Sect or Description
5.1 During the 19505 and 19605, Uganda established one of the finest public health system
S
in Africa, conbining preventive disease control progranms with an expandi ng network of cl
ni cs and
hospitals. Together with nodest parallel efforts by NGO facilities, nainly mssion hospit
als, this
resulted in a steady inprovenent in Ugandans’ health. This progress was dramatically inte
rrupted
by the disruption of the econony and the col | apse of social services during the late 1970
5 and early
19805. The infant nortality rate, which had fallen from 200 per 1,000 in 1948 to 92 by 19
73-77,
rose to 115 in 1978-82. Econom c recovery and the resunption of social services has now b
egun
to reverse this negative trend but the current rate of 101 remains well above that of the
early
19705, the average for |ow incone countries (76) and nei ghboring Kenya (72). A sinmlar tr
end
characterizes child nortality (T able 5.1). Much of the successful reversal is due to imm
uni zat i ons,
especi ally agai nst menl es; 48 percent of 12-23 nonth children are now fully i muni zed aga
i nst
the six major childhood di seases.
5.2 The breakdown of the health information and statistical system which has still to be
restored, neans that normal health data are not available in Uganda. Al the partial evid
ence t hat
does exist is consistent, however, in pointing to patterns of nortality and norbidity tha
t are
donmi nated by a resurgence of diseases |like diarrhea and malaria that are relatively easi
y prevented,
coi nppunded by hi gh popul ation growh, malnutrition and the emergence of HV infection as
a very
serious newthreat (T able 5.1). Total fertility has increased from5.9 children per wona
nin the
19SCs’ and 19605 to 7.4 in the 19805 and shows no sign of decline; while 33 percent of m
arried
worren surveyed in 1988 wanted to space their children by at |east two years and another 1
9
percent wanted no nore children, only 5 percent used nodern forns of contraception. In ad
dition,
the rate of maternal nortality is increasing rapidly even in Kanpal a hospitals, where the
best care
- in Uganda is provided, inmplying a much worse situation in the country as a whole (Table
5.2).
Anemi a and nalnutrition accounted for 7 percent of recorded hospital deaths in 1981 but 1
7
percent in 1988; several studies in the 19805 show 21-30 percent of 0-5 year old children
to be
chroni cally mal nouri shed and a 1988 survey indicates a figure as high as 45 percent. Mln
utrition
al so contributes to the norbidity and nortality of pregnant and |actating nothers. By the
government’'s figures, 1.3 mllion of Uganda’s 17.0 mllion people are H V-positive and th
ere are
over 12,000 cases of AIDS. H V/AIDS-rel ated illnesses are now said to account for over 30
percent of all hospital adm ssions; the present |level of HV infection alone w 1l generat
e 12,500
new cases of AIDS each nonth by the m d-19905. Finally, the breakdown of disease contro
prograns has led to the reappearance of diseases that had virtually been elimnated from
Uganda,
such as trypanosoni asis, sonetinmes to epidenic proportions.
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Table 5.1: Hospital Inpntieut Mortality and Morbidity, 1981-88
Mand
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R,.- -irnto Infections -
Anem a

1 Tubercul osis

i Malnutrition

mv s

Note: Qutpatient Ind survey data presented in the me two reports’ point toward 1 genera
nmorbidity

attern including much higher incidence: of diarrhea. malaril, respiratory infections, wor
ns.

P

skin end eye infection: than shown by inpitient data.

Sources: UNI CEF, P. 34981), Mni: O Health, Health In orman’on Quarterly, Dec, 1989

5.3 Uganda has 81 hospitals (48 public and 33 N60), 105 health centers (97 public) and 76
5
" lower level facilities (601 public). Hospitals are staffed with doctors; health centers
enconpass a

wi de range of facilities with Varying services, sone staffed with doctors and sonme not;
ower |eve

facilities do not have doctors. Wile both Government and NGO health services and facilit
ies

deteriorated during the years of disruption, the NGO have largely rebuilt and expanded,
due

pani cul arly to external assistance and higher staff norale and are inportant for both pre
ventive and

curative services. In Muaie district, for exanple, NGO facilities expanded by 71 percent
from

