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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'svovera11 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
inferview 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. Okelio provided extensive socio-cultural
information during the course of these visits, as well as detailed,

direct health-related informatior.

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 Ministries of
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 govermment'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 were 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.



SUMMARY STATISTICAL PROFILE OF

UGANDA

General

Per canita GNP

Population (mid-year, in millions)

Land area (thousands of sg.km.)

Agricultural land area (thousands of sq.km.)
Population density per sg.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. ner 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

-1-

1970

737
9.8

236

42

6%

46
48
16

3.3

Most
Recent

Estimate

NA
13.2
236

56

45
14

3.1



Health Status (continued)

Number of years for population to double
Infant mortality rate (per 1,000 1ive births)
Family planning acceptors (cumulative, 000s)
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 exoenditures
Per capita

Population per physician:

Population per nurse

Midwives

Population per hospital bed

Community water supply (% of rural

population with access)

Units of Valuation

120

NA
NA

157

9,900
2,925
3,770

655

Most
Recent
Estimate

23
NA

47 (1977)

90%

287

23,000
3,740
5,500

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.



SUMMARY OF CONCLUSIONS AND RECOMMENDATIONS

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. 1In the analysis
which follows, we estimate that it will take 1increases 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 cnce 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, cculd result in demands on the recurrent budget
which, on the one hand, the Government #%u]d 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. Ye have, however,
identified a number of activities which, if the Ugandan Govermment
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 the health sector. External donov's 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, w6u1d 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, dJganda 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

4.



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

areads.

Finally, we recommend that USAID, in concert with other donors,
continue to provide the Ugandan Government emergency relief with

essential drugs, food, and suppliies in the immediate future.



I. HEALTH AND DEVELOPMENT IN UGAXDA

A. THE DEYELOPMENT CONTEXT

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

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 in this 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 nutriticn in the development process see Family Health Care,
Inc., Planning for Heattn and Devetopment: A Strategic Perspective

for Tecnn1caf‘Gooperaf1oh, VoTune™IT, leCﬁthaT'Backgrouﬁﬁ“FEﬁEF??*
Washington, D.T.; 0F/7ce of Health, 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 becen developed in parallel with national economic
development strategy. DOuring 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 sariously 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 pattern 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 1in 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 Wgandan health system and for assisting the
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government 1in 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 1is
based on agriculture, which in 1970 accounted for about half of the
gross domestic product (GOP) 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 farming and in cash crop production
(agriculture production was about evenly divided between subsistencd

and monetary sectors in 1970).

Until 1971, the monetary economy had been steadily growing so
that about 70 percent of GDP originated in the monetary sector (about
half of which was industrial and service output). The rate of 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

-8-



agricultural output because the modern industrial sector was dominated
by agricultural processing industries such as coffee curing, cottnn
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 of coffee and cotton, 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 ulso in termms of improving the

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, Work for Progress (1966-71) and Ptan P (1971-76).

Ouring the second development periad (1966-71), the development
strategy "aimed to change the structure of the economy so as to lessen

1ts dependence on the existing export crops." The campaign to develop

-9-



the economy had "three spearheads: (1) agricultural development; (2)
industrialization; and (3) expansion and improvement of education and

nealth services."

The govermment'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 deve]opment expendi tures,
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 ir total expenditures can be explained
by shift in the nature of expenditures: the construction of 23 100-bed
hospitals was targeted during the 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. 1In
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 millien allocated from

governnent funds).

-10-



The development of rural areas clearly had high priority during
Plan IIl. By its statements in the Plan, the government 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 Commitment to Health Services

Uganda maintained a fairly large development commitment to health
services for some time (Figure 1). Fiom 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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Figure 2
Uganda:
District Administration Government's
Expenditures on Health (R & C)
Expressed as a Percentage of Total District Government Expenditures (R & C)
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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 govermments on health services
increased from USh 22 million in 1965 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, és well as several administrative structures through which
services are delivered (Figure 3). The govermment provided curative
services, withcut charge, in hospitals, health centers, dispensaries,
subdispensaries, maternity centers, and aid posts. The Catholic and
Protestant Church Medical B3ureaus also provided curative health
services, for a small fee, through hospitals, subdi spensaries, and
maternity centers. Curative health facilities were also operated by
large commercial firms for employees and their families. The type of
facility maintained by the firm was determined primarily by legal

requirement: fimms employing more than 1,000 persons had to have a
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Figure 3

Distribution of Health Facilities in Uganda

MEC.IiL_unTs

- B Goverament il
" O Govetnmart T irncl wive
3 S M:13:16:
\ R \a . w—aie &/ L) ® Misnion b
ENTY Ioa N ® Mg N certry
attresrs . ? . . < ' e
. ) LY | /e o a Dsgersary / Mateisty Lre
R \.- a . Qumine i KIS 0w o Giscensery
g N\ 4 agate . . - a .
o ay O e . ] . * Sub-s.apenicry
RO e T2 o Ag Post
) 4 P M fmad o Mimon Unn
. .
o T\ 4 Sevrie Or § Qetes, * =0 Botic Men'th ® FPrvatt tnd sty e »
T Rt Jervites Prerud
.n-"v‘.t_‘c l.'-u 0 1. [ 54

L i

Source: S. A. Hall and B. W. Langlands, eds., Uganda Atlas of
Disease Distribution, Occasional Paper No. 1Z (Kampala:
Department of Preventive Medicine and Department of
Geography, Makerere Universitv College, 1968)

-15-



hospital, whereas smaller fimms could either operate a dispensary or
contract with a privatz physician for service as required. The Army
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 for an individual who
initially attended a weekly outpatient clinic in a rural aid post to
eventually receive treatment at Mulago Hospital 1in Kampala, the
country's national referral, teaching, and research hospital. In
addition, private physicians, mission facilities, and other
population-specific facilities could refer individuils ‘to government
facilities for certain specialized services. The most common referral
relationship, however, existed between rural government health

facilities and government district hospitals.

Preventive health services in Uganda were usually provided by
Tocal govermments--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,

-16-



and immunizations, were usually delivered through weekly clinics held

at local health facilities. The central government also supported an
immunization team, which traveled throughout 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 under control. 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 births, in certain areas this

rate was reduced telow 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 considerably improved health conditions compared to those of a

decade or so earlier.

2. 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 GDP 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, GDP 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 of the overall economy. Real

investment fell sharply, infiation surged, and production declines

* Ministry of Planning and Economic Development, Republic of Uganda,
The Action Programme, A Three-Year Economic Rehabilitation Plan,

1977/78-1979780, (Entebbe, Government Printer, no date), Table 1.2,
p. 25.
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accelerated, in the modern sector narticularly, 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 0il 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 Oevelopment During the 1970s

At the beginning of the decade, the government was in the midst
of expanding its already extensive network of 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
IT1 were the assumption of direct responsibilities for district
medical administration (of rural health centers and 7local
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 Ly the Amin
regime, however, caused serious disruption of plans inr all ministries,
not the least of them in health. By mid-1974, only 1,183 hospital

beds had been added in govermment hospitals in the four years since
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1970.  Shortages of foreign exchangé led to reductions in the
availability of supplies and equipment, and a steady deterioration in
physical facilities as lack of spare parts inhibited proper
maintenance. These effects, as well as budgetary cutbacks, led to
staff attrition, as trained medicii wversonnel 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 siowed 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 foliowed 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 11 health. In regard to decreasing 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:

® 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 1in water-borne and fecal-borne gastrointestinal

diseases,

@ 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.

o Almost 80 percent of all hand-pump-perated 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.

o 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 SITUATIGH: CHANGING TRENDS
l. Immunizations

With respect to communicable diseases such as polio, measles,
smallpox, TB, whooping cough, diphtheria, and typhoid, the data in
Table 1 present a sobering picture. Whereas in the late 1960s and

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

-23-



TABLE 1

Number of Immunizations

1966/67 1970  and 1974
[iomunization Tyne 1966/67 1970 1974 1977/78* 1979
DPT Dose 1 137,100 100,600 114,300 Virtually nil
o2 85,200 62,900 55,500 "
o3 47,000 - 49,800 4€,800 !
Smal Tpox 316,800 3,049,500 144,500 "
BCG 110,800 602,8nn 131,100 "
Polio Dose 1 527,900 243,800 118,900 !
oo 2 241,900 47,800 55,200 !
e 3 153,600 65,100 46,200 "
LMeas]es NA MA 13,200 !

Sources: 1. D.W.

Dunlop, 1973

2. M.0.H., Medical Services Statistical Records, 1969/70

3. 0

4. Personal interviews with MOH/UNICEF officials

*An expanded immunization

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 BCG campaign.

2. Ante-Natal and MCH Services

Trends in ante-natal services from the late 1940s to 1978/79 are
documented in Table 2. Total attendances increased at an annual rate
o7 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

Estimated (2) Mew Cases

Total ‘New as a % of 0ld

Birth Cases Total Cases Total
Year (in_thous.) | (in thous.) Births (in thous.) | (in thous.
1949 213.3 98.5 46.1 211.3 309.8
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 1,169.5
1973/74 520.8 306.3 58.8 568.8 875.1
1973/79 627.5 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 refaers to the first visit a woman makes to a
For each new pregnancy,

particular clinic for a 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//4, 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 harasseg in the late 1970s,
ante-natal coverage undoubtedly slipped below the levels attained in

the post World War Il 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 1less.

3. DNisease 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, on 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 1is presented in Table 3. Admissions for
infectious and parasitic diseases (malaria, measles, helminthiases,
tuberculosis, vencreal 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.q.,
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 i11-defined

diseases declined markedly over the period. The drop in ill-defined
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Distribution of Diseases Treated in Uganda on an Inpatient Basis in

TABLE 3

Government Hospitals; Percentage of Total Cases by Disease Cateqgory in

Selected Years.

Disease_Cateaory 1952 1955 1958 1 1961/62 | 1964/65 | 1968/69 | 1973/74
Infective & Parasitic 33.8 28.2 21.3 19.6 15.8 16.8 28.8
New Growths 1.3 1.7 2.0 2.2 2.9 1.8
Allergic, Metabolic

& Blood 2.1 2.5 3.7 5.3 4.5 4.7 4.1
Diseases of the Nervous

System & Sense Oraans 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 0.9 1.2
[11-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 Republic of Uganda, Ministry of Health, Annual Renort or
Statistical Records, (Entebbe:
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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 i11-defined; it may also
reflect the presure of demand, with a certain self-selection process
cperating 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 1inpatient
treatment in gove mment 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 govermment 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 totai 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 treated in 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 Catedory 1958 1961/62 1964/65 1968/69 1973/74
Infective & Parasitic 33.2 33.9 26.83 26.9 32.6
New Growths 1.6 1.9 2.4 1.7 1.2

Allergic, Metabolic
& Blood 5.2 5.1 6.8 8.2 7.9

-

Diseases of the Nervous

System & Sense Organs 2.2 2.4 2.2 2.8 2.4
Circulatory 1.2 1.4 1.5 1.5 1.4
Respiratory 10.3 10.4 9.5 10.6 11.4
Alimentary 7.2 8.1 10.2 10.2 10.3
zenito-Urinary 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
I11-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 years).
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b. Outpatiént 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 on an outpatient basis in govermment hospitals (Table
5). Again, however, this group of diseases had declined as a
percentage of total cases treated from 38 percent 1in 1952 to
appraxiniately 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 1in respiratory and alimentary diseases; and (d)
significant decreases in both skin and musculo-skeletal diseases and

Tnjuries 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 as a
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 are most prevalent among the
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TABLE 5

Distribution of Diseases Treated in Uganda on an Qutpatient Basis in
Government Hospitals; Percentage of Total Cases by Disease Category in

Selected Years.

Disease Cateqorv 1952 1055 1958 | 1961/62) 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 QOrgans 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 14.6 17.2 16.0
Alimentary 12.7 16.8 14.4 14.8 15.8 15.5 13.8
Genito-Urinary 0.6 1.0 1.5 1.8 3.4 3.1 3.3
Preanancy & 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
I171-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]! 769.2 | 811.2 |1200.0 |1522.9 1781.5 13283.5

Calculated from Republic of Uganda. Ministry of Health, Arnual Report or
Statistical Records, (Entebbe:

1. Total in thousands of recorded diaanoses.
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TABLE 6

Cistribution of Diseases Treated in Uganda on an Outpatient Basis in
Mission Hospitals; Percentage of Total Cases by Disease Category in

Selected Years.

Disease Cateqory 1958 19061/62 1965/65 1968/69 1973/74
Infective & Parasitic 41.8 40.7 41.7 41.5 41.4
Mew Growths 0.6 0.4 0.6 0.3 0.4
Alleraic Metabolic

& Blood 3.5 4.5 6.1 5.3 4.4
Diseases of the Nervous

System & Sense Organs 1.6 5.3 5.4 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 13.8 12.8 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 Yithout

Complication -~-= --- --- -== e
Skin & Musculo-skeletal 6.8 9.2 3.9 9.6 8.0
Diseases of New Born 0.6 1.1 1.0 0.8 3.7
[11-Defined Diseases 13.3 2.0 2.4 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 25.2 32.6 35.7
Total (Incl. Exams &

Innoculations! 166.6 164.5 497.6 640.6

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.

-34-



outpatient cases treated at mission hospitals, comprising
approximately 40 percent of all cases. Other important disease groups
treated 1in the mission hospitals include respiratory diseases,
alimentary diseases, skin and musculo-skeleta!l diseases, and the
diseases of the nervuus system and sense organs. The percentage of
injury cases treated on an ambulatory basis in mission hospitais has
remained small throughout the period in contrast to the government

unijts.

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 thsse health problems are
amenable to preventive measures. Given the appropriate technology and
the capacity to manage and implement such programmatic efforts,
significant improvements in health status can occur by reducing the
incidence of such diseases. (See Table 7 for 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 UGAMNDA
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
MeasTes 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: dinistry 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.
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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 developed far beyond the level reached by otiher 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 govermment hospitals, twenty-eight
mission hospitals, one hundred and fifty health centers (small
units with about thirty beds each) and three hundred
dispensaries. The govermment hospitals were administered in
British fashion. Treatment was free. Doctors could, however,
set aside part of their time and some of their beds for private
practice. The mission hospitals tlevied a small charge; the
government defrayed their running costs. At the time of the
coup, these institutions were staffed hy experienced teams of
doctors, nurses and paramedical staff.

By 1974, Uganda's excellent medical infrastructure was in a steep
decline.*

As in other sectors of thé-economy and society, the Amin regime
Ted to a degenerative cycle in the health sector in which 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 Inside Story of tdf Amin“s Retgn
of Fear, London, Gorgi, 1977, p. I29. '—_
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After 18 months in power, Amin announced that all Asians would be
expelled from Uganda. 4hen the order became effective in November 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 tiemendously
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
Teft the country, even though the ban was eased after several weeks by
aliowing private practice by those who held no government employment.

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

had Tleft.

Immediately preceding the doctor shortage was a dramatic increase
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1n outpatieit 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 numher of cases treated per
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 govermment 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 shoriage in trained 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).

l. Health Manpower

In 1969 there were approximately 17,700 persons employed in
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UTILIZATION OF GOVERMMENTAL HEALTH FACILITIES

TABLE 8

Estimated Total Total No. Total Mo. ] Total No. of | Estimated
Total Mumber of New of Qut- Inpatient Average No.
Year | Population | of Cases | Qutpatient | patient Re-| Admissions of Cases
(000) (n00) 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
1965/
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 7,884.0 405.2 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 1 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.

fiscal reporting year.

In 1960, the Government changed from =~ calendar to a

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

Source:
Statistical Records, (Entebbe:

1969 Republic of Uganda, Ministry of Health, Annual Renorts and
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 nrices) Constant Prices!
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 Tow income Kampala index.
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.* The 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
vore 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 tne data shows, there was a
continual increase in the number of physicians, dentists, midwives,
nurses and pharmacists™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 cf 1969). Virtually

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

* David Wallace Dunlop, The Economics of Uganda‘'s Health Service
System: Implications for Heafth and_ Economic Ptanning,  Ph.D.
dissertation submitted To Départment of Economics, Michigan State
University, 1973.
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TABLE 10

MEDICAL MANPOWER REGISTERED TO PRACTICE IN UGANDA

Joctors
Year Registerad [ Licensed | Total| Dentists | Midwives!| Nurses? Pharmacists
1951 151 81 232 19 732
1960/61 476 52 528 18 1060 410 61
1961/62 479 73 552 28 1156 1354(3) 72
1962/63 504 80 584 22 1290 1557 84
1963/64 538 113 651 28 1430 1748 95
1964/65 588 140 728 31 1565 2271 85
1965/66 642 171 813 39 1911 2682 61
1966/67 727 214 941 40 2199 3040 104
1967/68 797 181 978 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.

