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FOREWORD
 

This review of the health sector of Uganda was conducted as part
 

of a comprehensive assessment of three sectors--agriculture, education 

and health--being undertaken by AID's Mission in preparation for 

USAID's overall country strategy. Performing the review and analyses 

that are contained in this report was 
a team composed of professionals
 

from the staff of Family Health Care, Inc. and USAID's Office of 

Health.
 

The field visit phase of the project was conducted during the 

month of February 1980 by the following three-member team: 

Stanley C. Scheyer, M.D., Team Leader, FHC 

David Dunlop, Ph.D., Health Economist, USAID Office of Health
 

Alan Fairbank, Deputy Director, International Division, FHC
 

Extensive materials were 
collected and a relatively comprehensive
 

interview and facilities review process was made possible through a 

tightly scheduled itinerary, arranged with the fullest cooperation of 

the Ministry of Health staff, both centrally and in the field, 

representatives of other Ministries, and the missions. In addition, 

visits and interviews were also conducted by the team and the Mission 

Director, Charles Grader, on a three day trip to the Northern Karamoja 

region of Uganda. This was made possible by the accompaniment of Mr. 

Peter Okello, Ministry of Health and Mr. John Bulinda, Ministry of 



Economic Plan. Mr. Oke l o provided extensive socio-cultural
 

information during course these visits, as asthe of well detailed, 

direct health-related information. 

A list of persons and institutions visited is included in 

Appendix L. The team had regular and indepth discussions with
 

principals in the Ministry of Health, international and private
 

organizations, and spoke with individuals in the of
Ministries 


Finance, Planning, and Local Administrations. Hospitals visited
 

included Mulago, Mbale, Moruto, Abim, and Gulu. 
 A number of health
 

centers and dispensaries were seen, as well 
as the private clinics and
 

pharmacies in Kampala. The government's Central Medical Stores in
 

Entebbe were also visited. Finally, other individuals and
 

institutions were contacted so that a relatively representative sample
 

of health needs and of health and health-related services and
 

personnel, in both the public and private sectors, was made possible.
 

In addition, extensive resource materials wore collected in the
 

U.S., with the assistance of the Family Health Care staff. The
 

extensive research and resource materials made available by Dr. David
 

Dunlop's doctoral dissertation on the Uganda health system 
were
 

extremely valuable in our analysis.
 

The authorship of this report was a combined effort of the entire
 

team. 
 The team wishes to especially thank May Lee, USAID/Kampala,
 

whose patience and dedication made our work in Kampala so pleasant and
 

easy. Avis 
Ritchie of our FHC staff provided her usual efficient
 



assistance in the preparation of our final document. Finally, our 

team could not-have completed our work in Uganda in the short time 

that we had without the support, advice, and warm hospitality of 

Sheila Grader. 
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SUMMARY STATISTICAL PROFILE OF UGANDA
 

General 


Per capita GNP 


Population (mid-year, in millions) 


Land area (thousands of sq.km.) 


Agricultural land area (thousands of sq.km.)
 

Population density per sq.km. 


Population density per sq.km. agricultural 
land 

Urban population (%of total) 

Labor force in agriculture (%) 

Age structure (%): 

0 - 5 years 
0 - 15 years 

Adult literacy rate (%) 

Electricity consumption (kwh/yr. per capita) 


Income distribution
 

% of private income received by:
 

Highest 5% of households
 
Highest 20% of households
 
Lowest 20% of households

Lowest 40% of households
 

Health Status
 

Life expectancy at birth (years) 


Crude birth rate (per 1,000 pop./year) 


Crude death rate (per 1,000 pop./year) 


Population growth rate (% increase/year):
 
Total 

Urban
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Most
 
Recent
 

1970 Estimate
 

737 NA
 

9.8 13.2
 

236 236
 

42 56
 

6% 7
 

86.0
 

19.4 20.2
 
45.4 48.4
 
35 35
 

46
 

48 45
 

16 14
 

3.3 3.1
 



Health Status (continued) 


Number of years for population to double 


Infant mortality rate (per 1,000 live births) 


Family planning acceptors (cumulative, O00s) 


Nutrition: 
 Per capita supply of:
 

Calories (aver. calories/day as % of
requirement) 

Protein (grams per day) 


Health Resources
 

Government health expenditures (recurrent):
 

Total (millions of U.Sh) 

As % of all government expenditures
 
Per capita
 

Population per physician 


Population per nurse 


Midwives 


Population per hospital bed 


Community water supply (% of rural
 
population with access) 


Units of Valuation
 

Most 
Recent 

1970 Estimate 

22 23 

120 NA 

47 (1977) 

NA 90% 
NA 54 

157 287 

9,900 23,000 

2,925 3,740 

3,770 5,500 

655 680 

35 

The official 
unit of currency in Uganda is the Uganda Shilling (USh).

The official rate of exchange is U.S. $1.00 
= USh 7.3. 
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SUMMARY OF CONCLUSIONS AND RECO44ENDATIONS 

The rehabilitation of the health sector in Uganda faces a number 

of complex issues which the Government of Uganda has only begun to 

address. The prioritization, sequencing, and timing of investments 

over the next few years will be critical to an orderly reestablishment
 

of a health program that will reverse the negative trends in health 

status that have occurred since the early 1970s. In the analysis 

which follows, we estimate that it will take increases in the 

magnitude of eight to ten times the current level of recurrent 

expenditures by both national and district governments to reestablish 

the Uganda health infrastructure to the operating level it had reached
 

in the early 1970s. This estimate is independent of estimates of the
 

substantial capital expenditures required to rehabilitate existing 

facilities to restore them to the condition in which they once again 

can operate effectively.
 

It is therefore extremely important that the Government
 

understand both near- and long-term implications of both the capital 

and program investments being made at this time. It is highly 

probable that the future patterns of investments, while well 

intentioned by both the Government and those donors committed to 

assist the government, could result in demands on the recurrent budget 

which, on the one hand, the Government would not be able to meet, and 

on the other, divert scarce resources from investments in the 

income-producing sector, investments which, if carefully planned, 
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could also favorably impact the health status of the Ugandan people.-

We are therefore not recommending at the present time a major 

health sector investment by USAID and other donors. 
We have, however,
 

identified a number of activities which, if the Ugandan Government 

desires, will help them better understand and formulate a future 

health sector development strategy. We recommend that USAID, along
 

with others, be prepared to assist the Government of Uganda in 
strengthening its capability to further examine the realistic 

alternatives available in healththe sector. External donovs could, 

for example, provide assistance to the Ministry of Economic Planning, 

the Ministry of Health, and the Ministry of Local Administrations and 

others in helping them formulate a health strategy in the context of 

overall Ugandan socioeconomic development. Such a policy group, under 

the jurisdiction of the above ministries, would have to address such 

issues as: 

1. Can the Government of Uganda continue to provide free medical
 

care to all its citizens? 

2. What reforms in the existing health infrastructure are 

required to initiate village or subparish self-help 

schemes--schemes which many of those with whom we spoke 

consider highly desirable? 

Perhaps more than any other African country, Jganda has a rich 

history of research and experience in rural health delivery which 

provides a sound basis on which to build. The reshaping of the health
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system in the future should examine the lessons learned from the past, 

select and prioritize those activities which previously worked for 

Uganda and which can be incrementally reintroduced within the economic 

constraints the Government is now facing. 

In our recommendation section we have taken the liberty to 

suggest a number of activities, priorities, and approaches which, in 

our judgment, the Government should consider as it begins again the 

process of improving the health status of its people. We recommend 

that USAID and others be prepared over the next year to discuss with 

the Ugandan Government how they might be of assistance in those 

areas. 

Finally, we recommend that USAID, in concert with other donors, 

continue to provide the Ugandan Government emergency relief with 

essential drugs, food, and supplies in the immediate future. 
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I. HEALTH AND DEVELOPMENT IN UGANDA 

A. THE DEVELOPMENT ZONTEXT
 

Health 
 and health services 
 play an important role in
 
socioeconomic development because of the cumulative and mutually 
reinforcing 
 manner 
 in which hedlth improvements interact with 
development processes. This theory underlies the rationale for the 
incre;ising emphasis given to "basic human needs" by development 
planners in some developing countries, and it recognizes increasing 
evidence that simultaneous improvements in nutrition and health, 
declines in fertility, and increases 
 in income are necessary
 
prerequisites (as well as being benefits) of overall socioeconomic 

development.*
 

The situation in Uganda provides poignant evidence both of the 
strength of health and development linkages, and the importance that a
 
national development strategy 
 must ultimately invest in health
 
improvements. 
 Uganda is a unique case thisin regard because the 
developments in its health services system and its people's health 
status during the past three decades show evidence of cumulative and 
synergistic interaction of health and development, first, in
 

* For a detailed discussion of the interactions of health, population,

and nutritien 
in the development process 
see Family
Inc., Planning Health Care,for Heaftli and Development.- A Strategic Perspectivefor Tecnni caT Uoper.T6--h VbT-u I, 1rechnfai bacKgrou-Washington, D.---i-Ecof Health, Papers,

USAID, September 13, 1979. 
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progressive advancement, and then, since 1971, in steady deterioration 

of social and economic wellbeing, culminating in the war of 1978-79. 

Before the turning point of Amin's takeover in 1971, Uganda's 

health status and health system had reached an impressive level, given
 

its means, having been developed in parallel with national economic 

development strategy. During Amin's regime, Ugandan 
society was
 

subjected to repeated political disruptions and economic policies
 

which led to serious deterioration of health and social services. By 

the beginning of the war in 1978, staffs and budgets of health centers
 

and hospitals were seriously depleted, drugs and supplies were in 

short supply, and a nearly total breakdown of the health services 

administration had occurred. Public health problems which had 

previously been all but eliminated from most of the country began to 

reappear 
as a result of the social and economic decline. An
 

improvement in the Dattern and distribution of diseases was reversed. 

Moreover, the effect of the war was 
to accelerate the re-emergence of
 

certain epidemic diseases in 
certain parts of the country,
 

particularly cholera, malaria, measles, and trypanosomiasis (sleeping 

sickness).
 

The discussion which follows will provide a theoretical and 

factual background to the state of health emergency which currently 

exists in Uganda. An examination of the dynamics of health
 

improvements and development processes, both before and since 1971, 

will provide the necessary foundation for suggesting a strategy for 

rehabilitating 
 the Ugandan health system and for assisting the
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government in that process. An understanding of the development 
context of health and health services is a necessary perspective from 
which to judge the resources 
which should be and can be developed to
 

meet the health needs of the country. 

1. Health and Development Prior to 1971
 

a. The Economy 

Like most sub-Saharan African countries, Uganda's economy is 
based on agriculture, which in 1970 accounted for about half of the 
gross domestic product (GDP) and for 90 percent of all employment and 
income. The production of coffee, cotton, and tea have been the main
 

cash crops and have contributed a substantial 
share of the country's
 

foreign exchange earnings, which 
 generally relied 
 heavily on
 
agricultural exports. 
 Smallholder farmers are an 
important segment of
 
the economically active population (about 20 percent of the total) and
 
are engaged both in subsistence faming and in cash crop production 
(agriculture production was about evenly divided between subsistencb 

and monetary sectors in 1970). 

Until 1971, the monetary economy had been steadily growing so 
that about 70 percent of GOP originated in the monetary sector (about
 
half of which was industrial and service output). The ofrate growth 
of GDP, which fluctuated over the years according to world prices for
 
coffee and cotton, averaged 4.2 percent per year during 1954-1965, and
 

4.8 percent per year during 1966-1970. 

Overall development of Uganda was 
 keyed to increasing 
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agricultural output because the modern industrial 
sector was dominated
 

by agricultural 
processing industries such as coffee curing, cotton
 

ginning, textile production, and the processing of cooking oils,
 

sugar, and tea. 

Attempts were made during the 1960s to diversify agricultural 

production away from the primary crops coffee and cotton,of toward 

tea, tobacco, and sugar production. During the Second Plan period, 

tea production expanded rapidly, primarily due to the successful 

introduction of smallholder tea programs in the Western highland 

areas. 
 During the Third Plan period, the tea program, as well as new
 

projects in tobacco and sugar, were expected to result in rapid output
 

increases. In addition, substantial efforts were to be made to 

increase food and livestock production. A strong commitment to rural
 

development was made in the third Five-Year Plan, not only in terms of
 

increasing total output, but also in of improving theterms 

distribution of social amenities and the standard living in rural 

areas. 

b, Ugandan Development Policy Related to Health 

The role of health in Uganda's development was given high 

priority in the 1960s. This was reflected in the country's planning 

strategies, Woric for Progress (1966-71) and Plan II (1971-76).
 

During the second development period (1966-71), the development
 

strategy "aimed to change the structure of the economy so as to lessen
 

its dependence on the existing export crops." The campaign to develop
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the economy had "three spearheads: (1) agricultural development; (2)
 

industrialization; 
and (3) expansion and improvement of education and
 

health services."
 

The government's concern for the third "spearhead"--the
 

improvement of education and health services--was manifested during 
the 1966-71 plan by 
a combined expenditure of USh 380.6 million, which
 

comprised approximately 18 percent of all development expenditures 
during the period, with health receiving slightly more than half of 

the total (USh 191.3 million).
 

During the third five-year planning period (1971/72-1975/76),
 

government's concern 
 for health continued; although its priority, in 
terms of the proportion of 
 the total development expenditures,
 

declined 
from about 9.1 percent to 5.7 percent. The absolute
 

expenditure was estimated to have 
 remained constant 
 (USh 183.5
 

million); however, 
with inflation taken into consideration, this
 

figure represented only 80 percent of the second plan's expenditure on
 
health services. 
 This decline in total expenditures can be explained
 

by shift in the nature of expenditures: the construction of 23 100-bed 
hospitals was targeted theduring second development plan, while
 

improvement of rural health facilities such as health centers and 

training more health workers was the target of the third plan. In 
addition, a substantial increase was projected for two preventive 

health programs: water supplies (to a level of USh 159.8 million) and 
population control (a nominal USh 1.0 million allocated from 

government funds).
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The development of rural areas clearly had high priority during 

Plan III. By its statements in the Plan, the goverrunent recognized 

that (a) its resource endowment required the development of rural 

areas, and (b)rural living conditions, including health services, had
 

to be improved in order to increase agricultural production and to 

minimize the rate of rural-urban migration. 

c. Uganda's Financial Commnitment to Health Services 

Uganda maintained a fairly large development commitment to health 

services for some time (Figure 1). From the mid-1930s to 1970, the 

central government consistently allocated a minimum of 6.5 percent of 

the total recurrent and capital budget to health services during years 

of minor capital improvements. In addition to this central government 

commitment, local government expenditures on health increased
 

substantially in later years. Since 1947, the percentage of total 

District Administration expenditures allocated to health has risen 

from approximately 3.5 percent to nearly 20 percent (Figure 2).
 

The first upward shift (1956/57) was related directly to the 

implementation of the so-called Frazer Report, one of whose main 

recommendations was the improvement of rural health services. The 

second major shift occurred near the time of Independence, October 9, 

1962; the major cost increase at that time was due to shifts in power 

and political relationships between thE central and various local 

governments. Finally, the launching of the second Five-Year Plan in
 

1966/67 gave emphasis to the expansion of health services. This
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Percentage
Figures Figure 1 

Health Expenditures 

(Recurrent and Capital) as a 
% of Total Govt. Expenditures 

(Recurrent and Capital) 

9 

8 

7 

3 

21 

Health Expenditures
(Recurrent) as a % 

of Total Govt. Expenditures 
(Recurrent and Capital) 

Uganda: 

Central Government's Expenditures 

on Health Expressed as a Percentage of 

Total Government Expenditures 

1 

Years 
0 
1931 33 35 37 39 41 43 45 47 49 51 53 54 54 

5 56584 
5 

2f6% 
56 

66' 
6 

68/ 
69 

70/ 
71 



Fiqure 2 

Uganda:
 

District Administration Government's 

Expenditures on Health (R & C)
 
Expressed as 
a Percentage of Total District Government Expenditures (R & C)
 

Percentage
Figures 

21 
20 
19 
18 
17 
16 
15 

14 

13 

12 
11 

10 

9 

8 

7 
6 
5 

4 

3 
2 

1 
Years 47 49 51 53 54 54/ 56/ 58/ 60/ 62/ 64/ 66/ 68/ 70/ 

55 57 59 61 63 65 67 69 71 

Note: R & C = Recurrent and Capital Budget Expenditures 
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expansion occurred 
not only in hospital facilities, but also in rural
 

health facilities, such as health centers and dispensaries. The 

combined expenditures of local governments on health services 

increased from USh 
22 million in 1.965 to USh 35 million in 1970, in 
spite 
of a large decline in expenditures recorded in Buganda
 

district. As a share of total local government expenditures, health 
services increased during 
this period from 8 percent in 1966 
to
 

approximately 20 percent in 1970. 

Finally, it is important to point out that approximately 75 
percent to 80 percent of expenditures on health services in Uganda 

have been directed toward curative as opposed to preventive services. 

d. The Health Service System in Uganda 

The curative health service system that had developed in Uganda 
by 1971 was characterized by a number of different types of health 

facilities, as well as several administrative structures through which 

services are delivered (Figure 3). The government provided curative 

services, without charge, in hospitals, health centers, dispensaries, 

subdispensaries, maternity centers, and posts. Catholicaid The and 

Protestant Church 
 Medical 
 Bureaus also provided curative health
 

services, for a small fee, through hospitals, subdispensaries, and 

maternity centers. 
 Curative health 
facilities were also operated by
 

large commercial finns for andemployees their families. The type of 

facility maintained by the firm was determined primarily by legal 

requirement: fims employing more than 1,000 persons had to have a 
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Fi gure 3
 

Distribution of Health Facilities in Uganda
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hospital, whereas smaller firms could either operate a dispensary or 
contract with a private physician for service required. The Armyas 


and Prisons also offered curative health services 
to their specialized 

populations through dispensaries and, in the case of the Army, a 
hospital. Finally, there were a number of private practitioners in 
the larger cities and towns who provided a range of curative services 

to those willing to pay. 

Government health facilities were integrated in such a way that 

an individual could be referred to a facility providing more intensive 

care or treatment 
than that offered by the facility originally
 

attended. It was theoretically possible an
for individual who
 

initially attended a weekly outpatient clinic in a rural aid post to 

eventually receive treatment at 
Mulago Hospital in Kampala, the 

country's national referral, teaching, researchand hospital. In
 
addition, private physicians, mission facilities, and other
 

population-specific facilities could refer individu .ls to government 

facilities for certain specialized services. 
The most common referral
 

relationship, however, existed between rural government health 

facilities and districtgovernment hospitals. 

Preventive health services in Uganda were usually provided by 

local governments--district administrations, municipalities, and 

townships. Environmental health services such as sanitation, waste 

disposal, vector control, and clean water supplies were administered 

by special health manpower, headed by the health inspector. Other 

preventive services, such as ante-natal clinics, young child clinics, 
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and immunizations, were usually delivered through weekly clinics held 

at local health facilities. The central government also supported an
 

immunization team, traveled throughoutwhich the country and conducted 

daily immunization clinics. 
 In one district, the preventive services
 

of static facilities were supplemented by a mobile health team, which 

brought immunization, young child, ante-natal, and health education 

services to 30 different locations in the area 
one day each month.
 

e. Health Status 

At the outset of Plan III in 1971, Uganda enjoyed a level of 

health services far superior to many other developing countries. With 

a total of well over 400 health units (ranging from rural 

subdispensaries to large reference hospitals) dispersed all over the 

country, there was some form of medical center within a reasonable 

distance of every household, and the records showed that a rapidly 

increasing number of people did actually make use of these 

facilities. The basic health services were provided free to all. A 

number of once major health scourges such as smallpox, sleeping 

sickness, meningitis, and certain venereal diseases had been reduced 

to only occasional incidence; while others such as tuberculosis, 

poliomyelitis, river blindness, and leprosy were control.under The 

preliminary analysis of the 1969 Census revealed that the infant 

mortality rate may have fallen by as much as 25 to 30 percent between 

1959 and 1969. Although the overall infant mortality stood in the 

neighborhood of 120 per thousand live inbirths, certain areas this 

rate was reduced below 100. The Census also revealed that overall 
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life expectancy at birth was appreciably higher than 40 years, and as 

high as 46 years in some regions of the country. Although precise 

quantitative comparisons were hard to make, these indicators pointed 

to considerabl'y improved health conditions compared to those of a 

decade or so earlier. 

Z. Health and Development Since 1971
 

a. The Economy 

While the Ugandan economy was still expanding in early 1970, 

virtually all economic indicators showed a downward trend from that 

point onwards, with some acceleration downward after 1973 when all
 

Asians, who comprised the majority of traders and merchants in urban 

centers, were expelled from the country. Government figures showed 

that total GOP per capita in 1966 prices declined from USh 745 in 1970
 

to USh 672 in 1974, an average annual decline of 2.7 percent.* From 

the mid-1970s, GOP data became increasingly unreliable and were not 

even calculated after 1976/77. 

Indicators of industrial, export, and financial activity,
 

however, all show evidence of 
a steady contraction of activity in the 

organized, legal., and monetary sector theof overall economy. Real 

investment fell sharply, inflation surged, and production declines 

* Ministry of Planning and Economic Development, Republic of Uganda,
The Action Programme, A Three-Year Economic Rehabilitation Plan,
177/MT-:979/80, (Entebbe, Government Printer, no date), Table 1.2,
 
p. 25.
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accelerated, in the modern sector particularly, as imports decreased. 

As farmers turned increasingly to subsistence agriculture for 

essential food crops, production of cash crops dropped and exports 

declined correspondingly. From 1974 to 1978, according to World Bank 

estimates, both exports and imports declined in real terms by over 40
 

percent. Whereas Uganda in 1970 enjoyed one of the highest per capita
 

incomes in East Africa, by 1978 it had experienced a real decline 

estimated by the World Bank at about 25 percent.* 

The Government's attempt to exercise greater and greater control
 

over the economy during this period of contraction exacerbated 

inflation, discouraged investment and participation in the modern 

sector, and caused a rapid surge of economic transactions occurring in 

the non-formal sector. Magendo (black market activities) became an
 

increasingly important source of income for people whose regular wages
 

could 
 buy only a fraction of their basic consumption needs. 

Production of domestic manufactured goods declined substantially from 

1970 to 1978, with some essential consumer goods experiencing near
 

total elimination of output:* 
as a percentage of 1970 production, 1978
 

production of soap was 9 percent; 1978 production of cooking oil was 

11 percent; and 1978 production of blankets was 14 percent. Imported 

consumer goods, when available in 1978, were prohibitively expensive 

to all but the very rich. Production of some cash crops experienced 

similar output reductions: as a percentage of 1970 output, 1978 

production of sugar was 8 percent; and 1978 production of cotton was 

* 	 World Bank, "The Rehabilitation of Uganda - A Preliminary Progress 
Report," IBRD East Africa Region Working Document, memographed, 
November 2, 1979.
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15 percent. Subsistence agriculture increased as a proportion of 
total output as people returned to their land to produce only what 

they themselves could consume or needed. 

b. Health Services Development During the 1970s
 

At the beginning of the decade, the government was in the midst 
of expanding its already extensive network o. hospitals and health 
centers. At the time Plan III was published, the targets of the 
second plan had only been partly achieved; of the planned addition of 
23 100-bed rural hospitals, only 11 had been completed (the rest were 
scheduled for completion by the end of 1971); of the original target 
of 327 rural health center-, few were completed even thougn the target 
had been revised downward to only 36. Including the 1,200 beds to be
 
added from the completion of rural hospitals, Plan III established a 
target of 3,400 additional beds during the plan period, mostly in 
district and urban hospitals. Important additional objectives of Plan 

III were the assumption of direct responsibilities for district 
medical administration (of rural health centers and local 
dispensaries) by the Ministry of Health (to be taken from the Ministry 
of Local Administrations), 
 and significant expansion of- training 

capacity of various types of health manpower. 

The political and economic 
policies introduced by the Amin 
regime, however, caused serious disruption of plans ir all ministries, 
not the least of them in health. By mid-1974, only 1,183 hospital 
beds had been added in government hospitals in the four years since 
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1970. Shortages of foreign exchange led to reductions in the
 

availability of supplies and equipment, and a steady deterioration in 

physical facilities as 
 lack of inhibited
spare parts proper 

maintenance. These effects, as well as budgetary cutbacks, led to 

staff attrition, as trained medic,'i uersonnel of all types left the 

country for employment elsewhere. This development was accelerated by
 

the expulsion of Asians in 1973, which was followed by the departure
 

of many expatriate physicians and technicians. By 1975, the
 

importation of drugs and medical supplies had slowed to a trickle, and 

the administration and general management of government health
 

facilities was becoming increasingly hampered by a host of fiscal, 

personnel, and logistical difficulties. 

In sum instead of expanding its health services 
 or even
 

maintaining the existing network of services, the government services 

deteriorated. In many 
areas of the country, the partially staffed and
 

faltering facilities were abandoned completely during the final days 

of the war, and the frenzy of looting which followed eliminated 

whatever was left of the drugs, supplies, and equipment. The 

government health services were thus totally unable to respond to the 

increasingly critical health problems of the people which had been 

brought on by the dissolution of the previous structure of the economy 

and the society. 

c. Health Status During the 1970s 

The deterioration of the health status of Uganda's people which
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occurred during the 1970s 
(and which is discussed in detail 
in 	the
 

next section) was 
partly related to 
the 	decline in available services
 

and 	 drugs, and partly to the abrupt appearance of the particularly 
adverse social and economic conditions that are the underlying causes 

of ill health. In regard deto creasing availability of health 

services, the almost total breakdown of immunization and MCH services 
had far more serious impact on the population than the decline in 

general diagnostic and treatment services. 
 In terms of the effects of
 

the breakdown of the economy 
and of social services and amenities, 

some of the dynamic processes which led to greater public health
 

problems were as follows:
 

a 	 In urban areas, social services and amenities were gradually
 

eliminated or drastically reduced; 
waste and sewage disposal
 

services functioned poorly 
or 	not at all; the water system
 

deteriorated 
 from lack of maintenance; the resulting
 

unsanitary conditions and 	 unsafe drinking water led to an 
increase in water-borne and 
 fecal-borne gastrointestinal 

diseases. 

a In 	 rural areas, immigration from the towns and cities put 

pressure on the capacity of small farmers 
to feed extended
 

families, which were 
growing rapidly; malnutrition and related 

diseases increased, particularly among low-income families. 

* 	 Almost 80 percent of all hand-pump-.iperated boreholes were out
 

of operation by 1979 due to 
lack of maintenance; thus, rural
 

families 
suffered increased incidence of water-borne diseases
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when forced to use polluted sources of drinking water.
 

* 	 Steady and substantial declines in per capita income
 

associated with increased unemployment led to increased crime 

and psycho-social disorders. 

* 	 Lower standards of living made it increasingly difficult for 

families to buy the food and shelter fundamental to
 

maintaining physical wellbeing. 

In terms of health status, the years of Amin's regime have caused 

the 	kinds and incidences of diseases that were characteristic of the 

Uganda of 30 years ago. Reversing such a rapid (and still continuing)
 

decline in health status will be a considerable task--one that will 

involve far more than the rehabilitation of the relatively intact (and 

extensive) physical infrastructure of medical care facilities 

throughout the country. A return to health status of 1970 will 

require the alleviation of that complex of social and economic ills 

that underlie the current causes of poor health. Curing these ills 

requires an overall strategy and plan for the long-term socioeconomic 

development of the country. 

B. 	THE HEALTH SITUATION: CHANGING TRENDS
 

1. 	 Imunizations 

With respect to communicable diseases such as polio, measles, 

smallpox, TB, whooping cough, diphtheria, and typhoid, the data in 

Table I present a sobering picture. Whereas in the late 1960s and 

early 1970s there had been an active program to immunize a large 
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TABLE 1
 

Number of immunizations
 

1966/67 1970 and 1974
 

Immunization Type 1966/67 

DPT Dose 1 187,100 

" I 2 85,200 

" I 3 47,000 


Smallpox 316,800 


BCG 110,800 


Polio Dose 1 527,900 


2 241,900 


" 3 153,600 


Measles NA 


1970 


100,600 


62,900 


49,800 


3,049,500 


602,800 


243,800 


7,800 


65,100 


NA 


1974 1977/78* 1979 

114,300 Virtually nil 

55,500 " 

46,800 

144,500 [ 
131,100 

118,900 

55,200 " 

46,200 

13,200 

Sources: 1. D.W. Dunlop, 1973
 

2. M.O.H., Medical Services Statistical Records, 1969/70
 

3. " " 
 " " 1 1973/74 

4. Personal interviews with MOH/UNICEF officials
 

*An expanded immunization program was initiated in 1977, but was 
interrupted
 
in 1978 due to the war.
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percentage of the young, in the last several years the immunization 

program had fallen to virtually zero. Since 1976, the government has 

been unable to purchase drugs from its former supplier, the British 

Crown Agents. In addition, until late in 1979, the government had not
 

received any external assistance from such organizations as UNICEF or
 

WHO. Thus, the immunization program is only now being reactivated.
 

With outbreaks of cholera, polio, whooping cough, and a rapidly rising
 

incidence of measles (presently the number one killer of children in 

conjunction with malnutrition), it is clear that the health status of 

children in particular has been adversely affected. The data on the 

number of TB cases seen at government hospitals also indicate a 

rapidly increasing problem as well which may be amenable 
to an
 

expanded RCG campaign.
 

2. Ante-Natal and MCH Services 

Trends in ante-natal services from the late 1940s to .978/79 are 

documented in Table 2. Total attendances increased at an annual rate 

of 4.0 percent from 1940 to 1966/67 and new attendances increased even 

more rapidly--5.7 percent per year during the same period--which is 

nearly double the estimated annual rate of increase of the population 

over the period. In 1950, only 45 percent of all pregnant women 

attended ante-natal clinics. By 1967, approximately 65-70 percent of
 

pregnant women attended an ante-natal clinic at least once prior 
to
 

delivery.
 