1985 to 1990 and primary health is estinated to adcount for over 30 percent of their tota
I

expendi ture. Most government units remain in a state of severe disrepair, however, with r
el atively

unnotivated staff who are only very poorly paid, as elsewhere in the public sector. In'te
rms of

popul ati on per hospital bed, for exanple, Uganda is typical of |owinconme countries; howe
ver this

masks that the bed is usually just a frame, without a mattress and wi thout supporting sup
plies. The

decline of the public sector has |ed an increasing proportion of the population to seek c
are at both

N60 and private facilities; indeed the latter, ranging fromsmall doctor-run clinics to c
onmer ci a

phannaci es, have mushroomed all over Uganda, delivering care of highly.variable quality a
nd

creating a culture in which good care has come to be associated by the patients with the
avai lability

of injections and of drugs, regardl ess of their nedical appropriateness. Recent surveys
ndi cate ’
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Table 5.2: Material Mrtality Rates per 1,000 Deliveries in
Fi ve Kunpulu Hospitnls, 1972-86
3 Source: Makerere Medical deol, dinical Report 1970-72; Kanpi kaha, Maternal Mortality
n>5
| Kanpal a Hospitals, 1988
that 17-35 percent of people seek care at government facilities conpared to 30-53 percent
at NGO
and private ones; the remai nder patronize traditional healers. Wiile private, NGO and tra
ditiona
health providers are thus very inportant in Uganda, a particular difficulty in carrying o
ut this
reviewis the conplete |ack of any data on their expenditure.
5.4 Access to both public and private services is uneven; nationally, 27 percent of the
popul ation are within 5 kmof a health unit and 57 percent are within 10 km The situatio
nis
particularly severe in the North, however, where only 43 percent are within 10 km (T ab
e 5.3);
in addition over 50 percent of all hospitals and nmost health centers are in or near trad
ng centers,
so access is much nore difficult for rural than for urban Ugandans. Alnost all famly pla
nni ng
services, including those provided by NGOs, are |located in urban areas.
5.5 Uganda is worse off than other |ow incone devel oping countries in ternms of its popula
tion
per physician (about 22,000, conpared to 14,000), particularly striking as Uganda was s
0 much
better off in 1965 (about 11,000 conpared to 28,000). Thus the ratio of physicians to the
popul ati on has halved in 25 years, largely due to emgration which continues, reducing th
e soci al
retums to nedical education provided by Makerere University. That of nurses has inproved,
from
one nurse per 3,000 people to one per 2,100. However, the bulk of health personnel renmain
s in
the urban areas and in hospitals; in 1988, 74 percent of all public sector health staff w
ere | ocated
in urban areas and 76 percent worked in hospitals. Yet Uganda' s popul ation is 90 percent
rural .
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Source: Al nwick et aL. Popul ation Access to Hospitals. Health Centers and Menage Maternit

y Unit:

Lm_, MuUsa. 1935 p.6

5.6 Not only are many public facilities in poor physical condition, there is little effec

tive

managenent and their staff are inadequately paid. This has in itself contributed to the d
evel opnent

of the N60 and private sectors; it is now common for governnent health workers both to ho
I d

second jobs at N60 and private facilities and to practice private nedicine out of public
prem ses.

I ndeed de facto charging has becone the normat theoretically free governnent units. The
managenment issue is partly a matter of training but nainly one of notivation. It is also
a reflection

of the poorly coordinated structure of responsibility for health services in Uganda. The
M nistry

of Health make: health policy, runs national donor-funded vertical prinmary prograns, runs
al

public hospitals but one, and seconds staff to | ocal governnents as District Medical Ofi
cers and

as primary health care workers. Districts and nunicipalities are responsible for primry
and

preventi ve services under the overall guidance of the Mnistry of Local Governnent. Mil ag
0

Hospital has been sem -autononmous since 1986 but functions nore as a primary and secondar

y care

facility for Kanpala than as the national referral, teaching and research hospital as whi
ch it was

desi gned. As an exanple of the deteriorated quality of the healthsystem Makerere Univers
ityhs

Degree in Medicine - which uses Mulago as its teaching hospital - was derecogni zed by the
General Medical Council of the United Kingdom a severe blow for what was once known as t
he

ftnest medical school in Africa. '’

5.7 As part of this public expenditure review, a special study was carried out of health

servi ces

intwo districts, Hoinma and Miale, in order to confirmand expand on broad fndings at the
nati onal level. Neither district has a health plan or even a work plan for the various pr
ogranms run

Vinit. Both have N60 and private as well as public facilities, with the NGOs operating
in an

entirely uncoordi nated and unregul ated manner. The broad norbidity and nortality patterns
are

simlar to those at the national |level. Public sector buildings in both districts are in
a poor state

of repair and no funds are set aside for maintenance; in sone cases, comunities and exte
rna

agenci es have repaired health centers but they have not since been naintained. Staff sala
ries are

very low, the highest paid worker earns | ess than US$15 a nonth. Delays in being paid of
up to

two months are quite normal and staff in poorer counties tend not to be paid for up to tw
0 years.