(93]
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TABLE 11

Additional
autput from
c\mxng lozz
Number truining Require- Indicated
Cutegnry of Sl available facilitics ments shortage
; (196Y9-cnd) at current | (1976-¢nd) | (1976-¢nd)®
rates
(1970-1976
inciusive) . .
() (if) (iii) (iv)
1. Medical Oflicers and Specinlnts .. 58S 333 1,225 420
;2. Dental Surgeons o . 31 - 60 30
¢ 3, Medical Assistants . 407 350 aco 235
4, llt.m tered Nursest e 473 540 -1, 100 160
5, Registered Midwives .. . 183 280 n.a,
6. Repiatered Mental Nurses - 25 75 110' 45
* 7. Farolled Nursest e 1,015 1,440 2,970 720
8. Cnrolled Midwives e T 953 1,720 2,060 40
Y. Lnrollcd Mental Nurses e 36 110 233 95
10, Ifezleis Visitors . 19 — 45 30
11, Assistant Hedlih Vnsuors 42 280 880 565
12, Uealth Inspectors 115 130 470 250
11, THealth Assiztants . 474 250 | 1,595 9635
14 Public Health Dental Assistants . 5 .90 175 83
15, Pharmacists e 51 — 115 70
16. Entomolngists. . . 3 n.o, s n..
17. Medical Social \» orl: crs . — T 25 25 —_
14, Puychiatric Social Workers . 2. 5 5 -
19. IIL.xllh Lducstion Specialists — Tt 20 20
20. Dispensers . . 120 . 125 225 —
21, l.alboratory Techni cians 13 35 - 140 20
22, Rudiagraphers. . e .. 46 75 200 90
23, Phy sn.thcr:pms e . 2 —_ 30 13
2%, Apacuihetic Assistants .. . 49 s3 233 14
25, Orthopaedic Assistants . +4 YY) 12 —
26. Dental Technjcians 12 20 .18 R
27, Occupation:s: ‘'Therapists . 4 —_ 25 125
2. Latemolegical ~ Field  Ascistanes/ E \ :
Oflicers . . it 15 35 13
2, Medical “tecords Officers . 2 n.a. 60 6V
30, Health Sraft ‘Lutors .. . . 33 - 35 115, ¢0
— T S T BT —
* Wiih alfowance for attrition. t Including nurse/midwives,
All figuces in columns (ii) to (iv) are roundcd ta the nearest five.
Source: Republic of Uganda, Uganda Plan Three: Third Five-Year

Development Plan 19771-1976,

Printer, February 1972.
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levels of nurses and midwives, assistant health visitors, public
health dental assistants, to medical records 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 and rural 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. The decline in the number of 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
Tncrease 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
kKilled and many others who feared for their 1i/es emigrated to Kenya,
Tanzania, U.K., and other places. At the present time there are

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 (i1) the rate of

inflation in Ugande; (c) housing s unavailable; (d) other
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complementary staff, materials, drugs, supplies, and equipment are
unavailable or in short supply; or (e) personal concern for family
Tiving, 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
Tess 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 has indicated 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 Qutout/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 Mutago 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

tiote: 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,
radiographers, dispensers, pharmacists, health hospital administrators,
social workers, occupational theranists, orthonaedic 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. Summary 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 steri]izin?, 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 more

than one occasion, we seriously thought of closing the hospital
for fear of infection.*

Since liberation from Amin, in April 1979, the situation in

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 1liberation 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. cit., 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 heen drawn up. The crisis nature of getting the
ministries back functioning, of developing new Tleadership, 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 exterral 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
Govermment's "White Paper"* responding to the report of the
Commonwealth Team of Experts merely notes that the serious health
neéds of the devastated areas of Masaka and Mbararavhad not been
addressed by the report. In all documents itemizing the health sector
needs of the country, be they ministnx-specific or

institution-specific, the orientation is toward "Tists of

requirements” to replace what was broken, lost, or stolen during the

past ten years.**

* See United National Liberation Front, The Economic and Soctat Poticy

of the UNLF, October 1979, and Republic of Uganda, "White Paper on
the Rerort Dy 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 besed 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 cf diseases, and requires a different
kind of response than the health system was designed (in the 1960s) to
deliver. Moreover, the real and substantial declire 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 goverrment budget as in the 19€0s 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
(probebly 10-20 percent) of what it was in 1971. Thus, even if the
government could obtain donor assistance to SETQIEEELZ rehabilitate
its physical health infrastructure to what it was in 1971, govermment
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 govermment'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
neads, 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 of 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, th2 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 was never

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 potictes 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 tc gather roughiy 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 fashicn--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 firmm policy position
Wwith respect to the extent of rehabilitation of the system developed
in the past, but nomalizing 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 1issues facing the

govermment are the budgetary implications of a fully established

health care system.

While it is difficult to estimate the capital recurrent costs

precisely, it 1is feasible to define the order of magnitude. The
Ministry of Health has estimated that it would require an initial
capital rehabilitation expenciture of USh 773.7 million (USh 615.3

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

* Uganda TFimes, 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 1ists 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, "What would have been the
collective Government of Uganda expenditures in 1979 if the health
care system, as functioning in 1968/69, was still in existence?" This
questioﬁ can be answered 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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TABLE 13

Estimates of Government Recurrent and Capital
Expenditures to Regain Previous Government
Health Care System as of 1968/69

Estimated
Government
Government Recurrent Estimated Estimated
Recurrent Expenditure Recurrent Recurrent | Expenditure
Expenditure MOH & Local Per Capita |Per Capita Per
MOH & Local Admin. Est. Expenditure Exp. in Visit in
Admin. Current Constant 1960 in Current | Constant Constant 1
Year Shs in Millions Shs in Millions Shillings 1960 Shs Shillings—
1968/69 149.9 117.1 15.8 12.3 6.78
1979 417.6 E 13.9 31.6 1.1 1.15 E2
1979 Estimates - Recurrent
A. Equal per visit 2440.0 (5.84 fold increase over actual)
B. Equal per capita 4€70.0 (11.20 fold increase over actual)
C. Equal per visit 5200.0 (12.45 fold increase over actual)
adjust for
utilization
Capital Rehabjlitation
1979 773.72
NOTES:

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

admissions in Government health facilities.

2. Estimated numper of visits is assumed to =
previous low attendances in 1973/4 cue to c
tion, and shortages of drugs and other essentials.
3. Per memorandum from MCH. See Appendix _ .

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 expendi ture
existing in 1968/69-1979 expenditures, it would 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
Tevel 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 expendi ture 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 1; 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 times (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 nct 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 to 12.5
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 1levels for health care by the government s 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 to 1971 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. Qther 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
Tevels which can hegin 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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[1I. SHORT TERM DONOR RELIEF ASSISTANCE

A. DONOR RéLIEF 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 divergent
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 becn weakened by years of neglect and

mismanagement under the Amin regime.

As a result, a large amount of external aid ha:s 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 nortk, 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 1ist
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 Juint 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
gggﬁwrepajr workshop for vehizles and refrigeration equipment, and
distribution capacity (with perhaps a computerized tracking system) in
order to ensure that the drugs and vaccines which it brings into the
cqgntny 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 to execute 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 country. The 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 priorities
or how they might proceed in the event only a fraction of the request
is fulfilled. Given the scarcity of 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 priorities and policy

directions of the government.

Recent items that the government has signed purchase cantracts

for have been as follows:

¢ 20 mobile clinics, 10 medical clinics, 10 cold stores, 10
mobile 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 trucks, 150 ambulances, and 140
buses--valued at L10 million--were purchased from a 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.

Neediess to say, the effective utilization of whatever aid

external donors may wish wo 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 through expeﬁditure 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.qg.,
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 larrge volume of drugs, vaccines, food,
med%égl supplies, and equipment have been brought into Ugaﬁa;.
fmmediate1y following the 1iberation war, a number of donors provided
emergency relief. Appendix I details the assistance given the
Ministry of Health as of January 1, 1980. In addition, a Targe volume
of drugs, supplies and equipment were distributed in Uganda directly

through a number of private voluntary organizations operating 1in

"Uganda.

In our analysis we have attempted to determine:

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

d. Who has provided it;
c. How, to whom, and where it was distributed;

d. Which items are considered critical to the Ugandans 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.

Qur 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 and *“heir 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

ﬁhysicians, administrators, District Medical Officers, and
ealth centers have been omitted or supplied in inadequate

quantities, e.g., chloroguine, crystaline 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

determining 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 distrigt
stores. The districts have had to rely on their cwn means to
pick up supplies from the Central Store. This has created

extreme hardship and avoidable shortages 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 items 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
govermment 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

pricrity 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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Priority Needs of Mulago as Identified by Hospital Staff
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Table 16: Needs Identified by District Medical Off
Dispensaries, and Preventive Health Meas
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Table 17: Items Identified as Critical to Minimum Regional

and District Hospital Function

WATER FOOD

Town Source

Cooking 011

ETectric Pump
Rice

Borehole
Matooke
Maize Flour
Milk Powder

/Parts

Kitchen - Steam
Replacement
Laundry - Parts

Equipment

Oxygen

Distilled Water

X-Ray

Dental

Equipment Shop -

Maintenance
Transportation

10
11

Disinfectant

12

Detergents

Ugandan Govt. Foreign Exc.

o Ministry of Health

<

<
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e Church Missions

e Parastatal Pvt. Pharmacies

UNICEF

UNHCR

UNDP/World Food

E.E.C.*
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< (>
I>< |><
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USAID

DANIDA

W. Germany
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French
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Int1. Planned Parenthood (IPPF)

British

X

USSR

* Provides mainly to Protestant and Catholic facilities.

** Funds from E.E.C.

*** Masaka and Mbarara total re-equip.




An X represents only that the source identified either s.pplied
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 we were able to
identify from our interviews and documents provided us by the Ministry
of Health and the sample of other govermment 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 its health programs. We recommend that the
Government of Uganda take the following steps:

l. 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
Timitation 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;

-70-



Identify specific essential commodities that the
Government cannot finance in the near term; and

Coordinate donor input to meet the gaps without
dupiication 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. OQOur 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
m;here is no explicit policy or development strategy articulated to

date for the health sector, the implicit policy is to rehabilitate the
_uexisting health infrastructure to the operating level of the pre-Amin

period.

The analysis in Section 11.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 Hea!th and to the Ministry of Local Administrations of
that magnitude does not appear realisti~ 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 that lower cost
technologies can be introduced into the existing curative health
infrastructure, and examining the value (relative to cost) of
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 Govermment of Uganda consider the following

measures:

l. Establishment of a National Health Council. This Council would
begin to examine a number of health policy issues facing the
Ugandan Governmment 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 Adminisirations, 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 ﬁééith services, by far the bulk of these activities are
Curative. At the present time the same can be said for the rural
;Mhea1th centers and the dispensaries. Without the requisite
organization, supplies, and Togistics, the preventive and outreach
functions of the rural health centers and dispensaries have been
.severely curtailed. Immuniza%ion levels have dropped, disease control
_Measures have been interrupted, and MCH and family planning

educational efforts for the 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 suppiy and distribution system. The
centers that we were able to visit are doing a 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 Govermment of Uganda 1is
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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d. Lapital Investments

(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 hospitals, 78 health centers and maternities,
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) Recommendaticns
We recommend that:

1. 'Ihgwmhighg§3wwgriqrityw(bev,p1acgd on the repair of existing
—-gquipment. 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 sma]] maintenance unit be established in each district to repair
and maintain all rurai 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. Specific attention be placed on repairs to:

a. Water supply systems

b. Cooking facilities/refrigeration

C. Autoclaves

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 purcnases. Once what exists 1s functioning, the priority can

shift to assessing replacement needs.

6. A study be wundertaken 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 Tugistical systems.

One final note. It is our clear impression that a supply of paint
sufficient to clean up the existing facilities would have a remarkable
impact on the system. We believe it should be a priority. Fer a
relatively low cost, there would be a zramatic 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 1970s, while, at
the same time, nealth facilities have expanded and the population has
increased éubstantially. The existing health care system has been
substantially constrained in its ability to provide services as bath
m;;power and complementary inputs, e.gq., drugs, have become
;H;reasing]y 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.

Hage levels paid by the Govermment 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 1970/71. 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 1isted 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
1jxjng Aaproad. The Manpower Planning Board of the Ministry of
Planning must assess the set of generic policies required to astablish
repatriation  incentives that are appropriate in light of
reconstruction needs and the govermment'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. Iﬁ this regard, the Government should make a
careful analysis of the present employment structure and its
correspondence with the employment 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 inplications 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 i{f 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

Economic Devel .
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¢. Ihe major reconstruction gap in rehabilitating the present
Ministry of Health health training schools is for medical
assistants. If health training assistance 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

1f requested by the Planning Ministry.

¢. 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. It _ds_our.strong. conclusion that the highest
priority in the allocation of government resources should bé to

revitalize district level programs to:

o~

a. meunj;emghjldren_for.meas]es, DPT, polio, and tuberculosis.
Specifically, reinitiate the expanded immunization program
begun in 1977 and which was interruptéd by the war;

b. Reestablish the MCH/Family Planning educational and preventive
services at the health center, dispensary, and subdispensary
levels; -
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C. Reinitiate through the district administrations, competitive
sub-parish-based self-help schemes for village water and
sanitation prcjects; and

d. Issue villages the essential commodities to carry out
self-help schemes using technological approaches aiready
introduced in Uganda. Modify these techniques where cost
considerations 1indicate.

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 by the 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 Regicnal Advisor on Community Health, in which

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

First stage of more detailed planning would be the central

aqquisition of more up-to-date information--this will be undertaken by
. UNICEF either on the basis of response to a detailed request for data,

or by visiting districts or zone headqudrsers to meet District Medical
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Officers. The district data, which would be useful for planning a
national strategy, includes:
¢ 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
functioning;

¢ £ list of places with functioning transport--vehicles,
bicycles, and current problems;

e Staff with immunization and MCH training and experience;
® Existence of primary health care programs;

o Existing records system;

¢ Health education that has been given;

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

o Any cultural blocks related to immunization programs.

Second Stage - Eg;iona} Ptanning: This would be a series of

national-level planning meetings with representatives of the
Ministries of Health and Local Administrations, the Catholic and
Protestant tlealth 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 - Zonat Workshops: Each zone would organize a

—

Mp]anning/training workshop for EPI. The participants would be the
district medical officers, district health visitors or district health
inspectors, community development (whoever will be 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 one perhaps
from UNICEF or other technical resources. The participants would be
djvided 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 be organized for the eastern, western and
central zones. Transport would be provided by the districts, when

available.

Fourth Stage - DBistriet fraining/Ptanning Workshops: FEach

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

Tevel, and to provide training for those actually doing the

immunization.

Strategyr 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 wnthly 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.

G, 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 or may ameljorate health problems and diseases.
Some of this research was initiated as early as the 1920s with the
establishment of the Fast 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 the present time, even after the breakdown of the
common services of the East African Community. Virtually all of these
resedrch 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
Makarere 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 delivery 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 has
been 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 Preventive Medicine 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).

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 of cancer and helped to bring social science
research skills into the understanding of disease.

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.

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 Bannett)
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.

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 operational 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 tne country.

The development of a systematic research program on the

therapeutic efficacy of traditional medicines throughout
Uganda and East Africa.

The establishment of the Institute of Public Health in the
medical schoni, 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 research
projects 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 praoblems 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 govermmental memos that document this
activity. The Department of Rural Economy at the university, 1in
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 MOH 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 govermmental and university
personnel.

(2) Recommendations

1. Those research institutions which have continued throughout the
difficult 1970s should be given support iLc continue the relevani
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 Public Health
(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 tc expand health care to

the subparish and village 1level.

3. MWhere 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. Inforwmation about other potential U.S. sources of
support shou:d also be available through USAID (MIH, MCHSRD, Ford,

Rockefeller, etc.).