The peak coverage occurred in 1969/70 with approximately 92 
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TABLE 2
 

ANTE-NATAL (PRE-NATAL) SERVICES
 

Year 

Estimated 
Total 
Birth 

(inthous.) 

'New 
Cases 
(inthous.) 

(2)New Cases 
as a ,/of 
Total 
Births 

Old 
Cases 

_(in thous.) 
Total 

(inthous. 

1949 213.3 98.5 46.1 211.3 J 309.3 

1952 229.1 113.5 49.6 163.7 277.2 

1956 252.9 150.7 59.6 236.2 386.9 

1960/61 320.6 156.6 48.8 235.6 392.1 

1963/64 (1) 358.6 198.6 55.4 290.3 488.9 

1965/66 386.4 276.1 71.5 465.5 741.6 

1966/67 401.1 259.9 65.0 351.5 611.4 

1969/70 448.6 412.4 91.9 657.1 1,069.5 

1973/74 520.8 306.3 58.8 568.8 875.1 

197,/79 1 627.5 NA NA NA NA 

Source: Annual Reports or Statistical Reports from the Uganda Ministry
 

of Health.
 

Notes: 
 1. 	Figures for Buganda Region, although included, are incomplete.
 

2. 	A new case refers to the first visit a woman makes to a

particular clinic for a new pregnancy. 
 For 	each new pregnancy,

the 	woman is counted as a new case.
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percent of all pregnancies being atterded at least once prior to 

delivery. By 1973/14, the number of new attendances had fallen by 25
 

percent and coverage had slipped to less than 60 percent. As the 

health service system was increasingly harassed in the late 197 0s, 

ante-natal coverage undoubtedly slipped below the levels attained in 

the post World War II period.
 

The same trend is noted in attended births. In 1969/70 the
 

percentage of births occurring within government, mission, or other 

licensed health facilities was 33 percent, whereas by 1973/74 the
 

figure had declined to 22 percent, with the number today, we suspect, 

being even less. 

3. Disease Mix
 

The Ministry of Health analyzes attendances at government and 

mission hospitals by 14 major disease categories adapted from World 

Health Organization classification standards. Analysis of this 

summarized information over time yields a good idea of (a) the 

distribution of diseases treated, oi inpatient and outpatient bases, 

at mission and government hospitals, and (b) changes in the 

distribution over time. Thus, changes in the major health problems of
 

the country can be ascertained. The following analysis of diseases 

treated in government and mission hospitals is based on the data
 

presented in Tables 3 through 6 and are for the period 1952 (1958 for 

mission hospitals) through 1973/74. 
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a. Inpatient Treatment
 

The distribution of diseases treated as inpatient cases in 
government hospitals is presented 
in Table 3. Admissions for
 

infectious and parasitic diseases (malaria, measles, helminthiases, 
tuberculosis, venereal disease, etc.) 
have dominated the entire period
 

(1952-1973/74), 
 but the percentage of 
 the total comprised by 
infections and parasitic diseases had declined by 50 percent from 34 
percent of the total in 1952 to 17 percent in 1968/69, but then has 
increased to nearly 29 percent by 1973/74, or to levels approximating 

the mid-1950s. The categories of normal delivery and complications of 
pregnancy and puerperium both grew more rapidly than any other over 
the 
period. In combination, these two categories grew from 12.4
 

percent of total admissions in 1952 to nearly 30 percent of admissions
 
in 1968/69, but then declined to less than 25 percent by 1973/74. 
The
 
early period increase is primarily due to changes in traditional 

practices related to birth, increases in ante-natal services, an 
increased supply of maternity beds, and an increase in the birth 

rate.
 

Allergic, metabolic, and blood diseases (e.g., malnutrition, 
anemia, 
etc.) rose from approximately 2.1 percent in 1952 
 to
 

approximately 5 percent by the 1960s. Alimentary causes (e.g.,
 

gastritis, hernias, etc.) 
had increased continuously, from 6.6 percent
 

in 1952 to 10.0 percent in 1968/69, but then declined a little by 
1973/74. 
 Both skin and musculo-skeletal diseases and ill-defined 

diseases declined markedly over the period. The drop in ill-defined 
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TABLE 3
 

Distribution of Diseases Treated in Uganda on an Inpatient Basis in
 
Government Hospitals; Percentage of Total Cases by Disease Category in
 
Selected Years.
 

Disease Cateaory 1952 1955 1958 1961/62 11964/65 1968/69 1973/74
 

Infective & Parasitic 33.8 
 28.2 21.3 T 19.6 15.8 16.8 28.8 

New Growths 1.3 1.7 2.0 2.2 2.9 1. 

Allergic, Metabolic 

& Blood 2.1 2.5 3.7 5.3 4.5 4.7 4.1 

Diseases of the Nervous 
System & Sense Ornans 3.2 3.7 3.7 3.1 4.0 2.7 2.1
 

Circulatory 0.7 1.0 1.1 1.4 1.9 1.7
1.7 


Respiratory 9.9 10.3 9.5 9.7 10.4 10.6 10.6
 

Alimentary 6.6 6.2 
 7.4 9.0 9.8 10.0 8.5
 

Genito-Urinary 2.9 4.8 5.5 5.6 5.2 3.9 3.3
 

Pregnancy and Puerprium 4.8 6.8 8.5 9.9 10.4 11.0 8.4
 

Delivery Without
 
Complication 7.6 10.6 13.4 14.1 13.6 
 18.7 16.3
 

Skin & Musculoskeletal 8.6 6.2 5.2 5.1 5.5 4.6 4.2
 

Diseases of the New Born 1.2 1.0 0.9 0.8 1.2 1.2
0.9 


Ill-defined Diseases 
 7.3 7.4 8.2 4.7 3.8 1.7 1.9
 

Injuries 10.0 
 9.7 9.7 9.5 11.0 10.8 7.8 

Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0
 

Calculated from Reoublic of Uganda, Ministry of Health, Annual Reoort or
 
Statistical Records, (Entebbe: Government Printer, selected year
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conditions 
 may reflect (a) improvements in diagnostic procedures 

and/or (b) increased availability of labcratory services, such that a 

smaller percentage of all diseases remain ill-defined; it may also 

reflect the presure of demand, with a certain self-selection process 

operating such that only more readily diagnosible conditions are 

treated today on an inpatient basis than in the past, given the 

limited supply of inpatient treatment facilities. Injuries remained a 

fairly constant 10.0 percent of all cases admitted to inpatient 

treatment in gove,nment hospitals through 1968/69 with an increasing 

proportion related 
to increased automobile traffic. 
 The proportion
 

had declined a bit by 1973/74 to less than 8 percent of the cases.
 

The distribution of mission hospital inpatient cases is shown in 

Table 4. As in government hospitals, infectious and parasitic 
diseases are most prevalent, comprising 33 percent in 1958 and 27 

percent in 1968/69 and increasing again by 1973/74 to 33 percent. 

Pregnancy-related cases comprise a large percentage (between 20-24 

percent of total cases treated over the entire period). 

Allergic, metabolic, and blood diseases as well as alimentary 
diseases, have increased as a percentage of all inpatient cases over 

the period. There appears to have been a fairly significant drop in 

the percentage of genito-urinary cases intreated mission hospitals, 

from 5.0 percent in 1958 to around 3 percent. Injury cases, as a 

percentage of the total cases treated, were faily stable over the 

period (2.1 percent to 2.9 percent), but comprise a much smaller 

percentage of total cases treated than in government hospitals. 
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TABLE 4
 

Distribution of Diseases Treated in Uganda on an Inpatient Basis in
 
Mission Hospitals; Percentage of Total Cases by Disease Category in
 
Selected Years.
 

Disease Category 

Infective & Parasitic 

1958 

33.2 

1961/62 

33.9 

1964/65 

26.8 

1968/69 

26.9 

1973/74 

32.6 

New Growths 1.6 1.9 2.4 1.7 1.2 

Allergic, Metabolic 
_ & Blood 5.2 I 5.1 6.8 8.2 7.9 

Diseases of the Nervous 
System A Sense Organs 2.2 2.4 2.2 2.8 2.4 

Circulatory 

Respiratory 

1.2 

10.3 

1.4 

10.4 

1.5 

9.5 

1.5 

10.6 

1.4 

11.4 

Alimentary 7.2 8.1 10.2 10.2 10.3 

Genito-Urinar 5.0 4.3 4.6 2.7 3.3 

Pregnancy & Puerprium 8.9 8.4 8.3 8.2 5.7 

Delivery Without 
Complication 13.2 14.2 17.3 15.1 14.7 

Skin & Musculo-skeletal 4.1 3.2 3.3 3.7 3.5 

Diseases of the New Born 1.1 1.7 2.2 2.4 1.4 

Ill-Defined Diseases 3.9 2.6 2.5 3.2 2.1 

Injuries 2.9 2.4 2.5 2.8 2.1 

Total 100.0 100.0 100.0 100.0 100.0 

Calculated from Republic of Uganda, Ministry of Health, Annual Report or
 

Statistical Records, (Entebbe: Government Printer, selected yearsT.
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b. Outpatient Treatment
 

As was true in the case of the distribution of inpatient cases, 

infective and parasitic diseases account for the largest percentage of 
cases treated outpatienton an basis in government hospitals (Table 

5). Again, however, this group of diseases had declined as a 

percentage of total cases treated from 38 percent in 1952 to 
approxim,tnly 30 percent throughout most of the 1960s, but then began 

rising again in the early 1970s to 35 percent by 1973/74. Other 

important shifts in the structure of government hospital outpatient 

cases include (a)an 
increase in allergic, metabolic, and blood cases
 

(0.6 percent of the total in 1952 to 1.3 percent in 1968/69 and over 3 

percent in 1973/74); (b) a large increase in the number of nervous 

system and sense organ diseases (from 1.8 percent to 6.4 percent); (c) 
an increase in respiratory and alimentary diseases; 
 and (d)
 

significant decreases 
in both skin and musculo-skeletal diseases and
 

injuries as a percentage of total cases treated. 

In mission hospitals, the structure of diseases treated on an 
outpatient basis remained basically stable over the period 1958 to 

1973/74 (Table 6). The decline in ill-defined conditions aas 
percentage of total 
cases, 
from 13.2 percent in 1958 to approximately
 

2.0 percent for the remainder of the period, is indicative of a change 

in disease reporting by mission units after 1958, the first year in 
which the government required reports from mission health facilities. 

Infective and parasitic diseases mostare prevalent among the 
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TABLE 5
 

Distribution of Diseases Treated in Uganda on an Outpatient Basis in
 
Government Hospitals; Percentage of Total Cases by Disease Category in
 
Selected Years.
 

Disease Caten orv 1952 1955 1958 1961/621 1964/65 1968/69 1973/74 

Infective & Parasitic 38.4 37.7 33.4 28.7 28.7 31.8 35.3 

New Growths 0.1 [ 0.1 0.1 0.1 0.1 0.1 0.1 

Allergic, Metabolic 
& Blood 0.6 0.7 0.7 1.2 1.0 1.3 3.1
 

Diseases of the Nervous
 
System & Sense Organs 1.8 2.0 2.5 5.9 5.4 6.1 6.4 

Circulatory 0.1 0.2 0.2 0.2 0.2 0.2 0.6 

Respiratory 12.0 12.9 13.9 15.8 12.6 17.2 16.0 

Alimentary 12.7 16.3 14.4 14.8 15.8 15.5 13.8 

Genito-.Urinary 0.6 1.0 1.5 1.8 3.4 3.I 3.3 

Pregnancy & Puerprium 0.2 0.2 0.7 0.6 1.6 0.8 1.7 

Delivery Without
 
--Complication ..... --- __--.. .. -


Skin & Musculo-Skeletal 14.4 11,3 12.2 14.2 13.0 10.5 9.1
 

Diseases of New Born 0.6 0.2 0.2 0.4 0.7 0.3 0.7
 

Ill-Defined Diseases 4.5 3.8 7.3 5.6 7.7 3.5 8.1
 

Injuries 13.0 13.0 12.9 10.8 10.5 9.5 1.8 

Total & (excl. 
Exams Innoculations) 100.0 100.0 100.0 100.0 100.0 100.0 

Examinations & 
Innoculations 17.3 16.1 12.1 17.5 12.4 10.5 

Total (incl. Exams & 
Innoculations I 769.2 811.2 1200.0 1522.9 1781.5 3288.5 

Calculated from Republic of Uganda, Ministry of Health, Arnual Report or
 
Statistical Records, (Entebbe: Government Printer, selected years).
 

1. Total in thousands of recorded diagnoses.
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TABLE 6
 

Distribution of Diseases Treated in Uganda on an Outpatient Basis in

Mission Hospitals; Percentage of Total Cases by Disease Category in
 
Selected Years.
 

Disease Category 1958 1961/62 1965/65 1968/69 1973/74
 

Infective & Parasitic 41.8 40.7 41.7 41.5 
 41.4
 

New Growths 0.6 0.4 0.6 
 0.3 0.4
 

Allergic 	Metabolic
 
& Blood 3.5 4.5 6.1 
 5.3 4.4
 

Diseases of the Nervous
 
System & Sense Organs 1.6 5.4
5.3 	 6.2 4.3
 

Circulatory 0.5 0.6 0.6 0.8 0.8
 

Respiratory 
 9.5 13.1 11.1 13.4 12.5 

Alimentary 9.8 12.813.8 13.1 10.4
 

Genito-Urinary 2.3 4.0 
 3.6 3.9 7.0
 

Pregnancy & Puerprium 6.1 1.8 2.1 1.9 1.6
 

Delivery Without
 
Complication ............
 

Skin & Musculo-skeletal 6.8 9.2 8.9 
 9.6 8.0
 

Diseases of New Born 0.6 1.1 1.0 0.8 3.7 

Ill-Defined Diseases 13.3 2.42.0 2.3 2.2
 

Injuries 3.6 3.5 
 3.7 0.9 3.3
 

Total 	(Excl. Exams &
 
Innoculations) 100.0 100.0 100.0
100.0 	 100.0 


Examinations 	&
 
Innoculations 23.3 32.6
25.2 	 35.7
 

Total 	(Incl. Exams &
 
Innoculationsl 166.6 497.6
164.5 	 640.6
 

Calculated from the Republic of Uganda, Ministry of Health, Annual Report or
 

Statistical Records, (Entebbe: Government Printer, selected years).
 

1. Total in thousands of recorded diagnoses.
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outpatient cases treated at mission hospitals, 
 comprising
 

aFproximately 40 percent of all 
cases. Other important disease groups 

treated in the mission hospitals include respiratory diseases, 

alimentary diseases, skin and musculo-skeletal diseases, and the 

diseases of the nervuus system and sense organs. The percentage of
 

injury cases treated on an ambulatory basis in mission hospitals has 

remained small throughout the period in contrast to the government
 

units.
 

In summary, the disease distribution data for both government and 

mission (inpatient figures) hospitals show the outlines by 1973/74 of 

a reversal in the trends of major diseases, which had been underway 

from the early 1950s until about 1970 in Uganda. Since 1970, the 

increase in infectious and parasitic diseases such as TB, gonorrhea, 

malaria, measles, helminthic diseases have been marked in relation to 

all other health problems. Similarly, nutritionally related diseases 

have increased markedly. Virtually all of tz:-se health problems are 

amenable to preventive measures. Given the appropriate technology and
 

the capacity to manage and implement such programmatic efforts, 

significant improvenents in health status can occur by reducing the 

incidence of diseases. Table forsuch (See 7 recent trends in 

selected notifiable diseases.) It is still possible to achieve the 

estimated distribution of health problems for 1980/81 as defined by 

the trends in the distribution of diseases treated in the health 

system of the country through 1970. (For the estimated distribution 

of health problems in 1980/81 in government units, see the figures in
 

Tables 3 and 5.) However, significant changes in the present state of
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TABLE 7
 

INCIDENCE OF SELECTED NOTIFIABLE DISEASES IN UGANDA
 

1969/70 and 1976/77
 

Diseases 
 *1969/70 **1976/77
 
New Cases New Cases
 

Diarrhea & Vomiting 590,416 591,127
 

Malnutrition 
 78,038 113,140
 

Measles 
 54,622 279,762
 

Malaria 1,515,792 1,412,879
 

Tuberculosis 
 7,815 17,551
 

Skin-infection 
 22,783 146,496
 

Sleeping Sickness 
 998 1,745
 

Rabies 
 17 89
 

Whooping Cough
 

* Excludes Voluntary Rural Units 

** Incomplete reporting 

Source: Ainistry of Health Division of Health Statistics
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the economy, as well as in the health sector, must be undertaken as 

prerequisites to such an achievement. 

-37



II. THE HEALTH CARE SERVICES SYSTEM
 

A. HEALTH SERVICES IN THE 1970s
 

At the beginning of the decade, Uganda's health services delivery 

system had develooed far beyond the level otherreached by developing 
countries at an equivalent stage of economic development. A former 

Minister of Health described the situation as follows:
 

The ccuntry had inherited a fine medical system. There was a
good foundation of forty-eight government hospitals, twenty-eightmission hospitals, one hundred and fifty health centers (smallunits with about thi rty beds each) and three hundreddispensaries. The government hospitals were administered inBritish fashion. Treatment was free. Doctors could, however,set aside part of their time and some of their beds for privatepractice. The mission hospitals 
levied a small charge; the
government defrayed their running costs. At the time of thecoup, these institutions were staffed by experienced teams ofdoctors, nurses and paramedical staff. 
By 1974, Uganda's excellent medical infrastructure was in a steep 
decli ne.*
 

As in other sectors of the economy and society, the Amin regime 
led to a degenerative cycle in the health sector whichin available 
resources contracted while the demands 
on the system mushroomed.
 

Critically needed health manpower fled the country, revenues and 

expenditures needed to maintain the system stagnated, and facilities 
deteriorated from neglect. 
 The sequence of events which most affected
 

the health system were as follows: 

* Kyemba, Henry, State of Blood. The fnsfde Story of fdf Amfn's Refgn 
of Fear, London, Gorgi , 7 M.. 


-_. 
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After 18 months in power, Amin announced that all Asians would be
 

expelled from Uganda. When the order became in Novembereffective of 

1972, Uganda had lost what had been an important base of the economy 

and a large segment of the professional and technical class. The 

social consequences of the economic chaos which ensued led to the
 

departure of virtually all expatriate professionals, including 

doctors. During 1973, the departure of perhaps half of the some 1,000 

physicians in the country created, needless to say, serious problems 

in the health care delivery system, particularly in mission hospitals 

which lost the most doctors. In addition, for virtually the entire 

calendar year 1974, Amin did not appoint a Minister of Health after 

Dr. Justin Gesa resigned at the end of 1973. Attempts were made by 

the Ministry of Health to remedy the doctor shortage by appealing to 

other countries for help; the Russians sent 20 physicians, and the 

Egyptians sent 36 physicians, 7 dentists, and one pharmacist. 

Nevertheless, the government health services were titmendously 

overburdened with demand for services--demand which could not be, and 

increasingly was not, met. 

When Amin placed a ban on private practice of medicine in late 

1974, the situation was made still worse, and even more physicians 

left the country, even though the ban was eased after several weeks by 

allowing private practice by those who held no government employment. 

After several years, all but a few of the Egyptian and Russian doctors 

had left. 

Immediately preceding the doctor shortage was a dramatic increase 
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in outpatient and inpatient numbers at government hospitals. From 

1971/72 to 1972/73, the number of admissions at government hospitals 

increased 2.5 
times, and the average number of treated per
cases 


person per year rose from 2.08 to 2.63. The opening of a dozen new 
hospitals combined with a 15 percent drop in admissions to voluntary 

hospitals were important factors underlying this increase. However, 

with the continuous decline in the number of physicians staffing 

hospitals and clinics, the numbers visiting hospitals plummeted. 

Admissions at voluntary hospitals declined from the 1971/72 high of 

106,000 to a low of 
64,000 in 1975/76. For government hospitals, the 

high patient totals of 1972/73 (almost 28 million cases seen) had 

dropped to 
half that two years later (see Table 8).
 

In summary, the current delivery capacity of the Uganda health 

care system is roughly half of what it was at the beginning of the 
decade--equal to what it was in the early 1960s. Just as significant 

in this reduction of capacity as the shorttge trainedin manpower, 

however, is the drastic reduction in the fiscal and physical resource, 

possessed by the system. Following the late 1960s, when the real 

resources applied for recurrent health expenditure had almost doubled 

(because staffing and bed capacity also almost doubled), the last 

decade has seen the real purchasing power of the health budget dwindle
 

to 6 percent of what it was in the 1968/69 (see Table 9). 

1. Health Manpower
 

In 1969 there were approximately 17,7,0 persons employed in 
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TABLE 8
 

UTILIZATION OF GOVERNMENTAL HEALTH FACILITIES
 

Estimated Total Total No. Total No. Total No. of Estimated 

Year 
Total 
Population 

Number 
of Cases 

of New 
Outpatient 

of Out-
patient Re-

Inpatient 
Admissions 

Average No. 
of Cases 

(000) (000) Cases (000) attendances (000) Per Person 
(000) Per Year 

1951 5,322.0 4,873.0 2,329.0 2,422.0 122.0 0.92 

1955 5,874.0 5,459.7 2,732.3 2,597.1 130.3 0.93 

1960 6,573.0 7,784.8 4,335.2 3,245.4 204.2 1.18 

1565/ 
66 8,221.0 13,083.9 7,178.6 5,658.6 246.7 1.59 

1968/ 
69 9,191.0 17,826.5 9,537.3 7,88d.0 405.2 1.94 

1971/ 
72 10,292.0 21,497.9 11,569.2 9,543.9 384.8 2.08 

1972/ 
73 10,634.0 27,990.9 14,696.3 12,345.0 949.6 2.63 

1973/ 
74 10,991.0 13,773.7 7,000.7 5,985.0 788.0 1.25 

1974/ 
75 11,354.0 14,538.7 7,180.3 7,007.3 351.1 1.28 

1975/ 
76 11,728.0 19,049.0 10,485.8 3,116.0 447.2 1.62 

1976/ 
77 12,115.0 18,361.1 10,357.3 7,551.7 452.1 1.52 

The figures shown for 1960 are estimated from the data reported for the first 
six months of the year. In 1960, the Government changed from - calendar to a 
fiscal reporting year. 

Total population estimates were derived from estimated rates of population
 
growth between censuses.
 

Source: 1969 Republic of Uganda, Ministry of Health, Annual Reports and
 
Statistical Records, (Entebbe. Government Printer, selected years).
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TABLE 9
 

CENTRAL GOVERNMENT RECURRENT EXPENDITURES
 

on HEALTH SERVICES by the MINISTRY of HEALTH
 

Amount in Shillings Amount in Shillings

(million) (million)
Year (current orices) Constant Prices1
 

1959 Actual Expenditure 52.5 53.8
 

1963/64 
 52.6 48.7
 

1969/70 
 118.4 92.5
 

1969/70 
 103.6 73.0
 

1970/71 
 115.9 73.8
 

1973/74 
 119.9 34.3
 

1978/79 Approved Estimates 327.1 
 14.8
 

1979/80 
 287.2 5.7
 

1. Constant Prices. Deflated by implicit GOP deflator with 1960 
= 100 
and adjusted by low income Kampala index. 
 For the recent period

prices 
are rising daily and the figures are only shown to indicate
 
trends.
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Uganda providing health and medical care services in all delivery 

systems.* lThe Government was employing approximately 15,500 (the 

Ministry of Health establishment was 3,954 in 68/69) with the 

remaining employed by mission and private facilities and pharmacies. 

Further, approximately 3,800 employees in other sectors and industries 

,,ere employed as a consequence of the derived demand for health care 

services. A large proportion of that number were employed in the 

construction industry which was involved in the construction of 23 

rural hospitals and many rural facilities at that time. Total 

employment in the health sector today is unavailable but there are 

some data on trends in the supply of skilled health manpower which 

provide an indication of the present situation.
 

In Table 10 the number of registered health manpower in Uganda is
 

presented for the period 1951 to 1979. 
As the data shows, there was a
 

continual increase in the number of physicians, dentists, midwives, 

nurses and pharmacist,"-through 1968. Further, the Third Five-Year 

Development Plan, 1971-1976, addressed the health 
manpower issue in
 

light of the expanding number of hospitals and rural facilities and 

made a number of recommendations to expand the existing training 

schools and build new ones to increase output (see Table 11 which 

shows the envisioned expanded training program as 
of 1969). Virtually
 

every cadre of staff, from physicians, medical assistants, various 

* 	 David Wallace Dunlop, The Economics of Uganda's Health Servce 
System: Implications fFr- Hfat andEconomTc P FTng, PT1D 
dissertation submitted -t-o-Deparii-ent- Economics,-ii-cTin State 
University, 1973. 
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TABLE 10
 

MEDICAL MANPOWER REGISTERED TO PRACTICE INUGANDA
 

Doctors
Year IRegistered 1Licensed 
_P 	 1__
Total Dentists Midwives1 Nurses2 a c s
Pharmacists
 

1951 151 
 81 232 10 732
 

1960/61 476 
 52 528 18 1060 l110 61
 

1961/62 479 552
73 28 1156 1354(3) 72
 

1962/63 504 
 80 584 22 1290 1557 84
 

1963/64 538 113 28
651 1430 1748 95
 

1964/65 588 140 
 728 31 1565 2271 85
 

1965/66 642 171 39
813 1911 2682 61
 

1966/67 727 214 941 
 40 2199 3040 104
 

1967/68 797 
 191 978 42 2551 3277 116
 

1979 508 66 574 
 24 	 2404 3532 15
 

Source: 	 Republic of Uganda, Statistical Abstract, (Entebbe: Government Printer,
 
selected years.)
 

1. A new ordinance for the registration of midwives was initiated in 1958.
 

As a result, the series is discontinuous from that date.
 

2. State Registered Nurses Only.
 

n. Includes State Registered Nurses, Enrolled Nurses, and Male Nurses.
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TABLE 11
 

Add itionn! 
output froin
 
existing luczl 

Number tr-:ining Require- Indicated 
Calc;0r7 of Staff[ available fncilities incnt3 thortage 

(1969-cnd) at current (1976-end) (1976-cnd)g
' 	 r:ltt2s 

1970-1976
 

Wi inclusive)
(i i) 	 (iii) (iv) " 

I. Medical Oflkcm and Specioit' 	 .. 5..s 335 1,225 420 
2. Dental Strgon 	 .. .. 31 . 60 30 
3. 	Mcdical Ajistnt .. .. 407 350 9C0 235
 

.. .. 473 540 1,100 IS0
4. Hegistcrcd 	Nurtcwti 
n.a. 	 n.a.S. Registerd 	,I\idwivc, .. .3. 1 250 
140' 	 456. Registercd .XJcntalNurse.i 	 . . 55 

7. E:r~llc. Ntrscs 	 .. .. 1,015 1,440 2,970 720 

8. 	Eirolled Midvivcs .. 955 1,720 2,060 .1
 
.. 36 110 235 95
9. Enrol1c., Mcnial Nuric' 

451 30 
.. 42 280 880 56510. l1r:!m Viitor . ; . 19 

1. A-i.tant Itc.lh Vintors 
12. 1Ie1thl Inspucturs .. .. 115 130 470 250 

1,59513. 1leath Assi.rantz .. 	 .. 474 250 965 

14: Public 11calthl .ntal Assi"itntm. 5 . 90 M7 85 
51 - 115 7015. I'h:%rn.aci-,t3 . . .. 	 .. 

. .. 3 . n.. n..16. En toniol ist 
17. .Medical Social \Vor,:cr, .. *. .25 25 
1i. I'.ychiatric Suc:Al WVorlcra .. 2 

19. II1CALth Educ"uion Specilist3 .. 	 t 20 20 
-

* .. .. 120 .125 225'0. Dipen-.cr3
21. I.horatory Technicians .. 13 .35 140 90 
22. lhIdiogjaphcrs .. .. .. 46 75 200 90 
23. 11hysinthcrapi.ts .. .21 	 . 30 is 

21. Aiac:.'hkctic ,.,itants .. 49 55 235 140 
44 u 120 .. ..23. Ortlupadie Assitants 

26. Dental Tecliciian .. .. 12 20 15 
. 4 - 25 ;2527. (Octuj:.thn;; 1'',r.pists 

rnolgic:1 A
2:J. nrl" ' cild rs' 
Ofliccr .. .. 11 15 35 is 

29. .Mdicai"ccords Officcr;" . 2 n.n. 60 60 
6030. 1Icalth Staff 'Tutor. .... 33 . 35 115, 

* With ailowznce for attrition. t Including nursc/miu1wvivos. 
All figure3 incolumn: (it) to (iv) are roundcd to the nearest five. 

Source: 	 Republic of Uganda, Uganda Plan Three: Third Five-Year
 
Development Plan 1971-1976, Entebbe, Uganda, Government
 
Printer, February 1972.
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levels of nurses and midwives, assistant visitors,health public 

health dental assistants, to recordsmedical officers were to be 

expanded during the planning period through expansion of existing or 
creation of new training schools in order to staff the rapidly 

expanding hospital ruraland health facilities. However, as can be 

seen in Table 10, by 1978 the number of doctors registered or licensed
 

in the country had declined to a level approximating 60 percent of the 

earlier levels. decline in number ofThe the dentists and pharmacists 

also registered a significant decline. Only the nurse and midwife 

cadres did not register a significant decline. Given the fact that 

sizable training programs were operating in all cadres at the outset 

of the period, the substantial declines in certain cadres and no 

increase in the female-dominated cadres of midwives and nurses is 
even
 

more significant. The declines in critical cadres have largely been 

due to the fact that (a) in 1973 President Amin expelled all Asians 

and (b) many people suspected of views antithetical to the regime were
 

killed and many others who feared for their li-es emigrated to Kenya, 

Tanzania, U.K., and other places. At the present time arethere 

perhaps 40 Ugandan physicians occupying academic posts in Nairobi and 
a number reside in Lusaka, Zambia. While there have been 
a number of
 

appeals to them to return home, many have remained at their present 

posts for many reasons, including, (a) continued insecurity for 

physicians (several have been killed by certain extremist groups 

operating in the country 
in the last six months); (b) salaries are too
 

low in Uganda, given (i) alternative salaries and (ii) the rate of 

inflation in Ugandi,; (c) housing 
 is unavailable; (d) other 
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complementary staff, materials, drugs, supplies, and equipment are 

unavailable or in short supply; (e) personal concern familyor for 

living, children's education, or spouse's employment. Similar reasons
 

exist for the non-return of other cadres of Ugandan personnel. The
 

Ministry of Planning and Economic Development has recently established 

a Manpower Planning Division which is expected to deal with many of 

the general problems facing the country in recruiting its nationals 

back to the country. 