Wil e services are theoretically free in public facilities, there is extensive de facto ¢
harging in both

districts. ’
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5.8 The supply of drugs at district hospital outpatient departments has inproved since th
ese

departrments were included in the donor-funded Essential Drugs Managenent Program (EDW.
(However, it renains inadequate in sonme other districts, for reasons that are not clear a
s al

districts participate in the EDVWP). The inpatient drug situation is not so good in Mdale
but is

adequate in Hoina. At small dispensaries and health centers, the drug supply is also sati
sfactory

but that at the larger health centers is inadequate; shortages are difficult to assess be
cause there is

cl ear overprescription of sone itenms |ike procaine penicillin and probably also chl oroqu
ne. In a

nunber of units, untrained staff continue to see patients and prescribe. The supply of
consumabl es, especially gloves, and of contraceptives, particularly injectables, is serio
usly

i nadequate in both districts. Both had an appropriate nunber of vehicles, nmotorcycles and
bi cycl es, mainly supplied through the vertical progranms and run with funds fromthe verti
ca

i muni zation program although there is no transport control and coordinati on and no main
t enance

system

5.9 Progress on child inmmunization is very good (74 percent coverage for neasles, polio,
BCG

and DPT in Moale and 45 percent in Hoima), with neasles ever |less of a problem Drop out
rates

remai n hi gh, however, and tetanus toxin coverage for wonen of childbearing age is very lo
w (22

and 18 percent, respectively). Neither the diarrhea! disease control program nor the info
rmation

systemis functioning in either district. Neither has clear plans for AIDS control activi
ties. In

Hoi ma; 51 percent of wonen interviewed in a survey did not know that there was H V infect
i on

in the district; teaching about AIDS in Miale is concentrated on the schools. Health work
ers do

not all know enough about needle sterilization to prevent H V transm ssion through inject
i ons.

Wil e the commpnest cause of norbidity and nortality in both districts is now nmalaria, ve
ry little

i s being done about it. Yet |ow cost environnental strategies, which worked in Uganda in
the

19605, renmin feasible.

Sector Strategy

5.10 Since 1961 there have been various comm ssi ons and wor kshops whi ch have devel Oped
approaches to health policy. Rarely, however, have their recomendati ons been transl ated
into

specific actions. In 1978 Uganda becane signato y to the Alma Ata Declaration on Prinmary
Heal th

Care but no action followed. In 1983 the then Governnment again endorsed Prinmary Health Ca
re

but did nothing to fornmulate a specific inplenmentation policy. Wth the National Resistan
ce

Moverrent’ s Ten Point Program and Rehabilitation and Devel opment Pl an, however, Uganda has
made a stronger conmitnment to community panicipation in the planning and inplenentation o
f

basi ¢ social services through the Resistance Conmittees. In 1987, the Governnent appointe
d a.

Heal th Policy Review Conmission to develop a health policy of '"availingprimty health car
e for

Uganda t hrough the health strategy of prevention of disease and pronotion of health and t
hr ough

popul ar participation 'and establishnent of functional health units at all levels.’” Follo
wi ng the

Commi ssion’s report, the Governnent in 1989 adopted a national health policy, reconfirmn
g

primary health care, based on the health center as the basic health delivery unit with th
e hospitals
pl aying an essential referral function. This policy remains essentially non-operational



however,
and has neither been translated into a series of specific actions nor used in health budg

eting. The

Mnistry of Health is at present engaged in producing a National Health Plan through the
year

2000; the first drah, conpleted in early 1990, has not been accepted by the Mnistry of F
[ ami ng

and Econom c Devel opnent because, while it calls for a system based on primary health car
e, it

proposes the continued concentration of resources on hospitals. It has no explicit prior
ties and

takes no account of either the financial resources likely to be available to the public s
ystem or the

role of the private and NGO sectors.
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5.11 The effective absence of a practical health policy thus continues the situation dep
ored by

the Health Policy Review Conmi ssion in 1987: . -

"there is uncertainty as to what specific policy the Mnistry is pursuing across a wide r
ange

of its activities. Hence, even senioroflicers are not clear as to the Mnistry's policy o
n

specific issues. The absence of clear policies in turn | eads to i nadequate determ nation
of

priorities for the Mnistry as a whole. Consequently the external donors take advantage
of the apparent policy vacuumto | obby high political and top civil circles thus prejudic
i ng

- the policydecisions in their favor but not necessarily in the national interest.’