C. OTHER PUBLIC HEALTH FINDINGS AND RECOMMENDATIONS
l. 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, pertaps as high as 3.5 percent per year. The
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PV0 Uganda Family Planning Asscciation was created in the early 1960s
to educate and provide family planning services to those who sought to
limit family size or increase the spacing of children. 1t remains the

primary mechanism th-ough which:

a. Contraceptive methods are imparted; and
b. Services are made available to the public.

The Government, 1in the Third Five-Year Develcpment 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 which family
size and spacing issues have bean addressed. It has introduced into
the curricula of all health manpower cadres, e.g., doctors, nurses,
r2dical assistants, midwives, assistant health visitors, strong family
plerning components and the necessary skills to provide such
services. The latter two endeavors were 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

educatict of a number of other rural manpower cadres, including:

* See Chapter 5, pg. 69-78 of the Third Five=Year Ptar.
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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 popuiation
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). 1In light of present

demographic trends, al? approaches warrant consideration.

*See, for example, the work of Stephen Tabor (Populaticn Council

support in the late 1960s) and the analyses in Chapter 5 of the
Fhird Five=Year Ptan.
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b.

Recommendations

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 Tead to delays.

A Tocal 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 Familys Planning
Association, govermment 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 pelicy options available to
create an environment for increasing family planning services;
and

d. Analyze the complementarities Setween health, education, and
agricultural (including nutrition) programs on the process of
demographic changes in Uganda.

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 Iastitute 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 shurt-term
advisors in the family planning, economics, and demography

fields.

Support for commodities or training related to the provision of
family planning services through any mechanism available warrants

special consideration.

Disease Control Measures

Findings

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 to improve
nutrition, engage in their own vector control around the nousehold
compound, and protect their own water supplies. This 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 aétivi?y throughout the
country. Such workers operate at the parish and subparish Tevel.
A third example has been the large program in MCH 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.

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.

The high prevalence of pit latrines and other similar methods for
human waste disposal is an indication of the long-termm training
activities and health education activitiec at the local level.
The Ministry of Health, together with the Ministry of Local
Administrations, carried out highly successful parish and

subparish self-help schemes by establishing competition between

villages.

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- aand grass-clearing, and
lime for pit latrine sanitation.

The district medical officers and other trained public health
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workers we contacted are eagar and prepared to resume these
preventive programs if critical inputs are made available to

them.

UNICEF 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 1s also
prqposing to reestahlish the Institute for Public Hygiene at Mbale

and is ready to improve the training of the public health warkers

at the district level.

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.

The EEC and DANIDA are committed to the refurbishing of 25

District primary care centers._
Recommendations

A careful analysis must be made of the present gaps in commodity

gifts from donors. Donors could be helpful in reinstituting the

disease contro) programs that have been operated throughout <“he

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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d.

(1)

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
hosts, 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.

Water, Sanitation and Nutrition
Findings

Water

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 water. This problem is
particularly acute 1in the northern part of the country and
contributes to the increased problem of enteric diseases including

cholera in that area.

The number of protected springs has declined primarily due to the

Tack of maintenance and shortages of the cement and pipe needed.

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.

The country as a whole is well endowed with water. The Nile, Lakg
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.

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 improve their operations

significantly.

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.

The maintenance and repair of many of the nonfunctioning boreholes

have been taken over by UNICEF.
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(2) Recommendations

L.

PO

2.

b.

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 the cost of wages of a local repairman and

the necessary spare parts to continue the operation of these

boreholes.

The highest priority should be to improve the availability of
water fn the dry areas of the north, particularly in Karamoja.
The GOU might want to examine projects in other countries such as
the Mangara 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 of water.
The potential negative impact of schistosomiasis must be careful ly

evaluated if such a project was undertaker.

Sanitation

(1) Findings

1.

2.

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.

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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(2)

alternative methods of disposal in expanding urban areas and
trading centers should bte analyzed. The Health Inspectorate
Division of the Ministry of Health may want to consider the

technology of compost piles as one method of recycling such

refuse.

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).

Recommendations

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 so than 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.

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

Food production has declined significantly in the last year due to
the war of liberation, the failure to plant crops, and drought 1in
the north. The northeastern part of the country is particularly

hard hit with widespread evidence of malnutrition and marasmus.

- Many innovative nutrition education projects have originated 1in

Uganda. A world-renowned program, Mwana Mugimu, in nutrition
rehabilitation was developed in this country in the 1950s and
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.

It s 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.

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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(2)

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.

Recommendations

The GOU priority in renabilitating 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.

Heavy emphasis should be placed on reinstituting nonformal
education of mothers in proper infant feeding--using indigenous

foods.

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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Source:

APPENDIX B

ADMINISTRATIVE KELATIONSHIPS IN UGANDA'S
HEALTH SERYICE SYSTEM

David Wallace Dunlop, The Economics of Uganda's Health Service
System: Implications for Health ana Economic Planning, Ph.D.
dissertation submitted to Department of Economics, Michigan
State University, 1973.
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APPENDIX B

Administrative Relationships in Uganda's
Health Service System

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 jurigdiction 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 administractive relationships of importance are found in three
areas of policy: (a) medical standards, as related to personnel, care,
and overating 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 organizationms, particularly since Independ-
ence, and in the recurring financial problems faced by private health
organizations.

Central Government, Inter-Ministerial Relationships

Until tbe 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 educaticn 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 iniornation 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 informatlon presented. The author is responsible for any mistakes
which may exist in facts or interpretation.

2 Af .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 strengthen
the powers of the central government's Ministry of Health vis a vis those
of local governments, are examined.
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professional nurses and midwives, auxiliary level nurses and midwives,
medical assistants, professional and auxiliary radiography and laboratory
personnal, and public health personnel. The Ministry establishes medical
policy for all government rural health facilirdies, through its appointed
diatrict’ medical officers. Ir also develops the broad national public
health strategy and, where approprilate, develops national legislation re-
lated to health matters for consideratrion by Parliament. Finally, the
Ministry of Heaith 1is involved in planning for the improvement of the
health of the people of Uganda. In this capacity, it has assisted in
planning for the expansion of health facilities, as well as expansion of
the supply of other necessary inputs such as personnel, drugs, and equip-
ment. 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 of
health. 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 govern-
ment 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 rurzl 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 (DMD), 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,
Mbale and Masaka) and the Ministry of Health is not as strong as the



Ministry's relations with the districts, as the municipalities hire their
own personnel and coordinata their activities with the Ministry of Health
Primarily on such items as national immunization campaigns. In addition,
a large percentage of the municipalities' purchases of drugs and equipment
are made from local suppliers, rather than from the Ministry of Health's
central stores. The municipalities' finances are reviewed by the Ministry
of 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 of scrutiny as are the districts.

Urban authorities and smaller towns remain tied more directly to the
central government because of their inability to finance their own ser-
vices 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 author-
ities 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 liealth services provided ty the smaller towns are
telated to public health.

Central Government and Private Health Services

The private health sector interacts with the goverament 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 in private.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 dis-
pense 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 stores from local chemists and other vendora:; this relation-
ship is' gtrictly contractual and is usually negotiated on an annual basis.

The labor laws of Uganda state that firms which employ a certain
number of workers must provide a minimm set of health services by
qualified medical personnel. If a firm employs more than 1,000 persons,
1t 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 by
smaller firms are monitored by the district medical officer and must
conform to the medical standards of the Miniscry of Health. Also,
industrial health and hygiene is monitored by the central government's
Ministry of Labor and its personnel investigate plant safety standards
and monitor general standards of hygiene.

The government and mission health services have had a long relation-
ship. Mission hospitals received central government financial assistance
at least as early as 1932, and this support continues to the present time.
Today the government pruvides grants to approve nurse and midwifery
training 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 fécilities, however , have been experiencing increased
financial difficulties. The mission medical bureaus contend that govarn-
ment grants are much too small, but the amount of the grants likely
tefiects the government's general set of objectives, which does not

lend much support to mission health facilities. The district administra-~
tion governments have also provided some financial support to mission
health facilities in the past.

Besides the financial relationship between the government and mission
health facilities, the government controls mission activities by a form
of accreditation. Each mission hospital must abide by madical standards
established by the Ministry of Health in order to obtain the .financial
gupport :provided by the central government. Every daoctor working in &
mission facility must also be licensed by the Ministry of Health.

Central Government and Makererw Medical School

. Makerere Medical School has primary jurisdiction over medical
education of doctors in Uganda. The School is related to the central
government in several important ways, however. Since 1968, medical
students have been requi.ed to agree formally to serve in government
hospitals for two years aiver completing school. In addition, the
Medical School must cooperate with the Ministry of Health in using Mulago
Hospital, the largent hospital in Uganda, in the training of its students.
Because it is a part of the national university, the Medical School .
recelves a large proportion of itg recurrent operating funds from the
central government's Ministry of Education. The Medical Schouol also
receives funds from the World Health Organization and other intermational
foundations, but the central government, through the Ministry of Health
reviews the appropriateness of the particular research or teaching pro-
Ject to be funded by international organizations.

New methods of delivering medical care services have been developed
or adespted 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 pro—
grams: (a) the Kasangati Teaching Health Center (previously funded by
the W. Menfo District Administration); (b) the Ankole Preschool Pro-
tection Program (previously funded by the Oxfam Foundation and the Ankole
District Administratioa); (c) the Mobile Matermal and Child Health Clinic
program in the rural areas near Kampala (previously supported by the W.
Mengo District Administration); and (d) the rural health Sse.'rlce system
improvement project operated by medical students and professors in the
W. Mengo 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 change
strengthens the powers of the central government Ministry of Health vis a
vis and local authorities, primarily the district administrations. The

essence 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 with-
out 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 centres
and all other rural medical wmits co letely away from district
administrations to the Ministry of Health. The district admin-
istrations 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 locel author-
ities 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 in
Uganda, 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
pPrimary change 1is in the administration and financial control of rural
health-services; such a change may be viewed as a step by the central
government to further support the interest of people living in rural areas
and 18 an important institutional and aduinistrative development.
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MINISTRY OF HEALTH PRIORITY RATING FOR
URGENT RECONSTRUCTION.

The Programme of éxpenditure for top priority items will involve
a sum of Shs, 773,65 million out of which Shs,615,29 m,
will be in foreign cxchange,

A, IMMEDIATE AND URGENT REQUIREMENTS

1. Office stationery and equipment for Headquarters,
hogpitals, training schools and other medical Units shs. 30 m.

2, Beddings and Linen
18,000 mattresses

18,000 beds for hospitals
18,000 knives troining schools shs, 18 m,
34,000 forks and other units

18,000 spoons
34,000 blankets
51,000 pairs of bed sheets
- cutlory
3+ Vehicles (tronsport) shs, 30 m.

S N s N N N e S

4. Bpipment & supplies prouped as follows:

a Laboratory equipment & reagents shs, 26,65m,
b Surgical cquipment shse 26.0m.
c X-ray equipment & spares shs, 11,2m,
d) Dental equipment shs., 2.8m,
(¢) Leundry mcchines shs, 3.5m,
5. Teaching materiols for training schools shs, 3 m,
6. Drugs & medicel sundrics shs.145 m,
Te Rlaoa Transfusion shs, 3 m,
8. Gencrators and water pumps., shss, 8 nm.,
9« Compound maintenance shs, 2 m,

10, Repair and renovation of hospital buildings
including plumbing and sewage systoms shs, 90.4m,
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11,

12.

13.

14.

15.
16

Profabricated houses (252 tnits)

i,

ii,

Mityana hospital 15
Lira

Mbzle

Maroto )
Kapchorwa 10)
Tororo 10
Soroti 10
Murscs Training College 5
Gulu 10
Moscka 20
Kitgum 5
Fort Portal 10
Namasopali 10
Mubende 10
Hoima 10
Mulcgo 20
Bundibugyo 3 ;
Mboreora 20
Butobika 20
Mosindi 10

Construction of the Centrzl Mcdical Store ohs,

Construction of 4 rcgioncl mediczal shs,

stores 40 m, shs., cach i.c.

Rehebilitetion of communicction, 16 Radioczlls,
tclephone exchanges and centrel system for shs,
headquorters, lulego and Butcbika including
the paging system.

Rehabilitation of Vector control Programmes BhS,
including Tuberculosis and sexually transmitted
discases

Printing Press for Ministry of Health shs,

Personncl

With regard to health menpower requirements, we need

128 m

160 He

6.m.

13 My

2 m,

more trained and cxperienced medical personncl in addition
to thosc mentioned in the repurt. In order to get to the

established level before 1971 we nced:

(a) Physicians 29
Surgeons 22
Phoarmacists 10
Obstetricians/f}yna.ocologists

22
Orthopacdic Surgeons 16
Pacdiatricians 15
E.N.T. Surgeans T

\



(c)

I

Anecsthestists 10

Ophthalmologists 5
Radiologists 10
Patholagists 17
Psychiatrists 10
Dentists 23
Bio=Chemists 15
Micro=Biologists 15
Anatomists 9
(Specialists)in Public

Health 5
Medical Officers 10
Dioticians 2

Health Visitor Tutors

Psychiatric NMurse Tutors

Paediatric Murse Tutors

Midwifery Murse Tutors 1

Specialized Ophthalmic

Murses

" " Theetre Murses

" " E.N.T. Murses

" " Orthopcadic Nurses

" " Tuberculosis Nurses

" " Nuro-Sur@ery "

" " Genital Urinary"

" " Intensive core "

" " Skin & STD "

" " Post basic college
nurses/Midwifcry tutors 4

O hw—g

-
O O

Y NN

An ldviser in hospital administration to assist
Mulcgo hospital os well as in +he fredining of
hospitcl secreteries loccally,

The number of Engineers for meintenance and repeir of medical
equipment is very small and should be increased to four in
order to cater for the Electrommodical, mechanical and civil
enginecring,

INTERMEDIATE REQUIREMENTS

Althouch thc Commonwealth team of experts gave high
priority to the establishment of a Radiotherapy Unit at
Mulego, the Ministry of Health wishes to place’ this
importont item under intermediate requirements, for the

year 1980/81

Te

24
3.

4
Se

Rodiotherapy Unit

Reconstruction of all old hospitals
Construction of 24 nutrition rchabilitation Units

Construction of Paramedical Institute

Construction of Heeclth CentreB/Primary Health Care/
EPI,

. !\‘\_ ¢
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NISTRY OP LOCAL ADLINISTRATIONS

——

SUBMISSION ON P:i0DOSTD DALISH AID 208 "EHABILITATION OF JURAL
. ILEALTH. CSHTLZS

The provision of medical znd public health services in the rural
areas in this country i3 the resnoungibility of District Adoirnistrations.
Thia service is provided through tae operation of various cate-ories of
medical units namely:~ health centres, dispersaries, sub-diapensnriee,
maternity ceatres snd aid posta,

During the pest 8 Jearn of nilitary cdcipnigtration, this service
like many other services, suffered quite considerably ao nany of the
rural medical unita wers poorly aaintained while others ware coapletely
neglacted apd never repaired, 3Sesidee these medical units lack the
basic equipment, beds, nmattreoses and other Qatuerials without which
sffective trectment ur patients caanot tuke place. Rural nedical unite
acrosa the counlry have persistently bean hit by serious shortage of
medical drugs which has rendercd the rural medical services substandard,

All the ambulances that the country had for rural oedicol services
before 1971 havo all broken down on account of lnck-;r sparcparts and
old age, Consequontly some patients lave hed to walk long distances
from their homesn to dispencarics ctcy otiiers die on the way due to
‘‘aneocesgsary delays in receiving ncdical attention. There i3, therefore;
a clear and o'vious necd to raovive t13 3ervice which i3 now var beyond

the financial resources of our local zuthoiities,

Before 1971, we had cmbarksd an c prozranne of up-prudi.g
dispcnsaries and sub-dispengarics to tha status of health centreas snd
new dispensaries and sub-dispensaries hed to be put up 1ln ce.tain zreas,
In fact there ware a nuaber of d2cical units where construction had
already atarted but they were luter on nbardoged lue to a couplo of
reasons but largely bezause of lack of building materials, The noin
ddea behind these efforts wes to improve the quality of modical services
in the rural areas ord %c “i1ag this gervice closer to the rural
population, Unfortunately thege eiforts never nade any head-wery because
of the economic turbulence tlnt wagz trigrered o.. .y the departusre of
non-~Ugapndan Asians.

