted rctroupcctivcly for: uh ,41
‘Eorember 31 190).; The" two mq1n pmpg
a.total of 3,504 pqtlcnts approxiukt
accounted for p,} 0% all Qd“lelon .nont T
‘The case fat: 211ty 1nic Loy v slc sion” id, ‘ "p,tp.“'"“
(223 deaths of 1] 2°5 adnissions ) Porty °ic’01 thie 22 3 deatli
'certificatcs uoccifically ligted eas troenteritib ar. dehydration as.a'-
vcomplication or measlesy -

i ep o Uasgroonteritds: wad‘the 2nd” conmonest admitting diabnoais
‘resulting in 390 admissions.op 65 per’ month with a 'mortality range
‘from 45 - 99, ‘Diarrhoea contributes. II; 1% ‘0f ald’ paediat”ic o
Jadnissions, - The case natality Rate 'for diarrhoea with 49 -deaths’
from 390 was 12,6%, Vhile diarrhoca. and dehydration accounta for
.appreciable norbidity end moxtality in Mulago Hospital at preasent -
and. indicates tie need for.en urgent- intervention, it ic greatly
‘eclipsed, in numbers..and - impact by. neasles. . .It seems clear from these,
igures that measles immunization of. patients ‘and rehydration of -
casles cases arc, important priorities ‘that should be strossed ap
art of the'OFT programme at-llutago,
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I'.O Box 7062 KAMPALA, UGANDA=-Tel, 42471. 56661—~5~Teclegramu::MAKUNIKA, KAMPM.A

=-DEPARTMENT OF PAERIATRICS AND CHILL HEALTH
R0, Box 7072, Tel. 58731 or 57505, 42471 Ext. 51, 54001 Lzt 284 = Tclcgmm.MLDMAl(. KAMPALA |
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Fany of tlie children secen on the emergency ndui.._on ward "i”
Sdiarrhoca and dehydretion capeciully if not of measloz owi-ir. are
iisuhurgnd wisi:in 04 hours altur usually intravenous o' ;".io.. 1
1a been eownon practice amons medical staff to troct ‘11 O G Lo-
""(reIJ dehydrated children, sone of whom 'may not even Le vomitir:
w2tl intravenouc £luids, The treatment of such paticits hings colled
Jue early arrdvel to -hospital, adnittung beds, irntravenous fluide,
intravenous giving sets and expert personnel to put the arips,
Considering that the cmergency admigsion werd is handling just tie
'tip. of an icebexrg of a countrywide problem, a relicf mcthod of orel
rehydration must be found., That many children get more dchydrated”
vith delays in euthbllshing i.v. drips obviously add, to thc prolle::

It is estimated that prcscntlj about\20 childrcn par day cre
treated for. dchydration at Hulaﬂo Hospitail on the emcrgency aduission
ward (ﬁcute Care Unit, ACU),. Although some mild cascs are treated
with orel % - "trcngth Dar*ow 3 Solution prepared in the hocopital -
pharmacy, a lar:e prcportion of ;enses. are. treated intravenoucly.
_Patients fr;qucntlj wait hours. before belng seen by a physicien ond

treatment is initiated, Cgse" adnittcd tol the hogpital ave exponzd
to children witih other. °evlouu'commun1cable disease: csscciall/
measles whiclh may further oontribute to moﬁbidit, aund noriality.
Poking these factor* into’ account tbc most rational plﬂu to mininize
mortality from ﬂiurlnoeal diucnoo at Hulano 1s'to inﬂvituuo OIS early
.end keep infanta with- unconplicatod diar*hoea and: deh/d-atioa Tron
‘being admitted to.the wards, . Thae? 1ollowing planves devised to mect
these goals by oﬂtablighing an ORT treatment centre at Mego Hoapital.

"Objcctives

’1. " Mo 1nstituté'a"proapective'serveillance system for infants with !
- rdiarrhoca and dehydration at Mulago which'will deternine back-
%+ .ground rates for morbidity, IV therapy utiliﬂation ond percun“a;a
i ' of .cases admitted and cage fatality.

2, To monitor the impact ot thc ORT centre on the above mentioned
A ~factors,’

:3} To establish a model ORT centre which serves to cducate ph/vioisxv
: . other health personnel and .mothers about. the value of- ORT aJ @
‘means of troating and -preventing. dehydration, _

“4} 10 inquire into the immunization status of .the amwitted childre:s
: and to 1mmuniae these children.:
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waverials end Methods

Surins Jumicey and February 1984 2 persons will Lo zeldesnd
ol tluined in acecrdance wita, .“C" Lianual. for the "suntiicnt oi
soteze Yisxwboonl PBiscazes. These persons who are P LA RS
.. L1 wexeen incouning patienss and assess the extent e ."l"P’LlOl.
iging W0 ruidelinesy they will institute ORT with UNICDN €S
pacliets and teach mothers how to prepare and adminicter the pacliets
ot home., They will ctaff the centre 8 hours arday 7.days a weel, -
They will collect background serveillance data before and after the
centre opens using .the standurdlded questionnaire attacled, 7Theco
perzons will be supervised daily by a Paediatrician, who will also .
caerry out the medical assescsment of every patient. Thcose same persuit.s
will give hecalth education with special emphnsis on nutrition and
immunizetion and they will imaunize thege 'children especinlly apninet
neagles. ‘A minimum’ of 4 vieels o?:Las clinc‘data will be collected.
before the centre opens on “thie Acute Care Unlt.