5.12 Moreover, the Governnent’s de facto policy is to concentrate resources on hospitals
and

not on primary health care through health centers (para 5.21 below). This general pattern
of

resource allocation is not unique to Uganda but is rather typical of many African countr
es; what

is peculiar to Uganda is the degree of concentration of resources on hospitals. The sane
concl usion can be drawn fromthe organi zational structure of health services. Consistent

with

NRM policy, the District should be the principal inplenentation unit for health services.
Yet there

is no clear. accountability. The District Medical Oficer (DM), a Mnistry of Health app
oi nted

and paid official seconded to the district, reports variously to the Regional Medical Of
icer, the

District Executive Secretary, the Mnistry of Local Government and the Mnistry of Health

H s

staff, the District Health Team (DHT), are enpl oyees of the District. Based on a survey o

f two

districts and consistent with inpressionistic evidence fromothers, the DHT controls only
about 10

percent of health resources in the District (8.5 percent in Hoima and 11.5 percent in Ma
le). The

bulk is controlled by the Mnistry of Health, which rumthe District hospital (s) and al so
the donor -

funded vertical prograns such as immnizations and essential drugs, though the latter fa
Is to the

DHT to inplenent; donors are unwilling to decentralize fuiancial functions because of re
atively

poor accountability at the District |level. The DHT has no authority over the public hosp

tals or

over any N60 or private health services. Alnost no districts have health plans, although
sone

are now trying to devel op themw th NGO assi stance

5.13 Wiile the Government’s general objective of primary health care is thus entirely con
si stent

with the conmunity participation and poverty alleviation goals of the Econom c Recovery P
rogram

it has as yet little practical content. A particular difficulty is the lack of a long ter
m vi sion for the

sector and the lack of an explicit def’mition of the role of the public sector conpared t
o the N60

and privatehealth services. The pattern of govemment-controll ed spending appears to refle
ct not

so much its avowed policy of primary health care but rather a very understandabl e, but
unaf f ordabl e, attenpt to rebuild the public health systenof which Uganda was justifiably
proud

in the 19605.

5.14 Health is both a public and a private good. As a public good, there is a prima facie
case

for government intervention to achieve the social returns from preventive services. As a
private

good, there is also a case for direct governnent provision in terns of both equity and ba

si ¢ needs,

to ensure access to services to those who cannot afford it at private and NGO facilities
or who have

no such facilities near where they live. Thus, a pragmatic health policy for the 1990s wo



ul d be

for the Governnent to ensure initially that cost-effective primary and preventive health
services are

supplied to the maxi mum nunber of Ugandans, with a secondary objective of rehabilitating
t he

hospital s necessary for referrals. Such a policy would nean accepting that it is not nece
ssarily the

government’s obligation itself to provide services but rather to ensure that they are pro
vided. It

woul d al so inply increasing the public sector’s resources through cost recovery at the no
st
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expensi ve points of the system drugs, hospital inpatients and private patients at public
facilities.

It would nmean that public health expenditure: financed out of general revenue: would be
cohcentrated on preventive services such as i munizations, famly planning and Al DS educa
tion

and on the provision of primary curative services in areas |like the North where N60 and p
rivate

facilitiw are inadequate. It could also nean the contracting or subsidization of NG to
provi de

services in certain regions where this would be nore cost-effective than public provision

Modest

eitperinents along these lines are currently underway in Uganda but they have hot as yet
been

integrated into a coherent approach. Sone have suggested that the governnent shoul d confi
ne its

activities to prevention, but this is not practical given the history bf public health in
the country,

the distribution of N60 and private facilities, and the very urgent need to maintain and
i mprove

primary curative services at a time of econom c adjustnment. Evidence is scanty but would
seem

to indicate the inportance of sinple curative services in order to keep people healthy en
ough to

continue to work and generate income. An untreated bout of nalaria, for instance, can ru
n a

small farnerls attenpt to bring in a harvest.