The Ministry of Local Admipistrations in conjuction with the
Local Authorities has carried out 1 J:neral survey of all the nedical
uniis with the view of finding out the full cagnitude of whet is
necessary to rehabilitite thisg importsnt gervice in the country-side,
The exercise has finolly reveeled tha® in order to restore rural
Redical gservices to recsonahle standards, we shell require the
following:= -

veseend/2
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(a) To Te~aquip 110 rurual he=lth guniras and about 250
¢lspensaiivs, Thig 7ill roruire about_Shs.lD,OOO,COO :
and a large propertion or thig wiii kave o be apent in
foreign cexchange,

(b) As 1t nas lroady boen pointed out, the rural nodieal
upits, all ovor the gouniry, vwere very poorly .aiatained
and they arc¢ now 4p @ very appalling state of disropniif
In scme craces tho water apd elootrical ayustens have
phyoically .:oken down., The roofa aze lealding; doors and
wincowo are broken, locks are missinz etec, Thora ia
therefore o considzmmble amount of repairs which havo. tg
be done in order to rovive thuse units to full and
effeotive operntion, About Shis,15,000,000 will be required
for this puirpose. Tua dotails regeriing the netorials have
8180 buecn worked out,

(a) In orde. to restora the aabulance gervice in the ruwel areams,
we ohall noed o mininug of 110 land-rover azbulapce to
cnable us to nllecuta at loast onc ambulenco to Jach health
centre, 4An’ 1t 1ip oatizated that theae aubulancos will gost
about Sha.ZE,GG0,000.

(d) Ao Lt has 2livady Loen pentdgned earliar on, we hcve a mumboer
of oedical unitn in the rizll areas wkich had been stoited
but laier on vorg esundoned and were never finisned, Deaides
Bage dishuascries ane sub~lisponsaries are due fHy up=grading
to health centros, e have nct worked out the full coat of
up—gradin; thegsc disponnc;ies Jot., dowever, the flcure will
be producod in due coursa,

(o) Hoalth centres, dispenserios 23 woll ag 'ig bospitals in the
country have persistantly bean hit by serious ghortage of
medical druce, Thisg was caused largely by the fact that our
traditionsl suppliers ubroad chanzed their policy aiter
1972 whereuy they wented the cauntry to rcy lor the drugs
before 14 1p delivored, 1he <27ign exclupy; conctroints
which thc country Sas Logn Lreln, o= et yeours hasg
trnncniously contrilued to thne shortuse of thuge aruza,

The levil of drugs thit . now resuiced o reetivote rural
Bedienl uniis 15 far beroud the availsble 2ol oven tae
anticipat: Jinanei-), rtdouieces ot the lpeol Mtiheiities
froo ticir ‘redltionnrl ec:.rceg, devin s end? ‘det, there
13 a cleaw cuse for an exteracl casiatancey in tema of
dedical drucg to sa 2urnlise to these @edical units,

The follomin wctuils are selevant to Lo 5(1) adovo cnd to a leeger
oXtent para 5(b), o pave 00T deir 2%t to Lregent th: details for aly
Diptricts, This is beenige oz tle idificulty 4p en2zunication between
the District centrus and the Hezuqu rturg but ita Lorud thot
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in the noar future all necesscry information shnll Ve obtained,



PROPOSED MEDICAL UNITS FOR REHABILITATION ‘DAHISg Aln)

IGANGA DISTRICT ADMINISTRATION

PIOPOSED PiOJLCT

1, Upgrading of Ikumbya
dispensary to llealth
centre,

County: Luuka
Sub-County: Ikunbya

Total

KAPCHO.{W.. DISTIICT ALMIN.

1. Upgradin,, of Bukwo dispcnso:ry
to Health Contre.

County: lon asia
Sub-County: Bukwo

2. Upgrading of Kaproron
dispensary %o Health Centre
County: Kaakwen
Sub-County: Kaproron
S Upgrading of Sipil Dispensary
Centre,

. County: Tinzey
Sub-County: Sipi

Total

200,000

1,000,000

" 1,000,000

500,000

2,500,000

YUAQLY MAINTAIH-

ANCE COST

5,000

2¢,000

12,000

10,000

POPULATION
ESTIMATED

TO BENEFI

9,000

LOCAL CONTRIBUTION

The Dlastrict Administration shall
provide lobour and local matcrials
and will naintain the unit,

Though the District Adainistration
cannot ;ivc cash contribution 1t
can and i3 prepared to provide
labour and local asterials and to
aaintain the unit,

Y, Vs T
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1.

2,

3.

l.°

2,

PHOPOSLD PROJACT

S50:10TI DISTRICT

Up.sudipg of Katakwi ci:pensory
to ilealth Centre.

County: Usulc

Sub-County: hatalomi
Upcroding of Amuria dispensary
to Health Centre,

County: Anmuria
Upgrading of Kaberannido
dispeneary to Health Centre

County: Kanberamaido
Upgrading of Kapelebyong

dispensury to Health Centre
County:

TOTAL

KUKONO DISyRICT
Up _,rading of Galiraye
Sub-Dispensary to Health Centre

County: Bnale
Sub-County: LCaale

Upgreding of Kateege Sub-

Dispensary to Health Centre
County: Wukono
Sub=County: Kawuga

2,000,000

TOTAL COBT

500,000

500,000

500,000

500,000

——

900,000

600,000

-2 -

YOARLY LAINTATH.

ALCE COST

POPULATIOR
ESTIMATED
TO DZNEFIT

5,000

15,000
15,000

6,000

4,000

30,000

LOCAL CONTRIBUTION

The District Adninistration
contrbbute 125,000/= in
addition to providing
1~bour and local naterials,

~do-

-d 0=

The District Admintstration
shall provide local nmateriole
and labour but no cash,

The D.A. would provide local
naterials and labour and
do the maintanance.

0'..0'./3



PROS/OSED PROJICT

5. Conatruction of a iiealth Centre
at Buluwmagdi,

County: Buikwo
Sub-County: Majjenbe
Total

KITCUM DISTRICT

l, Construction of a Health Centro at
Pajule,

County: Aru
Sub-County: Pajule

2. Construction of Health Cunice at
Atanga.

County: Aygago
Sub-County: Atanga
Totel

QAT DILPRICT

Up,radin. o. Eibande
Sub-dispcengsary to Health Centre

County: Koult
Sub-County: Rdibanda
Total

-3 -

TOTAL COST

1,460,000

—————eees

2,500,000

1,050,000

1,050,900

2,100,000

530,000

500,000

YO RLY LAINTAIN-

ANCE COST

20,000

20,000

POPULATTOR
ESTIHATEQ
TO0 ECI_PIT

20,500

20,000

30,000

12,000

LOCAL CONTRIBUYION

Lukono D.a, will do the
aaintannnce and piovlde
loceul ncterials and labour
but no cesh,

The D.i. will contribute
12,0060 and local
n2iorials and labour,

The D.., will contribute
120,000/:, local
aatcrialc and labour,

kaintanunce and provision
¢t local natcerisls and
labour by tho 0.A.
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PROPOSED PilOJECT TOTAL COST YEARLY MAINTAIR- POPULATION LOCAL CONTRIBUTION
ANCE COST ESTIMATED
TO BINLFIT
SHS, 8H3, Siis,

BUNDIBUGYO DISIRICT

1. Upgradinz and rencvating of litoroko 1,000,000 - 10,000 The Adirindetr-tion is unable
dispeneary to Health Centre to contritufe any noney but it
io prepared to contribute Locrl
pa’ rials and labour,

2. Up,radin:, ond renovating of 1,070,000 - - -10-
aweblsen;,0 disjenoary to
lealth Centre,

3. Derovatin: sud rcconstructicn of 6¢0,000 - - ~do-
fyahuka liealth Centre —
Total 2,600,000

GRAND TOTAL 13,800,000

BBy, 1In nomnl circunctrnces naterinls like cement required ior the construction, extension or renovation of these units
would be obtained loc .1ly and would thus recuire no dizect eleutent of Foreizn Exchonge., However in the event that most
of the Local Industries are operating below cepucity at the moment, 1t 18 innevitable that the mcterials so required have
to be inmported and thus large anount of foreign exchange shall be required,

For justification of the above propoaed projects and any details thereof, plecase refer to the appended notes,



ROPOSED PROJCT: Upgrading of Ikumbya dispensary to Health

Centre,
Distriot: Iganga
Countys Luulka

Sub~County: Ikunbya

Agency responsible for iapleaentation
- Mirdetry of Local Adainistrations
- Igan,a District Adeinistration,

Ikumbya dispensary is situatoed in an area which io quite
populuted and is distent from tho noarest liealth Centre.
Decause of tho vigorous econoaic activities in the arsa,
population density hus increased quite considerably and ihus
there is a need to apgrode this unit to a Health Centre,

The total cost of thia projeot is estinctod to be
200,000/= with u yeorly maintainance cact of 5,000/m. About
9,000 people are estimatod to henefit if this project is
completud, The District Administration ae an laoplewenting
agency may not contribute cash but shall contribute by
providing local naterials i,e, sand, stones, and labour,

PROPOSED PROJICT: (i) Uperading of Bukwo dispensary to Jealth Centre,

District: Kapchorwa
County: Kongasis
Sub=County: Bukwo,

(2) Upgruding of Kaproron Disprnsary to Health
Centre.

District: Kapchorwa
County: Konakwen
Sub=County: Kaproron.

(3) Upsradinz of Sipi Dispensary to Healtn
Cantrﬁ.

Diatrict: Kapchorwa
County: Tiney
Sub=County: Sipi.

RKapchorwa District 1s 11l purovided with ced!ecl facilities,
Indeed there 15 no necical unit o the grade ol o iLeclth Centra,
Moreover the few existing dispensaries are built ip ceni-
permancat nctoerials and are Jilipllated due to loek o2
@ointeuance a Tactor wiichk arises froo lack of oo:orizls cad
funds, On the other hand, Rapchiorwa 18 a sounianeus ar:a and
movenent is severely l.ancicined especially durin, iy
geason. rhus people find _rzat difiie. . .. 1a sravelling to
Kapchorwa where there is a Covesnment hospital. the upgreding
of Bukwo, uproron and Si:i dispensaries to fiezlta Ceatres is
therefore a natter of necessitiy,

PROPOSZD PROJ..CT: (1) Uopredins of Katalwl dic).ensary to
{lcalth Centre,
District: Soroti
County: Usuk

Sub=County: Katakwi

(2) Uprooding of Asuria 243:easary to
<e.lth Cenire.
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Galiraya 46 a scwote plage with nerpedtual difribulites 4n .
transport ospacinlly durin, rainy seasons It ig ulso near lake Kyoga
and the populzation thure {9 onjagad in fiskinz and a riaultu.ro.

The esticnted cost of the projact is 90.‘,000/1» The Distrdct
Adninistration i3 unable to proviie oash contribution but w111
provide labour and looal aateriala,

¥atoo;0 Subediepensary is loczted in & density populated aren
with intonse commercial and sgricultural activity bewauee of which
population denesity has beun rising rapidly, Gegoede and Kanganda
Enstatse hove attrtctad employment gseekora, Thus these iz noed to
upgrade this unit to the lovel ol a lisalth Contro to cees tha rapidly
incressing demond for updated medical facilitius, The Healith would
cater for the growing populotion of Nukono Town, : .

The projcct 45 estimatod to cost She.600,000 and would bonefit
about 30,000 paoplo., The Dictrict Adaipdsatrution ohnll onintain the
Unit and provido local materials and labour duriny; oonntruation.

Bulumai 43 a coamerciul place nu:xouudcd by an agrioultural
sone and 1o adjacent to tho Industrial Town oY Jipja,. Many Zactory -
workors reside hore from whure they ge to work in various industrios
in Jinja while the farme vithin .nnd surroundinyy the aren supply food
to the town., dince Jinja hae only onc Foveraient hospital and the
population of the town and subusus hago incrcesed {remendously,
construction of « !foalth Cotre nt Dulumagi would divert mane of the
potients with ainor cilticats Jro@ joing to the only hospital,

The projert Lo oatlu:tod e cost 1,400,000/a apd would benotit
about 20,0G0 noopl.., The Adidnictretion is unntle to contribute cash
but will providc locel ux‘oriclse upd lobour ard do tho muintenance of
this unit,

RROPOSID PACsTCP; (1) Conztrection of a .dalth Ceatre at Pajule.

Distiict: Kitgum
County: Aru
Jub=Countys Pajulo

Asency rcapoisiblo for iuplementation
- Ministry of Local Adninistration
- Kitguer District Aduinistration.

4

(2) Conciruction of Hewlth Contre at Atancﬁ.

Diptrict: Xi%gua
Couaty: hiugo
Sub=County: Atzan-a,

Pajule and Atoapa disjensecies z2rc old Iachiored end 111 equiped
to moet the ipereosing Ceac.lis cu the local zopulation which now is
within the ronsc of 20,C10 cad 30,000 poople recpcoctively, Publie
transport in thege arcus 16 diyvlicult besides distraces to the
nearost hospital which is in Il:igus ore Sreat, 2t-nza 42 upsraded to
Health Ccutre would conividute _ienily to reviling .ediccl se vices
to the ic.u_ee populction at Ag;uo Ccentra.

The locel po,ulation 12 -agoged in ~roving cctton, tobacco, mtllct
etc. .nd iuproved iscdiesl aiivices would go o loag way inm inproving
theyr contribution it thu an.iqacl cconoiy,

The two pToIecis 26 w3 iaciad ta anrt THhe 1 ORA ANAY aoen
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each unit ond to agsint in provision of local matordinls and labour

DROPOSED PROJHCT{ Upernding of Kibonda aub-diapensaiy to Heclth

Centre,
Districts Rakai
County: Koold,
Sub=County:-Kibandn

Fibanda sub-iiaponenry presoutly;zzrv%e ;f;;gﬂ}aiggnggfiggpepg,,
0 Zockir Q0D poogle Bho nid’ Aokl S obay” T 3 “&:@J}S BF 1)
thgg the District Acuinietefrbdiehie chus 8>ﬂaﬁfﬁtnﬁce G uaunble 1t
sletion, The wscinatod cost i3 430,000 a3y v A es
com :..__n\ﬂnu A § add thna a2 bodsdlo e s aflu97q owd T
Rakai District ha3 no Govornzent hospital and has beon depcnding
on Maaakn hospital wiich unfortunately was destroyed during the
lideration war, Surt.iermore, the distance to liasaka is quite _rant
and thue noceesitaies thig sub=!iaspenso.:s to be upsrnded to a Hanlth
Centre, :

The District Aduinigtrntion iy una:le to contributs c:ioi bu; 1"-;122\
able to provide locul maturials and labour anéd to 49 the maiqt;npngg,iéhw:~

"PROPOSTD PHOTEAT: (1) Up rnding ana renovating of Mtoroko diapgzﬁgkyiggi;
tc Horlth Centre,
District: Bundi hugyo
Countys
Sub~County:

(2) Upgmdins and renovating of fwebisengo
dispensary,

Distiriet: Bund{Lugyo
County'
Sub=County: -
k(j)'3enovp:4n¢_nnd-zmconztr:ctioh of Fyahiucs's
He.lth Cen:re, - )
District: Bundibu: o
County:

Sub=County:

Agency responsible for inzleaentation
= Mdinisiry of Loc:l Adninieirations
= Bundibugy~ Dis-rics Alpdidstration,

There heve beern At ts by the ARt L L_.n to rennvate
Ntoroko dispensary but ‘here zave teen liudie? by lock of funds,
Otherwise the dispensary is locates in quitc 3 lensely populated
area with active agricultur:l and fishdiz activities, It is about
60 nilca frou Sundilbuzyo where thire is - Go“ snzeat hospitsl, It
is important to ncte tha. this is a _oucteacus district where
transport przblens nuturally are a severce aznliceop 2gp-cizlly
during wet scason curdiny wiich land 8l: iea =p- ceaon, Thus it is
necessary that this dispennsry si:ouid be 2xnialed to a health
centre and the existing tui din-s renovotad,

The total cost o the »roject 18 ostinpui: to be 1,000,000 anpd
would benefit abcut 13,300 peo.des Tt SR e ~ldrisiration is
finanejially haadcupen, 14 con couTiibts. loesl n t.riale and labour,


http:Bundibu.Mo

-5 a

Bwebisengo dispencury hos suffered similar setbacks like
Htoroke and it is ol ,rcat adv-ate;,e 1€ 1t is upgraded to a health
centra,

Nyahuln Ho 1tk Ceztre i3 the largest unit of all medical
units run by the Adninistration, There have beon at.empts to
renovate it but thase nave not sone far due to lack of funds apd
required muterinls like cemvnt, tinbor, paint etc,

{

\



APPENDIX E

IMMEDIATE MANPOWER NEEDS OF MULAGO HOSPITAL
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" Mulaco Hoapital,
P.0. BOX 7051,

12th Pebruary, 1980,

IMMEDTATE MANPOWER NEUDS OF MOLAGO HOSPITAL

5 Intamiata(CABDIomGISTs (z), CHEST mrsrcxm 1) )
(cusmommomaxsm (1) NEPEROLOGISE (1) ).
(NEUROLOGIST (1)

3 Radiologpisats

4 Anaesthesiologints

2 Dermatovemeriolocists
2 Medical Librarians

4 Paediatricians

4 Dentists

3 Pharmacolocista

1 Mutiditiondst

2 Patholocists{forensic & Chemiocal)
2 Bacteriologists

2 Haematologiste

3 Oncologista

2 General Burgeons

1 Plastic Swurgeans

1 Thoracic Burgeon

1 I/C Medical Records
1 Hospiial BEngineer
1 EJ.T. Burgeon

1 Pasdistric Surgeon
2 Fharmac'istes

1 Urologist

Ttems and equipments requiring rehabilitation in Units of the Hoap‘ta.l.
1. (1) La8sSDL Aund sy |

a) Pour spinner dxﬂ.era are not functio;_inu, they are lacking spare
varts ard motors.

b) Pour corment pressures ara not furctioning. The compressor troke
dowm and it requirea replacemsnt, ) :

e) 14 Trol.leys, sovenr large size and seven small size requ:Lr
raplacgément, Por security reasons, We necd trolleys with looked®le

cCOvVors.

d) Iaundty requires a second multl rolls ironer in case one breaks
dovne

6) We neod proper material of rop sheeds anc cotton wools for
milti rolla ironer and spares for it.