2. Health Training Institutes
 

As can be ascertained from Table 12, the number of training 

programs, institutions, and courses is considerable. 
The exact status
 

of all of these courses and programs are mixed, with many operating at
 

less than full capacity, without tutors, or with many other problems 

including lack of housing, food, training materials or transport. The 

training schools for medical assistants, for assistant health 

visitors, and for health inspectors have been particularly hard hit. 

AMREF has proposed to rehabilitate and redesign the curriculum of 
the
 

health inspectors' school at Mbale. DANIDA indicated
has its
 

willingness to assist the Dental School. CARE discussed its concern 

about the assistant health visitor training schools in light of a 

primary health care strategy. However, its plans are sketchy at 

present. Given that the medical assistants still comprise the primary
 

diagnostic and medical care treatment cadre, particularly in rural 

facilities, a careful analysis of the rehabilitation problems faced by
 

the two training schools is critical. Subsequent analysis of the 
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TABLE 12
 

SELECTED HEALTH TRAINING INSTITUTIONS IN UGANDA, 1973
 

Potential Control
 

Manpower Cadre 
 Number Location Outout/Yr. Govt. Mission
 

1. Doctors 	 1 Mulago/Makerere 100-120 1 0
 

2. Medical Assistants 2 
 For Portal 120-150 2 0
 
Mbale
 

3. Registered Nurses 1 Mulago 	 45 1 0
 

4. 	Enrolled Nurses &
 
Midwifes 
 15 	 Jinja, Masaka 320 Nurses 8 7
 

Gulu, Lira,
 
Mbarara, Arua, 300 M/Wives
 
Soroti, Kabale,
 
Nsambya, Rubaga,
 
Mengo, Virika,
 
Kamuli, Kalongo,
 
Ngora
 

5. 	Assistant Health
 
Visitors 
 6 	 Entebbe, Mbarara, 100 6 0
 

Arua, Mulago,
 
Gulu, Jinja
 

6. Health Inspectors 1 Mbale 	 150 1 0
 

Note: 	 There are number of other health manpower training courses which
 
have been discussed in previous planning documents and which may have
 
operated for various periods. The courses include ones 
for health
 
manpower trainers (tutors), anaesthetic assistants, lab technicians,
 
radiograohers, dispensers, pharmacists, health hospital administrators,

social workers, occupational therapists, orthopaedic assistant, and
 
psychiatric workers.
 

Source: 	Republic of Uganda, Uganda Plan Three: Three Year Interim Plan, 1977-80,

Entebbe, Uganda, Government Printer.
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curriculum, practical training, and supervision is also required. 

3. Sunmary of Health Services 

As if budget cutbacks and staff shortages were not enough of a 

burden, Uganda's hospitals have been beset by water shortage (a
 

chronic problem in some urban areas since 1974) and periodic lack of 

food and critical supplies. Even before the war, Uganda's health care
 

system had been reduced to a state where the "care" delivered may have
 

been worse than no care at all. Again in the words of the former 

health member, Henry Kyemba:
 

By 1974, there was not enough water for cleaning floors, for 
washing, for sterilizing, for bathing, or for flushing toilets. 
We had to hire tankers (we later bought our own) to bring water 
to Mulago Hospital from standpipes near Lake Victoria. On nore 
than one occasion, we seriously thought of closing the hospital 
for fear of infection.*
 

Since liberation Amin, in 1979, the infrom April situation 

Uganda's hospitals and clinics has, if anything, become worse. 

B. NATIONAL HEALTH POLICY AND FUTURE OPTIONS
 

The Government of Uganda faces a number of critical 
decisions as
 

to the future development of its health sector. The government's
 

immediate response in the ten months following liberation from the 

Amin regime has been to seek 
immediate relief assistance from a number 

of external donors in the form of drugs, vaccines and food. In the 

past few months, the process of assessing the current status of facil

* Henry Kyemba, op. ctt., p. 130. 
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ities, manpower, equipment, supplies and needs has begun 
both within
 

the Ministry of Health and the Ministry of Local Administrations. 

Preliminary health budgets for both national and district
 

administration have been drawn up. 
 The crisis nature of getting the
 

ministries back functioning, of developing new leadership, and of 
coping with the enormous constraints under which they are operating 

has left little time for officials to rethink the future direction of 

health 
 policy and the strategic allocation of scarce 
resources.
 

Perhaps more importantly, the Ugandan Government to date has not been
 

able to formulate a strategic coordinated plan for external donor 

assistance in the health sector. 

The statement of economic and social policy released by the 

United National Liberation Front (UNLF) does not mention health.* 
The 

Government's "White Paper"* responding to the report of the
 

Commonwealth Team of Experts merely notes that the serious health 

needs of the devastated areas of andMasaka Mbarara had not been 

addressed by the report. In all 
documents itemizing the health sector
 

needs of the country, be they ministry-specific or
 

institution-specific, the 
 orientation is toward "lists 
 of
 

requirements" to replace what wis broken, lost, or stolen during the
 

past ten years.**
 

* See United National Liberation Front, The EconomTc and Socfal Policy
 
of the UNLF, October 1979, and Republic of Uganda, hite Paper on
 
th-e--or by Commonwealth Team of Experts," October 1979.
 

**See Appendices.
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The exclusive focus on material needs of the health care delivery 

system (which is evident in all discussions with officials, managers, 

and providers) is ocsed on an assumption (a memory of the 1960s) that 

the physical infrastructure and capacity of the health care delivery 

system remains as it was in 1971. However, the evidence is clear that 

there has been a significant shift--by several orders of magnitude--in
 

both the needs faced by the health system and the resources that are 

now available to it. The reversal of the upward trend in health 

status has altered the pattern of diseases, and requires a different 

kind of response than the health system was designed (in the 1960s) to
 

deliver. Moreover, the real and substantial decline in the standard 

of living within Uganda has impoverished the health sector. 

During the decade the country experienced a (roughly) 25 percent 

drop in per capita income and a (roughly) 1200 percent increase in 

consumer prices. 
 Even if one assumes that health will continue to be
 

allocated the same share of the government budget as in the 1960s and
 

that the government budget remains an equivalent share of national 

income (both dubious assumptions), it seems clear that the real 

purchasing power of the government health budget is only a fraction 

(probably 10-20 percent) of what it 
was in 1971. Thus, even if the
 

government could obtain donor assistance to completely rehabilitate
 

its physical health infrastructure to what it was in 1971, government 

fiscal 
capacity would be unable to sustain the operating costs of more 

than a part of it. In short, the government can no longer afford to 

give the public the kind, quality, or amount of free health care that 

it could offer in the 1960s and, if it attempts to do so, it may do so
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at the expense of measures that would be highly cost-effective in 

improving previously prevented (but now resurgent) public health
 

problems. It is this predicament of the government's health care 

delivery system that points to the priority need for an early and 

concerted effort to examine national health policies in the context of
 

nee.ds, available resources, and the overall development strategy of 

the government. 

During the 1960s, prior to the Amin regime, the Ugandan
 

Government 
 developed, and effectively utilized, policy planning
 

mechanisms for health which were successful in designing national 

health programs which met the particular, health problems facing the 

country and also were affordable within the development context. 

Significant achievements were the use of curative care facilities in 

rural areas in establishing a broad campaign for community-oriented, 

public health measures emphasizing immunizations, MCH and child care,
 

and sanitation.
 

At the time Amin took power, the Ugandan Government was in the 

last stages uf completing construction of 23 district hospitals (100 

beds each) (implemented by the Ministry of Health) and was in the 

early stages of an upgrading and expansion of the rural health care 

delivery system. During the Amin years, th. operation of the 23 new 

hospitals was hampered by inadequate operating budgets, which led to 

neglect and decline of the technical capacity the hospitals had had; 

the planned development of the rural health delivery system neverwas 

implemented. Planning ceased to be a function either in the Ministry 
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of Health or in the Ministry of Local Administrations, and all efforts 

had to be focused on 
solving immediate shortages and difficulties.
 

The need to reestablish rational health policy planning 

mechanisms has been quite evident during the months since liberation
 

when coordination of donor assistance with government policies has 

been lacking, and when policies of the government themselves have been
 

less than clear--at least in health. An evident need is to better
 

coordinate the activities of the Ministry of Health, which administers 

hospitals, and the Ministry of Local Administrations, which
 

administers the rural health care delivery system; each has launched 

independent efforts to gather roughly the same kinds of information 

about facilities and personnel as they stand following the war. 

Moreover, the Ministry of Health recently experienced an internal 

policy debate over a major expenditure of foreign exchange on new 

capital equipment. The argument made against the purchase (which was
 

executed) was that existing capital infrastructure will remain--in its
 

current deteriorated condition--a liability to the recurrent budget 

(reduced effectiveness at constant operating--mostly personnel--costs)
 

while the new equipment would add a liability to the recurrent budget 

(questionable effectiveness of added or diverted personnel). Donors 

who are interested in the effective utilization of assistance cannot 

afford to be indifferent to the policy, management, and budgetary 

issues raised--apparently in ad hoc fashion--by these kinds of
 

decisions made in the absence of any planning. 

As has been well documented in the previous section, the number 
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of government health facility visits per capita dropped since the 

early 1970s from 2.50 to around 1.50 in 1976/77, just before the last 

of Amin's atrocities and the subsequent war of liberation. After the 

war,*the number of visits per capita has declined even more due to a 

lack of (a) drugs, (b) transport, (c) water, and (d), to a lesser 

extent, staff. 

At present the goverrment has not taken any firm policy position 

with respect to the extent of rehabilitation of the system developed 

in the past, but normalizing conditions and future political 

considerations suggest additional resources will be allocated to 

rebuild the system. Recently the government has demonstrated its 

interest in rebuilding the system; newspaper stories have appeared 

about the purchase of vehicles, other equipment, and supplies, and 

about the opening of previously closed hospitals and other rural 

facilities.* An important aspect of 
the present issues facing the
 

government are the budgetary implications of a fully established 

health care system. 

While it is difficult to estimate the capital recurrent costs 
precisely, it is feasible to define the order of magnitude. The 

Ministry of Health has estimated that it would require an initial 

capital rehabilitation expeneiture of USh 773.7 million (USh 615.3 

million in foreign exchange) (see Appendix C for a copy of their
 

* Uganda Times, January and February 1980. 
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estimate). The Ministry of Local Administrations, in their memo to 

DANIDA (Appendix D), has detailed an additional USh 47 million, not 

counting a backlog of unfinished rural health facility construction 

and a totally depleted set of medical stores. Mulago Hospital and 

Makerere Medical School have produced similar lists and are included 

as Appendices E and F. 

Once the entire government health system has been rehabilitated, 

not counting the envisioned additional rural facilities not 

constructed earlier, the recurrent costs to both the central and 

district governments will rise considerably. The question of how much 

recurrent cost would rise was addressed in the following way. First, 

the question was posed as follows, have the
"What would been 


collective Government of Uganda expenditures in 1979 if the health 

care system, as functioning in 1968/69, was still in existence?" This
 

question can be answere.d in at least three ways, depending upon which 

alternative program objective one may wish to attain. 

There were three alternative objectives considered (summarized in 

Table 13). The first was to equalize the constant shilling
 

expenditure per visit in 1979 to the level in 1968/69. (Appendix G 

shows the price index used to deflate current expenditures to constant 

(1960) prices.) There was no adjustment in this estimate for 

differential utilization rates in existence in 1968/69 compared to the 

assumed rate for 1979. In 1968/69 the combined (central and local)
 

governments in Uganda spent about USh 6.78 per visit in 1960, whereas
 

the estimated expenditure per visit in 1979 was about Ush 1.15 
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1979 

TABLE 13
 

Estimates of Government Recurrent and Capital

Expenditures to Regain Previous Government
 

Health Care System as of 1968/69
 

Estimated 
Government 

Year 

Government 
Recurrent 

Expenditure 
MOH & Local 

Admin. Current 
Shs in Millions 

Recurrent 
Expenditure 
MOH & Local 

Admin. Est. 
Constant 1960 

Shs in Millions 

Recurrent 
Per Capita 
Expenditure 
in Current 
Shillings 

Estimated 
Recurrent 
Per Capita 

Exp. in 
Constant 
1960 Shs 

Estimated 
Expenditure 

Per 
Visit in 
Constant 
Shillinos

1968/69 149.9 117.1 15.8 12.3 6.78 

1979 417.6 E 13.9 31.6 1.1 1.15 E

1979 Estimates - Recurrent
 

A. Equal per visit 
 2440.0 (5.84 fold increase over actual)
 

B. Equal per capita 4670.0 
 (11.20 fold increase over actual)
 

C. Equal per visit 
 5200.0 (12.45 fold increase over actual)
 
adjust for
 
utilization
 

Capital Rehabilitation
 

773.7=
 

NOTES:
 

1. Visit = Total number of new and reattendance outpatients plus inpatient

admissions in Government health facilities.
 

2. Estimated number of visits is assumed to 
= 12 million which is based on
previous low attendances in 1973/4 due to civil strife, the war of libera
tion, and shortages of drugs and other essentials.
 

3. Per memorandum from MOH. See Appendix _. 
 This figure requires 615.3
 
million shs of foreign exchange.
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(1960). (Assuming a 1979 system utilization rate of 12 million visits
 

which was similar to 1973/74--a period of civil and political
 

disturbance.) In order to retain the previous level of expenditure 

existing in 1968/69-1979 expenditures, itwould have been necessary to 
increase expenditures in 1979 by 5.84 times what they actually were 

(6.78 divided by 1.15 equals 5.84) or to USh 2,440 million.
 

The second possible alternative was to calculate the size of 

budget needed to equalize the per capita recurrent health expenditure
 

level for 1979 to that level prevailing in 1968/69. This objective 

takes into consideration the dynamics of population growth on social 

and human service programs. In 1968/69 the per capita expenditure was
 

USh 12.3 (1960 = 100) whereas in 1979 the estimated expenditure per 

capita was about USh 1.1 (1960 = 100). Thus, to equalize 1979 per 

capita expenditures to 1968/69 levels would require an expenditure in 

1979 (current prices) 11.2 times larger than it actually was, or 

approximately equal to USh 4,670 million. 

The third plausible objective considered was that of equalizing 

the expenditure per visit and the utilization rate per capita that was 

in existence in 1968/69. (Thus also taking into consideration
 

population growth.) In this case, the system in 1979 was assumed to 

have a total number of cases around 12 million which approximated 0.91
 

visits per capita. In 1968/69 the number of visits per capita was 

2.13 times as large (1.94 visits per capita). Thus it would be 
necessary to increase total expenditure in 1969 by 12.45 timnis (5.84 x
 

2.13 = 12.45) or to 5,200 million shillings. 
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This latter estimate may be considered as an extreme given the 
fact that there are many economies of scale involved in the expanded 

utilization of each facility in the system. However, since the rate 

of utilization taken as the target is not as large as in 1972/73 (2.63 

visits per capita), this estimate may not be as large as potentially 

possible. 

Basically the range of estimates range from nearly 6 12.5to 

times as large as was the approved estimates for the 1979 period. The 
magnitude of these figures raise serious question about the extent to 

which the original expenditure pattern and thus the configuration of 

that earlier delivery system can be retained. While the pattern of 

diseases has been altered to one of more infectious parasitic diseases 

such that the cost of treatment per case may now be lower, perhaps by 
as much as 10-15 percent,* 
 the fact remains that the previous
 

expenditure levels for health care by the government is not 

economically feasible in the near-to-medium period even if the 
government, via other policies, stimulates a rapid economic recovery. 

This view is supported in at least three following ways. First, 

combined expenditures on health in the period prior 1971to was never 

more than 10 percent of the central government recurrent budget or 

approximately 25 percent of the combined district administration 

budgets. If health expenditures were to rise in the order of 

magnitude discussed above, a considerable reallocation of government 

budgets would be implied. Other ministries would find this most 

difficult to accept. 

* Dunlop, op. cit. 
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Second, even if government tax revenues from Uganda exports were 

to rise to approximately 1970 levels, which is optimistic in the next 

two years, the population of the country has expanded by 40 percent in
 

the interim. Therefore, expenditure would have to be distributed in 

ways that would reduce overall health expenditures per capita. 

Third, in order to expand crop- and commodity-specific production 

levels which can begin to increase government revenue at all levels, 

in the short- to medium-term available foreign exchange must be 

allocated primarily to agriculture and possibly education, which will 

significantly compromise current Ministry of Health hopes and ability 

to improve, rehabilitate, or expand operations requiring new
 

technology.
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III. 
 SHORT TERM DONOR RELIEF ASSISTANCE
 

A. DONOR RELIEF ASSISTANCE: ANALYSIS 

The first nine months since the end of the war and the fall of 

the Amin government has seen a moderate amount of relief assistance 

flow into Uganda. 
However, there has been very little coordination of
 

this assistance either by the Ugandan government or among the donors 

themselves. The large number of interested donors and the divergenL 
requirements and methods of their operations has led to each external 

donor designing projects and delivering relief supplies through 

channels of their own choosing. 

In recent months, the Ministry of Finance and Economic Planning
 

has mounted an attempt to coordinate all external assistance by 

requiring all projects be monitored by 
a newly created office staffed
 

by several professionals. This office has asked all Ministries to 

report on sources and amounts of external aid received so far and the
 

current status of pending requests to interested donor organizations
 

(see Appendix H). Moreover, early experiences of some donors has 
reinforced their caution about giving relief supplies and equipment 

directly to the government agencies when its distribution network and 

administrative capacity has been weakened by years of neglect and 

mismanagement under the Amin regime. 

As a result, a large amount of external aid ha," been channeled to
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private parties in Uganda for distribution to appropriate 

end-use/delivery points in the health care system. 

The Verona Fathers, a Catholic missionary order with schools and 

health units throughout Uganda, particularly in the north, has been 

favored by some donors because of its reputation for being able to 

deliver goods in remote areas of the country. USAID s distribution of 

$320,000 of emergency drug supplies was 
given to the Verona Fathers to
 

distribute to government health units according to a distribution list 

drawn up by the Ministry of Health. Similarly, the EEC aid of dried 

skimmed milk (8,000 bags) and other food items has been delivered to 

Catholic Relief Services for distribution. UNICEF has arranged with 

the Joint Store of the Medical Boards of the Protestant and Catholic 

missions to distribute its vaccines and MCH supplies through its 

distribution capacity. .,In fact, UNICEF has taken the extraordinary 

step of creating its own operational unit with motor pool, maintenance
 

and repair workshop for vehi:les and refrigeration equipment, and 

distrib-jtion capacity (with perhaps a computerized tracking system) in 

order to ensure that the drugs and vaccines which it brings into the 

country are delivered to the intended beneficiaries. While UNICEF 

asserts that this unit will ultimately be absorbed within the 

government capacity, its current purpose is to circumvent normal 

governmental channels that have the authority executeto the 

government's own responsibilities in the same areas. 

It is unlikely that the donors can begin to coordinate their 

activities among themselves without greater focus by the government on 
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the need to bring some order and rationality to the kinds of
 

assistance that are 
given and accepted, and the ways in which that aid
 

is distributed within the Thecountry. Ministry of Health has 

followed the understandable practice of other ministries and agencies 

seeking help of distributing a master list of requirements for 

rehabilitation to all interested donors without indicating prioritie: 

or 
how they might proceed in the event only a fraction of the request 

is fulfilled. Given the ofscarcity resources and the enormous
 

capital rehabilitation needs, as well as the magnitude of current 

operating needs, it is to be expected that the government would hedge 

its bets. On the 
other hand, the government has also proceeded to
 

sign contracts to purchase certain items (with its scarce foreign 

exchange) that raise questions about 
the real prioritier and policy
 

directions of the government.
 

Recent items that the government has 
signed purchase cJntracts
 

for have been as follows: 

0 20 mobile clinics, 10 medical clinics, 10 cold stores, 10mobile dental clinics, 6 warehouses, 10 training centers, 12
prefab housing units, and 123 prefab blocks of flats--valued 
at about L6 million-- were purchased from a British company by
the Ministry of Health; these items allegedly cost over USh
100 million--equivalent to over 35 percent of this year's
health budget. 

* 40 landrovers, 150 150
trucks, ambulances, and 140 
buses--valued at L1O million--were purchased afrom British company by the Ministry of Finance and Economic Planning;
landrovers and ambulances were principal among the items
requested by the Ministry of Health and Ministry of Local
Administrations for hospitals and rural health units. 

Needless to the
say, effective utilization of whatever aid
 

external donors may wish co give to the government depends on donors 
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knowing the government's policies and intentions with respect to these
 

purchases, and how the government might wish donors to complement what
 

it is willing to obtain throuqh expenditure of its own resources. 

Obviously, therefore, it is necessary for external dolors to be fairly
 

explicit about its interests quite soon in order that the appropriate
 

coordination and collaboration with the government can take place in 
a
 

positive and mutually supportive manner. Opportunities for leveraging
 

with significant amounts of assistance will rapidly evaporate if the 

government makes purchasing decisions that lock 
it into policies that
 

it might not wish to choose had it known of a donor's interests--both
 

in terms of magnitude of assistance and time horizon of its flow. 

Moreover, if donors can initiate a process or a dialogue with the 

government on critical health and human 
resource development issues,
 

the proposed program results may serve to attract significant amounts 

of additional assistance. There are donors other than USAID (e.g., 

EEC, DANIDA) who are apparently interested but who are not equipped to
 

prepare project designs and comprehensive programs which might be 

underwritten by several donors. 

The documents included in Appendices H and I list the kinds of 

assistance that have been given by external donors so far. The 

explicit requests for assistance received by USAID are also included 

in the Appendix. 
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B., 
 DONOR RELIEF ASSISTANCE: FINDINGS AND RECOMMENDATIONS
 

In the past ten months 
a large volume of drugs, vaccines, food,
 

medical supplies, and equipment have 
 been brought into Uganda.
 

Immediately following the liberation a number of donorswar, provided 

emergency relief. Appendix I details the assistance given the 

Ministry of Health as of January 1, 1980. In addition, a large volume 

of drugs, supplies and equipment were distributed in Uganda directly 

through a number of private voluntary organizations operating in 

Uganda. 

In our analysis we have attempted to determine:
 

a. 	The quantity, type, and distribution of assistance that has 
been provided to date; 

b. 	Who has provided it;
 

c. 	How, to whom, and where it was distributed;
 

d. 	 Which items are considered critical to the Ugandar.s and which 
require a constant input;
 

e. 	 How existing supplies match existing critical shortages; and
 

f. 	 The extent of the Government of Uganda's ability to finance
and distribute minimum medical resources on a continuous 
basis.
 

Our findings are based on interviews with and information 

supplied by most of the external donors and voluntary organizations 

that have provided commodity assistance, officials in the Ministry of 

Health and the Ministry of Local Administrations, Mulago Hospital 

officials, District hospitals, Health Centers, and dispensaries. Our 

findings are as follows:
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1. 	 Although both the volume and content of the donor health 
commodities have been extremely helpful to the Ugandans, the
items supplied, their quantities ar, their distribution have 
not been quantified and the efforts have been uncoordinated by
both the donors and the GOU.
 

2. 	Items considered of critical importance by hospital

physicians, 	administrators, District Medical Officers, and

ealth centers have been omitted or supplied in inadequate


quantities, e.g., chl oroquine, crystali ne penicillin,
 
disinfectants, etc.
 

3. 	In some instances items of lesser importance and/or marginal
 
value have been provided in significant quantities.
 

4. 	Considerable confusion exists on the criteria and methods of
 
detemining allocations and on the actual distribution of the 
supplies received.
 

5. 	The supplies provided to Uganda through private voluntary

organizations and the churches were distributed primarily to
 
mission health facilities and not to government hospitals,

health centers and dispensaries.
 

6. The Ministry of Health, due to lack of transport, has for the
 
most part suspended distribution of supplies to the district
 
stores. The districts have had to rely on their own means to
 
pick up supplies from the Central Store. This has created
 
extreme hardship and avoidable shirtages when no transport was
available at the district level. It 
was our observation that 
those districts which did manage to get to Entebbe received 
some supplies. Frequently itpms considered essential were out 
of stock or in "short supply " so they do not get all they
wanted. 

The four tables (14-17) which follow attempt to illustrate the
 

problem facing the Ugandan Government at the present time. On the
 

vertical axis we have identified a partial list of the ministries and
 

government organizations which are currently providing or have in the
 

past ten months provided commodity assistance in the health area. On
 

the 	 horizontal axis we have listed those items the hospital, health 

center and dispensary staffs, the district medical officers, the 

Ministry of Health officials, and others have identified as being high
 

priority resource requirements to continue or reopen health care 

services at the present time. 
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Table 14: Drugs Identified as Being in Constant Demand and in Critical Short Supply
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Table 15: Priority Needs of Mulago as Identified by Hospital Staff
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Table 16: 	Needs Identified by District Medical Officer for Health Centers,
 
Dispensaries, and Preventive Health Measures
 

b.Vaccines 	 2. Druqs 3
 
U 

o-5
*5 n 0 

n 	 4- 

-r- .- r- r 0 . -- -U -- Li $-- in (A U(- i - -- - >- o C-	 0 -_a) S-E .r- n Uan U 0 S I- I--r 0 Ca) c 0b 0U ) -U (a I LS .- 4-3 1 CEto () S.-Ln - a- 0C - (Ln - &. - D (1)U - - 0 - al)
I- . 0C C CL -0 >) C +-) 4-) (- 4) 4J 4J a~ 4~)

0GCI cl 5-)~ (0 S- a) 9- J- 4J 0 C C £LLJ MSOURCE w- C) a_ I- <r. C.- CD L < <c3 
Ugandan Govt. Foreign Exc.
 
@ Ministry of Health 

co 	 e Church Missions 
* Parastatal Pvt. Pharmacies 
UNICEF
 
UNHCR
 
UNDP/World Food
E .E .C .-	 - -- -

Intl. Red 	 Cross: Intl. League 
USAID
 
DAN IDA
 
W. Germany 
French
 
Holland
 
Care
 
AMREF
 
Intl. Planned Parenthood IPPF -


USSR
 



Table 17: Items Identified as Critical to Minimum Regional
 
and District Hospital Function
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An X represents only that the source identified either sLpplied 

or is now supplying that item. There has been no means to quantify 

the amounts against total need or distribution. The matrix is in no 

way complete as it represents only the sources were towe able 

identify from our interviews and documents provided us by the Ministry 

of Health and the sample of other government facilities that we 

visited. 

It does, however, indicate the need for the Government of Uganda
 

to establish an interim mechanism to coordinate and optimize the 

multiple commodity inputs it has and will continue to receive until 

such time as it can provide, via its own resources, the minimum 

requirements for healthits programs. We recommend that the 

Government of Uganda take the following steps: 

1. Establish a limited generic list of essential drugs, supplies, 
and equipment;
 

2. Limit allocations of foreign exchange for drugs to the

importation of the generic list of essential items. (This
limitation should apply to private pharmacies and parastatal 
corporations);
 

3. Quantify minimum requirements for each essential 
item;
 

4. 
Purchase drugs in the generic, bulk form to minimize cost; 

5. Determine quantity and phasing of total 
vaccine needs; and
 

6. 
Immediately establish a health commodity coordinating council 
which will:
 

a. Include all donors, organizations and Ugandan Ministries 
involved in the provision of health services, supplies,
logistics, and finance; 
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b. 	 Identify specific essential comodities that the 
Government cannot finance in the near term; and 

c. 	Coordinate donor input to meet the gaps without 
duplication and fragmentation. 
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IV. TOWARD A LONG-TERM HEALTH SECTOR STRATEGY 

A. INTRODUCTION 

In the section that follows we have made a series of
 

recommendations based on 
our findings which, if implemented, will, in
 

our judgment, optimize the chance to improve the health status of 

Ugandans within the budgetary constraints that now exist. The 

long-range rehabilitation of the health sector is dependent ultimately 

on the success in rehabilitating the income-producing sectors of the 

economy as a whole. 
 Our findings and recommendations are as follows.
 

B. FINDINGS AND RECOMMENDATIONS
 

1. Policy Formulation and Strategic Planning in the Health Sector 

a. Findings 

From the preceding analysis, it is evident that the current 

course of actions being initiated by the Ugandan Government in the 

health sector will in all probability result in commitments and 

expectations that they can have little hope of achieving. Although 

there is no explicit policy or development strategy articulated to 

date for the health sector, the implicit policy is to rehabilitate the 

existing health infrastructure to the operating level of the pre-Amin 

period. 

The analysis in Section II.B. shows that accomplishing this will 

require an increase in recurrent expenditures in the range of six- to 

twelve-fold over the 
 present estimated expenditures. While the
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economy of Uganda is expected to recover, an allocation to the 

Ministry of Health and to the Ministry of Local Administrations of 

that magnitude does not appear realistl-
 in the near- or medium-term.
 

The Government must begin to look at alternative courses which will 

optimize improvements in the health status of the Ugandan people 

within the budgetary constraints that are likely to prevail for some 

time. This can take the form of examining ways hat lower cost 

technologies can be introduced into the existing curative health 

infrastructure, and examining the value (relative cost) ofto 

promoting the revamping of the rural MCH, family planning,
 

immunization and disease control efforts. In addition, they should 

begin to examine ways to introduce self-help schemes at the village or 

sub-parish levels. 

b. 	 Recommendations 

We recommend that the Government of Uganda consider the following 

measures: 

1. 	Establishment of a National Health Council. This Council would 

begin to examine a number of health policy issues facing the 

Ugandan Government and coordinate actions of government ministries 

to implement those policies. 