5.15 G ven the weak capacity of the existing public health system such a policy could be
i mpl enented only by building on the system s strengths and overcomng its weaknesses. The
re

are four main strengths. Forenost anong these is the quality and nunber of Uganda' s healt
h

personnel, both inside and outside the country, who are actually and potentially avail ab
e for the

system The second is the existence and increasing nunber of NG3s. The third is the succes
s of

two donor-funded vertical prograns: child immnizati ons and essential drugs. The fourth

s the

publicls willingness and ability to pay for services, as evidenced by official charging b

y N60 and

private providers and de facto charging at many public facilities. The chief weaknesses o

f the

system are the poor salaries of all public sector health personnel; overstafting; the ser
i ous shortages

of consumabl es; the urban arid hospital bias of npbst services; the poor physical conditio
n of nost

public facilities and their relative lack in the Nonh; the |lack of managerial capacity an
d work

pl anni ng; and the fragnmented administrative structure which results in alnmst no accounta
bility.

I ssues in Sectoral Public Expenditure Program

5.16 Requirenents and Phasing. Over tine, the Governnent shoul d consider noving toward

a systemin which all health expenditure: and facilities in a defined geographical area,
presunabl y

the district, come under the direction of the DHT, headed by the DMO or a professional m
nager.

It will take time to nove toward such a system however, and this will involve the conso
i dation

of resources currently spent under several different budgets and the training of district
heal th teans

i n management practices.

5.17 Meanwhile the priorities for public expenditure should be to inprove the functioning
of

. the present system taking account of the existence of alternative facilities run by NG
Cs "and the

private sector and focusing on one or two types of standardized health centers as the cru
cial point

in the systemfor delivery of primary care. Once this is done, the higher levels of the s

ystem can

be i mproved, starting with district hospitals and then noving up to referral hospitals. T
here is,



however, little point in rehabilitating hospitals beyond the mini num necessary to keep th
em

functioning until the |Iower levels of the systemare operating better, and until provisio
n is made

to neet the hospitals’ recurrent costs.

5 . 18 Overall Expenditure. The absolute ninimumrecurrent expenditure necessary for effe
ctive

primary and secondary health care is equival ent to about US$34 per capita per annum a no
re

reasonabl e | evel would be twice this - Kenya spends U356, Zi nbabwe US$14 and Bot swana
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Tabl e 5.4: Financing of Local and Foreign Expenditure on Health. 1988/89

" (U Sh mllion)

US$29, all countries which also have significant N60 and private health providers in add
tion to

the public sector. At a ininimal |evel of US$35 per capita, Uganda should spend about U S
h 22

billion on primary and secondary care, before including both recurrent costs at the terti
ary |eve

and capital costs. In fact, total public health expenditure on all purposes in FY89/90 wi
1 be about

U Sh 17 billion, less than the m ni mumrecomended for primary and secondary recurrent ca
re

al one. Recurrent spending on that seens |likely to be equivalent to about US$1.7 per capit
ghlsrone hal f of that mnimally necessary. Furthernore, largely as a result of the govern
ggg;idence on aid, only one third of this (US$06 per capita) is funded by the Ugandan cen
ngglaggvernnent; the bulk is financed by donors. The Governnent is financing only about
ggrcept of total foreign recurrent expenditures (Table 5.4) and, as discussed in the next
tﬁggglgzbenditures are well below those minimally necessary.

5.19 The overall level and tinancing of recent expenditure is sumrarized in Table 5.5. Th
:ig three levels and five principal sources of expenditure: central government (Mnistry
RLI;gsligépital, and Mnistry of Local Governnent), |ocal governnent (Districts and

Muni ci palities) and donors. Hard data were collected for the central governnent and the d
ggg;iaiture by | ocal governnent was estimted on the basis of the historical 65 percent o
Le;rfhfbudgets that has actually been spent by Districts and by taking four tines the Kam
gghﬁiglrgn expenditure for municipalities; data for FY89/90 are extrapol ated from m d-yea
éezults. Overall expenditure has incrned fromU Sh 2.4 billion in FY87/88 to about U Sh 1

billion in FY89190, a real increase of 96 percent, largely reflecting expanded donor fina
nci ng as

a result of both increases in aid and the depreciation of the shilling. The donors’ share
in total

spending has risen from47 to 70 percent. Total public expenditure on health has gone up
from