2, MAIK THEATRES _ .
g‘;here is lack of the follc-minLitemss

l. Diathermy machines -~ requires replacement
2, Pationts trolloys and mattresses
3, Stretchers
4, Suture materials
5+ Surzgical bladee (all sizes)
6, Alr conditiorers (six) for all the thea.traa
Ts EJCeCe Machines
8s Autoclave(theprescnt 4 are all fe.ulty) atertlizera(eix are faulty)
9.  Celestive tubes are finishecd.(We neecd about 1009
10, Surgeonst operative govms
1l, Canvas shoes
12, Dispoouble shoey
_'J‘%; Disposable shoe cuvora
4, Disposabls caps
15, Paper masks
16. Linen for towels
17, Catemact ‘mives (100 needed)
18, Hot air ovena(2
19, Orthoban bandages
20, Crepe bancages

3 PAEDIATRIC WARD 2C

a) Plaster ba:idacea

b) I=V giving scts

¢) Suction machines for

d) Weighing scales for b:L._, babies

e) Ilaryngoscopea

f) Mattressges, babycotis, linsn blankets

g) Pottiea (20)

h) Kidney dishes, Receivers

i) Boilers and Sterilizers

J) Remuscitation trays.

| KITCHEN NEEDS
1. Steam Pans 6 Medinm Size
"R, 'Steam Pans 6 large size
'3, Matooke Stnam Pressure
... Cookers 5

s 4-".~-‘-Electric Toast .2

5. Steam Pressure Pan 2

6+ Cold Rooms 3 and Extension
7. Preezer large 1

8, Cooking Sp. .
». (Sufirias) Saucepans ¢ Kg. each = 40

10, | -do = 1 Xg. each = 40
 STAFFING
2 Diatitiang
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ITEMS NEEDED IN NEW MULAGO KTTCHEN

50
20
10

SARERE PREBancwuulbRRRRRSBRRRRRRREEEbvvawanma

Food Trolleys (Electric)
Pood Carriers covers for 01ld Mulago
Cobkers Electric '
Cookers Gas (For emerpgency) 3 large 3A/sizes
oves large
Deep fat frycrs large
Steam Jacketed Kettles (4 Table Model)(6 Floor Model)
Steam Boilers larse .
Compartment Steemer(mixer floor model)
Liquidser Institutional Size
Grills Electricol lLarge
Meat Cleaver
Slicor Knives
Carving Knives
Trimmer Knives
Paling Knives
ing Sheots(Large)
Baking Shecta(Med.)
Baking Sheots(Small
Roasting Pans (Med.
Cake Tins(Round) M/gize
Cake Tins (Square) M/Size
Muffin Tina
Loaf Tins
Ccolanders large Only
Lieves(largc, Med, Covers)
Stainless Steecl Mixing Paddles
Rolling PLnséLarge
Rolling Pina(Small
Pie Places 9"
Vegetable Stcaming Pans
Stainless Stcel Bowls (Iafre)
Steinless Steel Bowla(Med,
Gratrrs
SoujtasELarge) Sat
Sourtaa(Med.) Set
Stainless Steel Trolleys
Wore Cooling Racks
Steel (Por Shappening)
larse Prying Pan 9=12" Elcctric
ued‘ 1] i} " n
Liquid Measuring Cups Small
liquid Meesuring Cups larse (ILitres Cap & Jars)
L4 " " Med
Iry " " Large
Measuring Spoons large
Soup Iaedle Largs Stainlass Stecl

REFRIGERATORSS

HOHH

Walkin Refrigerator- 1 ICE Making Machine Large
Welk In Freezer 1

Rotary Beaters 1 Freezer Room

Cold Room i

Hand Mincers lLarge

large & Imall Enife Scale

Scales (Domestig Size)

FOR GUESTS1

12
60
60
60
60
12

ea Pots Ilarge
Chinn- Milk Jugs
Chasa Cups
Saucers
Bread and Butter Flatec
Tea Spoons
Sugar Bowls
Plastic Rubbish Bins with covers large



4 Trolleys, 4 Vhoels Rubber Iarge for food and rr..’:‘;.s:..*c_.. .

1)

a)

b)
e)

a)

e)
f)
)

h)

1)
§)

I suggest all to be well marked to avoid confusicnm.
MR. E.Z. KANCAVVE = CATERING OPPICIR
URGERT NEEDS OF THE Y~RAY DEPANTMENT~MULAGO HOSPITAL

Xmray film,',processin.; and di:ying equipﬁnnt has outlived ita
usefulness. )

Manual processing units arc rusty, side boards Droxen OII,

and drainage system blocked by wooden piecce of wood chipped
off tha wooden lining, ce drying cebinets for film are
worn ou’ beyord repair as spares for thosc aro no longer being
manufacturcd. -

Two rapid proceesors, onc mch oldor ‘cevamatic 250 previocusly’
raplaced by th2 new one, a germatic 401 arc both out of ordere
The later is reparable if spares can be obtaired.

I rccommend to replace theprocessing units with

Mamial X-roy film processing units (two) of pase through
type of 10 gallon capocity, tanks, not requiring heating or
refricorations Such units moy be supplied by eithor G.E.C
Medical or Kodak, :

2) Williamson Mk IT film driers,

Rapid processor: The ilford R 200 which uses cold water,
supplied by Fort Ltd., with Watcr re—circulation facility.
Baaildon, Essex.
Plastic Moulded.

Timers for darkréom use, fixdble on the wall, Suppliers,
Everything X-ray. ‘
High Street Bushey Village

Harts. .

No. Required (5)
Thermometcrs for darkroon 10 .
Name printing boxes . 5

Darkroom sefelichts ‘ .
Direct Light universal 10" X 8" type kodak, and Beehive type
with thoir filters. No. required, Twenty

Tension Hanpgers for processing films 17" x 14" -~ _M%BZ
14" x 14" . . 100
15" x 12¢ 100
22" x 10" } 150
180 x 87t 35
84" x 64" 50
7" x T . . 50
15" x 6" ° 50
12" x 6" 50

Grid Cassette for pelvimetry sizel7" x 14" two

The Depertncat has completely run out of Xeray film envelopesd
f-ray f£ilm ernvelopms sizc 17#' x 143" mumber required 100,000°

manilla crade I(above itcms supplied by GEC Mediecal or by
Everthing X-ray
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-Lead Apron = double sided lecad equivalont 0.52 o,
No. required 15
Supplier - Everthing X=-roy

DR. T« KASOZ.
HEAD OF DEPARTMENT OF RADIODOGY

MULAGO HOSPITAL « MOTOR VEHICLES
The following is the list of motor vehiclos which are most

urgently required in this Hoapital.

2)

b)

Trucks « 7 to 15 tomnarg = 2
I for storas ang mw departments

1 for food,

Buges « 3
or Nurses Trainings School

1 for Parsmecdical Trainiig Schools
1 for Hospital Stai'f(othcr than those montioned above),

¢)i)land Rover

Staticn Warons - 5

2 for official duties in the ¢ity and Entcbbe,
2 for up=country ascrvices - e.g. roturnine discharged pa.ticr.ts
1 for usc of Blood Transfusgion Unit

11)Pick=ups
% Tor maintenance workshops for day to day movemerte.

d)

a)
T)

1 for Orthopaedic workshops for stores and movement of staff,

Specialiscéd Vehicles
L1 garbage collector

1 gtaff car = for Medical Superintencont

2 Ambulances for novément of paticvnts partlcula.rly botween
01d and Now Mulaco.

REQUIREMENTS FOR THE GROUNDS & CLEANING SECTION

CLLEANTNG SCECTION ° B, GROUNDS SECTION
I machines 1, Mowing Machines
Polishinrg machines 2, Flower Pump Sprayers

Switch Iedd:crs .
Supportins belts ,
Wheel Barrows

Trolleys for col!.lecti.:rlrr Garba~—

Cha.lr lifts for stair
cleaners
Hoovers (Cleaning mats)

M.0, OKIRTA FOR MEDICAL SUFPERIITTNDENT

2 ‘5-&-:\:-&-0\

NURSING DIVISION

Mularo Hospital Bed complimcnt = New Mulagoe = 1253

0ld e
Total )

Werds and Units in which Nurses arc feployce = 52

/

\

B
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PRODLEM: -

1. MNURSIMNG EDUCATION: = As por attached list,
2, NURSING S.TVICE: ‘

Ward Deuipments .

1, Shortace of beddings in gonarcls Beds without wheola difficult
to ranoeuvre. Ahdjustable delivery beds not available.

2. qwiixgzédy of crugs unsatisfactory = cupboards easily tampered

Sunnestions~ Lockablésdrug trolleys (about 30)

3, Drossing trolleys and instruments in short supply: and patiorts
{irollcys. .

4 Tood Trolleys = very fow avaiiablej a good mumber ocut uf_'order'.
Crockory ond cutlery for paying paticxmta in short supplye.

5, Sundrics alwoys in short supply and at tines cut of stock
@.Cs cotton wool, elesto plasters towelling matcrial etce.

6. 30 Eloctric suckers; B.P. machine; Diagnostic sets.— _
Reiriccrators in shert supply - a good rumber- of wards are
without these itens. '

2/ OTrenspert:
1. a) Paticnts necd to bc transferred fron New Mulago to 0l1d
Mulage especially matornity cases. )

b) FPood for 0ld Mulaco Paticnta have to bo {ransported
fron New Mulaso Kitchexn. ’

Thore is no transport to carry out these joba'.

2, Nursing coverace for 24 hours in a hospital organisatior is

on. 8 mst, Most of thc trained nurses who rorder those gervices
arc nor-resident but with nd rolitivle means of »tracaport = -
aspecielly those on evening end night shiftse. Consequently,
many roport late on cuty or fail to turn upe.

Surn estion:=~ Mini-bus be provided for the purpose

3. Head of Nursing Division has no trensport of her om, She
relies on hospitzl trersport which ig ronwexistent at presenit.
The hospiiel borrows the vchicle frop Domicliliary ' services.

Surreptions— Provision of steff cars while awaiting allocation
of .chicles to individuals.

3/ Accorrodotion:=

Proseit Nursing Establishment (all cadres) = 620

Idcal situstion = 840

Aveilable Accormodeation: Hostcl for trained staff = 111 vroorm™
Flats for Nursing Officers Grade I-= 22
Cottazes for lowor cardres 13
Flats for Senior Nursing Officers 4

Sgrcs‘tion:- New Blocks of flats to suit different cadres
would be idcel.

4/ Moiptenenec ir Wards and Hostcl:

Very slow respoise froo the werkshop cduc to .
a) Iack of manpower (v) Lack of sparcparts.
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5/ Messenyerins Services done by Nurscage

a) Prequent visits to pharmacy to collect druga
b " " to stores for gundrics

c " "  to workshop to follow up requisitions
for repair

2) Students on evenirg shift to colloet food from the Main
Kitchen

Sugrostiont= Introduction of topping up gysten by increaging man-
. power in tho above arems to do the services. g
= Hence relieving rurses of Noaenursing duties.
They would thcn be on the wards where their services
are constartly needed,

6/ low Moralo

No sponsdi‘ship for short’and lorg courses abroad, and attexding
serinars and. gctiferneces. )

7/ Urdfwrns

a.g Materials not readily available ' :
b) Duty shoes difficult to get and whaen available very costly.

Susznestion: A ghop well equipped with nurses requirements
. managed by Miristry of Health be considered.

8/ CQSOS‘D. ' ‘e

Only one a:utoclgve in use, tho second one has bean out of order
for a long time, : '

St111 using drun systen. .
Surrestione Introduction of packs if ficilitics are inproved.
9/ Recreationnl facilitics for studentsi= Nonm existent,

de BYAHUKA (MISS)
PRINCIPAL NURSIIG OFFICER

MUIAGO = SCHO(L OF NU'R?ING AND MIDWIPHEY
Started in 1942 as a School, for Enrolled Level Nuraing,

In 1954, the Quecn Eligabeth Nurses Hostel was opened, with
accomnodation for 80 mpils,

1956 a course was started for Enrolled Midwifery,

Both the School and thé Hostel were meart to accormodate
80 pupils at cnrolled level,

In May 1961, a Recistered Level Nursing Course was started,
and in November 1967, Registercd Level Midwifery.

The School becare #0 coryjcsted that it could no longer
accormodete both levels. So in November.1971, the Errolled level
Nursing Course wee discontimied while the Enrolled level Hidvifery
was discontinued in May 1972,

Since 1972, the number of students in the School has been
ranging between 350 and 400, At the moment we have 230 astudent
Nurses end 153 student Midwives, making up a total of 383 students
in a School end Hostel which were meant for 80 pupils,

07
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A8 a’'résult oll systems aro failing to neet this high
dem. .60 '

1.
2,

3.
4
5e
Ge
Te

Clasarocn accormodetion
Rostel accommodation
Sevnre Systen

Cooking facilities
Library (this is Nil)
Demonstratior roons

‘Clinicel toanching and individual attemtion to students.

For the last § yerrs, the School has not been abla to obtains

10
2,
3.
4,
5,

Text books for students

Periodicals and Mnoprnzinea

Bxorcise books

Up to dete Reforencc books for Tutors
Very little stationery = never enough

The School has eltogother = 12 qualificd Tutors

1,
2,

Rursing Officer e Grode I
Nureing Officers Grade II all of whom ars meant to

be accomnodatod in five small offices, with no facilities for
study or making preparation for lectures.