The 	 Council might be best made up of the Ministries of Economic 

Planning and Development, Health, Local Administrations, Culture
 

and Community Development, the Protestant Medical Board, the 

Catholic Medical Council, the Dean of the Medical School, the 
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Chairman of the Council 
of Women's Organization, WHO, UNICEF, and
 

other groups that are involved with improving the health of the 

Ugandan people. The Council would be charged with development of a 
national health development strategy within the context of 

existing economic and resource constraints. 

2. The establishment of a Secretariat to staff the National Health 

Council. This staff would organize, manage, and monitor all 
analysis, studies, and research initiated by the National Health 

Council.
 

3. The utilization of the research and analytic capabilities of 

Makarere University and other indigenous Ugandan institutions to 

carry out the analyses (see below for specific research
 

recommendations ). 

2. Rehabilitating the Existing Health Infrastructure 

Although the existing 45 hospitals in Uganda provide some 
preventive health services, by far the bulk of these activities are 

curative. At the present time the can said thesame be for rural 
health centers and the dispensaries. Without the requisite 

organization, supplies, and logistics, the preventive and outreach 

functions of the rural health centers and dispensaries have been 

-severely curtailed. Immunization levels have dropped, disease control
 

-measures have been interrupted, and 
 MCH and family planning
 

educational efforts thefor most part have been suspended. 
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The activities of the health 
 centers and dispensaries have
 

reverted to dispensing drugs as best they can, when they are
 

available, given a variable supply and distribution systeii,. The 

centers that were to are awe able visit doing remarkable job, given. 

the severe constraints under which they are working. For 	purpose of
 

this analysis, we have formulated our conclusions and recommendations 

concerning the rehabilitation of the existing health infrastructure by
 

applying the following priorities as criteria: 

1. 	 Optional steps toward improved health status through the 
long-term rehabilitation and redevelopment of the health 
infrastructure, i.e., steps that are likely to bring about the
 
greatest health status improvement with minimal demands on the
 
recurrent budget.
 

2. 	Activities which in our judgment will rapidly improve the 
combined functioning and effectiveness of both the curative 
and preventive health structure, given the severe economic
constraints under which the Government of Uganda is
 
operating.
 

3. 	Activities which will strengthen the capability of the 
existing infrastructure to mobilize support to village or 
sub-parish based self-help schemes. 

We 	have further broken our 	 conclusions and recommendations down 

into four categories:
 

a. 	Capital investments/facilities and major equipment/mainte

nance;
 

b. 	Manpower;
 

c. 	Management, logistics, and supplies; and
 

d. 	Planning, research, and evaluation.
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a. Capital Investnents 

(1) Findings
 

The Government of Uganda had developed by 1973 one of the finest
 

and most extensive healh facilities systems in Africa. This includes 

a network of 45 district hospftals, 78 health centers and inaternities,
 

and approximately 307 dispensaries and subdispensaries. The 1,200-bed 

Mulago Hospital in Kampala was considered one of the most advanced 

facilities in all of Africa. The design of Mulago Hospital and that 

of the 23 district hospitals built between 1967 and 1973 included a 
number of high technology systems of British origin that are highly 

dependent on skilled engineers, technicians, and a ready supply of 

spare parts to keep them functioning. Over the past ten years both 

the foreign exchange and the necessary parts available to maintain the 

systems have steadily declined. Although a number of gaps may exist, 

we were impressed by the ingenuity and resourcefulness which Ugandans 

have displayed in keeping these systems going at a minimum level.
 

(2) Recommendations 

We recommend that: 

1. The highest _priority be placed on the repair of extsting 

-quipment. This will require an inventory of critical spare parts 

needed for all the existing facilities and an assessment of 

requirements for the distribution of the parts to the 
facilities
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and for their installation/repair. 

2. 	 District hospital superintendents and administrators be given 

greater discretionary authority and responsibility to repair and 

maintain their own facilities and equipment. 

3. 	A small maintenance unit be established in each district to repair
 

and maintain all rural facilities, as well as the government 

hospitals in the area. 

4. 	The district administrations be granted greater budgetary
 

,atitudes in procuring local support services. 

5. 	Specffic attention be placed on repafrs to:
 

a. 	Water supply systems
 

b. 	Cooking facilities/refrigeration
 

c. 	Autoclives
 

d. 	Anesthesia equipment
 

e. 	Laundry equipment
 

f. 	Distilled water equipment (I.V. solutions)
 

g. 	Laboratory equipment
 

h. 	X-ray
 

It is important to emphasize that the highest priority must be on
 

the repair of existing equipment rather than on replacement through 

new purchases. Once what exists is functioning, the priority can 

shift to assessing replacement needs. 

6. 	A study be undertaken to examine ways in which the high
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technology, high energy-dependent equipment which now exists can 

be converted to less costly energy sources and more
 

self-sufficient maintenance, repair, and logistical systems. 

One final note. It is our clear impression that a supply of paint
 

sufficient to clean theup existing facilities would have a remarkable 

impact on the system. We believe it should be a priority. For a 

relatively low cost, there would be a 3ramatic esthetic, as well as 

psychological, boost to the staffs of the struggling facilities. 

b. Health Manpower Training 

(1) Findings
 

Uganda has made a considerable investment in personnel and 

training programs to develop and upgrade the staff required to operate 

the health care system in the country. The number of key staff in the 

country has declined or remained stagnant during the 19.70s, while, at 

the same time, health facilities have expanded and the population has
 

increased substantially. The existing health care system has been 

substantially constrained in its ability to provide services as both 

manpower and complementary inputs, e.g., drugs, have become
 

increasingly scarce. Moreover, many training programs have operated 

at a reduced level of efficiency, either because tutors were not in 

the country or students were not in attendance for many personal 

reasons.
 

Wage levels paid by the Government in the country have remained 

constant during the 1970s. For example, today enrolled nurses and 

midwives are normally paid USh 505 per month, which is the middle of 
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the 	N scale used in 1970/7!. Given that the low income price index in
 

Kampala has gone up twenty-fold in the last decade, it is not 

surprising to find: 

a. 	Less time is spent on-the-job by employees in government 
service; 

b. 	Complementary goods such as drugs are often used for personal 
gain; and
 

c. 	A reduction in utilization rates at government facilities. 

Among the key priority items for reconstruction listed by both 

the Ministry of Health and 	Mulago Hospital (see attached Appendices), 

is highly skilled manpower, mostly physician specialties. Virtually 

all 	of these shortages could be filled by trained Ugandans presently 

living abroad. The Manpower Planning Board of the Ministry of 

Planning must assess the set of generic policies required to establish
 

repatriation incentives 
 that are appropriate in light of
 

reconstruction needs and the government's present and future ability 

to 	 pay.
 

Apart from the question of the absolute level of available 

resources, there are important issues of distributional equity and 

employment needs which deserve consideration in the allocation of 

health resources. In this regard, the Government should make a 

careful analysis of the present employment structure and its
 

correspondence with employmentthe needs implied by facility 

infrastructure. For example, the opportunity cost of restaffing a 

100-bed hospital is between 8 and 11 health centers, 12 dispensaries, 

or about 22 subdispensaries (Dunlop 1972). At the same time, the 
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health manpower constraints are 
not nearly as binding in the latter as 

in the former, given the larger mix of paraprofessional staff which do 

not tend to be in as short supply. Recurrent cost implications also 

favor such a reallocation toward lower level (peripheral) facilities 

since the annual 
recurrent cost of a 100-bed hospital is approximately
 

equal to the recurrent cost of 13 health centers (Dunlop 1973). 
Distributional equity considerations of more even allocation of 

resources across districts are also enhanced.
 

Several proposals have been tentatively advanced to train
 

formally, as well as on-the-job, village-based primary health care 
workers In order to improve coverage and accessibility as well as to 
reduce the cost of health care delivery. The training, supervision 

and financing of such a cadre require careful consideration but 

warrant some support 
 if the above issues are addressed in a
 
satisfactory manner, particularly if developed with the explicit 

intention to alter the present medical technology embodied in present 

cadres of staff. 

(2)Recommendations
 

1. When village-based health worker training proposals have been 
developed more fully than at present, the GOU and donors should 

assist the germination of the idea, its implementation, and its 

evaluation. The more general case of analyzing the alternative 

costs of potentially substitutible manpower cadres should also be 
firmly established, particularly in the Ministry of Planning and 
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Z. 	 ie major reconstruction gap in rehabilitating the present 

Ministry of Health health training schools is for medical 

assistants. If health assistancetraining 	 is considered a
 

programmatic option, the medical assistant schools in Mbale and 

Fort Portal could be developed as important pressure points for 

altering the present delivery of health and medical care 

services. 

3. 	 Strong analytical support is required if the Ministry of Planning 

and Economic Development's Manpower Planning Board is to attain a
 

level of sophistication and necessary for respect and 

cooperation. This will be particularly true in the health 
sector. Technical assistance in this endeavor should be provided 

if 	 requested by the Planning Ministry. 

c. 	 Program Management, Logistics and Supplies 

(1) 	Findings 

In our analysis we were impressed by the interest, dedication, 

ideas, and capabilities of the district health staffs that we were 

able to interview. -.. t is-our..strong.concus.ion that the highest 

priority in the allocation of government resources should be to 

revitalize district level programs to:
 

a. Immunize _children for measles, DPT, polio, and tuberculosis. 
Specifically, reinitiate the expanded immunization programbegun in 1977 and which was interrupted"by the war; 
 . 

b. 	Reestablish the MCH/Family Planning educational and preventive

services at the health center, dispensary, and subdispensary 
level s; 
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c. 	 Reinitiate through the district administrations, competitive
sub-parish-based self-help schemes for village water and 
sanitation projects; and
 

d. 	 Issue villages the essential commodities to carry out
self-help schemes using technological approaches already
introduced in Uganda. Modify these techniques where cost 
considerations indicate.
 

For example, we strongly endorse UNICEF's plan to assist the 

Ugandan Government in repairing the existing estimated 5,000 deep 

wells in Uganda. The most important thing is to get what exists 

functional. It is true that the existing pump, "The Uganda Pump," 
does not represent the most appropriate pump technology now available 

for 	deep well, rural water supplies. Once what exists is repaired and
 

safe water is more readily accessible to the rural population, 

consideration can be given to a more maintenance-free pump. We would
 

encourage UNICEF to carry out the pump and well 
rehabilitation program
 

through the District Administration and to train persons in the 

proximity of each well and nominated theby village and confirmed by 

the sub-parish chief in maintenance and simple repair procedures. 

(a)Expanded Immunization
 

We endorse tne recommendations in the January 1980 report of Dr.
 

F. J. Bennett, UNICEF Regional Advisor on Community Health, in which 

he outlines a four-stage plan to reinitiate the immunization program. 

Ffrst stage of more detailed planning would be the central 

acquisition of more up-to-date information--this will be undertaken by
 

UNICEF either on the basis of response to a detailed request fnr data,
 

or by visiting districts or zone headqudr,;ers to meet District Medical 
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Officers. The district data, which would be useful for planning a 

national strategy, includes:
 

0 	A map of the health units (type and agency), schools,
 
churches, markets and population concentration and usable
 
roads;
 

* 
 A table of type of unit and presence of refrigerator, deep

freeze, cold boxes, cold thermos flasks and their state of 
functi oni ng; 

* 	A list of places with functioning transport--vehicles, 
bicycles, and current problems; 

* 	 Staff with immunization and MCH training and experience;
 

* Existence of primary health care programs;
 

a Existing records system;
 

* 	Health education that has been given;
 

* 	 Disease pattern--especially epidemics of immunizable diseases;
 
and
 

* 	 Any cultural blocks related to immunization programs. 

Second Stage - Nationa} Piannfng. This would be a series of 

national-level planni oi meetings with representatives of the 

Ministries of Health and Local Administrations, the Catholic and 

Protestant Health Secretaries, UNICEF, WHO, and other donor
 

representatives.
 

Based on information acquired in Stage 1, policy, strategies and 

guidelines for action programs would be formulated. Vaccines and 

equipment procurement would be finalized and a national health 

education program would be outlined. 

At 	 this stage more detailed plans for the next stage would be 

drawn up. 
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Third Stage - Zonal Workshops; 
Each zone would organize a
 

planning/training workshop for EPI. The participants would be the 

district medical officers, district health visitors or district health 

inspectors, community development (whoever bewill taking part in 

district-level organization and training), and representatives from 

the Catholic and Protestant health sectors. 
 In all, the number would
 

be limited to about 28 and this would include two resource people--one
 

from the Ministry of Health or Local Administrations and perhapsone 

from UNICEF or other technical 
resources. The participants would be
 
divided into four working parties and would go through the following 

program (using WHO training modules):
 

Monday: Review of the information plus any new district data.
 

Tuesday: Management and training at District level.
 

Wednesday: 
 Cold chain and vaccines, technical details.
 

Thursday: Health education/P.S.C.
 

Friday: Community participation, evaluation, and recordkeeping.
 

Some case studies (e.g., 
from Ghana and Tanzania) would be made
 

available and be discussed and perhaps a film, if available, could be
 

shown.
 

The first workshop should be 
 held in the northern zone.
 

Subsequent workshops would organized thebe for eastern, western and 

central zones. Transport would be provided by the districts, when 

available. 

Fourth Stage - Distri¢t Training/Plannng Wot shops. Each
 

district would subsequently (on its own funds except for Karamoja 
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District which would need UNICEF assistance) mount its own 

training/planning workshop to get details worked out at the local 

level, and to provide training for those actually doing the 

immunization. 

Strategy- Although this will be worked out by the national 

meeting and further refined by the zonal and district workshops, the 

following suggestions were made by the UNICEF staff:
 

a. 	 That an experimental setup in the beginning could evaluate 
different approaches or mixes, e.g., static health unit versus 
mobile versus community centers;
 

b. 	That schools and school children especially could be utilized
 
for mobilizing the population;
 

c. 	That all dispensaries be allocated a member of the staff to 
help with immunization (these could be trained for the purpose 
in four-six weeks); 

d. 	That a system of evaluation and monitoring be developed
 
now--this might involve laboratory work, e.g., virus research 
to monitor the cold chain and development of antibody response

in a sample;
 

e. 	That a irnthly bulletin of EPI could record problems and 
successes in different areas so as to guide districts in 
solving their own problems of management, training, and
 
supervision; and
 

f. 	That initially existing units could make a very great start if 
all were prepared to provide immunizations on a daily
basis--this would mean improving cold facilities and delivery
and 	trained staff.
 

. Health and Medical Research 

(1) Findings
 

There has been a long history of medical and health services 

research in Uganda which has been instrumental in understanding the 

epidemiology of many tropical diseases, their spatial distribution, 
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alternative control, treatment procedures or therapeutic methods, and 

the social, anthropological, demographic, nutritional, and economic 

factors which cause 
 ameliorate health
or may 	 problems and diseases.
 

Some of this research was initiated as early as the 1920s with the 

establishment of 
the 	East African Bureau of 
Research in Medicine and
 

Hygiene and the establishment of specific institutes such 
as the Virus
 

Research Institute in Entebbe and the 
Trypanosomiasis (Sleeping
 

Sickness) Research Coordinating Committee which worked with those 

involved with tsetse fly control programs. These research programs 

have continued to present even thethe time, after breakdown of the 

common 
services of the East African Community. Virtually all of these
 

research endeavors have been established to deal with the major health
 

problems of the area and have fed their findings 
into the control and
 

treatment programs related to these findings. 

More recently, with the establishment of the Medical School at 

Makerere and the interest displayed by many social sciences in health 

and medical problems, the University became world-renowned for many 

research activities and findings which again influenced 
 the
 

organization and deli'very of health and medical care in developing 

countries and the 
treatment of specific diseases and the education of
 

health manpower. 
 Perhaps the most notable work includes:
 

a. 
The 	original work by Dr. Derek Jelliffe in the 1950s and early

1960s in nutrition and maternal and child health which hasbeen continued by Dr. John Bennett (now with UNICEF in
Nairobi) and others, including those at the present

Mwana-Mugimu Nutrition Rehabilitation Unit in Kampala. 

b. 	 The mapping of disease distribution by members of the 
Geography and MedicinePreventive Departments of Makerere in 
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concert with the Institute for Social Research (the original
publication in 1966 has had major impacts on the teaching and 
research work of tropical diseases). 

c. The cancer research work under the original guidance of Dr.Burkitt and now institutionalized in the Cancer Research 
Institute made major breakthroughs on the epidemiology of 
various forms cancer helped to bring scienceof and social 
research skills into the understanding of disease. 

d. The prostoglandin research conducted in the 1960s by Dr. Karim

and others at the medical school was instrumental in family
planning and contraceptive technology development and in the 
development of more therapeutic abortion techniques. 

e. The establishment of the Kasengati Rural Teaching Health
 
Center with the assistance of the Rockefeller Foundation for 
use by the Department of Preventive Medicine (principal
investigators included Drs. George Saxton and John Bennett)
was a breakthrough in medical education in the early 1960s and
has been the locus of many operational research activities and 
studies which have improved the understanding of the health
and social problems of specific groups in the population such 
as the aged, the divorced, migrants, ethnic minorities, and 
the young.
 

f. The development, with the assistance of OXFAM, of a
 
district-wide mobile health team to provide immunizations,
AACH services, and simple curative services to young children 
(the Ankole Preschool Protection Program) was used as a
 
teaching laboratory for physicians, assistant health visitors,

and midwives, as well as an opdrational research base to
ascertain the cost-effectiveness of such a delivery system, as
well as the technical feasibility of a delivery system which 
reached to the subparish level in the country. 

g. The development of a systematic research program on the 
therapeutic efficacy of tradition.'l medicines throughout
Uganda and East Africa. 

h. The establishment of the Institute of Public Health in the 
medical schoo'i, under the present leadership of Professor U.L.
 
Ongom, through which postgraduate medical education leading to

the diploma of public health was conducted, as well as the
development of 
a strong MCH research program (sponsored by
USAID) in which both faculty and staff participated, and 
through which 
 at least 64 student dissertation researchprojects were completed (mostly by Ugandans) during the

1966-1977 period.
 

Besides these major research programs, there were many other 
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studies and research efforts conducted by anthropologists, physicians,
 

economists, social workers, demographers and sociologists on specific 

health problems on health care delivery and related issues. These 

endeavors were coordinated through the Institute for Social Research 

or the medical school, and there are many working paper series, 

journal articles, monographs and governmental memos that document this
 

activity. 
 The Department of Rural Economy at the university, in 

conjunction with the Statistics Division of 	 the Ministry of Planning 

and Economic Development, were also engaged in highly complementary 

studies on food consumption in Kampala and throughout the country. 

This multiplicity of research and evaluation activities fed into 

the 	economic planning process as well 
as via several mechanisms:
 

a. Individual researchers sitting with iOH and Planning personnel 
on working parties whose task was to develop the national 
Five-Year Plans. 

b. 	 Formal and informal discussions, conferences, and seminars 
which regularly occurred between governmental and university 
personnel.
 

(2) 	 Recommendations 

1. 	 Those research institutions which have continued throughout the 

difficult 1970s should be given support L6 continue the relevant 

research activities of the past. In particular, the 

rehabilitation requirements of the Institute for Social Research 

(transport, household furnishings, publications support, and other 

miscellaneous supplies) and the Institute of HealthPublic 

(transport, research supplies and personnel support) should
 

receive high priority support.
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2, The establishment of a health research coordinating body comprised
 

of the relevant ministries, the research institutes at Makerere 

and under Government supervision, e.g., the Uganda Virus Research 

Institute at Entebbe, should be undertaken and given support to 

define priorities and engage in the cost-effective evaluation 

studies of various strategies proposed to expand health care to 

the subparish and village level. 

3. Where particular studies are defined and agreed to by such a 

coordinating body, as suggested in No. 2 above, external donors 

should be willing to consider financial or other assistance as may
 

be required. Infonrtation about other potential U.S. sources of 

support shouiJ also be available through USAID (MIH, MCHSRD, Ford,
 

Rockefeller, etc.). 

C, OTHER PUBLIC HEALTH FINDINGS AND RECOMMENDATIONS 

1. Family Planning 

a. 	 Findings 

During the decade of the 1970s, the population increased by 39 

percent from 9.55 million persons as of the 1969 Census to
 

approximately 
13.22 million as of 1979, not counting the several
 

hundred thousand persons killed by the previous regime and the nearly
 

90,000 Asians and Europeans who also left during the decade. 
 The
 

estimated rate of population growth in Uganda is presently among the 

highest in the world, perh'aps as high as 3.5 percent per year. The 
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PVO Uganda Family Planning Association was created in the early 1960s 

to educate and provide family planning services to those who sought to
 

limit family size 
or in;crease the spacing of children. It remains the
 

prima'ry mechanism th'ough which: 

a. Contraceptive methods are imparted; and
 

b. 	Services are made available to the public.
 

The Government, 
 in the Third Five-Year Development Plan
 

1971/2-1975/6, began to seriously 
address the demographic reality of
 

the country and made a number of policy proposals, some of which have
 

been implemented.* For example, the Ministry of Health provides family 

planning advice ard services at all governmental health Facilities. 

It has spearheaded an expanded Maternal and Child Health program 

throughout the health facilities of the country through ',viich family 

size aiid spacing issues have been addressed. It has introduced into 

the curricula of all health manpower cadres, e.g., doctors, nurses, 

-dical assistants, midwives, assistant health visitors, strong family 

planning components and the necessary skills to provide such 

services. The latter two endeavors werc partially supported in the 

early 1970s by funds supplied by AID to Makerere University Medical 

School.. The national FPA has also been assisting in family planning 

educatio-i of a number of other rural manpower cadres, including: 

* See Chapter 5, pg. 69-78 of the Third Ftve-Year Pl-ar,. 
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a. Cooperative union workers
 

b. Young farmers
 

c. Local women's club workers (paid or voluntary)
 

d. Agricultural extension workers 

The Government has undertaken, on its own and in conjunction with
 

external assistance, analyses of the impacts of rapid population 

growth.* Finally, it has conducted the 1980 Census under difficult 

rehabilitation circumstances, 
in order to obtain vital, up-to-date
 

demographic data for political and developmental consideration. 

Little information exists at present about the demand for family 

planning services in the country. 
 Selected interview information from
 

various parts of the country suggest considerable variance in demand 

from one region or district to another, with the area around Kampala 

from Masaka to Jinja being considerably more responsive and open to 

expansion than in the 
east and north. While the Family Planning
 

Association has expanded its program in the more receptive areas, 

alternative distribution approaches may also be feasible (e.g.,
 

cooperative unions, private shops--condoms). In light of present
 

demographic trends, all warrantapproaches consideration. 

*See, for example, the work of Stephen Tabor (Populaticn Council 
support in the late 1960s) and the analyses in Chapter 5 of the 
Third Ffve-;ear Plan.
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b. 	 Recomendations 

1. 	 If the 1980 Census tabulation and analysis faces any short-run 

commodity bottleneck or other minor problems, donors should offer 

assistance. A minor foreign exchange problem to initiate computer
 

processing should not lead to delays. 

2. 	A local evaluative analytical capacity should be initiated and 

supported to:
 

a. 	Analyze present demographic information;
 

b. 	 Determine the range of feasible alternative family planning
delivery approaches, including the Family, PlanningAssociation, government and mission hospitals, 
 rural
 
facilities, MCH programs, and other mechanisms, both public
 
and 	private in nature;
 

c. 	Analyze the set of social and economic factors affecting the 
demand for children in light of policy options available to 
create an environment for increasing family planning services;
 
and 

d. Analyze the complemenarities between health, education, and 
agricultural (including nutrition)
demographic changes in Uganda. 

programs on the process of 

The mechanism for supporting this capacity could be to build on 
the strengths of Makerere University, including the Institute for 

Public Health, Institute for Social Research, the Institute for 

Statistics and Applied Economics, and the Sociology Department, 

It should also be developed in light of the analytical capacity 

and policy considerations of the Ministries of Planning and 

Economic Development, Health, Local Administrations and 

Education. The precise formulation of this effort is beyond the 
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scope of this report, but could be initiated by short-term 

advisors in the family planning, economics, and demography 

fields. 

3. 	 Support for commodities or training related to the provision of 

family planning services through any mechanism available warrants 

special consideration.
 

2. 	 Disease Control Measures 

a. 	Findings
 

1. 	There are a number of preventive health and disease control 

programs underway in the country. For 	example, there have been a
 

number of national immunization campaigns with the 1977 EPI 

program being the most recent. In the past, the Preschool
 

Protection Program operated in the Ankole District was another 

innovative immunization program. A second example has been the 

history of health visitors who in 1961 began their activities in 

the Basota District. The program taught families how improveto 


nutrition, 
engage in their own vector control around the household 

compound, and protect their own water Thissupplies. program of 

health visiting has been expanded throughout the country and there 

are 	now six assistant health visitor training schools. 
 These were
 

set up in the early 1970s to increase this activii:y throughout the
 

country. 
 Such workers operate at the parish and subparish level.
 

A third example has the program in MCHbeen large primarily 

operated out of the 	 rural health centers and dispensaries where 
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midwives have been posted. 
 The number of ante-natal visits grew
 

rapidly over the decade of the 1960s and continued through the 

early 1970s. Most women, prior to delivery even at home, received
 

some maternal services. These services have now been severely 

curtailed.
 

2. In the area of sleeping sickness, special controls have been 

established by local administrations to control migration patterns
 

of populations into the endemic areas. In the past there were 

substantial resources allocated by the districts to brush-clearing 

and grass-cutting in order to reduce the natural habitat of the 

tsetse flies.
 

3. The high prevalence of pit latrines and other similar methods for
 

human waste disposal is an indication of the long-term training 

activities and health education activities at the local level. 

The Ministry of Health, together with the Ministry of Local 

Administrations, carried highlyout successful parish and 

subparish self-help schemes by establishing competition between 

villages.
 

4. The end of the 1970s saw a rapid decline in many.of the above 

preventive programs due to:
 

a. A lack of transport on the part of the public health staff at
 
the district level; and 

b. A lack of critical inputs, such as vaccines, cement for spring

(water) protection, pangus for brush- aad grass-clearing, and 
lime for pit latrine sanitation. 

The district medical officers and other trained public health 

-94



workers we contacted are eager and prepared to resume these 

preventive programs if criticdl inputs are made available to 

them. 

S. Ut.CEF and other donor groups such as AMREF have initiated efforts
 

to reinstitute; some of the above programs. UNICEF, for example, 

is providing vaccines and vehicles for expanded immunization and 

other public health work at the district level. .AMREF is also 

proposing to reestablish the Institute for Public Hygiene at Mbale 

and is ready to improve the training of the public health wn'rers 

at the district level. 

6. The Ugandan Government has also indicated its 
 interest in 

reestablishing such programs by its announced program to purchase 

vehicies for the Ministry of Health to carry out mobile clinic 

activities.
 

7. The EEC and DANIDA are committed to the refurbishing of 25
 

District primary care centers._ 

b. Recomendations 

1. A careful analysis must be made of the present gaps in commodity 

gifts from donors. Donors could be helpful in reinstituting the 

disease control programs that have been operated throughout the 

country in the past. As a preliminary area for possible commodity
 

assistance, such items as cement, lime, weed-cutting implements 

and insecticides may be the most useful. See Appendix J on the 

proposed trypanosomiasis control program. 
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2. The GOU should prioritize assistance and study alternative ways to 

intervene in vector transmission, particularly in the area of 

sleeping sickness or trypanosomiasis. The emphasis in animal 

husbandry to the expanded use of dip tanks may provide one 

mechanism for reducing the reservoir of disease in the animal 

hos ts, and thereby reducing the prevalence of human 

trypanosomiasis. The Institute of Public Health at Makerere 

University 
Medical School has the potential epidemiological 

resources in concert with the Ugandan Virus Research Institute to
 

engage in this analytical work. 

3. Water, Sanitation and Nutrition
 

a. Findings 

(1) Water
 

1. Eighty percent of the estimated 5,000 boreholes in the country are 

not working. This problem leads 
to an obvious reduced consumption
 

of water at the household level 
due to the greater distances which 

individuals must travel to carry This problemwater. 
 is
 

particularly acute northern of
in the part the country and
 

contributes to the increased problem of enteric diseases including
 

cholera in that area. 

2. The number of protected springs has declined primarily due to the 

lack of maintenance and shortages of the 
cement and pipe needed.
 

3. 
The country has suffered a drought in the recent years, especially
 

in the poorest areas of the north. The combination of bad water,
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malnutrition, increased infectious diseases, especially measles in 

children, is resulting in high mortality in the Karamoja region. 

4. The country as a whole is well endowed with water. 
The Nile, Lake
 

Victoria, Lake Kyoga, and other large lakes have ample supplies of
 

water if a long-run plan for the distribution of that resource can
 

be developed and implemented. In the late 1960s there 
was some
 

national water planning with one possible project being 
the
 

building of a large pipe system into central Karamoja from Lake 

Kyoga.
 

5. Water is a major problem in many health facilities throughout the 

country. In Mulago Hospital, it represents the primary problem
 

facing the rehabilitation of that hospital. In Kitgum Hospital,
 

the lack )f water has forced its closure. Many rural facilities 

also lack water. Systematic planning for the continuous supply of
 

water to health facilities can their
improve operations
 

significantly.
 

6. The major cities of Kampala, Masaka, Jinja, and Mbarara are being
 

assisted by external donors to restore their wat-r 
systems. In
 

particular, the EEC 
 and the World Bank are making major 

investments in this area. 

7. The maintenance and repair of many of the nonfunctioning boreholes
 

have been taken over by UNICEF. 
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(2)Recommndations
 

1. UNICEF has initiated a program to maintain and repair existing 

... boreholes and pumps. The GOU should explore parish or subparish 

self-financing of future maintenance and repair activities. This 

could be done by a small, locally-administered tax scheme 

specifically to cover cost of wages localthe of a repairman and 

the necessary spare parts to continue the operation of these 

boreholes. 