Room & and if necd be room II. will scrve as & site for the O.
cetitre. Patients viith diarrhoea duc ‘0. meaalea Vill be  treated with
05 in a-separate isolation area. Patient~ who shov’ proc*essivc
dekydretion while 'on ORT will ro on i.v. rchydration while. paticebe
who fail to drink will be given flUldJ by NGO fube.. Paticuts who
fail to res pond to CRT over a narimum ‘0L 48. hours Wil ‘beltrancfoered
1o a.special section of the ORT on. ward’IC Lor: furthcr el nagenent ..
UNICEF will provide the nccessary hnrdware (cups, bowly, bear-bottl::
for mixing OHS) and will collaborate in producing hecalth educatioxn
meterials for mother to stross the inportance 02 continucd breast
feeding in addition to illustrating how' ¢o '’ prepare and adninister 0!,
Patients admitted to the centre will be iminunized in accoruhnce with
EPI norme and be weighed and given a grovith chart which UNICLT will
'8upply.  "UNICEY will co-ordinate activitics with USAID 4o ensure a
sufficient number of ORS packels are available by tiic time the ORY
centre opens in lareh 1984 (approx. 6,000 packets per nont a) Theue
are. to cater for in and out paticnts in Mulago Hoapital. R

;Unce the cenire is operational on going data will monitorad’ qnuufj
:uvoauated and g auarterly. report will be presented.on. tile centre's "
L0y reﬂs.

°1eu40 find"attached the cotimated. requirements for- the proponar .
unit i

-t ‘-'-l 1% 1o misimia mmm st e @y .

Yours'sincereIYi CPEPARTIEHT oF P*'DLﬂHJ o
’ llf') \-"“-D lh.-'l

S ; .-'f
&\/\Kﬂi&w@wu' MM(:!:‘.'IW MERICL 'r:'."r"

Dr. G.l. Zirembuzi . , O, Doy 7072,
I(Aw!’:.-r., bL ‘.' z)

0 o oy I 18 B e Gesms PW o e i



http:prolpo:.'.ce
http:presented.on
http:J-,nua.ry

UHCLASSIFICD

INITIAL ENVIRONMENTAL EXAMINATION

323

AID 06/11/84
REDSO:ADIR: LORAGON
REDSO:JJGAUDET: BK.
REDSO:TIARRIS
REDSO~6 CHROM RF, ECON,

AUEIBASSY NﬁIROﬂI»
SECSTATE WASNIIDC

INFO

AIDAC

AEHBASSY KAMPALA -

AID./Y Fon‘AFR/TP/soP>(aUh54UQEnViRoﬁHENTAL¢dEFicéRSl

Pesfle

E.0. . 12356' N/A

SUBJECT: UGANDA ORAL REHYDRATION THERAPY PROJECT

(617 0107) IEE

1. INITIAL ENVIROKMENTAL EXANINATION FOR SUBJECT PROJECT'

FOLLOHS'

.-'A. ‘PROJECT COUNTRY: UGANDA

= B. PROJECT TITLE AND NUHBER ORAL . REHYDRATION THERAPY

- PROJECT (617-0107) .

= C. FUNDING: FY(S) 1934-1986' boLs. 1,210,000

D D. PREPARED BY: W.A. IEFFERS : .

= E. ENVIRONMEMTAL ACTIOM RECOHhFNDED' CATEGORICAL ""?"'7""“

- EXCLUSION

= Fo JUSTIFICATION: PROJECT ACTIVITIES PPOPOSED ﬂcE:

“w. . THE CRITRRIA IN SECTIOM 216.2(CY)CVIII) AS THEY

= 7 INVOLVE TRAINING OF HEALTH PERSONMNEL. SUPPLYINC

- OF ORAL REHYDRATIONTSALTS AND PERFORMING, CERTAIN

-~ . HEALTH STUDIES. ‘

~.G. ACTION REQUESTED BY: I.D. COKER, MISSION DIRCCTOR
CONCURRENCE REQUESTED FROH BUREAU OF ENVIRONEEHTAL

.- OFFICER.

2. REGIONAL CUVINONMENTAL OFFICERr Jo GAUDET, CONCURS IN
ABOVE, WOULD APPRECIATE RESPONSE ASAP. THOMASZY '

UNCLASSIFIEST .



LIn-3 ZCON c*mw 5 /) ‘/;SO F7~ )

VZ?s ZCV&JJOB - LOC: 253 330
RR RUEENR ‘ .,19 JIN 3% 4737
DE RUEHC %2323 1718733 CN: 43533 e
ZN2 U033 ZZH ; CHRG: AID
R.1324257 JUyN 3% = - = DIST: AID

F SSCSIATE wASEDS -
70 RUEFVR/IMEMBASSY NALROSI 9737

g;ro RUQIIEA/AMEBASST SAMPALA 3797
ONCLAS STATS 179322 o o

AIDAC, NAIROB FoawaEQSQfséAﬁ?

E.0. 12356: N/A .
TA3S:
SUBJECT: ORAL Rnarnaarrou raznapr (517

‘L"TERENCE: NAIROBI 177lo

BIREAJ ENVIROVH?VPAL OFtICER CON”URS INiAC
REQUESTED. SHJILTZ

BT

K¥2339%

NANN

W1 . ONCLASSIFIZD STATE 17933

BATE TRo:

Ga®

REPLY DUZ: .
;:Slga_

ACTIQI Y

DYV\
n["\?ﬂ
RS0
TR0
RIG/A
TG/ .
rrc |77
TROG | -
AGR
IDP
PRY
FXO
GSO
PER
RE (],
cunoxt |
C&R

PSSP GV PeTe- gy

ELB

7= 17