In short there is an wrgent neod for a new well planned and
equipped school, Seninar and study tours for Tutors would also
be very helpful,



APPENDIX F

MAKERERE UNIVERSITY MEDICAL SCHOOL
OCTOBER 1979
URGENT REQUIREMENTS FOR EXTERNAL ASSISTANCE
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M/\XERPRE UNIVERSITY !MEDICAL SCHOOL
Ootober, 1979

URGCNT REQUIREMENTS POR_EXUCRNAL ASSISTAICE

(1) BACKGROUND INFORIATION

Mplkarere University Medical BRchool io the only nedical school in
Uzondn, It is the largest Faoculty in Mokerere University and carries the
groat responsibility of training high~level nedical monpower for Ugandae

The populction of Ugenda was cpproxinotely 9.5 million in 1969 when
tho lost census uns corried out.e It has been increasing ot a rote of
2.5% to 3% per cnmun. It in estimatod that it 1s approxinately 13 million
now cnd moy very well roceH 26 uillion by tho 2,000 | The output of
nedical graduates must be i1norecsed to at least 150 per anmu if a dector
population ratio of 1/10,000 is to be aoaleoved by the yecr 2,000, The
Sochool mist elso lounch programnes for the training of bedly nueded dentlsts
and pharncoists, There is at prosent one dentist for erery nillion peopls
in Uganda}

Additionsl oomdendo 3jtaff, the replacement of obsolste equipnant
ond expansion of phyoical facilitles are erucial if tl.r. school 18 to
pcrtiodipate fully and effeatively in the roesnstruction cnd rohnbilitation
of Ugandn after the laat devestating 8 ya‘:s;

Tho student intcke for the M.B.Ch.B,dogreae course hcs had to be Lixed
at 100 per ancadenioc yecr sinoe 1965 beccuse of liniiad physieal facilities
for the te-ching of bosio nmadical sciences, The undsrgroducte student
mubers for the 1979/80 acadenmio. year cre shown in Amnax 2,

The Sohool had attained very high standerds and international -
reputation in tocohing, patient ocre and research as rer back as 1967,
when postgrcducte tecsching progracmes were lsunched to produce badly
needed spooiclists end medical tecchers. A thrse-year Tresidency programme
lending to the dogree of Master of Mediecine (M,Mod) in Internnl Medicina,
Surgery, Obstetrios cnd Gynaecology, Poodiatrics, Psychiatry, Pathology,
Ophthalnology, Otorhinolaryagology and Publio Heclth wos launched, The
H.Med.degres was dosigned t> be equivalont to speoislists quclification
awerded by the Royal Colleges in the Unlted Kingdon of Great Britain and
other Cormonmwealth oountries, or the Speoizlty Board Certification in the
United States of America, Similar programmes haove nov Yeen launched 1n
Kenya, Tanzonia and Test Afrioca. The postgrzduats Dijploma in Diploma in
Public Health (D.P.H.) course which woe lauached in July, 1967 and which
lzsts one coedenio year, hca continued to attract students from Past,

Centrnl and Vest Afrioca., Many students hove boen sponsored by W,H.0, for
this oourse. The postgrcduate student mumbors for tha 1979/80 acadenia
yenr are shown in Annex 3e

=~
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2) SPECIPIC RTUUESTS
In the lizht oX tho background infornotion given above tho following
top priority projects are submitted for serious considerciion for
external assistanost
2.,1. Baosig Nediczl Soiengo Buildd rlug equiprient)

2.2

23,

2.4,

Tho badly aoceded irorense in the ousput of madical g:'aduates
cannot tolke plaoo without tho construction o® = now hullding
to house the Departncnta of Phrrongology, Biooheulstyy, Fharmaoy,
Medical IllugiToticn and teaoiing miseum (auddio-visunl tesching
Tesourcas).
Building ocosta in Uganda at tho present tine are suci that the
proposed building, with a total f1loor spaco of 504000 8Q.ftey
will cost cpproxinetoly She,100 nillion.
Esteblishient of o Departrient of Deatd stry
The troining of dental uurgcons st be lounched witaout further
delay. A W.1.0, consultnnt ins exmuiined the fnoilitioes at the
Publio Health Dental Assistonts School oa lulego 44ll and reached
the conclusion that by efleoting modernte physical alterations
to the school amplao space would becons evedilable for the training
of den:al ourgeons. An intoke of 25 etudents per aocadenic year
for o four-yoar degree oourse is envissged; The estinated cost
of the propoced alterctions is 51184540 nillion:
Expericnoco his showva thot the propo3ad programme ogn3ot be lnnnchnd
withous azsistznce from a well sctablished dental solool Overseua.
Sscondnont of senior acadomic astcff 1o cruoial,
Replagenent of the Eleotron lMicrosospe
The School hes an old Carl Zeiss Eleotron Hioroaoope EM9 which
wes soquired in April, 1964, tharke to tho Wellcone Truot
whioch provided o grant of £13,800 which was enough at that time .
to cover the coat of the nicroscope and ita accosvories, freight,
inouranoe end instcllotion chnrgesf
A new .ceaine 18 naeded now to be used for tecohing and researvh
purposes by the Pooulties of Medicine, Veterinary Mcdiocine,
Agriculture, the Enst Apriccn Yirur Bescarch Institute, the
Ugonda Concor Instisuite, ets, eto. The estincted cost 18
Shs.2.0 m1lion,
Reoruitrent of Academic St=ff
The School is exporiencing a very acute shortage of staff, The
return 9f Ugnndans froc exile has not been as quick s was
expected; Emergency assistance is required now if vital under-
graduate .nd postgraduate tcrohing programmes cIe to continmue.
The siaffing situation as of Ootober, 1379 is oclearly shown in
Annex 1. Idnks with medical sohqolu in the United Kingdon of
Great Britain, other Cormomvealth countries, the United Staten
of Anericao ond continentcl Burope will be nmost wellcomo and are
dosperatoly needad, -



(3)
Such links will faoiliiats recrult=ert end.sscaoniient-of staff
and exchange of shor+=term visiting Professors/Speainlists,. Such
links will clso nnke it piasible to launch tho proposed degres
courses in phornnoy and dentistry:
Short=tom visiting Proresuora/Spaoidiatu, (80 nan~-nonths psye
year for two to threa years) ore urgoatly needed to arsist with
undergraducte and poatgraduate tenching.' _The oatinated ocost
(per diem and airforis) tais emergenay aid 1s Sha.l,2 nillion
per year,

2.5. Extention of the Alder: Ciok (Mediocl) Idbrary

The presont library -suilding oon acosomodate 255 readers only,
whereas the present student populction (undergr:‘.duate and posta)
graduate) iz 564, Th) rumbir of roglatered readers is 1,110,
The student population will increasa by about 30;‘5 when the proe
poesad degree sourses ir dentistry and phormcoy are launched,
Shelving spcoo has also alreandy boon utilized to full capaoity.
It isy thorcfore, asbsolutely necessary to extend the existing
building by at least 1C,000 square feet at ar estinated ocost '
of Shs.5 500, 000,

It is inportanoce to ncte taat the or:!.ginn.l librery bullding

had to be a:rtended ia 1968, thanks t¢ the Nuffield Poundation
which provided a nos* cenerous gront to the Medioal School.

2.6, Purhcase of Bogk Issucs of Medieal Journsls and Reference Booka

The Medical ILibrary .aas suffercd fror a soxrious shortcge of
books and journcls during she past 8 years. There is ar urgent
need of replooing all out-of-dote editions and tae purchasing

or 350 seta of journils as well s ucquiring beeck iosucse The
eetm ted cost is Sh2,0.5 n:Lll:Lon.

Extension of Gallowa: Eall (plus steff houses)

Medicol students mst kave thorough prootical traoining, inoluding
the nancgunent oX meliical, surgiccl cnd obstetrdecl emergencien

This 18 nost orueial ir Ugnnda whore now medical graduates are
required to agsune grect rasponsibilities in upcountry hospitals
barely ono ycar after graduation.

'Galloway Hall can now cecomnodote o naximm of 84 stulents out

of 273 olinioeal studoria, The stoy of each clinioal student mist
thereforu, be gre.atly (:urt-ziled.-

The cxtension of the Erll 9y the addition of 25C double rooms,
extension of the dirirg roin (present- sitting cepacity only 160),
extension of the students »omnmon roon and cantlen, ‘ha3 been ncoord-
ed bigh priority by th. o3t reccent University Gronts Committen.
The estinnted cost cf the project 1s Shas.42 rilldon,



(4)

2,8. Transport
Lagk of foreign exchango during tho lcst 8 years hos meant

that fow new vehicles huve been purchcsed, 01d vehicles have
f0llon into disrepoir and disuse due %0 lack of spare partn.'
Thia hna had vory serisus effoots on £14}4 treining. programmes

of tho Deportuents of Faedictrics cnd Qhild Eenlth, the Institute
of Publioc Henlth and Psyohintry. The Faculty Office has also
been severely hondicapped because the faoulty office car which
was stolon in 1973 has not been replaced; Tra transportation

of short-*~mm yvisliting rrofossors/specialists has beccme very
aifeicult, .

It is, thercfore, necosscry to purchnse two Buses, two mini-buses
and ¢ piaok-up van (for Gallowsy Hall) to solve this problome
Tho estincted oost Lo Shse0,595 milldon,

2.9 Extonsion of New Ifuligo Hospital
The urgont nced for additional sproe for the Lepcrtiienta of
Ophthalmology, Puedintrics and Child Heokh, 2ndiology and Apaesthe
ctlics was recognised bcfore 1972 wiien tho so-~called "economio
war" wes declored in Ugnnda, NORAD had offe:el gonorous assist—
ance with the develecsnent of the new departments 3¢ Orhthalnology
and Radiolozy sinoe 19€€ but the.progremne hnd to be suspended,
Prelininzxy study by Eeith-Saith, tho architeotor of lew Mulhgo
Hospitcl by the addi“ion oY one wing-would solve t¥is probleme
The estiactod cost i Shs,54 nilldion. '

3) CONCLUSION
HEAITH mist be o nmajor consideration in the socicl. oulturnl and
econonio rchabilitation of Uganda after the devastating lcst
8 yeors, Molerere University Medioel Sohool mst be given the
eruclal tools for the training of soldiers Zor the wer agcinst
disense and tha promotion of HEALTH,
The externsl ald which ius being sought auounts to cpproxinitoly
Shs.210 nillion,
GIVEN THC TOOLS 7E SHALL DO THE JOB,

(Professor Joseph S.7,Iutwna)

AN & DIRECTOR OF POSTGRADUATE STUDIES
FACULTY OF MEDICINE

{(MCDICAL SCHOOL

VARERURE UNIVORSITY

24 Ootober, 1979.


http:Prellnin.ry
http:Ertens'.on

HAKERSRE_UNIVE:jITY |i MCDICAL SCHCCOL
AEVIH 0r SIAUFING POSITIGN OCTODZR 1979 ~=197%/80
7 ACADLLIC WEAR
DEAY & DIRECTOR OF Pos'lmmu.-.m STUDIES ~—efePilled
VICE-DEAN (Pu’t—-tine)l—-ﬂ‘illed
ASSISTANT REGISTRAR -ei-eFilled
DEPARTMELT ESTADLI SINENT POSTS PiLED I VACANCIES - ..
P AP SL T TOTALNP 4P S T TOTAL: P AP S, L UMY
ANATOMY 11 2 5 9 1 1 2«1 3 fe = 2 4 6
AHAESTHETICS 1« 1 2. 4 feo = == 031« 1 2 4
INSTITUTS OF PUBLHEALTEI2 2 4 7 15 2 2 12 17 - = 3 5 8
HEDICINE 2 2 5 6 15 2 1 1 - 4 ¥a1 4 6 13
MICROBIOLOGY 11 2 4 8 1 - 1 - "2 -1 1 4 6
OBST./GYNAECOLOGY 31 2 T 13 3 = = = 3 -1 2 7 10
OPHTHALMOLOGY 11 1 2 5 e 1 ~ = 1 31 « 1 2 4
OTORHINOLARYNGOLOGY(EETH1 1 1L 2 5 e o« =~ - 0,32 1 -1 2 5
PAEDIATRICS 82 1 4 6 13 f#e- -~ 2 1 3.012 1 2 5 10
PATHOLOGY 21 4 5 12 §2 =~ 2 - 4 €= 1 2 5 8
PHARMACOLOGY 11 1 4 T e 1 -~ ~ 1 81 -~ 1 4 6
PHYSIOLOGY 1.1 2 6 10 1 - 21 4 yg= 1 = 5 6
RADIOLOGY 11 1 2 5 fe = 1 - 1 11 - 2 4
2§XCHLATRY: -I:I 1 2 4‘1..8 1 - - 2 3 -1 2 2 5
SURGLRY i3 17 776 17 §2 1 11 5 §1 - 6 5 12
ORTHOPA-DICS 21 2 4 9 01 = - 1 §i11 2 4 8
FZG +TEACKER TR.CENTEE il 1 =« 1 3 e = =« 1 1 111 - - 2
BIOCHEMISTRY 12 2 4 6 14 1 1 2 4 8 11 2 2 6
DENTISTREY* ,51 - 2 3 f e = = = 0 2 =« 2 35 6
PHARIIACY* i1 = 1 2 4 8= - 4~ o 081 - 1 .2 4
30-20.48 84 182 ftw 8 1313 51 §1312 35 TiL 131
_— et e :.; > ST
i ;
¥#These proposed| dépasizients "Haa 'nﬁm?ﬁ‘éﬁé around fet. T T

PmProfessor APmAsgools

“ha Professor SI-Senic‘l;r Leoturer I-Leowrcﬂ.-




— ANEX 2 e
VAKERERE UNIVZRSTTY MEDICAL SCHOOL

UNDERGRALULTY STJDENT NUMBERS

4.8., CH.D. DEGR.E CHURSE, 1979/ 80 ACATBIIC YEAR

YEAR I S 124
Ye.R II — 114
YEXR ITI —_—— 08
YEAR IV —— 95
R ¥ ——m 90
501

v ———



—— ATER 3 e
iAISTOAL URIVIRSITY SDICAL SCHOOL

-

TOSTCRADUATE STCDCH MLIEAS

M MED., AMD D.P.H. COURSES, 1979/80 ACADEIIC YDAR

DSGREL/DIPLONA COURSE NUMEER OP STUDENTS
MUECD (LEDICIIE) —— 9
U.MED (PAZDILIRICS) —— 10
M.MED, (SURGERY) BV 8
U.HED, (OBST./GYIAECOLOGY) —emmn 12
MJTD, (SUGERY T oHaTe)  eommommmeeeen 2
W.MCD, (PSYCHI.TRY) s 4
¥,MED. (OPHTHALIOLOGY ) T . 3
M.MED, (PATHOLOGY) —— 2
D.P.H, —— 13

IFIRIEFEEE NN TNty
63
b ]

Wy

NN



APPENDIX G

SELECTED PRICE INDICES FOR UGANDA



Selected Price Indices for Uganda

Implicit
Year GDP Kampala Low Income Price Index
B 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 148.9 147 123 '100
71 167.1 138 !
72
73 ‘
74 454.7 341 375
75 546.7 410 451 '346
76 , 610 A
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,
Enteube, 1978.

Commonwealth Secretariat, The Rehabilitation of the Economy
of Uganda, London, June 1979.

&l




APPENDIX H

PARTIAL LIST OF EMERGENCY RELIEF AND MEDICAL
ASSISTANCE PROMISED OR PROVIDED TO UGANDA AS
OF EARLY JuULY 1979

1
. ".\‘..
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Annex C

Partial List of Emergency Relief and Medical
Assistance Promised or Provided to Uganda as
of early July 1979 #

The following is a summarv of relief and medical assistance promised
or provided to Uganda as of early July 1979, based on information
feceived from other international organizations and from the
Ministry of Health. It is almost certainly incomplete aﬂd‘inaccuraté

with regard to details, and needs to be regularly revised and opdated.

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 plan=load (size unclear) of medical

supplies.

2. Danish Church Aid

23 tons of food and medical supplies

3. Caritas

30 tons of food, maybe including 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.

A*—Ncarly all t.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.

SQURCE: Africare Report.



10.

11.

International Committee of the Red Cross (ICRC)

1 ton of soap, blankets and drugé were brought to Uganda

in the becinning of May for ure at Government facxlltles.

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 prov1d1ng 50,000 Swiss Francs for

clothlng, etc.

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.

Danish Red Cross

36 dispensary equipment/supply units

Swedish Red Cross

US § 600,000 provided by SIDA for emergency relief

World Vision International

About $250,000 channelled through African Evangelical

Enterprises including 2 Volkswagen Combi vehicles and

a 7-ton truck.

Catholic Relief Services

EEC supplied food of apprbximately 100 tons



12.

13.

14.

German Government

1l large aircraft carrying baby food and medical supplies

to be distributed through Caritas.

British Aid

Approximately $300,090 in dressings to the Ministry of Health,
and possibly $200,000 to repair the steam ~lant at Mulago

Hospital.

EEC

Aprroximately $250,000 through the African Medical Research

for a vaccination program.