2. The highest priority should be to improve the availability of 

water !n the dry areas of the north, particularly in Karamoja. 

The GOU might want to examine projects in other countries such as
 

the M4angara Mountain region of Cameroon. It is a similar arid 

region that is engaging in a large small-dam construction project.
 

In Karamoja, there would appear to be a reasonable number of local
 

dam sites available for the creation of small bodies water.
of 


The potential negative impact of schistosomiasis must be carefully
 

evaluated if such 
a project was undertaker.
 

b. Sanitation
 

(1)Findings
 

1. In contrast to most areas of Africa, a large proportion of the 

rural population have and use 
pit latrines or some other advanced
 

method of human waste disposal. 

2. There is a lack of soap, disinfectants, and cleaning fluids for 

personal and institutional use. During the 1970s refuse disposal
 

was lacking. There is a considerable amount of burning today but
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alternative methods of disposal in expanding urban areas and 

trading centers should be analyzed. The Health Inspectorate 

Division of the Ministry of Health want to considermay 	 the
 

technology of compost piles as one method of 	 recycling such 

refuse.
 

3. 	In hospitals, rural health units, and other public facilities, 

toilets are not working due to lack of water. This problem will 

not be resolved until water supplies are restored (see above).
 

(2) Recommendations
 

1. 	The chances for successful implementation and proper use of
 

village sanitation systems are increased by the extent to which
 

there is community participation in planning, installation, and 

maintenance of the systems. Perhaps more than
so any other
 

African country, Uganda has demonstrated active participation at 

the community level in sanitation systems. While these systems
 

may now be in disrepair, the mind-set is present through which the
 

system can be placed back in operating order through indigenous 

labor and material resources, with funding assistance from 

donors.
 

2. 	 Donors should provide as quickly as is practical material and 

financial assistance to restore the water supply to hospitals and
 

health facilities. 
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c. Nutrition 

(1)Findings
 

1. Food production has declined significantly in the last year due to
 

the war of liberation, the failure to plant crops, and drought in
 

the north. The northeastern part of the country 
is particularly
 

hard hit with widespread evidence of malnutrition and marasmus.
 

2. Many innovative nutrition education projects have originated in 
Uganda. A world-renowned program, Mwana Mugimu, in nutrition 

rehabilitation was developed in this country in the and1950s 
early 1960s. Mothers lived with their malnourished children to 

learn how to feed their children on locally available foods. 

Nutrition education has also been an integral part of the maternal 

and child health program in rural facilities for the last ten to 

fifteen years.
 

3. It is possible to have a nutritionally balanced diet in all parts 

of the country on the various combinations of vegetables and other
 

locally available foods produced in each 
 region. The only
 

possible exception to this may be in Karamoja during droughts or 

seasonal shortages. 

4. With the possible exception of Karamoja, all areas of the country
 

are potentially self-sufficient in food. However, with the rapid 

population growth rate which has continued over the last decade, 

it is possible that some areas may not be self-sufficient in the 
future. In particular, this may be the case in Kigezi and 

possibly Bugisu. 
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5. 	 Improved nutrition is one of the best ways to improve health 

status. By improving nutrition, the risks of measles and many 

other infectious diseases are reduced. 

(2) 	 Recommendations 

1. 	 The GOU priority in rehabilitating the agricultural sector for 

both cash crops and consumption is strongly endorsed. The
 

availability of an adequate diet will have a greater impact on 

health status 
than most of the specific health interventions
 

outlined above.
 

2. 	 Heavy emphasis should be placed on reinstituting nonformal 

education of mothers in proper infant feeding--using indigenous 

foods. 

3. 	 Emergency food shuuld be provided to hospitals, health centers and 

dispensaries for patients only until local self-sufficiency is 

reestablished.
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APPENDIX A
 

CURATIVE SERVICES BY FACILITY TYPE
 

Source: 	 David Wallace Dunlop, The Economics of Uganda's Health Service
 
System: Implications for Health and Economic Planning, Ph.D.
 
dissertation submitted to Department of Economics, Michigan
 
State University, 1973.
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APPENDIX B
 

ADMINISTRATIVE kELATIONSHIPS IN UGANDA'S
 

HEALTH SERVICE SYSTEM
 

Source: 	 David Wallace Dunlop, The Economics of Uganda's Health Service
 
System: Implications foFiHealth and Economic Planning, Ph.D.
 
dissertation submitted to Department of Economics, Michigan

State University, 1973.
 



APPENDIX B
 

Administrative Relationships in Uganda's
 
Health Service System 1
 

Until very recently, at least three types of administrative
 
relationships were important to understanding the operations of the
 
health service delivery system and its prospects for future development:2
 
(1) the relationship between the several government ministries which
 
have jurisdiction over various aspects of the health care system;

(2) the relationship between the central government and various local
 
units of government; and (3) the relationships between government at

all levels and the private sector of the health service system, which
 
includes mission medical bureaus, large firms, and private physicians
 
and pharmacies.
 

The administrative relationships of importance are found in three
 
areas 
of policy: (a) medical standards, as related to personnel, care,

and operating methods; (b) financial support policy; and 
(c) develop
mental policies related to future expansion of the service delivery
 
system. Administrative relationships relative to these policy matters
 
have their genesis in historical, political events, in the development

of the role of governmental organizations, particularly since Independ
ence, and in the recurring financial problems faced by private health
 
organizations.
 

Central Government, Inter-Ministerial Relationships
 

Until the recently anaounced Plan III, two ministries in the central
 
government had to correlate their activities relative to health services.
 
The Ministry of Health had (and continues to have) major responsibility

for establishing broad medical policy in such 
areas as minimum qualifica
tions for several types of medical personnel, the development of pharma
cological policy, etc. 
The Ministry develops the medical, administrative,
 
and financial policies related to the operation of all government hospitals.

It is responsible for all medical education in the country, with the
 
exception of the education of medical doctors, which is administered by

the University; in conjunction with this responsibility, there are Ministry
run schools attached.to the larger hospitals in the country to 
train
 

1 The irdorttion presented in this Appendix was gathered in an in
formal way and there is no one source which 
can be cited for authenticity

of the information presented. The author is responsible for any mistakes
 
which may exist in facts or interpretation.
 

2 Ay.the end of this Appendix the implications of the recently an
nounced administrative policy changes described in Uganda's Plan'III
 
op. cit., pp. 306 and 307, paragraphs 17.20 - 17.24, which strengthenthe p(wers of the central government's Ministry of Health via a via those 
of local governments, are examined. 
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professional nurses ard midwives, auxiliary level nurses and midwives,medical assistants, professional and auxiliary radiography and laboratorypersonnel, and public health personnel. The Ministry establishes medicalpolicy for all government rural health facilities, through its appointeddistrict'medical officers. 
 It also develops the broad national publichealth strategy and, where appropriate, develops national legislation related to health matters for consideration by Parliament. 
 Finally,'the
Ministry of Health is involved in planning for the improvement of thehealth of 
the people of Uganda. In this capacity, it has assisted in
planning for the expansion of health facilities, as well as expansion ofthe supply of other necessary inputs such as personnel, drugs, and equipment. 
This latter responsibility is undertaken in cooperation with the
Ministry of Planning and Economic Development.
 

The other Ministry, the Ministry of Regional Administrations, has
had control over the activities of each local government's department ofhealth. 
This Ministry approves proposed recurrent and capital budgets
for each district and city and determines the taxing capacity of each.

This Ministry also determines the criteria for dispersing central governmeft funds 
to cover recurrent and capital budgetary requirements of the
 
local governments.
 

It has been essential that the Ministry of Health work in close
cooperation with the Ministry of Regional Administrations in order to
attain the medical objectives which the Ministry of Health may have
developed for the country; this has been especially important given the
rapid expansion of hospitals and rural health centers during the second
five year development planning period, 1966-1971. 
Decisions about timing
of new construction, facility type, financing, and location of facilities

have been made initially at the local level, but 
are reviewed by the
Ministry of Regional Administrations. 
 The policies of this Ministry,
therefore, have been vital to the way in which the health service system
operates, particularly in rural areas where approximately 90-95% of the
 
population live.
 

The individual directly responsible for the daily operation and
expenditures of health facilities in all districts, however, remains the
district medical officer 
(DM0), who is 
a direct appointee of the Ministry
of Health. 
 Many trained medical staff (medical assistants and other
more highly trained auxilliary staff) in the districts 
are seconded to
the districts from the Ministry of Health. 
A large percentage of all
drugs and equipment (approximately 95%) used in the districts have been
purchased from the Ministry of Health. 
Patients who cannot be adequately
cared for in local rural health facilities are transferred to 
the district
government hospital, which is 
run by the Ministry of Health. 
 The operation

of the health service system, thus, has been subject to 
the coordination
 
between the two Ministries.
 

Central and Urban Government Relationships
 

The relationship between the largest municipalities (Kampala, Jinja,
Hbale and Masaka) and the Ministry of Health is not as 
strong as the
 



Ministry's relations with the districts, as the municipalities hire theirown personnel and coordinate their activities with the Ministry of Healthprimarily on such items 
as national ismunization campaigns. 
 In addition,
a large percentage of the municipalities' purchases of drugs and equipmentare made from local suppliers, rather than from the Ministry of Health'scentral stores. The municipalities' finances are reviewed by the Ministryof Regional Administrations, but because they are largely able to.finance
their recurrent and capital expenditures on their own, their activities
 
are not subject to the same degree ok scrutiny as are tho districts.
 

Urban authorities and smaller towns remain tied more directly to thecentral government because of their inability to finance their own services completely. 
The Ministry of Regional Administrations is involved
in their budgetary matters and in arranging the financing of their capital
projects*. The Ministry of Health is also involved with the urban authorities and towns, because the disctrict medical officer is often the town's
medical officer of health as well. 
The towns' most direct link to the
Ministry of Health lies in the administration of public health policy,
inasmuch as nearly all Lealth services provided by the smaller towns are 
iqlated to public health.
 

Central Government and Private Health Services
 

The private health sector interacts with the gover-iment in several
ways. Private physicians are related through licensing which is adminis
tered by the Ministry of Health. At present, there are about 250
doctors .nprivate practice in the country, nearly all of whom are located
in the 10 largest cities and towns. 
 Chemists are also licensed by the
Ministry of Health, and must receive a special license in order to dispense chemical formulas appearing on the government's list of poisons.
This licensing is the only direct link between the government and chemists.However, the Ministry of Health purchases a large percentage of its drugs,
equipment and from chemistfstores local and other vendors; this relationship is'strictly contractual and is usually negotiated on an annual basis. 

The labor laws of Uganda state that firms which aemploy certainnumber of workers must provide a minimum set of health services byqualified medical personnel. If 
a firm employs more than 1,000 persons,
it must maintain a full range of hospital facilities. Such private
hospitals are operated by three industrial firms at the present time:
Kilembe mines, Mahdvani and Co. Ltd., 
and the Uganda Sugar Factory Ltd.
These hospitals and the less complete curative services maintained bysmaller firms are monitored by the district medical officer and must
conform to the medical standards of the Ministry of Health. 
Also,
industrial health and hygiene is monitored by the central government'sMinistry of Labor and its personnel investigate plant safety standards
and monitor general standards of hygiene.
 

The overnment and mission health services have had a long relationship. 
Mission hospitals received central government financial assistance
at least early as thisas 1932, and support continues to the present time.Today the government provides grants to approve nurse and midwiferytraining schools operated by mission hospitals. In addition, the Ministry
 



of Health provides recurrent grants to the mission hospitals on the
basis of the number of doctors and registered nurses on the staff.Mission health facilities, hcever, have been experiencing increasedfinancial difficulties. The mission medical bureaus contend that government grants are much too small, but the of theamount grants likely

reflects the government's 
 general set of objectives, which does notlend much support to mission health facilities. The district adminstration governments have also provided some financial support to mission
health facilities in the past.
 

Besides the financial relationship between the government and missionhealth facilities, the government controls mission activities by a formof accreditation. Each mission hospital must abide by medical standardsestablished by the Ministry of Health in order to obtain the financial
support "provided by the central government. Every doctor working in £mission facility must also be licensed by the Ministry of Health. 

Central Governmeut and Mskerere Medical School
 

Makerere Medical School has primary jurisdiction over medicaleducation of doctors in Uganda. 
The School is related to the central
government in several iw'?ortant ways, however. 1968,Since medicalstudents have been requi,'ed to agree formally serveto in governmenthospitals for two years aizter completing school. IL addition, theMedical School must cooperate with the Ministry of Health in using MulagoHospital, the largernt hospital in Uganda, in the training of its students.Because it is a part of the national university, the Medical Schoolreceives a large proportion of its recurrent operating funds from the
central government's Ministry of Education. The Medical School alsoreceives funds from the World Health Organization and other international
foundations, but the central government, through the Ministry of Healthreviews the appropriateness of the particular research or teaching project to be funded by international organizations. 

New methods of delivering medical care services have been developed
or adepted by various departments of the Medical School, but the rate of
innovation diffusion to date has been slow. 
Recently however, there
appears to be more receptivity to change and cooperation between the
Medical School and the Ministry of Health. 
The cause for optimism is
related to the government's willingness to help fund the following programs: (a) the Kasangati Teaching Health Center (previously funded bythe W. Mengo District Administration); (b) the Ankole Preschool Protection Program (previously funded by the Oxfam Foundation and the AnkoleDistrict Administratioa); (c) the Mobile Maternal and Child Health Clinicprogram in the rural areas near Kampala (previously supported by the W.Mengo District Administration); and (d) the rural health seL".ice systemimprovement project operated by medical students and professors in the
W. Mango District (previously supported by the District). 

Plan III's Announced Administrative
 
Policy Change for Health Services
 

In Uganda's Plan III, 1971/72  1975/76, the government announced a
 



major health administration policy change. The major facet of this changestrengthens the powers of the central government Ministry of Health vis avia and local auttorities, primarily the district administrations. Theessence of the policy change is as follows: 

"The most difficult problems of coordination have arisen in
connection with the health activities of local authorities. In
the past, each local authority developed its health service wlthout any regard to the activities of other local authorities.

Also there has been very inadequate coordination between the
activities of the local authorities, on the one hand, and those
of the Government, on the other. 
This has created problems
especially in relating to the provision (by Government) of staff
for local authorities' health establishments. With a view of
alleviation these problems, it has been decided to transfer the
responsibility for setting up and administering health centresand all other rural medical units completely away from districtadministrations to the Ministr7 of Health. The district administrattons will thus cease to have any direct responsibilities
in the field of health. It is anticipated that the net effect
on government recurrent expenditure of the take-over of rural
medical units will be neutral, as block grants to local authorities will no longer cover the operation of these units".
 
(Paragraph 16.22, pp. 306 & 307) 

It is clear, thus, that a major shift in the organization of Uganda's
health service system has been announced. Such a change has precedent inUganda, 'for in 1966, the central government established its control in the
field of education services. 
The announced shift in health administration
policy was not as inclusive as was 
the case in education, however, since
mission health facilities 
can still maintain a considerable degree of
financial, administrative and medical control over their operations. 
The
primary change is in the administration and financial control of rural
healthservices; such a change may be viewed as a step by the centralgovernment to further support the interest of people living in rural areasand is an important institutional and administrative development. 
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MINISTRY OF HEALTH PRIORITY RATING
 

FOR URGENT RECONSTRUCTION
 



MINISTRY OF HEIALTH PRIORITY RATING FOR 

URGENT RECONbTRUCTION.
 

The ProgTamme of 6xpenditure for top priority items will involve 
a sum of Shs. 773,65 million out of which Shs.615.29 m. 
will be in foreign exchange. 

A. BU4EDIkTE AND URGET REQUIREMENTS 

1. 	 Office stationery and equipment for Headquarters, 
hospitals, training schools and other medical Units 
 ahs. 	30 m.
 

2. 	Beddings and Linen
 

18,000 mattresses )
 
18,000 beds ) for hospitals
 
18,000 Imives ) training schools shs. 18 M. 

34,000 forks ) and other units 

18,000 spoons 	 ) 
34,000 blankets ) 
51,000 pairs of bed sheets)
 

- cutlery
 

3. 	 Vehicles (transport) shs. 	30 m.
 

4. 	Ikpipmnt & supplies rouped as follows:
 

(a) Laboratory equipment & reagents 
 shs. 26.65m. 
Sur-icsl equipment she. 	26.0m. 
X7-ray equipment & spares shs. 11.2m. 
Dental equipment shs. 2.8m. 

(a) Lannd-y mcchines 
 she. 3.5m.
 

5. 	Teaching materials for training schools Bhs. 3 m. 

6. 	 Dri.gs & medical sundries shs.145 m. 

7. 	 Blood Transfusion shs. 3 m. 
8. 	 Generators and water pumps. shs. 8 m. 
9. 	 Compound maintenance sha. 2 m.
 
10. 	 Repair and renovation of hospital buildings
 

including plumbing and sewage systems 
 she. 	90.4m. 
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11. 	 Prefabricated houses (252 Units) 

Mityana hospital 15
 
Lira 4
 
Mbale 20
 
Maroto 	 10 ) 
Kapchorwa 10)
 
Tororo 10
 
Soroti 10
 
Nurses Training College 5
 
Gulu 10
 
Masaka 20 
Kitguim 	 5 
Fort 	Portal 10
 
Nam'sagali 	 10
 
Mabende 10
 
Haima 10
 
Mulatto 20
 
Bandibueyo 3
 
Mbvarar 20
 
Butabika 20 )

Masindi 	 10 ) 

12. i. Construction of the Central Mcdical :tore ohs. 128 m 

ii. 	 Construction of 4 rogional medical shs. 160 me 
stores 40 m. shs. each i.e. 

13. Rehabilitation of communication, 16 Radiocalls, 
telephone exchan6es and central system for shs. 6..
 
headquarters, Nulaco and Butabika including
 
the paging system.
 

14. Rehabilitation of Vector control Programmes ohs. 13 m. 
including TPuborculosis and sexually transmitted 
diseases 

15. Printing Press for Ministry of Health 	 shs. 2 m. 

16 Personnel
 

With regard to health manpower requirements, we need 
more trained and experienced medical personnel in addition 
to those mentioned in the report. In order to get to the 
established leval before 1971 we need: 

(a) 	 Physicians 29 
Surgeons 22 
Pharm.cists 10 
Obstetricians/ynaccologist s 

22 
Orthopaodic Surgeons 16 
Paodiatricians 15 
E.N.T. Surgeons 	 7 



Anaosthestists 
 10
 
Ophthalmologists 
 5
Radiologists 
 10
 
Pathologists 17
 
Psychiatrists 
 10
 
Dentists 
 23
 
Bio-Chomists 
 15
 
Micro-BioloGists 
 15
 
Anatomists 
 9 
(Specialists)in Public
 
Health 
 5
 
Medical Officers 
 I
 
Dieticians 
 2
 
Health Visitor Tutors 
 7 
Psychiatric Nurse Tutors 
 3 
Paediatric Nurse Tutors 
 4 
Midwifery Nurse Tutors 
 10
 
Specialized Ophthalmic
 
Nurses 
 6
 
" " Theatre Nurses 10" " E.N.T. Nurses 4 
" " Orthopeadic Nurses 4 
it " Tuberculosis Nurses 4it " Nuro-SurGery if 4
" 
 " Genital Urinary" 4.
" 
 " Intensive care " 6
" 
 " Skin & STD " 4 

" Post basic college 
nurses/Midwifory tutors 4 

(b) 
 An Adviser in hospital administration to assist
Mulagv hospital aa well as in the trainizg of 
hospital secretaries loccally.
 

(0) 
 The number of Eni-ineers for maintenance and repair of medical 
equipment is very small and should be increased to four inorder t cater for the Electro-odical, meohanical and civil
 
engineering.
 

B INERM IATE RUIRErENTS 

Although the Commonwealth team of experts gave high

priority to the establishment of a Radiotherapy Unit at
 
Mulago, the Ministry of Health wishes to place this
 
important item under intermediate requirements, for the
 
year 1980/81
 

1. Radiotherapy Unit
 

2. Reconstruction of all old hospitals
 

3. Construction of 24 nutrition rehabilitation Units
 

4. Construction of Parcjnedical Institute
 

5. Construction of Health Centres/Primary Health Care/ 
EPI.
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SUBMISSION ON PROPOSED DANISH AID
 

FOR REHABILITATION OF RURAL HEALTH CENTRES
 



MINITRY OP LOCAL ADfLINISTRATIONS 

SUBMISSION ON P'iOSOSD DAUI.H AID 'O, !I-HABILITATICN 0,- ,URAL 
M-A LTH: CZ:IT:ES 

The provision of medical and public health services in the rural 
areas in this couutry is the respoanibility of District Admiritrations. 
This service is provided through tae operation if various cate:ories of
 
medical units namely:- health centres, 
dispensaries, sub-dioensni--es,
 
maternity centres and aid posts.
 

-Duringthe peat 8 yearn of military adainistration, this service
 
like many other services, suffered quite considerably an many of the 
rural medical units were poorly maintained while others were completely 
negleoted and never repaired. Besides these medical units lack the
 
basa equipment, 
 beds, mattresses and other matorials without which 
effective treatment ,if pationta cannot take place. Rural medical units 
across the country have persistently been hit by serious shortage of

medical drugu which has rendered the rural medical services substandard. 

All the ambulances that the country had for rural medical services 
before 1971 have all 
broken down on account of lack of sparcparts and
 
old age. Consequently same 
 patients :.ave had to walk long distances
 
from their homes to dispen.aries etc, others die 
on the way due to
 
iaeceseary delays in receiving medical attention. There is, therefore; 
a clear and o'-vious necd to rovive t._is sorvice which is now .ar beyond 
the financial resources of our local authoritiee. 

Before 1971, w;e had embark:d on a prerame of up-,jrdie.Z 
dispensaries and sub-dispensarics 
to tha statue of health centros and
 
new dispensaries and sub-dispeanariea bad to be put up In ce, tain areas. 
In fact there viere a ofnumber medical units where construction had 
already started but they were later on abandoned lue to a couple of
 
reasoms but largely because of lack of building materials. Ta main
 
idea behind these efforts was 
to improve the quality of m-dical services 
in the rural areas and tc :.n this service closer to the rural 
population. Ufortunatcly these efforts never nade any head..ny because 
of the economic turbulence that was trigcered o- -... y the departure of 
non-Ugandan Asians. 

The Ministry of Local Adaianistrationo in conjuction with the
Local Authorities has carriLed ouT -i J3neral survey of all the uedical 
units with the view of fin.!in.g out the full maganitude of whet is 
necessary to rehabilit.te this iuport'nt service in the countri-side. 
The exercise has finally revealed that in toorder restore rur-2l 
medical services to reanonable standards, .b:ethl require the 
following:
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(a) To re-oquip 110 rural he--lth oontron and about 250dispensaios. bhij V111 roteairs about She..lOjoooco0
and a larGe proportion oi! this Wll have to be spent in 
foreign exchange,
 

(b) As it has already been pointed out, the rural medicaluita, all over the country, were very poorly -n±atajinqdand they are now in a very appalling state of dizropair.In scme cru08 the water and oloetrical syutcma
physically "'oken down. 

have 
The roofs are laakinG; doorm andwindowo are broken, locl:s are missina eta, 
 There is
therefore a considzmblo amount of repair* which have. tobe done in order to revivo those units to full andeffective opurotion. About Sh.15,OOOy3 will be required
for this purpose. The cetails rcgerilng the materials have 

also bon worked out. 
(a) In ordeL to mestore the ambulanco service in the rv.::al areas,we shall need a 
hinimun oZ 110 land-rover ambulance to


enable us 
to allocata at lost one ambulanco to ja'ch health
centre, 
 An! it ia oatiuatcL 
that these nabulacoo Will cost
 
about Sho.22,00,
 

000 .
 
(d) Au it haa .l..ady boon nontioned earlier on, 
we hc.vo a number
of medical unito in tho rit..l areas which had been stni-tedbut laar on 'ore 'aeindonedand were never finished. Deaides
oame d1s-)u,ioario 
and sttb-,ip naarias 
are due fl* up-Cradingto health centros 
 .Uohave not -orked out tile fullup-gradi± cost oftheso dispons.,.±ies yet. 
 However, the 
'
,'Iure will

be produced in due course. 
(s) Health contrea, dispensarios as wall as 
 '.ic hospitals in thecountry have persistanly been hit by serious shortagemedical drugC. ofThis was caused largely by the fact that ourtraditioaal suppliers abroad chaned their policy a:Cter
1972 wheraby they wantet! the countr, to ray 2or the drugabefore it is deliverced. The ;o::iGn eorchang: conctrninta
which the co..ntry haz 
 !:cc-. Z icf.. -. - t" y-.:rs hastremen-ously coatribu-;ed 
to th. shortage of tL'e IruC,~sThe lcvjl of drugs thL.t i. now 
rc;uized to rectivatc rural
medical uri 'a in far bc,-c .d the availzbl, =nc ovn theanticip-at-
 :Inancir! 
 ..
u:..ce
o"'tL: local 
 ties
from t:aEr:ir GL:cao. ievin v 'h.t, thcrein a cl,.n ucase for an ::.crnl :jeiotza-.nc in tu.,_,a ofaedical dri:uo t6 b. ov-an li.:CThe follo,.7in 'ctail to those medical anits.are -'clov-ni 
to 
 a:.5(, )-bovo and to a locueroxtcnt par 
 5(b), .*ahmvc not be_ ?,:, to prneent th, etails for allDistricts. 
Thin is beccis of thLe U.ificulty iL Cr)--unicztionthe District centrus between

an,' the Heatqu. turz but its lo ud that
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in the noar future all neosmacry i.for=.acion abzal be obtained. 



PR2POSED MEDICAL UNITS VOR REHABILITATION (DANISU AID) 

IGANGA DISTRICT AIDINISTRATION 

1. 

PROPOSED Pi.OJECT 

Upgrading of Ikumbya 
dispensary to Health 
centre, 

TOTAL 
COST 

200,000 

YiA,.LY MAINTAIU-
ANCE COST 

5,000 

POPULATION 

TO BEHEPIT 

9,000 

LOCAL COITIRIBUTION 

The District Administration shall 
provide labour and local materials 
and will caintain the unit. 

County: Luuka 
Sub-County: Ikubyn 

Total 200,000 

1. 

2. 

KAPCHO;CJ.. DISPIICT ADMIN. 

UpgradiR, of ]Jukwo dlepens:ry 
to Health Contre. 

County: 1Lon saJub-County: Lune 

Upgradine of Kaproron 

dispensary to Health Centre 

County: Kaakwen 

Sub-County: Kaproron 

1,000,000 

1,000,000 

20,000 

10,000 

Thoujh the District Adninistration 
cannot :ive cash contribution it 

can and in prepared to provide 
labour and local .aterials and toLaintain the unite 

-do

3. UpradinL of Sipi Dispensary 
Centre. 

500P00 10,000 -dL,-

County: 
Sub-County: 

Tinrey 
Sipi 

Total 2,5009000 

..... /2 
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PHOPOSLD PROJLCT TOTAL COST TJAI1LY LAINTAIN-
A.;CE COST 

POPULATION 
ESTI6ATED 
TO ]MFIT 

LOCAL CONTRIBUTION 

SO:.IOTI DISTRICT 

1. UpL,icdlnG of Katsikwi t0i:.:pnsary 
to I.ealth Centre. 

County! Usuk 

Sub-County: hnatn: 

500,000 5,000 
The District Administration 
contrbute 125,OO0/= in 
addition to p~roviding 
icbour and local u:iterials. 

2. Upgroding of Ar.nu::'iadispenoary 
to Health Centre. 500,OO00 15,000 -do-

County: Amuria 

3. UpGrading of Kaberannido 
dispensary to Health Centre 

County: Kaberomaido 

500,000 15,000 -do

4. Upgrnding of Kapelebyong 
dispensary to He3lth Centre 

County I 

TOTAL 

5OOO00 

2,000,000 

6,000 -do

1. 

2. 

ISUKOHO DISfRICT 
Up.,rading of Galirayn 

Sub-Dispensary to Health Centre 

County! IBasle 

Sub-County: eale 

UpgrndinG of Kateege Sub-
Dispensary to Health Centre 

Countys Mukono 

Sub-Countyi Kawugna 

900000 

600,000 

4,000 

30tO00 

The District Administration 

shall provide local materials 

and labour but no cash. 

The D.A. would provide local 
materials and labour and 

do the maintananee. 

......../3 
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3. 

PROxIOSED PROJLWT 

Construction of a Nenlth 

at Bu~uwaaci.County: Buiklmo 

Ccatro 

TOTAL COST 

1,400,000 

Y-Z URLY MIAINTAIN-

ANCE COST 

Og..jj o 

ESTIHATTI) 
TO E-TI FIT 

20,500 

LOCAL CONTH!IBUTION 

iuizoio D.A. will do the 
inlintainnce and provide
locLl LUatoriala and labour 

Sub-County: Majjeobe ___________ 
but no cash. 

Total 2,300,C00o 

EIT-UM DI6TRICT 

1. Construction of a Health Centro at 
Pajule. 

County: Aru 

Sub-County: PajuJlc 

1,050,000 20,000 201000 The D.A. will contributc 

12(2,000 and localna2Lriala and labour. 

2. Construction of Health Centes at 
Atanga. 

County: Agago
Sub-County: Atanga 

Total 

1,050,000 

2,lOOO00 

20,000 30,000 
The D.,. will contribute 
1201000/=, local 

naatarialc and labour. 

2AiL-I DI0flICT 
Up.radin,; o.' Iibandu 

Sub-dispensary to Health Centre 

County: Kook 

Sub-County: libonda 

5JUO00 12,000 

Ysaintanncu and provision 

of local catcriala and 

labour by the i).A. 

Total 500,000 



PROPOSED PROJECT TOTAL 
-4-

COST YEARLY MAIRTAIN- POPULATION LOCAL CONTRIBUTION 
AMCE COST ESTIMATED 

TO BENfFIT 
IllS. 8HB. SiIm. 