US$25 to US$10 per capita, from4.8 to 8.7 percent of public expenditure, and fromO0.7 to
1.3

percent of GDP
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Table 5.5: Total Public Expendim’'e on Health. 1987/88 . 1989/90. ’
(U Sh million)
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5 .20 According to the financing, one would expect recurrent spending to consist of that
under

recurrent budget heads and capital spending to be that under devel opnent budget heads, in
cl udi ng

all donor funding. On such a budget head basis, recurrent expenditure would represent abo
ut half

the total. In practice, however, sonme governnment devel opnment expenditure and nuch donor
expenditure is for recurrent purposes; when the data are corrected for this. the proponio
n of total

spendi ng accounted for by recurrent expenditure rises to about three quarters.



Table 5.6: Total Real Public Expenditure on Health. 1987/88-1989/90

(constant 1987/88 - U Sh million)

5.21 Just over 60 percent of total expenditure went for primary health care. The pattern
is very

di fferent when a conparison is nmade of the conposition of central governnent, |ocal gover
nnent

and donor expenditure, however. On average in FY 87/88 and FY88/89, expenditure on primar

%ealth are accounted for only 33 percent of that financed by central and | ocal governnent
8gegetggnt of that funded by donors. Wen it is considered that all |ocal governnent expe
Pglgﬁ[s for primary health, it can be seen that a very |ow proportion of locally-ftnanced
ggsgﬁgﬁLnt expenditure is for primary care. By contrast, the one tertiary hospital, Ml ag
géc?hgpgd for 20 percent of total government-financed expenditure on health in each year
ig?lgogetcent of total spending fromall sources.

5.22 Thus not only is the total |evel of health expenditure very low indeed, it is increa
fgggkged by donors. Donor funding has risen steadily during the 1980s from about USSS mi |
!%OEYSZISS to US$35 million in FY89190 and indeed is expected to rise to US$46 mllion in
FY90I1 91 sinply on the basis of existing commtnents. Wile governnent funding of health d
:gcrease inreal terms fromFY87/88 to FY88/89, it will fall in FY89/90 (Table 5.6). The
ggsgrnnant share reflects not only | ow budgeted anmbunts but al so a consistent pattern of
;igL;éFSure falling well short of that budgeted. The recurrent budget of the Mnistry of
Esgg;g9laas only 17 percent of its real level in FY70/71. Moreover, actual recurrent spen
g;n?he Mnistry of Health in FY88/89 was about 65 percent of that budgeted. Overall centr
ngernnent spending on health in the same year was equivalent to 64 percent of that budge
::Sher hi gher than the 55 percent achieved in FY87/88 and the 4-4 percent that seens |ike
L¥85?99 (T able 5.7). Conparisons of budgeted versus actual expenditure by donors are ess
Fgégggibre to carry out, because the devel opment budgets do not even roughly reflect esti
gg;ﬁ? di shursements on existing projects. nmuch | ess new ones. (This is not a problem pecu
Lk:rhgglth sector, however.) Local governnents spend about 65 percent of their health bud
gégg.The consi stent pattern of the Government failing to spend its health budget was larg
?Ly’gﬂgpensions’ by the Mnistry of Finance, as discussed in Chapter |1l of Volune 1. The
sgg?L?his particularly susceptible to suspensions in its capital budget; in FY89/90, for
hgigﬁggﬁént spendi ng by the Governnent will likely equal only about 19 percent of that bu
gg?t?gé heal th sector, which depends on inported drugs and supplies, is also vulnerable t
guspensions on its recurrent budget due to shortages of foreign exchange. In March 1990,
or
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Table 5.7: Central Government on Health. 7

Actual versus Budgeted,’.1987/88-1989/90

_1987/88 . 1988/89 9 1989/90

-- W

.oW)

M nj st of Health

exanpl e, or nine nonths into the fiscal year, Ml ago Hospital had not been authorized by

the

M nistry of Finance to spend any of its FY89/90 budget for drugs and consunables. |f dono
rs

were not funding the bulk of the drugs necessary for primary health care, there would be
a very

serious situation.
5.24 Recurrent Expenditure. As Table 5.8 shows, the effect of these suspensions is that w
ages,

sal aries and al |l owances dom nate govemrent-funded recurrent spending (57 percent) while d
rugs

and consumabl es domi nate that funded by donors (48 percent). Overall, personnel accounts

for

42 percent of recurrent expenditure and drugs and consumabl es for 33 percent. This distri
buti on

is reasonable. Yet in practice its results are not; as overall expenditure levels are too
| ow, the leve

of spendi ng on both personnel and supplies is seriously inadequate.