APPENDIX I

MEDICAL DONATION RECEIVED BY MINISTRY OF HEALTH ENTEBBE
FROM DONOR CCUNTRIES AND ORGANISATIONS
AS OF 31ST JANUARY 1980



¥iniatry of Health,
Medical Stores,
POOO BOZ 16'
. ENTEBBR

22nd Jma.r'r, 1980,

CP.8/43

The Permenent Secretary,
*{nistry of Health,

P.0. Box 8’

=NTIO3BE,

DRCG, RUSZIVED TROM AMREF CH EEC GRANT 224 /480

DELCIIIIION ICE

Lg-M2ITY FRICE
J.CC.);OOOtab Thenyltutagons 200 mg 1287,00
100,000 tabs Propanthelins Bromide 15mg coated %.00
50,000 " Yuridazole 500mg 5278400
20,000 »  ryastotin 500,000 iu 1230.,00
100 " " 100,000 iu Vaginal

0 vials Stibophen 6 4% 100ml 199,20
75 " " " " 295.80
29,000 Tabs Chlorpromazine 25mg 141,23
323,000 * " » 1573.01
00 Tetanus Antitoxin 1.500 iu

1 Tetanus Antitoxin 20,000 iu .
20,000 Tabs Penecillin V 300mg (500,000 IU 490,00
105,000 vial Atreptomycin .G Dry lowder 16082.%0
972,000 tabs Sulphadimidine 500 mg 22103.28
452,000 " TFurossmide 40mg 6816.16
6,600 amps Oxytocin SIUAT lml I7T1.58

J.V. 0idu
for: Chief *harmaoist


http:22103.28
http:16082.50

TRUE CO¥Y :
Finistry of Health,

O . Stores Division,
20542, 20566, 20507 P.Ol.mgox lf’
CP.2/43

24th October, 1979.

EEDICAL DONATICH R.CEIVED BY MINISTRY OF HUALITl ENTEEBE
FROK DONOR COUNIRIES AND ORGANISATION

AS AT JANUARY
Druga Bgceived Prom Cibe-Geigy of Switzerland o 8/6/79
QUANTITY NAME OF DROGS
l., 34,600 tabs Butazolidine 200 mg
2. 2,500 Supp. Butagolidins Suppositories
3+ 1,000 tubes Butagolidine cream
4. 50,000 tabs Heidrox 25 mg
5. 69,600 ™ Hygroton S0 mg
6. 248,500 tabs Ihgapyrin
T. 216,000 " Narol
8. 5;00 tubes “ocacorten = Vioform cream
9., 50,000 tabs Nexaform
10. 5,000 caps Renalin
11, 200 bottles Rirmactane Syrup
12, 2,000 caps Spasma plus
13. 10,000 oaps " Cibalin
14. 15,000 tabs Tanderil
15. 3,000 tubes Tondexril cream

A CONSIGRKIENT OF IZEDICAL SUPTLIES OP 36 TONS RECEIVZD

PROY. DANCHURCHAID OF DENMARK ON 30/6/79

3,500 kg

1. Dried Milk Powder packsd in 25 kg
2. 1 A small generator of 40 kg

3. 2 Refrigerators of 3 cu. ft.

4. 4,995 kg Powder soap

5. 3,360 Yospital soap

6. 11,232 Hend soap

-ccuooaooooz/
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4oRGIC.L ITELS

SCANTITY

1.
2,
3
4.
5
6o
Te
8.
9e
10.
1,
12,
13
14e
15.
16.
17.
184
19.

b
2.
3.

le
-
3

5
6.
Te

1,000
54000
10,000

21 doz.

2 doz.

21 dos

100 pieces
120 plecmus
100 "

pRoia

25

25

15

24

87 dosz

87 doz

87 doez

18 dog
1,500 pleces

4000 x 10 =1
5000 x 10 ml
2070 x 10 ml

20,000 vianls
7,700 viels
10,000 ™
1,000,000 caps
219,000 oaps
10,890 vials
10,000 viaols

JAME OF D:93g

Disposablas Infusion sets
Surgical Slades Sterile size 15
» » " » 23
Pthiocon Catgat ™Mauin é/b

® ol Chromic 0

] [ ] L] 1

Poleys Zcthetors 30=45 Inc Dallor 120=16

) " ol " 13-18
» » " ' » 130_@0
» » » » 1”‘22
Ryle Tubes 120 em x 10 CH

» L] L] ”»

» had " I-ay™l4 CH

L] LN » 18 cﬂ .

Ethican Cetgut "lain size 2/

" " Chromio size O

» » » » 1

» L} » L J 2

Iatex gloves non-atsrils size small

Insulin Soluble 49 f.u./ml
Insulin NTH 40 {.u./ml
Insulin Protamine Zine 40 i.u,/ml

ARTIZIOTISS

Ampicillin 2% mg/vial

Benzzthine Penicillin 1.2 mege
Tong /0ting Tenzathin- “enicillin
Tetraoycline fICL 250 ng

Ampioillin 250 mg

Tenzyl Crystalline Tenieillin
Proceine “enicillin Portfied 4 megn

S\



- 3 -
8. 13,120 buottles Ampiocillin Syrup Powdsr
9. 36,000 ocaps Brythromyein

1. 250,000 amps .Inj. Diazepan 10 mg/2ml

2. 100,000 " ®*  Ergometrins Faleate 0.5 mg/kl

3. lo,000 ™ " Oxyiocin 5 i.u/ml

4 111,200 "™ " Chloroquins Fhosphate Sml

5. 100,000 " Chloroquine Phosphate 2ml

6« 2,400 vials Inj. Hydrooortisone Sodium Suocinste 100 mg
7. 3,000 amps " Ergonetrine Maleata ). co

8. 10,000 * " Ergotooin (Ergometrine Oxytocin)

9. 15,000 " *  I.M, Irm (Seanferan) 5 ml

10. 1,000 Bott. Infusion Taavoluse 5,25%
x 500 m

TASLZTS
1. 1,000,000 tabs Terinol 40 mg
2. 373,000 tabs Tolbutamide 500 mg

3¢ 491,000 " Chloropheniramine Maleats 4 mg-
4, 600,000 * Thiabendagole 500 mg
5 200,000 * Agpirin 500 mg

6. 2,000,000 tab Ohloroquine Phosphats 250 mg
7. 800,000 » Perrous Sulphate 200 mg

8. 150,000 " Prednisolons 5 mg

9. 100,000 " D.L.Alpha ethyldopa 250 mg

The total cost C.I.F. Dier, 1,900,000 inocluding freight
charges Equid. to Ug. Shs.3,800,000/-

Druem Received From “fizer Jakoratorles Lid. an 10/7/79

l. 500 vials Inj. Streptomycin Sullphate 1 gm
2. 500 " " " L] S gm
3. 500 * " P.F.P. 400,000 1.u/vial



4e
5e
e
T
8.
9.
10.
11.
12.

1.
2.
3.
4.
5e
6.
Te
8e
9
10,

12,

13.
14,
15.
16.

-‘-

500 visls Inje PePePF. 800,000 iou/vial

600 tabs Combatrin

3,000 * Diabaness 250 mg

500 Xmpn Inj. Terramycin I.M, 100 mg

50 bottles Syrup Oombatrim 15 ml

100 tubes Terra Cortril eys/ear Suspension
1,500 tabs Obron (#ultivitamin)

100 tubes Terra Cortril skin ointment 5 mg
80 tubes Tarramycin Eys Ointment

640 cases 12 per ocase Dextrose % Injection 1%0 ml

200 L] ] L] n L] L} L] 2” al

48 L] " L] n " ] L] mo ml

80 " roow " " » " 1,000 ml

150 Case 12 per oace " " & Rall 0.2%€ Inj. 250 ml
25 » non " " » " " 550 ml
0 " " on " " " " " 3000 ml
231 cases 12 per oase lagtated Ringers %’ Daxtrose iOOOO .
28 » n n Dextrose 10¥ Injecticn 2% ml

190 * now o Nacl 0.,9% Injection 2% ml

1,000 cases 6 tins P/ Nutrition Suppliment Powder “Ayds™ 16 os.
1,000 * 12 tins

P/oase Aspitin Powders "B-C" 10 gr.

6,680 doses Meagles Vacsins

17,954 doses Rubella Vacoine

3,550 doses *umps, Keaslss and Rubells and Vaccins
700 doses Meagsles and Rubella Vacocine

2,000 packets Sofra Tulle

2,000 boitle Sopradex Eye/ear Drops
1,000 tubes Soframycin eye drops
400 anmps Cidomycin 80 mg/2ce

200 amps Cidomycin 20 mg/2ce

1,293 Suppositories Proctosedyl



TRUE COPY

“MEDETORES"™ Nedigal Stores,

P.0, Box 16,
80548, 30566, ENTEBRE,
CP.2/43

i9th November, 1979,

Permanent Secretary/D.M.S.
Miniatry of Health,
P.C.Box B,

ENTEBBE.

REF: DONATIONS RECEIVEZD FROM
BAPTIZT MISSION JINJA 3/11/79

The Baptist ¥ission at Jinja has again generously
delivered the following items on 3/11/79:=

1. . Ayds Nutritional Suppliment = 580 cases x é tins
s 3480 tine,

2e "B,C.," Aspirin Powders = T60 x 18 pkts x 100 doses
= 900,000 single
dose Powders,

3. Infusion Dextrose By = 150 ml dottles.

- 860 cases x 13 bottles
= 3,000 bottles

4. Lactate Ringers 1000 ml bottles « 183 cases x 12 bottles
= 1478 bottles,

This supply is in addition to:
(a) Vaccines received in ERtsbbe and already issued out

{b) 1Infusion Fluids, which the Baptist Mission kindly
delivered to our various Hospitals Up-country
particularly in the Bast,

The Minisiry ie indeed very grateful to thia genercus
donation being given to us through the Baptist Misaion in
Uganda.

Joha Ruberaniwari
CHIEF PHARMACIST

C.Cs Mr, James Rice,
P.0.Box 1310,
JINJA,.



3.
32.

34.
35
36.
37,
8.
39.
40.
4l.
‘2
43
44,
45.
46,
4T,
48,
49.
50.

52
53¢
54.
55.
56.
57,

10 3.B. paints for Training Schools

25 Be3e Dusters for Training Schools.

10 BeBe Brughes for Training Schools.

10 Black board naint brushes for Training schools
5 tubes Duplicating ink for !.0.H. Headquarters
10 paper punchos for ¥.0.H¢ bt

500 Kanila Pile Molders for " »

10 peckets paper pina for "

90 Tackets paper olips Noe. 1 = 3 for X,0.H, Headquarters
4 Boxcs 3iro pens for !7,0.H. Aeadquarters

10 dozens/for .0.H. Headqua-ters Pencils

4 Dozen Rubbers for I.C.H. Neadquarters

20 Tulers Tlastic for '.0.He %

20 pcckets Acco Fastners for ¥.0.H. *

100 Pield note Books for XN.0.H. "

107 Shorthand noteboo':s for " "

2 Typewriter Srasers/brushes for :’,0,H. Teadquarters
22070 Tnvelopes sizes 9 x 4 15 x 10 for Y.0.H. "

150 Reams yping/Dulicating papers for "

50 Typewriter Ribbons for :%.0.H. Headquarters

10 bottles Dupx'icatin-~ ink for ™

5 Boxes Stencils for i“.0.H. »

10 Boxes Carbon pepers 7/S for ¥.0.H.

10 Bottles courrecting fluid for "

5 stapling machines "ITIX™ for "

20 packets stapling pins "OFREX" for V.0.H.

2622 Textboo:s for Training schools

4 Tackepes of miscellaneous seoond hand Medical and Surgloal
iterms = Gift from Canada.

N



TROE COFY

Ministry of Health,

Stores Division,

P.0s Box 16.
ENTEBEER

20th December, 1979.
The Yon. "inister of Health,

Dear Sir,
Ret DONATICN RECTIVED PHOM U.3.3.R. RED OROSS
ON 16T4 DECELBER

The Red Cross of the U.S.S.R. gent us the following donae
tion on 16%h December 197G:-

1. 1,600 amps Inj. Amidopyrine 4%

2. 10,000 vials Inj. 5o0lubls penicillin 1 mega

3. 2,300 rolls Small Rolls cotton wool

de 3,600 -bottles P{ncture Convallaria
Vallaria
Balladomna
"entol

5. 1,600 amps Inj. Wikethamide 25% 1 gm

6. 18,900 vials Inj. Trocains 0.5 5 gm

7. 175,000 tabs Sulphathizole 0.5 gm

8, 11,200 caps Oxacillin 250 mg

G 2,700 rolls Gauze 7.0.¥. 3"

10. 256 x 0.5 kg Multivitanin Grannules

1l. 59,000 vials Inj. Streptomyocin Sulphate L gnm
12, 100,000 tabs Sulphaguanidins 0.5 sm

13. 11,200 caeps Tetracycline 250 mg

14. 7,500 caps Chloramnhenicol 250 mg

15. 3,000 vials Ecomonovoaillin 600;000 i.u.
16. 1 Soniazid Towder 1.5 '

16, 18 x 1.5 g 1 Soniazid Towder 1.5 kg

17. 3,200 caps Ampicill:n 250 mg

18. 3,400 amps Inj. Vitamin B,, 1000 Microgram

19, 3000 x 20 dose Cholera Vaccine (Expiry lst Jan. 1981)



I sugrest a letter of approciation be written to them
through the Rusaian Ambassador in Uganda, as it is the Embaasy
that handed over the drugs %o uase.

Yours faithfully,

J+ Ruberantwari
Ciief Phermacist

¢«.ce The Deputy “"inister of Health,
"inistry of Health,
»,0, Box 8,
TITE3EE

" The Ag. Termanent Secoretary/D¥S.,
I"inistry of Health,
P.0. Box 8,
ZNTIBBE,

N

\\;\J



TRUE COFY

¥inistry of Hea' th,;

Storeo Divisidomn,

P,0. Box 16.
ENTEBEB

20th December, 1980,.

Ths Non. inister of Health,

Re: ORAL FCLIO VACOINE PROL UNICEF AND
RABIZS VACCINE FROM ALREP

O0n 17th December, 1979 we rsceivaed the following:

1. 5.000 Doses orcl Tolio Vaccine .
from CHICIT Nairobi (Zxpiry 24 months from
August 1979)
2. 50 doses Rabies Vaocine from AJREP as part of BEEC grant to

Ugande total cost ~hs.7,500 1.e. et 150/= per dose

Yours faithfully,

John Ruberantwari
Chief Tharmacist



TRUE CCPY

Xinistry of Health,

"MZDSTORE" 3tores Section,

P.Os.Box 16,
30642, 20566, 20807 ENTEBBE.
CP.2/43

83rd November, 1979,

Permanent Secretary,
Ministry of Health,
P.C. Box 8,

ZNTERBE,.

Ref: DRUGS RRCIEVED FROM EEC GRANT THROUOH AMREF
OF NATRCBI

The following items were received by this Ministry from the
EEF grant through AMILF Nairobi:e

1. Cn 31st October, 1979 = Anti-rables Vaccine 100 amps.
2., On l4th November, 1979 " " " 100 amps
3. Cn 31st October, 1979 = ATS 1,500 i.u./amps 830 amps
4, Cn l4th November, 1979 - Injection MSLARSEPROL 783 vials.

Unfortunately, these came without invoices and thersfore, the
amount of money spent on them is not yet known.