BUNDIBUGYO DISTRICT 

1. Upgradin- and renovoting of fitoroko 
dispensary to Health Centre 

1,000,000 - 10,000 T~' AdzvimJotr,-tion is unable 
to contribute any money but it 
in 
na 

rprclnred to contribute 
rials and labour. 

Locy-1 

2. Up.-radin. and renovatinZS ofr 
zwebisenlio dispenoary to 

1,00O000 - - -00o-

Health Centre. 

3. Ne.,ovatin: cud reconstructicn of 
Ryohuka :ealth Centre 

6C0,000 -do-

Total 2,600,000 

GRAND TOTAL 13,000C,000 

NB. In normal circurnct7ces materials like cement required ior the conotruction, extension or renovation of these unitswould be obtained loc .l1y and would thus reruire no di-ect elemient of Poreign Exchhn~e. However in the event that mostof the Local Industries are opernting below capucity at the moment, it is innevitable that the meterials no required lhaveto be imported and thus large amount of foreign exchange shall be required. 

For Justification of the above proposed projects and any detail3 thereof, please refer to the appended notes.
 



ROPOSED PROJCT- Upgrading of Ikumbya dispensary to Health
Centre.
 

District: Iganga 

County Lulca 

Sub-County: Ikumbya
 

A4ency responsible for implemaenation 

- Mi istry of Local Administrations 

- Igan,:a District Ad~inimtrntion. 

Ikumbya dispernar, is situated in an area Which im quite 
popul.tud and is distant from the noarest Uenlth Centre. 

Decause of the vigorous economic activities in the area 

population density hus increased quite considornbly and thus 

there is a need to apGrade thin unit to a Health Centre. 

The total cost of this project is estirutod to be 
200,000/. with u jearly maintoinance cost of 5,000/-. About 

9,000 people are estimatod to benefit if thin project is 

coipletud. The District Administration as an implementing 
agency may not contribute cash but shall oontribute by
 

providing local materials i.e. sand, stones, and labour. 

PROPOSED PROJECT: (3) Uperading of Bukwo dispensary to Uealth Centre 

Districts Kapchorwa
 

County: Kongasis 

Sub-Countys Bukwo.
 

(2) Upa.raainG of Kaproron Dispensary to Health 
Centre.
 

District: Kapchorwa
 

County: Kaakwon 

Sub-Countty: Kaproron.
 

(3) Uparadina of Sipi Dispensar" to Healta 
Centre. 

District: Kapchorwa
 

County: Tin.,ey 

Sub-County: Sipi. 

Napchorwa District is ill p'.ovided with d' ccl faclitles. 
Indeed thcre is no iedlcal unit of the grade of a ie.lth Centre. 

Moreover the few existingC diopennaries are built in semi

permanent oatarials and are .ilipiated due to lck c' 
mainteuce a fctor w-"c* trises from lack of z.," and>-i2l 

funds. On the other hand , rchcr a is a mountanous a:- and
 

movement is severely :.an Ic .'ed eepecially ,Iu/in_ ri..y
 

season. Thus people fini .rzat diffic. -. La r.%.llni to 

Eapchorwa vwiere there is a Covcznment hospital. The upgrading
 

of Bukwo, -.. proron and Si.:i dispensaries to 1i.ca.1 Centres is 
therefore a matter of necessity. 

PROPOGZD PROJ.CT: (1) U.ogrndin of KataLwi dic,.eusnry to 
Health Centre.
 

District: Soroti
 

County: Usuk
 

Sub-County: Katnkwi
 

(2) 	 Up.:-ading of Amurno Iia..easary to 
,e-1th Centre. 



'Cuty Aju- a,' ithCnre ~ 

"4>-4-~'~'3'District: .'. Scroti,~~'~'4 ,,.~~<" 

+++++++4 + . .+ 'I ''+ ..... 
to Health--. Centra. 

.4.4', :+4 Aconoy responsible for imple'mentatio + +++ 

Mlinistry of LocaliAdainiatratiocae:4 '-.

( 3)pdiae of,-'Meraad dispensary++ "
 

Boroti District4AdministrtionX'34
!jAmuria and-Kaberrmnido dispensaries ar~locat'la relatively

devimely popuinted aresB with 'active, ;ricultumaX and 
commercial activity. !.The populationl2 in th~sa.area has been* rising fast and the' dispensoz-±es havo boo omeeinadequate 4to cest
the, demand.,for medicl servicesirHence the-nedrto upgrade
these units to HeanlihCcsitieB.' 

Katakvwi and tapelebyondispensariee 'ar*-*inther-loe~ in 

distanit.fiorem ar;.:ospital. , Xataln-i :forinotance i±'a bout,
72 miles from Looto ::ospitnl and 33 miles fron Soroti hospital.
However, :,t.-r a~nd4 INpelo P;beyon, tpoe enrs 

It is, thus ni:cessa1. -.o uk:.rade theseo units ,to Health Centres.Z 

3..'The up _-*inZ;o: all tiie-4 units 81:all require Zor each unit,construction of 4 stat -": ounes,?4 LaAoratoy, a mortuary. aMnd' 4 

- ....... .
. ... 
 . , i 1 ++ +:+: ''H, 

The cost'ol?.tie projeot in.each unit is shown above..: It 
should-be notoa thi." if Uganda is to have amoag other things
a health ruirlr;z.,ulation to advanca its devclopmeat? 'than 

444' '~~~ these projecte-'are very much overdue,. ~ 4~' 

'.444 ROOSED PROJECT: (i Ura~in3 of. Galiraya Sub-dispoazns t 

Hoalth Contree~O.44 

~, District; :uon 

4county; Basle 

' i '.i~h S+1 +:+ + i+i++ Sub..Countyi Basloe ,+++ '''-'44+ --- ...............
++,++ +''44+4'444+ . .. .... . 4 4' >+i.3.44 44"44 ,,.4'444>-n4e .444 iO:.:h s s ' ~4 4 4 :+.4'-+. + '+.+++,
+ + , +, +
. . +++i + + + + 44'+ 4.44, .................++' ! + jpzrlti-4++ - t 44-<.*+ + 'i++i4>++
4...... ++ 4..-..4-3!+++; 4'+++4''" + (2) 3Cof'- 4'4i 4-!oq,..44'-.44+44443 oo Sub-dispensary 44to ' 44++'++++ 44i4 4


a ' HeltCnret4 3q44 - 44.4 ' ' .3 ''4 " "'-' ++++++++.+++,:+;+;++++:++++++, , ++ 443444!+++ ++ ++4.. 444'4433'+District:.+4 i:WkOno4 
"' -'44i++~ +;++, 4 4i '444 : +4- 4+'444 .4 ' +++ +++
+:: ++++++'....+++ + + -+++++ 4 4-'44'.44+.44>4 IA 

-County: .11akono 

~~444 Sub-~County: Kadi'* 4.44
' ++'':+''...."4++++ i'' ++++++*' 34 -~ '1 

of a . e. It:: C~rtra at 
4'1 

RO4OS4-443 4 - 
4' 4 4 e


]+";= '-'1++i+ii :ulumr-_i.on ' ~ +,+'4+i++:+; ;+i +. + +1 + +i~4i++++i:i+!++ iiX i?h +]g r ++++++/ + :++ ! +{i] 


4 Distric't: L:ukosxo 4 

-"~44~43 43: 
4 

43 2ui:cACounty: .. 

" 4 33,V.4 ~ 
4 

': sub-.Couaty: ~.ar±j cute.'' -. 

4 

S' 4 4 ~~Agency responcill Th.' :zc.-nio ' 

44;444r 34 ' --. , eac-1 i trrtion4 
ilu4 r 4 4 4 4 ,'a" 4 '4 4+: 

http:Contree~O.44


Galiraya is a :-cioze plao with .erpeotual dtl iltioe in 
transport ospooially durin- rainy seaooa* It io "aso near lake KyoCa 
and the population tbure ta on-'aiad in fihin2 cnd a(3rioultureq 

The eatizated cost of the project ia 9C::O0/x, The Diatrict 
Administration is unable to provide oash contribution but will 
provide labour and local aaturials. 

KatooGo Sub-di.penaary is located in a density populated aean 
with intense comaercial and aCricultural activity bevause of which 
population denatty has boon riaint rapidly. Ge eds and Knnganda 
Bstates have attrnctod employment seekarn. Thun thcr in no4s to 
upGrado this unit to the level o- a Lilth Contra to mue tha rapidly 
incresainG d nand Zor updated medical facilitium, The Health would 
cater fOr the &rowiag population of Mukoni0 Town. 

The projcct iro estimated to coat Sho.600#000 and would benefit 
about 30,000 people. The DiL rict Adainoatration shall maintain the 
Unit and provide local materiala and labour daa.iaZ oonmtruction. 

BulumaA is a coerciul l0lace ourroundcd by an agricultural 
zone and in adjacenit to the Inclustrial Town of ,ir.jr ,. Many Xactory 
workors resido hero from whuro they gc to vrork in various iaduatrios 
in Jinja while the fnras rlethin ..nd surroundiol; the area supply food 
to the town, iince Jinja hae only onL Govvrnuent hospital and the 
population of the town an uubu.'.s h.n incrceed t.emeadouuyp,. 
construction of r. ',altl; Cc.:tr,. at Lulumai would divert name of the 
patioaSt with uinor ilx;.nz 2roe -oin to the only hospital. 

The projert is eat.":.t cd tr coat 1,400,O00/= and would benefit 
about 20,000 p:opl.,. Tho Ad±tnitration is unnblu to contribute cash 
but will provide local .±. riaJsa ilbour and do the maintenance of 
this unit. 

2ROPO=S PRCJCT: (1) Contr'ction of a ;*ialth Centre at Paoulao 

Distr.ict: Kitgum
 

County: Aru
 

Sub-Countys Pajulo
 

ACcncy rcaponaiblo for i.plamantation 
- Ministry of Local Administration 
- Kitgum District Adainiatration. 

(2) Conztruction of Health Contra at Atanga. 

District: XitGua 

county: Arazo
 

Sub-County: Atan a.
 

Pajulo and AtanLn dis,,notriea L"rc old fpachoncd end ill equiped 
to moot the incrccsinG , ci the local population which now is 
within the ran.c of 20,CC'O -nd 3C,iO0 people rcc-cctivuly. Public 
transport in these art.s is dii'.ict lt besides disvpnces to the 

-..
nearest hospital which is in t= ,-ro ,re.t. it."n7,a if upj-radcd to 
Health Ccatre would conLKibutu _u.'. ly to .:cvidin.- ..Xd:cal se'vices 
to the r'Q..u-e0 population at Aree Ce,;trB. 

The local po, uiaion in -naagod in -'in.3 cctton, tobacco, millet 
etc. .rid iip:.ovod iadicrl 3 .;-1iccs wcild go a loi way in improving 
thq~r conzributjon t( n:..:*.i ='cn=oV,t:.:L n-i 


' ,

Th e t wo c: .c z 7 .: t " 1 n w-
p -,o c . o n n .' . 
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each unit and to cosint in provision o local matorinle and labouri
 

ROPOSE PROJIXTi" Uperading o0 Kibanda 
sub-dispenaay to Health
 
Contra4 

District: Rakai
 

County: Koold.
 
Sub-County i -Ki bandi
 

Y7bonda sub-lisponenry presently seres r . RolaiR.iej n,,s
to .)4qQ0 0kf 
-' I.-wh$.ch the District Adiiniat* W I Ticompletion. Tho escioatod coat in O; ntr

o,0'o/ 0 *w0/
 

Rakai District hia no Government hospital and has been depending
on Hasaka hospital jiich unfortunately was 
destroyed during the
 
liberaton war. 'urt.wmoro, the diasrnco to Lisakn
and thus nocessitaLts is quite ;roatthis sub-Kispensna- to bo up~rnded to a Health
 
Centre,
 

The District Adalir.nintration iu unaiu to contribute c:oh but isable to provide loc.l naturiols and labour and to do the maintaoa"c h-.
6
' d'_ z 
 (1) Up :.-vidinZ; and renovoatna of Mtoroko dispeaaarqy, ,
 

tc Holth Centre.
 
District: 
 Bundibua-o
 

County:
 

Sub-County:
 

(2) UpGrodi, and rerovcting of Rwobisango
 
diepvnsary.
 

Dis .rictz BundL'ut'yo
 

County:
 

Sub-Cbunty: • 

(5 
no
'enovotJ~nj nacX* xecom-s~trioh oe Wyl~ki'.1th Cn.'re, 

District: 
 BundibuZ-o
 

County:
 

Sub-County:
 

Agency responsible for implezientation
 

- Maniory of Loc :l Aduinistrations
 

- Bundibu Z- District Aj.;i stratin.
 
There have bee 
 na:. . to b t!- A _r: r.to renovate
Ntoroko dispensary but thcre have buen liLi~el 
by lack of funds.
Otherwise the dispensary is locatce 
in quite a lensely populated
area with active aCricultur.,l and fishi.:, act'vities. 
 It is about
60 ils frou Bundibu.Mo where th, rc is . Go- :-nacnt hoo~it~l, Itis important to nctc th 4-his is a -:ouatan-)us districttransport problens n1: turally where 

rnre a zcvcr'c han"Ci:.p osp-i--!yduring wet season urin- wh:ich land sl. :os :r comon. Thuz it isnecesnary that this dis;enn..ry should bc ox:..,ed to a healthcentre and the existina bui dir.-s renovat.?d;
 

The total cost of th ;.rzjct is Jstiut:j to be 1,000,300 andwould benefit abcut 1D,00 pcD:.IL. T:, .!.6ahe Ar-1financially hnndCup t:ration is ., it c:n 
 looc:'iL. 'i.ls and
.toc: 
 labour. 

http:Bundibu.Mo
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Rwebisonao diopenchr- has suffered similar setbzcks like
I1toroko and it ia o rcat a0V-.at,',, if it is upgraded to a health 
ceatre.
 

Nyahuk:i Ho ith Cr,.-o ii the !a:.ost unit of all mcdical 
units run by thc Adiai±s:r:,tion. £hcre have beon at'emptn to
 
renovate it but thcso r.vo not ;,one far due to lack of funds and
required riaturitils like cwmnz, tLnbor, paint etc. 



APPENDIX E
 

IMMEDIATE MANPOWER NEEDS OF MULAGO HOSPITAL
 



vulaco Hospital,
 
P.O. BOX 7051, 

12th Pebruary 1980. 

2MTIATE MAIPOWER N=S OP MULAGO HOSPITAL 

1. 5 T=ternBst(CDIOL0GISTS (2), CHEST RY8iA A (1)) 

(NMOLOoGI)T (1) 

2. 3 RadiooCo.sta 

3. 4 Anaeatheeiolocists 

4. 2 Dermatavenriolociate 
5e 2 Medical Librarians 

6. 4 Paediatricians 

7e .4Dentists 
8. 3 Thanrmcolocists 
9.. 1 Nutritionist 
10. 2 Patholo-sts(forensic & Chemical) 

lie 2 BacterioloL,4sts
 

12e 2 Haematolo6-ists 

1; 3 Oncolocists 
14. 2 General Surgeone 

15. 1 Plastic svwoons 
16. 1 Thoracic Burgeon 
17. 1 I/C Medical Records 
18. 1 Hospital Enaineer 
19. 1 E°N.T. Sur,-eon 
20* 1 Pasdiatrio Surgeon 

21. 2 Phaxmac'iWtm 

22. 1 Urologist 

Items and equipments requirin: rehabilitation in Units of the Hositlo
 
1(i) D ,A.~ 

a) Four sinner drters are not functio'ing, they are lackiln spare 

parts ar motors. 

b) Four Carmont pressures are not fwurctioring. The compressor broke 

down and it requires replacement. 

a) 	 14 Trolleys; seve large size and se:en smll size require. 
replacemont° For security reasons, we need trolleys with loolm1e 

COvors. 

d) Ieauwy requires a secord multi rolls ironer in case one breaks
 

do e.
 

e) We neod proper material of rop sheet$ and cotton wools for
 

multi rolls ironer =nd spares for it. 
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2. 	MAIN THEATRE:
 

There is lack of the follo,7 Lr items: 

1' 	Diatherny machines - requires replacement
2. 	 Patients trolleys and mattresses 
3! Stretchers
 
4! Suture materials
 
5, SurCical bl;ae (all sizes)
 
6; Air conditioners (six) for all the theatre,
 
7; E.C.C. Machines
 
8; Autoclva(thepresent 4 are all faulty) atert1±zers(six are faulty)
 
9.,' Celestive tubes are finishO.(We need about 1DO
 
.0; Surgeonst operative gowvms
 

3-. Canvas shoes
 
12o Dispozuble shoes
 
13 Disposable shoe v c'
c.'' 


Disposable caps
 
15; Paper mask
 
16. Linen for towels
 
17, Cataract Im-ives (100 needed)
 
18; Hot air ovens(2)
 
19; Orthoban bandages
 
20. 	Crepe bandages
 

3. 	 PAMUATRIC WARD 2C 

a Plaster bandages
 
1 I-V giving sets
 
C Suction machines for
 
d WeiGhina scales for big babies
 
e Iarynoscopes
 
f Mattresses, babycots, linen blankets
 
g Fatties (20)
 
h Kidney dishes, Receivers
 
i Boilers and 3teril!4ers
 
3 Rewauscitatiou trays.
 

KITCHEN NEEDS 

1. Steam Pans 6 Medium Size 
;'12. "SteamPans 6 larae size 

3. 	Matooke Steam Pressure
 
Cookers
 

4.-. 	flectric Toast 2
 
5. 	Steam Pressure Pan 2
 

6. Cold Rooms 3 and Extension
 
7a Preezer Large 1
 

8. Cooking Sp.
 
9P. (Sufirias) Saucepans 2 Kg. each - 40
 

10. -do-	 1 Kg. each - 40
 

2 Diatitians
 



ITEMS NMED IN N'EW MULAGO KITCHEN 

50 Food Trolle7s (Electric)
 
20 Food Carriers covers for Old Mulago
 
10 Cobkers Electric
 
6 Cookers Gas (For emergency) 3 large 3A/sizes
 
2 ovra large
 
2 Deep fat fryers large
 
6 Steam Jacketed Kettles (4 Table Model)(6 Flbor Model)
 
3 Steam Boilers Large
 
6 Compartment Steemer(mixer floor model)
 
2 Liquidser Institutional Size
 
2 Grills Electrical Largo 

12 Meat Cleaver 
40 Slicer Kni7es 
40 Carving Knives 
12 Trimer Knives 
12 Paling Knives 
24 Baking Sheets Larde) 
24 Baking Sheots(Med.) 
24 Baking Sheots (SmalJ 
24 Roasting Pans (Med.) 
36 Cake Tina(Round) M/size 
36 Cake Tins (Square) M/Size 
60 Muf fin Tins 
60 Loaf Tins 
24 Colanders large Orly 
24 Lievee(Largf,Med. Covers) 
12 Stainless Steel Mixing Paddles 
12 Rollin Pins(Large) 
12 Rolling Pins (Smal!) 
12 Pie Places 9' 
12 Vegetable Steaming Pans 
.9 Stainless Steel Bowls (Large)
 
9 Stainless Steel Bowls(Med.,
 
6 Gratnrrs
 
6 Souittas(Large) Set
 
6 Sourtas(Med.) Set
 

40 Stainless Steel Trolleys
 
12 Wore Cooling Racks
 
12 Steel (For Shappening)
 
24 Larc Frying Pan 9-12" Electric
 

"
 f " Med. 
12 Liquid Measuring Cups Small
 
12 Liquid Measuring Cups Large (Litres Cap & Jars) 
12 ... " Med 
12 Dry Large
 
6 Measuring Spoons Large
 

60 Soup Iadle Large -tainloss Steel 

REFRIGERATORS:
 

1 Walkin Refrigerator- 1 ICE Making Machine Large
 

1 Walk In Freezer 1
 
2 Rotary Beaters 1 Freezer Room
 
1 Cold Room
 

Hand Mincers Large
 
large & Small Knife Scale
 
Scales (DomestiG Size)
 

FOR GUESTS:
 
= C Tea Pots Large
 
12 China Milk Jugs
 
60 hi*A .Cups
 
60 Saucers
 
60 Broad and Butter Plates
 
60 Tea Spoons
 
12 Sugar Bowls
 

Plastic Rubbish Bins with covers Large 
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4 Trolleyst 4 Whoels Rubber largo for food and r..:7t=L 

I suigest all to be well marked to avoid confusion. 
MR. E.Z. KANGAVVE - CATEI]I OFFICI 

URM NEES OF THE X-RAY DEPArTMT-MULAGO HOSPITAL 

1) X-ray film.1procossina
usefulness. 

and drying equipmnt lum outlived it. 

Manual processinC units are rusty, side boaras oroicen ozz, 
and drainage system blocked by wooden pieccs of wood chipped 
off ths wooden linixt. Lar,:e drying cabinets for film are 
worn ouro beycrd repair as spares for those are no longer being 
manufac'turcd. 

Two rapid processors, one much oldor ',evamatic 250 previous3.y 
:eplaced by th3 new one, a Germatic 401 are both out of order. 
The later is reparable if spares can be obtained. 

I reco mnd to replace theprocessing units with 

a) Manual X-ray film processLn =nits (two) of pass through. 
type of 10 gal.lon capacity, tanks, not requiring heating or 
refrigoration. 5uch uits may be supplied by either G.E.C. 
Medical or Kodak. 

b) 	 2) Williamson Mk 

c) 	 Rapid processor: 
supplied by Fort 
Basildon, Essex.
 
Plastic Moulded. 

II film driers. 

The ilford n 200 which uses cold water,: 
Ltd., Nvith Water re-circulation facility. 

Timers for darkroom uso fixable on the wall, Suppliers,d) 

EvorythinC X-ray.
 

High Street 	 Bushei Villae
 
Herts.
 

No. Required (5)
 
e) 	Thermometers for darkroom 10
 

f) 	Name printing boxes 5
 
e) 	 Darkroom safelidhts 

Direct Light univctsal 10" 	X 8" type kodak, and Beehive type 
with their filters. No. required, TwentyQ 

h) 	Tension Hangers for processing films 17" x 14" .. UQ 

14" 	 x 14" 100 

15" X 12" IOO 

U" XLe" 150 
Ie"=.M..-" 3.-30 

8j" x6 *0 50 
17" x 7" 50 
15" x 6" 50 
12" x 6" 50 

i) 	 Grid Cassette for pelvimetry siznl7" x 14" two 

film envel9peseJ) 	The Department has completely run out of X-ray 


X-ray film envelopes size 17P"x 14-' number required 100,000'
 

manilla grade I(abovc items supplied by GEC Medical or by
 

Evorthing X-ray
 

J\2 
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k) 	Zead Apron - double sided load equivalant 0.52 m.
 

No. required 15
 
Supplier - Everthing X-ray
 

DR. 	 0. KASOZ.L 
HEAD OF DEPAP.TMET OF IADI0OLGY 

MULAGO HOSPITAL - MOTOR VEHICLES 

The followinC is the list of miotor vehicles which are most 
urgently required in this Hospital. 

2) 	 Trucks - 7 to 15 tonnaro - 2 
I for storps and pharmacy departents 
1 for food. 

b) 	 Bases -
I fuse Nusies TraininC School 
1 for Paraendical TraininC Schools 
1 for Hospital Staff(othcr than those mentioned above); 

o)i)Iand Rover 
Staticn Wa.-ons - 5 
2 for official dutics in the aity and Entebbe& 
2 for up-cotutry services - e.g. roturninc discharged patients 
1 for use of Blood Transfusion Unit 

ii) Pick-uls 

Tfor mintenance workshops for day to day movcmcrts. 
1 for Orthopaedic workshops for stores and movement of staff. 

d) 	Specialised Vehicles

I garbage -collecto'r 

e) 1 staff car - for Medical Superintondent 
f) 2 Ambulances for novmcnt of patients particularly botween 

Old and Now MulaCgo. 

REQUIREMENTS FOR THE GROUNDS & CLEANING SECTION 

A CIEANING SECTION B. GROUNDS SECTION 
1; Wshirg machines 6 I Mowing Machines 6 
2, PolishirZ machines 4 2. Flower Pump Sprayers 4 
3; Switch Ladd.rs 2 
4; Supporting belts 4 
5' 	Wheel Barrows 10 
6. 	 Trolleys for collecting garba

ge 	 6
 
7. 	 Chair lifts for stair 

cleaners 2 
8. 	 Hoovcrs (Cleaning mats) 4 

M.O. OKIRIA FOP,MEDICAL SUlPEIIT"DYDENT 

NURSIY!G DIVISION 

Mula.o Hospital Bed complirt - New Mula-o 1253 
Old
 
Total -152 

Wards and Units in wyhich Nurses arc deploy~d - 52 
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PROBLEM: 

. NURSING EDUCATION: - As per attached list* 

2. 	 NURSINTG SL"ICE'. 

Ward :Uruipnti 

in Gon-arals Beds without vbeols~difficult1, 	 Shortaco of DeddinCs 
beds not available.to zanoeuvro. Adjustable delivery 

easily tampered2. 	 Cust~dy of drus unsatisfactory - cupboards 

with. 

u-	 tion:- LockabWJdru g trolleys (about 30) 

in short supply: and patients3." 	D essir . trollys and instruments 

trolleys.
 

4. 	 Food Trolleys - very few available; a good number out of'ordor. 

Crockery 	and cutlery for payinG patients in short supply. 

and at times cut of stock5. 	 Sindrioe alwys in short supply 
etc.cotton vool, elasto plasters towellina materiale.C. 

30 Elctric mckers; B.P. machine; Diagnostic 
sets

6. 
in shOrt supply -	 a Good number of wards are

RefriCcrators 
without 	these items.
 

2/ 	Trarsport:,
 

1. 	 a) Patients need to bc transferred ftom New Mula6o to Old
 

Mulago especiall.y matornity 
cases. 

b) Food for Old Mulago Patients have to be transported 

from New Mulaco Kitchen. 

to carry out these jobs.There is no transport 

hours in a hospital orc-nisation ia
for 	242. 	 Nursinccoveracc these services 
a must. Most of the trained nurses who ronder 

but 	vrith ndP roliedule means Of tramnsport 
are 	non-resident 

and 	night hiftd. Consequently,those on ovcninGespecially 
on duty or fail to turn up.many report late 

Surestion:- Mini-bus be provided for the purpose 

ovn. 
on hospital tromsport which is non-existent at prese;1t.3. Head of Nursing Division has no transport of her She 

relies from Domiciliwq' services.The hospit'al borrows the vehicle 

cars wile awaiting allocationSur,estion:- Provision of staff 
of ,.hicles to individuals. 

3/ 	 Accornodation:-

Present 
Nursing Establishrmont (all cadres) 620 

= 	 840Ideal situation 
 131 roorr.
for 	trained staff = 
Available Accomodation Hostel 	
= 22Flats for Nursing Officers Grade I 
= 	 13Cottaes for lower cardres 


Flats for Senior Nursing Officers = 4 

New 	Blocks of fl-ts to suit different cadres
Surostion:-
would be ideal. 

in Wards and Hostel:4/ Maintenrncc 


to
Very slow response from the workshop 	 due 
a) Lack 	 of manpower (b) Lack of Sparpartse 
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5/ 	 Messentrrinv Services done b.. Nurscsa

a) 	 Prequent visits to pharmacy to colloect drugs
b 1 " to stores for 	hundries
 

i)" to workshop to fo.low up requisitions 
for repair

d) 	 Students on evening shift to collect food from the Main 
Kitchen 

Suarstions-	 Introduction of topping up system by increasing man
power in the above areas to do the services. 
- Hence relieving nurses of Non-ursing duties 
They would then be on'the wards where their services 
are constantly needed. 

6/ 	 Lw Morala 

No sponsorship for ahort.and lor courses abroad, and otteinG 
seminars and, oczferneces. 

7/ 	 Url fwrms 

a 	 Materials not readily available
 
Duty shoes difficult to get and when available .very costly. 

Suw'estion: A shop well equi.ped, with nurses requirements
 
managed by Mir.istry of Health be considered.
 

8/ C.S.S.D.
 
Only one autoclave in use, the second one has been out of order
 
for a long tine.
 

Still using drum system, 

Sugcstion. Introduction of packs if f~cilitios are improved&
 

9/ 	Recreational facilities for students:-
 Non 	existent.
 

A. BYAH KA(MISS) 
PRINCIPAL NURSI]G OFFICER 

MAG0 - SCOC. OFNURSING AND MIDV7PF= 
Started in 1942 as a School, for Enrolled Level Nuriine 

In 1954, the Quecn Elitabeth Nurses Hostel ms opened, with

accommodation for 80 yupils.
 

1956 a course 	was started for Enrolled Midwifery.
 

Both the School and thd Hostel were meant to accommodate
 
80 pupils at enrolled level.
 

In May 1961, a Registered Level Nursing Course was started, 
and in November 1967, Registered Level Midwifery. 

The 	 School became so cor.:csted that it could no longer
accommodate both levels. So in Novembor.1971, the Enrolled level 
Nursing Course was discontinued while the Enrolled level Midwifery 
was discontinued in May 1972, 

Since 1972, the number.of students in the School has beenranGing between 350 	and 400* At the moment we have 230 student
Nurses and 153 student Midwives, making up a total of.383 students
in a School and Hostel which were meant for 	80 pupils. 

http:number.of
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Aj a:r~sult all systems ac failing to meet this high 
de en&#i~eo 

1. Classrocn accoamodation 
2. Hostel accomodation 
3. Se7eao Syste 
4. Cookinc facilities
 
5; Library (this is Nil)
 
6. Demonstration rooms
 

7; Clinical toachinG and individual attaution to students;
 

?or the last 9 years, the School has not been abla to obtains
 

1. Text books for students 
2. Periodicals and Macaziss 

3. Exorcise books 
4. Up to dete Reference books for Tutors 

5. Very little stationery - never enough 

The School has altoGother - 12 qualified Tutors 
lo Nursing Officer v-Grade I 
2e Nureing Officers Grade II all of whom are meant to 

be accommodatod in five small officesp with no facilitios for 

study or mskin preparation for lectures* 

In short there is an urgcnt need for a new well planned and 
equipped shoo. Seninar and study tours for Tutors would also 
be very helpful. 
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uhnEERE UNIVETrSITY IEDICAL SCHOOL 
October. 1979 

UGfzlNT EEQUITEJRMTS ?On EX'2ZRAL ASSISTA:.M 

(1) BACKGROUND I1NORiATION 

Sohool iD the only medical school inMakarere University Uedical 

the largest Paculty in Mnkerere University mnd carriee the
Uganda. It is 

great responsibility of training high-level nedical manpower for UgnA. 