John Ruberantwari
Chief Pharmacist



TRUE COFY

THE L1ST OF TUIINGS RECLIVED FiOL ALREF
ON_304h MOVIIDiR 3,979,

CL'S_ENTE3EE
1. 1 Refrigeration Cquipmsnt for cold room
2, 2 +H. Condensing Units,
3. 2 Heating Elements for Elesotrolux Refrigerator.
4 2 Tyres 158 x 12 *°, CHx for Fr, Baguma
Se 5 Olympia Typewriters
6 4 enol 4 Drawer Filing‘Cabinets

ST °RE TCR_FIAT

Te 14 Tyres 825 x 20

8e 14 Tubes 825 x 20
9. 4 Batteries

10. 2 Alternators

11. 2 Starter Totor.
12, 3 1ight

13. 2 Uirrors

14, 1 Switeh

15. 2 7 /3lasses

16. 1 Rubber

17. 2 Ccoe

1S. 4 S.Ae. {Invoice 23417G)
19. 2 “inders

20, . 2 covers

21l 1 Croass Rearins

22, 4370 Amps “ivaquine Tnj. 2mg. Exnired August 1979.
23. 1000 x 1000 tabs Zhloroauine

24, 275 kg Sodium Chloroguine = 11 basgs,
27, 72 dozens "lastic Adhesive Plasters 3"
26. 4070 Note boo%s for Training Schools.
27, 2000 Biros for Training Schools

28, 2000 Tencils for Training Schoolé

29. 500 Trasers for Training Schcols

30. 50 Boxes of chalk for Trainging schools

..I.I..O../z



Ihece were roceiyed from Oxfam U,X, on 30/8./79

l, 588 doz Bandages V.0.7e 5om x 5m 49 x 12 dos
2., 290 rolls Gauzg Absorbent Medium 50m 29 x 10
3. 360 Yo Crepe Bandages 5x6x12
4., 56 dos Z2ine Oxide Tlaster 7.50m x 5z x 7 x 8 dox.
5. 2,112 rolls Cotton Wool White 44 x 4 dos, 176 dos x 12
€. 60 rolls " " » 5x 12
7. 600 pks of S

blades "nife Blades No. 154 x 20
8. C° pks of 5

Mlades " " " "1l54 x 20
9« pkts of §

blades " " " 24 3 x12
10. 192 No Needles No. 1 16 x 12
11, 288 %o " " 14 24 x 12

Scalp vein sets:=-

12. 130 sets l.6mn x 1.9 cm
13. 130 sets 0.8rm x 1,9 om

These were received from 7.H.O0. through W.H.,0. Programme

1. 20,100 empas Inj. Suramin

2, 50,000 mls Cholera Yacoine
Received op 21/8/79
l. 22,440 bottle Hartman Solution
2. 436,000 Tetracycline Caps
3. 2,016 tins Powdered !'ilk for premature babies
4, 1 Tiling Cabinet
5. 1 Duplicating ¥achine
v CNICLF
l. 100 Maternity Vits for Health Centres
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100 ledical Kits for Usalth Centres. All these wore diatributed
. socording to allocation.
22 (hast Precsers - reesived »//10/19
54 Xercsins .zall Refrigsrstors ] 26/10/T19
2  Kerveine Byg’ Resrigerstors . j_.:_sfu/w/':s
20 ladies Bicyelag . 26/10/19
51 Heater Rlesmnis " WQOITB
75 GBefrigeretors glass chimney » ol
300 Syringes Tuberculin {al " "
300 “ " Barred glass " »
300 dom * " Needles 0.45x10mm x 26g .
21,700 Ampas Inj,eodium chlorida received .
10  Hospital beda (lLabour Beds) " 21/11/79
160 Balen Cotton Wool x 100 rells x 500ga " 8/11/19
20 2,000 mls Pstangm Toxoid received 2/10/19
22 1,000 imps x 10 doas B.C.0. Vaccines  * .
24 2,000 x 10 dooe %ripls mrtisen . .
29 54000 doassoral polio Vaocaine " b
28 27,000 doses measles Vaccins " 19/2/80)fren Tirus
Sessarch
29 45,000 domes oral polio Vaccine » "  )institute,
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Section I

T_EYPANOSOMIASIS CONTROL PROGRAMME

BACKGROUND AND SUPFORTE INFPORMATION
Justification of the Pro ject

Trypanoeomniasis has besn an important diseese in Uganda.
Since 1895, there have been four major epidemics. The first

was Gambian sleering sickmess epidemic 1896 - 1922, which
clainel as many as 250,000 deaths in Ugandae The second was
the Rhodesia: outbreak of 1940-1944. A third Rbodesian type
epidemic occvred in 1)5€ - 1958, when it ococurred partioularly
amon¢, fisliermen. The fourth was the Rhodesian epidemic of.
1971 aroun. Luuka oounty of Busoga District. The present

" increaced inciience started around 1976 and has since affected

at least 20,000 people.

Today (Jamary 1300) at lgagt nev cases are detected
ant. confirmel by microsoopy at Qrhe health cenires that
have been chosen to treat these cases, This is equivalent
to 1,800 cases/month or nearly 20,000 cases/year, This may
represent &5 little as only 1G. the actual number of new cases
axisting.

The course of the disease in recent epidemics has
appecrel to be more ra idly fatal, as people were reported
to have died even vefore the sleeping phase was reached,

Before the onset of the present epidemic less than 100
cases were re;ortcl anmally, which is the number reported
deii, toderl Tripenosomiasis, u disease affect man and
hir domestic animals still occupies over 40,000 Km~ of Uganda
an.. is enlemic in the Southern areas of Busogs, Bukedi ani
to sone extent Lest Nile district near lioyo, in the north of
the ocountry. The preseny epidemic oovers 2,000 sqekm in
& nei. are. plus 5,000 k™ in the traditionally endemic area.

The disease is transmitted by two species of Glossina
namely G. fuscipes ani Geo pallidipes. The third species
G, brevipalpis which occurs in ihis region &ppears to play

no significant role in the transmission. The trypanosomiasis
of economic imporiance in this region, are Trypanosome brucei
group, Te. Gambiense, T. congolense and T. vivax « The trypance
Bomiasis are kept alive Wy a huge mservoir of wild game,

The control of the discease can theoretically be achieved either
by total eliminatiorn of the tsetse fly or by removal of the
gane acting as a reservoir or by removal of the gams acting

as a reservoir or by chemotherapy treatment. However, because
of & complezi medical w.l veterinary eocological systems of

the species of isetce and the pathogenic parezsites, only

e limited succecs has been achieved. This coupled with the
current constraints, andlack of active suprort fromw the last
regime has bcen responsible for the break up of the ocontrol
meacures and the generation of the present sptlemic,

The current control measures is being carried out by
the Veterinar,; Public iiealth, and Vector Control Divisions
of the iinietry of Health, in the collaboration with the
Tsetce Control Division of the Finisiry of Animal Resources
and ilusbandry. liost of the activities in these arcas have
virtually come to a halt due to the war situation and the
breskdown. of transport, equipment and other logistic facilities.

N
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The need to rehabilitate and resusoitate these activities
is thus importamt, particulary in view of the ever increasing prevalence
of the disease in the affccted areas. %Yhe grovwing socio=economic
importance of the digease can only ba abated hy improving and strengthe
ening of the anti-epidemic efforts.,

Institutional Pramevoric

The Veterinary Public Health division .together with the Vector
Control divisions sre alreoady well established within the Ministry of
Healili, A Veterinary Pullic Health officer, ani an Bntomologist, and an
dssisiant Director of hedical Services in charge of Public Health will
be resnonsible for the overall supervision and coordination of the
oontrol activities and initiating the present inter-ministerial
ocordinuting meclanisms. Bach of the exoecuting divisions have their
own specific physical and bulpetins provisions that will ensure comti~-
mnity, but lack transport, logistic suppliec, and drugs.

Provi:ior. of Government Follow up
Centrul FPollow ups

As stated above the Veterinary Public Health Division/
Vector Comtrol Divisjons are well established within the Govermment
®wivil cervices anl it ic intende? tc further train field staff through
orgunizitic: of refreel.er courses wnd seminary by experienced officers,

The Veterinary Public Health Officer at the Ministry of
Healtl heelguerterz, in corjisicticrn with the Epidemiological and
Staticticel Urit will ensure oonstant follow up and monitoring of the
Conirol activities,

al Juso < vistrictc

There ie a sloepins sicimess inspectorate basel at Jinje.
It is Lealcd by « sleeping sickness inspector, a deputy; & supervisors
ai the coynty 'sBub-ocounty levels; and 50 sleeping sickness Orderlies
and cleeping sicknecs catchers at the parish levelse The duty of
the slee; ing sickness orderlies et the parish level is to do screening
of their villeses and parishes and transit the detected patients to
the subcounty/county and eventuals to the health centres for treatmerrt.,

O%nor delated activities

When the programme is reactivated following injection of
losistic supnort, it is hoped that the activities will be enlarged and
exteniel so as tc be a component within the integrated national
primer;” health care system which is envisaged, Health Education
efforis vwill also be intensifiede It is also hoped that eventually
Ugande will establish a moonosis centre for the African region and
thic experience will be useful,

The programe will also cooperate and collaborate with
tlie Uiande Trypanosomiasis Research Orgenization at Tororo, in various

o U s
ecvio: I

ﬂﬂ’“‘»-'bv"\'l:i pesewrc and control activitiesswmoein ""‘«'*l‘\"}. % Avnival  Rooaca, ) Sla
S

Acs {se ¥se Liies
OBT0TE: o T PRI S T & plamdies TRgnar Do,

Lons Ranpe CObjentivest

This programme it intended to develop and re-
consolidate on & compruhensive and integrated basss our
surveillance mechanisme for the eventual eradication of
human sleeping sickness in Uganda.

Immediate objectives:

(1) 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 discacc, M

VY
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(11) Rehabilitate the VPH division, Vector Comtrol division, Sleeping

sickness Inspectorate at / by way of transport and equipment. [7inja.

(1ii) Provision of drugs and facilities for early diagnosis
and treatment of casesy, and drugs for prophylaxis.

(1v) Improve the notification system,

Section IITI WORK PLANs

Ae Project Activities Losation Starting date/
duration
(1) Urgent Rehabilitation a) Ministry of
of the Trype. control Health Hqs. Juns 1979 =
activities, -~ Vector Control oontimious
Division.

= Vatorinmyy Public
Health division.

b)Busogr, Bukedi,
WeNile Dists,
¢)Min, of Vet.
& Agriculture,

(1i) Orgenizing Survei- &) Cemtral Spid.
llance activities & Stat, Unit

b) Uganda Trypano—
eomiasis
Research QOrgani-
sation, Tororo.

c) Sleeping sickness
Inspectorate, Jinja
& Bukedi distriocts.

contimwus

(1i1) Provision of drugs a) Busogm, Bukedi,
WeNile contimious

(iv) Provision of
transport/equipment a) Min. of Health
for supervision.
b) To each of the 3
affectad
districts for
surveillance and
spraying acti- "
vities,
B. o) To Uganda Trypa—
nosomiasis
Research Organi-
sation at Tororo,

Be Description of Inputs (assistance) requested

(i) Assignment of Expatriste (internstional) personnel.
An expert who should be of a medical/veterinary
background with pestgraduats training in epidemiology, will
be required to werk as an Epidemiclogist attached to the
Uganda Trypanosomiasis Researsh Organisation at Tororo. He
should hLave a wide experience in the control of #donoses,
He will work in close ocooperation with the director of
research organization and will assist in epidemiological
studies and surveys intended to improve and strengthen the L
control activitiess He will where possible render services \‘\
to the 3 ministries responsible for sleeping sickmess comtrol




viss Health, Veterinary Services and Agriculture, A Senior
Entomologist to direct the Vector Control is alszo reques:ed,

(1) Provision of subcontractual services

Hone. rovision for traini
(111) Provision for traiming of & national counterpart of the
epidemiologist is further requested 80 as to maintain
comtimiity. A medical/veterinary doctor shall be assigned
to under study the expert before he goes for his training
fellowship § 12,000; and expert for 2 years,
48.“)0 x 2

(iv) ;rovision for Transport, Equipment and Supplies
®) (1) To facilitate control mctivitiss %he following is
rogueated in form of transports
= 0 landrovers and 4 pickups to be used as followng=
2 landrovers and 2 pickups for field work in Busoga;
1 landrover and 1 pickpu for the same in Bukedi;
1 landrover and 1 pickup for the same in W, Nile;
distriots 1 landrover at Tororo for epldemiological
services; 1 landrover for supervision at the
headquarters of the Ninistry of Health.

............‘00.0....... g 100,0&.

(11) Motocycles (15) for Bupervisors of sleeping sicknees
Inspectorate, in Busoga (8), Bukedi (4) snd Madi (3) districts.

(111) Bicycles (100; for the parish sleep sicikness Orderlies
in Busoga (50), Bukedi (30) and Madi (20) districts.

b) Laboratory supplius and equipment is also requested as followsge

= 11 Microscopes for field work, 2 to esch team, and 1 at Kiyunga
Health centre, Nankandolwe, and Namingalwe health centres, g 5,000

= other laboratory supplies

= Insecticide spraying equipment 10 sets § 10,000

0) Drugs = for human chemotherapy
= Suramin 120,000 doses
~MelB 130,000 " s

For Prophylexis i) Lomotion 100,000 doses 4
u; Germanin 100,000 doges 2002000

d) Description of Government tss
Zis Pre-requisite sotivities
As mentioned earlier, there exist already organised
administrative units with staff and budgetary provisions
[ TY: )
8) The Central Epidemiclogisal and Statistical Unit
of the Ministry of Health.
b) The Veterinary Public Health diwision, Ministry
of Health,.
©) 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.

(11) Financial obligations
The government will contime financing salaries of
local personnel as well as other local facilities and
utilities as has been the case in the pastes The
?iduniologioal vote, (which is equivalent to about

\
20,000 of local currency) will oontimue to supplement \\
th‘ m1ﬂc‘t an t}lﬁ Nnaad awnd san
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(ii1) Assignment of National Staff;

The isaistant Director of Medical Services/Public Health

is responsible for the overall supervision and ooordination
of the project. The vetorinary Public Health Officer will
aot directly as the project manager and will be responsible
for drawing up of programmes, imterministerial coordination
and monitoring of the project.

A medical/veterinary doctor will be assigned as a
national counterpart to ths expatriate epidemologiat
at Tororo.

(iv) Government provided supvlies and squipment

dpart from the physioal structures (buildings, office
acoommodation) most of the sup;lies and equipment
including transport was destroyed or lcoted during the
war, (avercment, howewer, hopee to provide adequate
secretarial and office facilities for thu ITogramnas .

Ny
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APPENDIX L
PERSONS INTERVIEWED BY THE FHC TEAM IN UGANDA

Eric Norberg, African Medical and Research Founcation (AMREF), Nairobi

Mr.
Mr.
Mr.

Mr.
Dr.
Mr.
Mr.
Mr.
Dr.
Mr.

Mr.

Munk, DANIDA Representative, Nairobi
Salvo, International Committee of the Red Cross, Nairobi

Urs Ziswiller, Head of Delegation in Uganda, International Committee
of the Red Cross

Peter J. Reitz, Director, CARE-Uganda

John Fowles, Orthopedist, CARE-Medico Project

F. Strippoli, UN/FAO/World Food Programme Representative, Uganda

J. G. Quinn, First Secretary, British High Commission, Kampala
Benjamin Brown, Assistant Resident RepresentatiQe, UNDP, Kampala
Joseph M. Luyimbazi, Pharmacist/Director, The City .Pharmacy D.C. Ltd.

Tue Rohrsted, Delegate of the Commission of the European Communities,
Kampala

Paul Symington, Representative, Lifeline Relief and Development
Services Intl. Ltd,

Prof. V. L. Ongom, Director, Institute of Public Health, Makerere Medical

Dr

Mr.
Mr.
Or.
Mr.

Dr.

School
T. Rugyama, Director, Makerere Institute for Social Research
%rank Gasasira, Permanent Secretary, Ministry of Local Administrations
Jim McDowell, UNICEF Representative, Kampala
J. F. B. Mujabi, Deputy Medical Superinterdent, Mulago Hospital

John Bulinda, Coordinator of External Assistance, Ministry of Planning
and Finance

Rubugesa, Private Physician, Katwe Clinic, Kampala

Prof. Joseph S. W. Lutwama, Dean, Makerere Medical School

Dr.

Bakojja, Permanent Secretary, Ministry of Health
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Hon. Peter Sebuwufu, Minister of Health

Ms. Molly 0'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 Hospital, 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-
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Dr.
Ms.
Dr.
Mr.
Mr.
Dr.
Dr.
Dr.

Luigi Rossanigo, Senior Medical Officer, Abim District Hospital
Grace Amolo, Senior Nurse, Abim District Hospital

Ivone Rizzo, District Medical Officer, Kitcum

Joseph Owor, Dispensary, Attanga

Norbert Kaouma, Hospital Secretary, Guly

Talamoi, Chief Medical Officer, Gulu Hospital

Tacconi Lucino, Medical Officer, Kolongo Hospital

Rauhakana Kugundu, Deputy Minister of Health

Father Bilboa, Verona Fathers, Kampala, Uganda

-