The population of Ugmda was eppro-Inately 9.5 million in 1969 when 

the last census i:-s carried out. It h.s been increasine -.t a rate of 

ill estmated tli.nt it is approzimately 13 million
2.5% to 3% per ann It 

Tae output of 
now =d may very well reach 26 million by the 2p000 i 

anm. if a deotor
graduates must be 3.nore..ed to at lest 150 per

nedical 

is to be achieved by the year 2,000. The
 
population ratio of 2/10,000 

also launch proc.rnmnas for the training of badly nueded dentists
School must 

There is itpresent one dentist for erery million people
and pharncists. 

in UGandal 

3taff, the replaoement of obsolete equipmentAddition2.- academic 


and expansion of physical facilities are crucial if tl.,v
school is to
 

effectively in the rooontruction and rohabilitation
 participate fully and 

of Uganda after the last devastating 8 yeczs. 

The student intake for the M.B.Ch.B.degreo course has had to be fixed 

physical facilitiessince 1965 because of linitd 

m3dical scienees. The undargrr.duate student 
at 100 per academia yer 


for the teachinC; of basic 


mnubers for the 1979/80 academic.year are shown in Annex 2'.
 

bad attaiaed very high stndr.rds end international
The School 
care and research an rar back as 1967,reputation in tochLing, patient 


when postgraduate te.-hing programmes were launched to produce 
badly
 

A three-year residency progrnmme
needed specialists end medical teachers. 


leading to the degree of Master of Medicine (NM.od) in 
Internal Medicine,
 

Surgery? Obstetrics and Gynaocology, Paodiatrics, Psychiatry, Patholog'p
 

The

Ophthalmology, Otorhinolaryriology and Public Health vras launched. 


was designed to be equivalent to specialists quelification
H.Iled.degree 

awerded by the Royal Colleges in the United Kingdom of Great Britain 
and
 

or the Specialty !oard Certification in the
other Oomonealth countries, 


United States of America. Similar progamese have 
n=7 been launched in
 

The postgraduate Diploma in Diploma in
Kenya, Tanzania and 7est Africa. 


Public Health (D'2'11.) course which ras lnunache4 in July, 1967 and which
 

lasts one academia year, has contimed to attract students from 
East,
 

.frioao Miny students have been sponsored by W.H.O. for 
Central and Uest 


this course. The postgraduate student miubors for the 1979/80 academic
 

year are shown in Annex 3.
 



2) 	 SPUEI:2IC REQUESTS 

In the light oe the background inforaction given above the following 

top priority projects are submitted for serious consideration for 

external assirtance I
 

Building (nlus equipment)
2.1. 	 Basic edical Soience 


of medical g.,duatee
The badly %ceded increase in the output 

cannot take place without the construction of a now building 

to house the Departncnta of Th-.rmnaolog, BioohemistrY, 1haxmny 

(audio-visual teaohinMedical I luo'raticn and teaobing mseum 

resourcos) • 

Building costs in Uganda at the present time are suolh that the 

proposed building, with a total floor space of 5000') sq.ft., 

will coat approximatoly Sho.lO0 millions 

2.2 	 Establiahment of a Department of Dentistry 

The t-mLning of dental surgeons =st be launched withiout further 

delay. A W.0I.O. consultant has exaiained the facilities at the 

on Mlc-go 11ll and reachedPublio Health Dental Assistants School 

effeoting moderate physical alterationsthe conclusion that by 

school ample space would become available for the trainingto the 

intake of 25 students per academic year
of dental surgeons. An 

course is envisaged. The estiLated cost
for a four-yoar degree 

of the proposoed alterations is Shoe'5:0 million. 

that the pzopo3ed programme cannot be launchedExperience h.n shovan 
dental schaool overseas.a sctablishedwithout assistance from woll 

Seoond ont of senior academic staff is crucial. 

2.3. 	Replacement of the Electron Vicrosoopn
 

old 	Carl Zeiss Electron Nioroscope M19 whichThe 	 School has an 

was 	acquired in April, 1964, thanke to the Wellcome Trusrt
 

at that time
which provided a grant of £13,800 which was enough 


to cover the cost of the microscope and its accosLories, freight,
 

incuranoe and installtilon charZeal
 

is needed now to be used for teaching and research
 A new in.cjine 

purposes by the Faculties of Medicine, Veterinary Mcdicine, 

7i.uE Research Institutt,Agriculture, the E.-st African the 

etc, etc. Tie estimated cost is
Uganda Cancer Insti-ato, 

She.2.0 million. 

2,4. RerLt~zent of Acadomic Staff 

shortage of staff. The The School is experiencing a very acute 

return of Ugnndans from exile has not been as quick 
ns was 

expected* Emergency assistance is required now if vital 
under

are 	to oontinue.
graduate .nd postgraduate teaching programmes 

The staffing situation as of October, 1979 is clearly shown 
in 

Links with medical schools in the United Kingdom 
of 

Annex 1o 

the 	United States 

Great Britain, other Comonvoalth countries, 

moat wellcomc and are 
of America and continental Europe vrill be 

dosparatoly needed.
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Such lInksn ul2 faeilitat-~,recruLitnt d.aeoant.enta-f staff 

and exchange of ahor'.-term visiting Profeasor/Speiali,ts. Such 

lines will also make it pa3sible to launch the proposed degree 

courses in ph.acoy and dentistry@ 

Short-torn visiting Profesoors/Speoicliste. (80 mare-months per 

year for two to thre3 yCar-) are urgontly needed to aosist with 

undorgranduate and po st aduate teaching. The estimated cost 

(par dien and cirfari.) this emorgenoy aid is Shsnl.2 million 

per year. 

2.5. 	 Ertention of the Al'.crt Cok (Medical) Library 

The present library iulldi:g can acooomodate 255 readers only, 

whereas the present 3tudent population (undergr.duate and post-a 

graduato) ia 564. Th3 numb.r of registered reader= is 1,110. 

The sBudcnt population i n by the proinrscra-a about 30% when 

posed degree courses in dentistry and pharmaoy are launched. 

Shelving space has also already boon utilized to ful1 capacity. 
It is, therefore, absolutely neaessary to extend the existing 

building by at least 1C.0,00 square feet at an estimated oosut 
of She.5,500,O00 
it is importanoe to ncte tiat the original library building 
had to be -tended ia 2968, thanks tt the Nuffield Foundation 
which providod a mat renerous grant to the Medical School. 

2.6. 	 Purhease of Back Issues of Medical Journals and Reference Books 
The Medical Library _ias suffered fro a serious short.age nX 
books and journals during -he past 8 years. There is ar urgent 

need of replaoing all out-of-date oditions and the purchasing 
of 350 sets of journils as viell as acquiring back insuos. The 

estiqted cost is Sh3.C.5 iUllion. 

2.7 Extension of Gallowa.' Fall (plus staff houses) 
Medical sludents rmst have thorough practical training inoluding 
the managnnent oa melical, surgicl and obstetrical emergencies. 
This is uost crucial ir. Ugnnda whore now medical graduates are 

required to assune grect rasponsibilities in upcountry hospitals 

barely one ycar after graduation. 

Galloway Hall can n.7 r-ccounodate a noximim of 84 stulents out 
of 273 clinical students. The stay of each clinical student =ast 

therefora, be gres:.tly :urt.,ilcd. 
The oxtension of the H.lJ "oy the addition of 25C double rooms, 
extension of the dilr.i room (present sitting ocpaoit, only 160), 
extension of the students o-on roon and cant3en, hao been accord
ed bigh priority by th-. coat recent University Grants Committee. 

The estinmated cost cf the project is Shs.42 rillion 
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2.8. Transport 

Lack of foreign exchnngo during the lc.at 8 yeaxs ha meant 
that few nt vehicles have been purohased; Old vehicle. have 

falln. into disrepair and disuse due to lack of spare parts. 

This has had very serious effects on 11Z tr1ining.pxogrnmss 

of the Departments of ;aodiatz'cs and Child Eenlth, the Institute 
of Publio Health and Psychiatry. The Jaoulty Office has also 
been severely handicapped because the famulty office car which 

was 	stolen in 1973 hao not been replaced. the tzansportation 
of short--rm visiting profossors/speoialiste has become very 

difficult. 

It it, therefore, necossary to purchase two Buses, two min-buase 
and a piok-up van (for Galloway Hall) to solve this problme 

The estinLated oost is Shs.O.59F million. 

2.9 	Ertens'.on of New Uul:ao Hospital 
The urgent nced for additional sp'oo for the Lepartzients of 
Ophthalmologr, Paediatrics and Child Hecoh, 2ndolog and Anaeath

etics was recognised bcfore 1972 when the so-called "economic 

war" was declared in Ugr.nda. NOfrAD had offezaI generous assist

ance with the develo.ment of the new departments )f Ohthalnoloa 
and fladioloL since 1966 but the-proLree had to be suspended. 

Prellnin.ry study by Keith-Smith, the aorchiteoor of l:ew AL!lgo 
Hospital by the addition of one wing-.ould solve tfts problem. 

The estimatod cost i.i Shs,54 million: 

~)CONCLUSION
 
EALTH must be a major consideration in the socira: cultural and
 

eoonomio rehabilitation of Uganda after the devastating last
 
8 years. Makerero Univerity edioal School must be given the
 

crucial tools for the training of soldiors for the war against
 

disease and the pronotion of HEALTH*
 
The external aid which io being sought auounta to cppzoxzn.1toly
 

Shs.210 million.
 

GIVEN THE TOOLS '7E SHALL DO TBE JOB.
 

(Professor Joseph S.U.I0TAtVMa) 

MIAN & DIZICTOR OP POSTGRADUATE STUDIES 
FACULTY OF IEDICINE 
(LEDICAL SCHOOl)
 

UKAXERE13E UNIVERqSITY 

24 October# 1979.
 

http:Prellnin.ry
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WIiUAL UITIV :'ImZY ji =DICAL CHC L 
R 0V:1S237PIiG. POSITIC& OCTOflI 1979 -98 

MAN & DIRECTOR OP PO 1GRDUAT'. STUDIES --. Pllaed 

,P A.P SZ L TOTAL P' AP Z Z "'T.T.,I; p Ax ST I; Tt!.7. 

4OmTONY 1 2 5 9 1.1 1 1. 3 - 25 4. 6 
AfAESTITICS it, 1 2 4 0 1 2 4 

VISTrTUTT OF PUB.HaT i2 2 4 7 :15 9,2 2 1 2 7 3 5 8 

MICROBIOLOGY 3. 3.1 2 4 8. 1 - I - 2 -1 1 46A.SIST.G OLEG 11.o 2 7 13 3 - - - 3 1_ 2 _ 7 10 
-OPHTALIGY i.I. 1 . 5 - - 1. 1 - 1 2 4 

0TORHINOL IitNGOIEGY 2 5 . 1 * 212. 0 1 2 5 
PA.DIATRICS 12 1 4 1 - - 2 1 0 2 1 2 2 10 
PATHOIOPGPHYSI.GlfOLOGY II 2 .1 4 7 12 -2 "1 II 1 22 8ill 1 2 5 13 12 

It 

22 4 h.i
i

- 571 

PZiRNACOnOGY 1 4 7 - 3. - - 1 . - 6 4 6 

OPIOLOGY 12 IiPSYCH% G 1 2'- 2 2 8 - - - 2. 2 5 
It II 

II 2.g 

OATHO.ALCS it2 1 2 4 139 I- - . 3i 1 . 2 4 8 

BIOCHEMISTRY,,2 2 4 6 14 1 1 2 4 8 1 1 2 2 6II 
DETYSTRYi - 2 4- - - 1 1 - 2 4 6 
PHIOOY i 2 - . . 3. 2 6,,0 =- 4821 84 18 8 - 1 2 72 5 

*ThoseS ToePpae e9 ofr .h22.24 got tle grud 248 

"U I II 
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ILIARME U1TT'flSITY NEDICAZ SCHOOL 

UIWEEGRALUI.Z" STUDlENT NlUM=E 

YEALR N~o. 

YEr.I - 31 

Y'X.-_R I-- 114 

yEA4R III -- as 

YEA 17 - 95 
ynn V90 

503. 
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AZ.M~UflIVMSITY 1flDIC;.L SCHOOL
 

P~OSTGRADlUATE STM--1.T !TIMS 

IJ.1=D, AIM D.2P.H. COMElS, 1979/80 IAMD1C Xfl!LR 

=G9WDITOLX!COURSER OP STUMPlTS 

M.=Dn (1.OnIC1z) 9 
LI.IED (P?..nI~tCS) -0 

MJ.fl D. (SU,-,GBli-Y) -=~8 

H.M-D.(OBST/GYIACOLOGY) - 12 

- 2 
l.I=-.(Sycfl:.TflY) -4 

U.-=. (OPHTILLIOLOGY) -3 

9MHD.(PATHOI,OGY) -2 

DP.H. -13 

63 



APPENDIX G
 

SELECTED PRICE INDICES FOR UGANDA
 



Selected Price Indices for Uganda
 

Implicit 
Year GDP Kampala Low Income Price Index 

Deflator 
1960=100 1961=100 1966=100 1970/71=100 

1959 97.5 
60 100.0 
61 102.0 
62 104.0 95 
63 106.5 94 
64 109.4 105 
65 109.8 115 
66 121.5 118 100 
67 124.4 125 103 
68 121.1 117 100 
69 135.6 129 112 

1970 
71 

148.9 
167.1 

147 123 
138 100 

72 
73 
74 454.7 341 375 
75 546.7 410 451 '346 
76 610 
77 1133 
78 1240.5 1546 1024 785 
79 - 3000.0 

1980 = 6000.0 

Data Sources:
 

1. 	Republic of Uganda 1970 Statistical Abstract, Statistics
 
Division, Ministry of Planning and Economic Development,
 
Government Printer Entebbe, 1971.
 

2. 	Republic of Uganda, The Action Programme: A Three Year
 
Economic Rehabilitation Plan, 1977/78-1979/80, Ministry
 
of Planning and Economic Development, Government Printer,
 
EnteLbe, 1978. 

3. 	Commonwealth Secretariat, The Rehabilitation of the Economy
 
of Uganda, London, June 1979.
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Annex 	C
 

Partial List of Emergency Relief and Medical
 
Nssistance Promised or Provided to Uqanda as
 

of early July 1979 *
 

The following is a summary of relief and medical assistance promised
 

or provided to Uganda as of early July 1979, based on information
 

received from other international organizations and from the
 

Ministry of Health. 
It is almost certainly incomplete and inaccurate
 

with regard to details, and needs to be regularly revised and pdated.
 

1. 	 EEC
 

35 tons of corned beef, 880 tons of skimmed milk powder, 300
 

tons of butter oil, 4000 tons of maize/posho (by road from
 

Mombasa), and one planeload (size unclear) of medical
 

supplies.
 

2. 	 Danish Church Aid
 

23 tons of food and medical supplies
 

3. 	 Caritas
 

30 tons of food, maybe incl.uding some drugs
 

4. 	 Norwegian Church Aid
 

3 tons of medical supplies.
 

5. 	 Norwegian Government
 

US $1.0 million for input in the health sector as relief aid.
 

This aid may concentrate on the Mbarara and Masaka hospitals.
 

-Nearly 	all ti.e church aid was 
directed to religious missions in
Uganda, with very little supporting Government programs. Much of
the initial ICRC aid was also channelled through the missions.
 
SOURCE: Africare Report.
 



6. 	 International Committee of the Red Cross CICRC)
 

1 ton of soap, blankets and drugs were brought to Uganda
 

in the beginning of May for ute at Govern'ent facilities.
 

Two truck and four landrovers have been given to the Uganda
 

Red Cross. 24 tons of dispensary equipment and supply units.
 

$120,000 for purchasing hospital beds, bedsheets, furniture.
 

Swiss Red Cross is providing 50,000 Swiss Francs for
 

clothing, etc.
 

7. 	 Verora Fathers
 

6 Volkswagen Combis and 1 landrover with food and medical
 

supplies for the north of Uganda. 4 tons of additional
 

supplies funded by the Italian Government.
 

8. 	 Danish Red Cross
 

36 dispensary equipment/supply units
 

9. 	 Swedish Red Cross
 

US $ 600,000 provided by SIDA for emergency relief
 

10. 	 World Vision International
 

About $250,000 channelled through. African Evangelical
 

Enterprises including 2 Volkswagen Combi vehicles and
 

a 7-ton truck.
 

11. 	 Catholic Relief Services
 

EEC supplied food of approximately 100 tons
 

AI 



12. 	 German Government
 

1 large aircraft carrying baby food and medical supplies
 

to be distributed through Caritas.
 

13. 	 British Aid
 

Approximately $300,000 in dressings to the Minist-ry of Health,
 
and possibly $200,000 to repair the steam riant at Mulago
 

Hospital.
 

14. 	 EEC
 

Approximately $250,000 through the African Medical Research
 

for a vaccination program.
 



APPENDIX I
 

MEDICAL DONATION RECEIVED BY MINISTRY OF HEALTH ENTEBBE
 

FROM DONOR COUNTRIES AND ORGANISATIONS
 

AS OF 31ST JANUARY 1980
 



1Lnistry of Health, 
Med.ica Storesq 

POO. Box 16,
 

22nd Jamury, 1980, 

CP.2/43 

The rermenant Secretax7,
 
"inistry of Health, 
p.o. 	Box 8, 

NT:3BL. 

DUG) R:3CZIV":D PROM. AlaF ON EEC GRANT 22Z=/o 

C.U" IUTY DEI=1ITIOR.T. 

ICQ,0OOtab Phenylbutazona 200 mg 1287.00 

109p00 tabs Propanthaline Bromide 15mg coated *".00 

50,O00 - 1:uridazole 500mg 5278.00 

20,000 " ystntin 500,000 iu 123000 

100 1100,000 iu Vaginal 

50 vials Stibophen 6 41 lOOml 199920 
75 	 295.80 

29,000 Tabs Chlorpromazine 25mg 	 141,23
 

" 323,000 a 1573,01 

100 Tetanus Antitoxin 1.500 iu 

1 Tetanus Antitoxin 20POO0 iu 

20,000 Tabs Penecillin V 300mg (500,000 IU 4930.00 

105,000 vial Atreptomycin 1G Dry 7owder 16082.50 

972,000 tabs Sulphadimidine 500 mg 22103.28 

452,000 " Purosemide 40mg 6816.16 

6,600 amps Ox'tocin 51U/1A ml M.58 

TotZ1 DM w UR Shma.2A4.904._45 

J,V. O±du
 
fori Chief Tharmacist
 

http:22103.28
http:16082.50


20542, 20566, 20507 

TRUE COPY 
Vin-itry of elalth, 

Stores Division, 
O Box 16, 

CP.2/43 
24th October, 1979. 

IZDICAL DONATIC R.CEIV BY INISTRY OF HALA= ETRBIM 
FROL DONOR COGN:RIES AND ORGANISATION 

Ab AT list JANUARY IqAO. 

Drus Receivecd Prm Ciba-Geirr of itzariand on 8/6/ 

QUANTITY 

1. 34,600 tabs 

2. 2,500 Supp. 

3. 1,000 tubes 

4. 50,000 tabs 

5. 69,600 " 

6. 248,500 tabs 

7. 216,000 " 

8. 5,00 tubes 

9. 50,000 tabs 

10. 5,000 cape 

11. 200 bottles 

12. 2,000 caps 

13. 10,000 caps 

14. 15,000 tabs 

15. 3,000 tubes 

A CONSIGNT* 

PROM 

1. 3,500 kg 

2. 1 

3. 2 

4. 4,995 kg 


5. 3,360 


6. 11,232 


NAM OF DRUGS
 

Butazolidina 200 mg
 

Butazolidine Suppositories
 

Butazolidine cream
 

Haidrox 25 mg
 

Hygroton 50 mg
 

Ihgapyrin
 

Narol
 

ocacorten - Vioform cream
 

Nexaform
 

Renalin
 

Rizractans Syrup 

Spasm plus 

Gibelin
 

Tanderil
 

Tanderil cream
 

T OF LZDICAL SUI'TLIES OP 36 TONS RECEIVE 

DANCHURCHAID OF DENYAXJX ON MO/6/Pq 

Dried Milk Powder 

A small generator 

Refrigerators of 3 

Powder soap 

lospital soap 

Tland soap 

packed in 25 kg 

of 40 kg 

cuo ft.
 

..... ego... / 
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1. 1,000 Disposable Infusion mets 

2. 5,000 Surgioal S1Mew Sterile size 15 

3. 10,000 3 	 w' 

4. 21 doz, 2thioon. Catgut "lain 2/b 

5. 21 doz. Chromi 0 

6. 21 doz " I. 

7. 100 pieaec Foleys Icthetors 30-45 Inc Bllor 130-16 

8. I00l piec " " 130-18 

9.1 00" U " 130-20 

10. 100 " 130-22 

11, 25 Ryle Tube 120 m 10 CH 

12. 25 " " 

13, 15 U U U Z-r9LT14CO 

14. 24 " 18C H " 

15. 87 dos Ethioon C-tgut "lain size 2/t 

16. 87 doz Chromi size 0 

17. 87 doz U U U 1 

18. I8dosd z U 2 

19. 1,500 pieces Latex gloves non-.sterile sise l 

00-.LIMT 

1. 4000 x 10 ml Insulin Soluble 40 Lou*/ml 

2. 5000 x 10 ml Insulin !MH40 i~u./u1 

3. 2000 x 10 ml Insulin Protamine Zinc 40 i.ue/ml 

ANTOI:I0'1S 

1. 20,000 	 viols Ampicillin 250 mg/Avial 

2. 	 7,700 vials Benzathirn Penicillin 1.2 mega 

"3. 10,000 Long ;-oting 1enzathin, -enioillin 

4. 1,000,000 caps Tetraoycline CL 250 mg 

5. 219,000 cape Ampioillin 250 mg 

6. 10,800 	vials Benzyl Crystalline -enioillin 

7. 10,000 	vials ?rocaine "enicillin ?ortfied 4 moga 
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8. 13,120 bottles Ampioillin Syrup Powder 

9- 36,000 caps Erythromycin 

INJ:CTICNS
 

1. 250p000 amps ..Inj. Diazepan 10 mg/oml 

2. 100,OO0 " 0 Rrgometrins ftloate Oe5 zgl 

3. 10,000 0 W 07iooin 5 i.u/aLz 

4. 111,200 " " Chloroquins Phosphate 5ml 

5. 100,000 " Chloroquins Phosphate 2ml
 

6. 2,400 vials Inj. Hydrooortiaone Sodium Suooinats 100 mg 

7. 3C,000 amps Ergometrine Maleate ..0o
 

8. 10,000 " " Ergotooin (Ergometrina Oiqtooin) 

9. 15,000 " I.M. Iron (Soanferon) 5 ml 

10. 	 1,000 ott. Infusion Taevoluse 5.25%
 
x 500 m
 

TABLETS
 

1. 1,O0,000 tabs Temisol 40 mg
 

2. 373,000 tabs Tolbutamide 500 mg
 

3. 491,000 " Chlorophemiramine Maleate 4 ag' 

4. 600,000 " Thiabendazole 500 mg 

5. 200,000 " Aspirin 500 mg 

6. 2,000,000 tab Ohloroquine Phosphate 250 ug 

7. 800,000 F
Perrous Sulphate 200 mg 

8. 150,000 " Prednisolone 5 mg 

9. 100,000 " D.L.Alpha 'ethyldopa 250 mg 

The total cost C.I.F. Dfl. 1,900,000 including freight 
charges Equid. to Ug. She.3,800,000/-

Drugs Received rom "fizer Taboratories Ltd. An 10t/q
 

1. 500 vials Inj. Streptomyoin Sullphate 1 gm
 

2. 500 " " " 	 5 gm
 

3. 500 " " P.F. 400,000 i.u/vial 



4. 500 vials 

5. 600 tabs 

6. 3,000 

7. 500 Xmpa 


8. 50 bottles 

9. 100 tubes 

10. 	 1,500 tabs 


11. 	 100 tubes 

12. 	80 tubes 


These were 

Igo P. .. 800,000 i.u/vial
 

Oom~brim
 

Diabenese 250 mg
 

Inj. Terraucin I.Y. 100 mg
 

Syrup Combatrim 15 ml
 

Terra Cortril eye/ear Suspension
 

Obron (Pultivitamin)
 

Terra Cortril skin ointment 5 mg
 

Terrsmyoin Eye Ointment
 

received from Battist "ission .'1inia on IOA/7q 

1. 640 cases 12 per case Dextrose 5 Injeotion 150 ml 

2. 200 " " " " 	 250 al
 

3. 48 " " N N N N N 500 =1 

4. 80 " N N N N P N 1,000 Ml 

5. 150Case 12 per cane 	 & HaN 0.2% Inj. 250 ml
 

6. 25 "-0 	 5 0 ml
 

7. 90 N " - N " N - U 1000 l 

8. 231 cases 12 per case 	 Dextrose 10000 m7
Lactated Ringers 5%,. 


9. 28 " " Dextrose 100 Injection 250 ml
 

10. 190 W P N N Nacl 0.9% Injection 250 .l
 

1i. 1,000 oases 6 tins P/t Nutrition Suppliment Powder "Ayd" 16 as.
 

12. 	 1,000 " 12 tins 
P/oase Aspirin Powders 'B-0" 10 gr. 

13. 	6,680 doses :.aules Vaccine
 

14. 	17,954 doses Rubella Vaccine
 

15. 	3,550 doses 'eump1, Yeaslets and Rubella and Vacoine 

16. 	700 doses easleas and Rubella Vaccine
 

Thrse were Received from Rous-al Tabolmtnris Ltd U.K. an /./7q
 

1. 2,000 packets 


2. 2,000 bottle 


3. 1,000 tubes 


4. 400 amps 


5. 200 amps 


6. 1,293 


Sofra Tulle
 

Sopradex Eye/ear Drops
 

Soframyoin eye drops
 

Cidomycin 80 mg/2cc
 

Cidomycin 20 mg/2cc
 

Suppositories Prootosedyl
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"MEDETORES" 	 Medloal Stores,
P.O.Box 16, 

20542,20564, IITEBM. 

CP.2/43 	 19th Novnber, 1979. 

Permanent Secretary/D. M. S. 
Ministry of 	Health,
 
P.C.Box 8, 
ENTEBBE. 

REF: DONATIONS RECEIVED FROM 
BAPTIT MISSION JINJA 3Z11/79 

The Baptist Mission at Jinja has again generously 

delivered the following items on 3/11/79:-

I. 	 . Ayds Nutritional Suppliment - 580 cases x 6 tins 

a 3480 tins. 

2. "B.C." Aspirin Powders - 750 x 12 	 pkts z 100 doses 
-	 900,000 single 

dome Powders. 

3. Infusion Dextrose 5p. - 150 ml bottles.
 

-	 260 cases x 2 bottles 

a 5,000 bottles 

4. Lactate Ringers 1000 ml bottles -	 123 cases x 2 bottles 

1478 bottles. 

This supply 	is in addition to:
 

(a) Vaccines received in Zltebbe and already issued out 

(b) Infusion Fluids, which the Baptist 	Mission kindly
 
delivered to our various Hospitals Up-country
 
particularly in the last.
 

The Ministry is indeed very grateful to this generous
 
donation being given to us through the Baptist Mission in
 
Uganda.
 

Joha Ruberantwari 
CHIEP PHARMACIST
 

c. c. Mr. James Rice, 
P.O.Box 1310,
 
J 	 NJA. 



31. 10 B.B. paints for Training Schools
 

32. 25 B.e. Dusters for 	Training Schools.
 

B.B. Brushes for Training Schools,
33. 10 

paint brushes for Training schools34. 	 10 Black board 

ink for 'V.O.H. Headquarters35. 5 tubes Duplicating 

36. 10 paper punches for X.O.Hk' 

37. 500 Yanila File rIolders for 

38. 	 10 packets paper pins for 

1 - 3 for L.O.H. Headquarters39. 90 Packets paper clips No. 

40. 4 Boxes Biro pens for '.O.H. Headquarters 

41. 10 dozens/for ".O.H. Readqua-tere Pencils 

2. 4 Dozen Rubbers for "'.C.H. 	Headquarters 

43. 	 20 nulers -lastic for ' .O.H.. 

= 
44. 20 packets Acco Fastners for M.O.H. 


45. 100 Field note Books for :.O.H.
 

46. 101 Shorthand noteboo:s for " 

47. 	 2 Typewriter Erasers/brushes for ..O.H. 7eadquartsrs 

4 15 x 10 for ?'.O.H. 048. 22000 Envelopes sizes 9 x 

49. 150 Reas Typing/tu4icatilng papers for " 

50. 50 Typewriter Ribbons for 	T,.O.H. eadquarters 

51. 10 bottles Dupnlioatin7 ink for W 

52. 5 Boxes Stencils for T'.O.H.
 

53. 10 Boxes Carbon pepers F/% 	for 2.O.H. 

54. 10 Bottles correcting fluid for W 

55. 5 stapling machines 	 -iTZXW for " 

56. 20 packets stapling 	pine "OFREX" for Y.O.H. 

57. 2622 Textboo':o for Training schools 

*or "'enro "Tosnital 

and Surgioal4 'acknes of miscellaneous second hand Vedical 

items - Gift from Canada.
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inistry of ealth,

Stores Division, 

P.O. Box 16,
 
E5TEBE. 

20th Deoember, 1979. 

The qon. Tinister of Health, 

Dear Sir, 

Re: DOTr.TION RECIVED FROM U.S.S.R. RED GROSS 
Orr 16T DECELMER .I 

The Red uross of the U.S.S.R. sent us the following donAL

tion on 16th December 1979t

1. 3,600 amps Inj. Amidopyrine 40 

2. 10,000 vials InJ. Soluble penicillin 1 mega 

3. 2,300 rolls Small Rolls ootton wool
 

4.* 	 3,600 "bettles Tincture COfllrSllia 
Vallaria 
Belladonna
 
Tentol 

5. 1,600 amps InJ. 7ikethamide 25," 1 gm 

6. 18,900 vials Iuj. "rocaine 0.5%5 gm 

7. 175,000 tabs Sulphathizole 0.5 gm 

8. 11,200 caps Oncillin 250 mg 

9. 2,700 rolls Gauze '*.O.V. 3" 

10. 256 x 0.5 kg lItivitamin Grannules 

Ii. 9,000 vials Inj. Streptomycin Sulphate I gm 

12# 100,000 tabs Sulphaguanidins O05 gm 

13. 11,200 caps Tetracycline 250 mg 

14. 7,500 caps chloramriheniool 250 mg 

15. 3,000 vials Ecomonovooillin 600,000 i.u. 

16. 1 Soniazid nowder 1.5
 

16. 18 x 1.5 'g 1 Soniazid rowder 1.5 kg 

17. 3,200 caps Ampicill:.n 250 mg
 

18. 3,400 amps Inj. Vivamin B12 1000 crogrsm 

19. 3000 x 20 dose Cholera Vaccine (Expiry let Jan. 1981) 
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I suggest a letter of approciation be written to them 
through the Russian Ambassador in Uganda, an it is the Embeay 
that handoed over the drugs to us. 

Yours 	faithfully$ 

J. Ruberantwar 
Cb ef Pharmacist 

o.c. 	 The Deputy -inistcr of Health, 
rinistry of Health, 
D.C. Box 8, 

The Ag. Permanent Seoretary/ys.e
 
Vinistry of Health,
 
P.O. Box 8, 
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Ministry of Hea'thi 
Storea Divishont 

P.O. Box 16, 

20th December, 1980. 

The Non. ,'initer of Health, 

Dear Sir, 

Re: ORAL rCLI0 VOTC3fE FROM UNICEF AIM 
lABI:Z VACCIIlr FROM AIRE? 

On 17th December, 1979 we received the following: 

1. 5.000 Doses oral 'olio Vaccine 
from C1' NINairobi (Expiry 24 months from 

August 1979) 

2. 50 doses Rabies Vaccine from AAIW am part of EEC grent to 
Uganda total cost Zhs.7,500 i.e. at 150/- per dose 

Yours faithfully, 

John Ruberantwari 
Chief rharmacist
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Ministry of Health,
 

"MEDSTORE" 	 Stores Section,
P.O..Box 16, 

20542, 20566, 20507 ENTEBBE. 

CP,.2/43 	 23rd November, 1979. 

Permanent Secretaryp 
Ministry of Health,
 
P.O. 	Box 8,
 
NTEBiBE.
 

Ref: DRUGS RECIEVED PROM EEC GRANT THROUGH AMREF 
OP NATRC BI 

The following items were received bi this Ministry from the
 

EEF grant through AMRZF Nairobi:

1. Cn 31st October, 1979 - Anti-rabies Vaccine 100 apa. 

2. On 14th November, 1979 It" " 100 amps 

3. On 31st October, 1979 - ATS 1,500 i.u./ampa 830 amps
 

4. On 14th November, 1979 - Injection AELARISEPROL 783 vials. 

Unfortunately, these came without invoices and therefore, the
 

amount of money spent on them is not yet known.
 

John Ruberantwari
 
Chief Pharmacist
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TM L1iT OF T:'INGS RECI:IVE= FfRtO AbEF 
ON 'Oth NOVEMIMR ),979 

CS ETEBBE
 

lo 1 Refrigeration Equipment for cold room 

2o 2 +H* Condensing Units. 

2 Heating Elements for Electrolux Refrigerstor.3-

4. 2 Tyres 158 x 12 *'. Ctx for f't Bagums 

5. 5 Olympia Typewriters
 

6 	 4 F "ol 4 Drawer Filine Cabinets 

S"..r.{E FOR FIAT 

7. 14 Tyres 825 	x 20
 

8. 14 Tubes 825 	x 20
 

9. 4 Batteries
 

10. 2 Alternators 

11. 2 Starter "otor.
 

12. 3 light
 

13. 2 "'irror3 

14. 1 Switch 

15. 2 /'Glasses 

16, 1 Rubber 

17. 2 0 aps
 

is. 4 S.A. (Invoice 234176)
 

19. 2 "inders 

20. 2 covers 

21r 1 Cross RearinC 

22. 4370 Amps ivaquine Tnj. 2mg. Exnired August 1979.
 

23. 1000 x 1000 	 tabs Thiorocsuine 

24. 275 kg Sodium Chloroquine = 11 bags. 

2-. 72 dozens 'lastic Adhesive Plasters 3" 

26. 4000 Note books for Training Schools.
 

27. 2000 Biros for Trainin Schools
 
/ 

28. 2000 rencils 	for Training Schools
 

29. 500 r-asers for Training Schcols
 

30. 50 Boxes of chalk for Trainging schools
 

.e..es../2
 



Thene were received from Oxfam 7.r. on JO'7q 

1. 	 588 dos Bandages TW.O.W. 501 X 5m 49 X 12 don 

2. 	 290 rolls Gauze Absorbent Medium 50m 29 x 10
 

3. 	 360 "o Crepe Bandages 5x6x.2 

4. 	56 doz Zinc Oxide Plauter 7.5om r S5 x 7 x 8 dos. 

5. 	2,112 rolls Cotton Wool White 44 x 4 dos* 176 dos x 12
 

6. 	 60 rolls 5 x 12
 

7. 	600 pks of 5
 
blades Viife Blades No. 154 z 20
 

8. 	EC pka of 5
 
h2.ades " 154 z 20
 

9. 	pkts of 5
 
blades " " 24 3 x 12
 

10. 192 	No Needles No. 1 16 x 12
 

11. 288 	'1o " " 14 24 x 12
 

Scalp vein sets:

12. 130 	sets 1.6mm x 1.9 am 

13. 130 	sets 0.8mm x 1.9 am 

These 	 were received from -.. o, through W7.H.0. Programme 

,oordititor in Ugpnda on c/2 

1. 	20,100 amps Inj. Suramin
 

2. 	50,000 mlis Cholera,Vacoine 

Received 	on 21A/Tq
 

1. 	22,440 bottle Hartman Solution
 

2. 	 436,000 Tetracycline Caps 

3. 	2,016 tins Powdered ?.'ilk for premature babies
 

4. 	1 Filing Cabinet 

5. 	 1 Duplicating Machine 

These were received from UNICEF on 18/6/1q 

i. 	100 ratcrnity Fits for Health Centres
 



LIST MP WUNTP OW0= 02~T~A?1njAWAj 

1. 	 100 Medical Kits for Uealth Oatru. All the. were distributed
 
"cording to allUocat ion.
 

2. 22 	 Most;,dteosein 	 2ea//10 

3. 54 Yerasine -aall Refrigezstor. 610
 

4 2 Isroeizie Ijig'. Re7izprtorm */97 Z-


5. 20 	 Ladiou Bicy'nloc W610179 

6. 51 	 Seater XLemnta 2/1/26 

7. 75 	 Befripztor. glasc dimW 

8. 300 incon&s ThbB culi:z 1.1
 

9* 300 aBrrezd &ilaas
 

10. 300 don " Needles 0.45x1 z 26C 

lie 21,700 AmpwZw.~ns ud cride received 

12. 10 Hospita.l beds (Labo Beds) 	 27/11/79 

13. 160 Delos Cotton wool z 100 rels z SO :p ' 8/11/79 

14.
 

DL. 20 2,000 mImifttaup1'ozoid 10eie 2/10/79 

DL 22 19000 Amps z 10 dose B.C.G. Ynootmve U 

DL 24 2,000 x 10 does trile antisema 

DL 29 5,000 dmwao'l polio Vaccine U 

DL 28 27,000 doses measles Vaccine 19/2/80)fitire. 

DL 29 45,000 dots otel polio Vaccine 0 U)Intftu4** 



' Y "-77- 7A' -CC UGA'A C...V.. 

BY HuLAAo HOSPITAL 
RE. Fl :*1'.M0,? ITEM :UAI ITY 

2 

-' F.. C' - " 

Bl-ckbboard BrushesU.S.*. 

& Midwives 2755Booi:s for NursesU.S.A. 
1280
Bal point pens 


, encll:z 1280
 

,, Z9.sat12180
 

,,3cxrc- o' chs-Ik I0
 

Blac: "rI Dusters 5
 

,, 2l'ck b:ard Brushes 2
 

.-- .-- : .ha:i Trouser 250
 

Jackets, *.;-St. 300 

10 AO , Autoclove 

.,plarin.' _n cuttinE tools 2 sets
 

1Gas leak 

'2i~:tc p clocks 10
 

,, Dia-nc." sit 2
 

, - :'.chine 1
 

,,±c~u-:orotocit contrigu~e 4 

rz..!j o:.table electric motor 20 

"..n ecrew friver electric 6 

Hack sa'.'; frame 6 

,,t .2 files for workshop Z6 

m-acr 4 

,. .. cable 1 

five extirCushers" 21 cali;Lders 

Pcst-'.ortum set complete 6 

-irj: ... for .uses 2-

m-cines 

os-C7 iCr A!-A 

-u-hic- are out of stock and are"o'ever, other 

ur..-!. -1y gl.:d are: -,LO ?later all sizes, Cottcn 7.'oo1,
 

- oe 
r-e -- re:, Lcrync:? cells, Cellctapc, "up and
 

Cpe !n :cat zntfcr etc.
 

Ycur: sincerely,
 

.7. CCHOKAN. 

for: SICTLIES OFFICS2.
 

3120 
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TRYPANOSOMIASIS CONTROL PROGRAMME
 

Section I BACKGROUN D AND SU??ORTI!M INFORMATION 

Justification of the Project
 

Trypanoeomiasis has been an important diseme inUgand. 
Since 1895, there have been four major epidemics. The first 
waa Gambian sleeping sickness epidemic 1896 - 1922, which 
claimed as many as 250,000 deaths in Uganda. The saeoond was 
the Rhodeziw. outbreak of 1940-1944. A third Rhodesian type 
epidemic ocoireC1 in 1356 - 1958, when it occurred partiularly 
amonL fishermen0 The fourth was the Rhodesian epidemic of.
 
1971 aroun! Luuka oounty of Busoga, District. The present 
increased incidence started around 1976 and has since affected
 
at least 20,000 people. 

Today (January 1))) at ltwt20ne: cases are detected 
and confirmed by microsoopy at the3health oentres that 
have been chosen to treat these cases. This is equivmlent 
to 1,800 cases/month or nearly 20,000 cases/year. This oy 
represent as little as only 10,. the actual number of new cases 
existing;. 

The coursc of the disease in recent epidemics has
 
appeared to be more ra idly fatal, as people were reported
 
to have died even before the sleepinG phase wes reached.
 

Before the onset of the present epidemic less than 100 
cases were re-:orted annually, which is the number reported 
d~i2 toaa:1 Tr--paosomiasis, & disease affectin 2 man and 
his domestic animals still occupies over 409000 Km of Uganda 
an.. is enlaic in the Southern areas of Busogr, Bukedi and 
to sonie extent ;.st Nile district near Koyop in the north of 
the co-intry. The presan epidemic oavers 2,000 sq.km in 
a no-, are; plus 5,00X 1n in the traditionally endemic area. 

The disease is transmitted by tw species of Glossina
 
namely G. fuscipes and G. pallidipes. The third species
 
G. brevipalpis which occurs in this region appears to play 
no significant role in the transmission. The trypanosomiasis 
of economic importance in this region, are Tryoanopome brucei 
group, T. Gambiense, T. oongolause and T. vivax * The trypano
sordasis are kept Llive by a huge servoir of wild game. 
The control of the disease can theoretically be achieved either 
by total elimination of the tsetse fly or by removal of the 
game acting, as a reservoir or by removal of the game acting 
as a reservoir or by chenetherapy treatment. Howevert because
 
of a cor~lx medical ad veterinarj eoological aystem of 
the species of tsetse and the pathogenic parasites, only 
a limitea success has been achieved. This coupled with the 
current constraintb, analack of active suppbrt from the last 
regime has b:en ::esponsible for the break up of the control 
measures and the e.eration of the present ep1emic. 

The current control measures is beinr, carried out by
 
the Veterinary Public :Iealth, and Vector Control Divisions
 
of the Ministry of Health, in the collaboration with the 
Tsetse Control Division of the Kinistry of Animal Resources 
and ouEsbandry.of the in areasMost activities these have 
virtually come to a halt due to the war situation and the
 
breakdown of transport, equipment and other logistic facilities.
 



The need to rehabilitate and resuscitate theme activities
 
is thus important, particulazy in view of the ever increasing prevalence

of the disease in the affected areas. The gL%6n socio--secoomic
 
importance of the disease can only be 
abated bT improving and strength
eninG of the anti-epidemic efforts.
 

Institutional Framework 

The Veterinary Public Health division .together with the Vector

Control divisions Pre already well established within the Ministry of

Health. A Veterinary Public Health officer, and 
an Entomologist, and an
Assistant Director of ,,edical Services in charge of Public Health will

be responsible for the overall supervision and coordination of the
 
control activities and initiating the 
present inter-ministerial
 
ooordir.ting mecharisms. 
 &,. 	 of the executing divisions have their 
own specific phyical and buagetini' provisions that will ensure conti
unity, but lack transport, logistic suppliez, and drug.
 

Provi:ior. of Government Follow ur
 
Central Follow up:
 

As stated above the Veterinary Public Health Division/

Vector Control Divisions are well established within the Government
 
uivil cervices ani it is intended! tc further 
train field staff through
or4iz .tic i of refres.er courses &ai seminu-y by experienced officers. 

The Veterinary Public Health Officer at the Ministry of
healtl- he equartc=,in conjtz-ction with the Epidemiological and
Statistical Unit will ensure oonstanit follow up and monitoring of the
 
Control activities.
 

At Jusoza Listricte 

There is a sloeping sicimess inspectorate based at Jinja.
It is headed - sleel;in6 sickness inspector, a deputy; 8 supervisors
at the oo nty/sub--oounty levels; and 50 sleepine sickness Orderlies
and sleeping sicklezs catchers at the parish levels. The duty of 
the sloe. ing sickness orderlies at the parish level is to do screening
of their villages and parishes and transit the detected patients to 
the suwoounty/oounty and eventuals to the health centres for treatment. 
Otherlelated Activities 

When the programe is reactivated following injection of
logistic support, it is hoped that the aotivitiw will be enlarged and
extended so as tc be a component within the integrated national 
prima.- health care system which is envisaged, Health Education 
efforts will also be intensified. It is also hoped that eventually
Uganda will establish a zoonosis centre for the African region and 
this experience will be useful. 

The proranrie will also cooperate and oollaborate with
the b:-dL Tr-ypanosomiasis Research Organization at Tororo, in various 
reseac: .zndAontrol act iviti es &oru t I At.7 

Sec~ic:I BJ~2 *.Z C TZP:'JDCT t'-r - ---
Ionr, 	Range Objectiveca 

This programme is intended to develop and re
consolidate on a comprhiensive and integrated bads our 
surveillance mechanrisms for the eventual eradication of 
human sleeping sickness in Uganda. 

Immediate objectives: 

(i) 	 Immediate and urgent rehabilitation of the Trypanosomiasis
control activities in Busoga, Bukedi and West Nile districts,
with a view to intensifying surveillance and controlling 
the disease. 

http:refres.er
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(ii) Rehabilitate the VPH division, Vector Control division, Sleeping
sicknes Inspectorate at L by way of transport and equipmente. Jinja. 

(iii) Provision of drugs and facilities for ewrl7 diagnosis 
and treatment of cases, and drugs for prophylaxi . 

(i,,) 	 Improve the notification system.
 

Section III WORK PLANg 

Ae Project Activities Lootion Stating date/ 
duration 

(i) 	 Urgent Rehabilitation a) Ninisftry of 
of the Tryp. control Health Hqo. June 1979 
activities. - Vector Control continuous 

Division. 
- VeterinW'y Publio
 

Health division. 

b)Busoga, Bukedi, 
WeNile Distso
 

*)Xit. of Vet. 
& Agriculture. 

(ii) 	 Organizig Survei- ) cntral Epide. ooimus 
llance activities & Stat. Unit 

b) 	 Uganda Trypano
somiasis
 
Research Organi
sation, Tororoe
 

o) 	 Sleeping sickness 
Inspectorste, Jinja 
& Bukedi districts. 

(iii) Provision of drugs a) Buaoge4 Bukdip 
W.Nile ontinuous 

(iv) 	 Provision of 
transport/equipment a) Min. of Health 

for wapervision. 
b) 	 To eaoh of the 3 

affect 'd 
distriut, for 
surveillance and 

prWaying a-ti
vitieso. 

B. 	 o)To Ug da Trypa
nosomi±asis 
Research Organi
sation at Tororo. 

B. 	 Description of Inputs (assistance) reauested 

(i) 	 Ass ignment of Rxpatriarte (international)- personnel.
An expert who should be of a aedical/veterinary 

backjound with ppstgraduate training in epideniologr, will 
be required to work as an Epidemiologist attached to the 
Uganda Trypanosomiasis Research Organisation at Tororoe He 
should have a wide experience in the oontrol of ionosese 
He 	will work in close oooperation with the director of
 
research organization and will assist In epidemiological
 
studies and surveys intended 	to improve and strengthen the 
control activities. He will 	where possible render serv'aes
 
to 	the 3 ministries responsible for sleeping sickness control 



viz, Health, Yeterinazr Servioos and Agrioulture A Senior
Entomologist to direct the Vector Control in also requered. 

(ii) Provision of suboontractual services 

None* Lrovision for training 
(iii) Provision for trailing of a national 	counterpart of theepidcelologist is further requested so as to maintain

eovrinuity. A medical/veterinary doctor shall be asigned
to under study -he expert before he Ses for 	his training
fellowship ' 12,0001 and expert for 2 years. 

S48,000 x: 2 
(iv) Provision for Transport, cmipraent and Supplies

a) (i) To facilitate control activities the following is
 

re uested in form of transports
 
- landrovers and 4 pickups 
to be used as followu$
2 landrovers and 2 pickups for field work in Bueoga;
1 landrover and 1 piokpu for the same in Bukedi;1 landrover and 1 pickup for the same in We Nile;
districts 	1 landrover at Tororo for epidemiological
 
services; 1 landrover 
for supervision at the
 
headquarters of the Ministry of Health.
 

0Veoeeeeeeeoeeee.. 
 100,000.
 

(ii)MotocYcles (15) for supervisors of sleeping sickness
Inepectorate, inBusoga (8), Bukedi (4) and Nadi 	 (3)district. 

(iii) Bicycles (100) for the parish sleeping sickness Orderlies
in Busoga 	(50), Bukedi (30) and Madi (20) districts. 

b) Laboratory suppliess and equipment is also requested as followss. 

- 11 Microscopes for field 	work, 2 to etch team, and 1 at Kiyunga
Health oentre, Nankandolwe, and Namungalwe health centres* 9 5,000 

- other laboratory supplies 
- Insecticide spra ring equipment 10 sets 9 10,000 

c) D 	 - for human chemotherapy 
- Suramin 120,000 doses 
- Mel B 130,000

For P i) Lomotion 100,000 doses U1
 
ii Germanin 100,000 doses 

d) Description of Government inuts 
(i) 	 Pro-reuisite activities
 

As mentioned earlier, there exist 
already organizedadministrative units with staff and 	budgetary provisions 
a) The Central@Og 	

Epidemiologisal and Statistical Unit
 
of the Ministry of Health.

b) The Veterinary Public Health tivision, Ministry 
of Health. 

o) The Project Manager, who will be the overall 
in charge 	of supervision of the activities of

the programme. The Veterinary Public Health 
Officer will act in that capacity. 

(ii) 	 Financial obligations
 

The government 
 will continue financing salaries of
local personnel as well as other 	local facilities
utilities as has been the 	

and 
case in the past. The

idemiological vote, (which is 	 equivalent to about 
5 0P0 of 	 local curency) will continue to supplement

the DrO nCyt Sam +hk na.a n4-



- 5 

(iii) A8ssi=Ment of National Staffs 
The Assistant Director of Medical Servioes/fublio Health 
is responsible for the overall supervision and oordination 
of the project. The vatorinary Public Health Officer will 
act directly an the project manager and will be r sonsible 
for drawing up of programme, inte Linisterial coordination 
and mnitoring of the project* 

A medical/veterinar- doctor will be Assigned as a 
national ocunterpart to the expstriate spideciologiat 
at Tororoe 

(iv) Government provided suwplies and eIpment 

Apart from the physical structures (buildings, office 
aooomodation) most of the sup;lies andeuii ment 
including trsansport waa destroyed or looted during the 
ware Goverzment, howe~er, hopes to provide adequate
secretarial and office facilities for U4 program.sae 

\
 



APPENDIX K
 

SELECTED BIBLIOGRAPHY
 



APPENDIX K
 

SELECTED BIBLIOGRAPHY
 

I. 	African Medical and Research Foundation, "Areas Identified by
 
MOH and AMREF for AMREF Project Development," Nairobi, AMREF,
 
January 1980, mimeographed.
 

2. 	Africare, "A Program of Emergency Assistance to Uganda." Submitted
 
to the J.S. Agency for International Development, August 2, 1979,
 
mimeographed.
 

3. 	Bennett, F.J., "Report on Visit to Uganda, 14-18 January, 1980,"
 
Nairobi, UNICEF, January 1980, mimeographed.
 

4. 	Commonwealth Secretariat, The Rehabilitation of the Economy of
 
Ugand, A Report by a Commonwealth Team of Experts, in two
 
voliiiis, London, Commonwealth Fund for Technical Cooperation,
 
June 1979.
 

5. 	Dunlop, David Wallace, The Economics of Uganda's Health Service
 
System: Implications for Health and Economic Planning, Ph.D.
 
dissertation submitted to Department of Economics, Michigan
 
State University, 1973.
 

6. 	The Experiment in International Living, "Uganda Trip Report:
 
Needs Assessment and Project Reconnaissance," EIL, mimeographed.
 

7. 	Fleuret, Patrick, "Draft Background Papers: Community-Level
 
Conditions and Development Assistance Needs in Uganda," Draft
 
report (mimeographed) to USAID, February 2, 1980.
 

8. 	Foster, W.D., The Early History of Scientific Medicine in Uganda,
 
Kampala, East African Literature Bureau, 1970.
 

9. 	Hall, S.A., and Langlands, B.W., eds., Uganda Atlas of Disease
 
Distribution, Nairobi, East African Publishing House, 1975.
 

10. 	 Hollway, Jane, A Survey of Church-Related Hospitals in the Angelican
 
Province of Uganda, Rwanda, and Burundi, Kampala, Church of Uganda
 
Provincial Medical Board, 1972.
 

11. 	 Institute of Public Health, University, Community Health Teaching,
 
A Handbook of the Institute of Public Health Faculty of Medicine,
 
Makerero University, Kampala, 1975 & 1979.
 

12. 	 Kazungu, David, ed., "Report on an Evaluation of Food Conservation
 
Proaramme in Uganda," Kampala, UNICEF/Ministry of Agriculture, 1978.
 



13. 	 Kazungu, David, ed., "Report on an Evaluation of Applied Nutrition
 
and YFACs Programmes of Young Farmers of Uganda," Kampala,

UNICEF/Ministry of Agriculture, 1978.
 

14. 	 McDowell, Jim, ed., Village Technology in Eastern Africa, A report of
 
a UNICEF-sponsored Regional Seminar on "Appropriate Technology for
 
the Rural Health Family" held in Nairobi 14-19 June 1976, Nairobi,
 
UNICEF Eastern Regional Office, 1976.
 

15. 	 flirtistry of Health, Republic of Uganda, Medical Services Statistical.
 
Records,.Fiscal Years 1967/68 through 1973/74, Government Printer,
 
Entebbe.
 

16. 	 Ministry of Planning and Economic Development, Republic of Uganda,

The Action Programme, A Three-Year Economic Rehabilitation Plan,
 
1977/78-1975/76, Entebbe, Government Printn-, No date.
 

17. 	 Republic of Ugand2. "White Paper on the Report by Commonwealth
 
Team of Experts," October 1979.
 

18. 	 Republic of Ugpnda, Uganda's Plan III, livrd Five-Year Development
 
Plan, 1971/72-1975/76, Entebbe, Governmenc Printer, No date.
 

19. 	 UNICEF, "IYC Household Sample Survey on Situation of Children in
 
Uganda, 1979," Kampala, UNICEF, 1979, In process.
 

20. 	 UNICEF, "UNICEF Assistance to Uganda: January 1980-June 1981,"
 
Kampala, UNICEF, 1980, mimeographed.
 

21. 	 United National Liberation Front, The Economic and Social Policy of
 
the UNLF.
 

22. 	 World Bank, "The Rehabilitation of Uganda - A Preliminary Progress

Report," IBRD East Africa Region Working Document, mimeographed,
 
November 2, 1979.
 



APPENDIX L
 

PERSONS INTERVIEWED BY THE
 

FHC TEAM IN UGANDA
 



APPENDIX L
 

PERSONS INTERVIEWED BY THE FHC TEAM IN UGANDA
 

Eric Norberg, African Medical and Research Founcation (AMREF), Nairobi
 

Mr. Munk, DANIDA Representative, Nairobi
 

Mr. Salvo, International Committee of the Red Cross, Nairobi
 

Mr. Urs Ziswiller, Head of Delegation in Uganda, International Committee
 
of the Red Cross
 

Mr. Peter J. Reitz, Director, CARE-Uganda
 

Dr. John Fowles, Orthopedist, CARE-Medico Project
 

Mr. F. Strippoli, UN/FAO/World Food Programme Representative, Uganda
 

Mr. J. G. Quinn, First Secretary, British High Commission, Kampala
 

Mr. Benjamin Brown, Assistant Resident Representative, UNDP, Kampala
 

Dr. Joseph M. Luyimbazi, Pharmacist/Director, The City.Pharmacy D.C. Ltd.
 

Mr. Tue Rohrsted, Delegate of the Commission of the European Communities,
 
Kampala
 

Mr. Paul Symington, Representative, Lifeline Relief and Development
 
Services Intl. Ltd.
 

Prof. V. L. Ongom, Director, Institute of Public Health, Makerere Medical
 
School
 

Dr. T. Rugyama, Director, Makerere Institute for Social Research
 

Mr. Frank Gasasira, Permanent Secretary, Ministry of Local Administrations
 

Mr. Jim McDowell, UNICEF Representative, Kampala
 

Dr. J. F. B. Mujabi, Deputy Medical Superintendent, Mulago Hospital
 

Mr. John Bulinda, Coordinator of External Assistance, Ministry of Planning
 
and Finance
 

Dr. Rubugesa, Private Physician, Katwe Clinic, Kampala
 

Prof. Joseph S. W. Lutwama, Dean, Makerere Medical School
 

Dr. Bakojja, Permanent Secretary, Ministry of Health
 

-l



Hon. Peter Sebuwufu, Minister of Health
 

Ms. Molly O'Kalebo, Chairperson, National Council of Women, Family
 
Planning Association of Uganda, Kampala
 

Mr. Heidemann, Embassy of West Germany
 

Mr. James Ziwa, Assistant Secretary, Ministry of Local Administrations
 

Father Lee, Coordinator, Joint Medical Store
 

Dr. Okwaro, Assistant Director of Medical Services (Public Health),
 
Ministry of Health
 

Mr. Joseph Bbaale, Assistant District Commissioner, Masaka District
 

Mr. David Kintu, Medical Assistant, Buwama Health Center, Mpigi
 

Mr. Wilson Kalbayi, Medical Assistant, Mpigi Health Center
 

Ms. Marageret Kalule, Registered Nurse, Kalungu Health Center
 

Dr. L. S. Lumala, Dental Surgeon, Acting Medical Superintendent, Masaka
 
Hospital
 

Mr. Tom Kisawuzi, Undersecretary, Ministry of Local Administrations
 

Mr. Vincent Sekkono, Principal Assistant Secretary, Ministry of Local
 
Administrations
 

Mr. Zak Kalega, Secretary, Mengo Hospital
 

Mr. Peter Okeilo, Undersecretary, Ministry of Health
 

Prof. Eric Kibuka, Department of Sociology, Makerere University
 

Mr. Tomusange, Secretary, Regional HOSDital, Mbale
 

Dr. Pauline Tsekoo-Wamasebu, District Medical Officer, Mbale
 

Mr. Timothy Lokut, Namalatuk Health Center
 

Sister Graiziella Colci, Verona Sisters, Magilatuk and Namala
 

Mr. Okure, Assistant Administrator, Moroto District Hospital
 

Dr. Okwana, Medical Superintendent, Moroto District Hospital
 

Mr. Agutang, Acting District Commissioner, Moroto
 

Mr. Ndebwa, Medical Assistant, Kotido Health Center
 
-2



Dr. Luigi Rossanigo, Senior Medical Officer, Abim District Hospital
 

Ms. Grace Amolo, Senior Nurse, Abim District Hospital
 

Dr. Ivone Rizzo, District Medical Officer, Kitcum
 

Mr. Joseph Owor, Dispensary, Attanga
 

Mr. Norbert Kaouma, Hospital Secretary, Gulu
 

Dr. Talamoi, Chief Medical Officer, Gulu Hospital
 

Dr. Tacconi Lucino, Medical Officer, Kolongo Hospital
 

Dr. Rauhakana Kugundu, Deputy Minister of Health
 

Father Bilboa, Verona Fathers, Kampala, Uganda
 

-3