5 .25 In the case of personnel, the situation is greatly conplicated by nassive overstafl
"mg. This,

plus the overall low |level of expenditure, results in excessively |l ow average salaries, a

s is typica

of the Ugandan public sector as a whole (Volunme 1, Chapter 4). A District Medical Oficer
, for

exanpl e, received in March 1990 a salary of about U Sh 7,000 per nmonth; a md-Ievel manag

er

in the private sector with equivalent responsibilities earned about U Sh 150, 000 per nont
h, or 21

times as much. Similar ratios apply at all levels of staff. The very low salaries are fre

qguently paid

very late, especially those paid by local governments in the poorer counties. The result
is a poorly

notivated staff at all levels, reflected by high attrition rate: (40 percent for nurses a
nd 50 percent

for nmedical assiktants in one year, 1986, alone); the de facto charging in many places fo
r nomnally

free services, and, as reported by many officials, high |Ievels of corruption, ranging fro
m st eal i ng

of office and medical supplies to kickbacks on construction and ot her contracts.
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5.26 Because public sector health personnel are enployed by so many bodies, there is no
accurate inventory of their nunbers, especially at the critically inportant |ocal governm
ent |evel.

Approxi mate figures are available for the Mnistry of Health but not for other public sec

tor health

enpl oyers: they indicate that about 8,300 of the 9,200 established posts are currently fi
[led, with

5,900 staff confirmed or on probation, and 2,400 unconfirmed. in health as in other secto
rs (see

Vol une 1, Chapter 4), steps are being taken to regularize the established positions, but
about 30

percent of the staff, including nost people hired within the last five years, have yet to
be conti nued

i n permanent and pensionabl e status, further danpening norale. The present regul arization
is only -

on the basis of the payroll, however; urgently needed also is a conparison of positions a

gai nst

requi renents. There are no staffing norns in Uganda’s public health sector, although the
Heal t h

Pol i cy Revi ew Comm ssion recomrended sone. These norns were applied at the district |eve
in Hoima and Moal e and indicated overstaffng of 70 and 27 percent, respectively. In both

cases,

60 percent of this was due to group enpl oyees. indeed, group enpl oyees have increased in
nunber throughout the health sector. There are currently 13,200 paid by the Mnistry of H

eal t h;

figures are unavailable for earlier years but it is clear that the nunmbers have increased
very

substantially.

5.27 Resolving the salary issue cannot be done in the health sector al one but nmust be pan
of a

wi der solution at the |evel of the public sector as a whole. This will clearly have to in

vol ve

reduci ng the nunbers of group enployees. O the Mnistry of Health's 13,200 group enpl oye

es,
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for instance about 4,000 are perform ng inportant health functions. as nurses’ aides and
simlar.

If the Mnistry were to reduce the renmainder by half, it would realize salary savings of
U $11 15

mllion per month. This would be three tinmes as nuch as is needed to pay DMX>s the equiva
ent

of private sector mddl e nanagenent sal aries. Qther actions can be taken by the health se
ctor

al one. Most inportant anong these is, first the establishnment of staffing norns and their
conparison with the current actual situation and, second, increasing the salaries and ope
rating

budgets of those with supervisory responsibilities at all Ievels.

5 .28 The Central Medical Stores (CMB), located in the Mnisz of Health, is the main proc
urer

of drugs and consumabl es for public sector health institutions, with the exception of Ml
ago

Hospital . Drugs and iconsunables are largely inported and may be considered a foreign
expenditure. Located within the CM5 is the Essential Drugs Managenent Program (EDVP) whic
h

provi des essential drug kits for health centers and hospital outpatient departnents, fund
ed by

DANTDA at an average |evel of about U833 million per annum and has been a reliable sourc
e of

supply. The unavailability of foreign exchange has nmade the funding of the remaining drug
s for

district and Mul ago inpatients very difficult. Total drug expenditures including those by
Mul ago

are currently running around US$10 million per annurn, but foreign exchange is not nade a

vai |l abl e

when needed and barter agreenents, including dubious valuations of drugs, have frequently
been

used. whi ch has likely not been a cost-effective method of procurenent. A spot check by th
e CMVb

on two common itens froma barter shipnent, for exanple, found one to be valued at twice
and

the other at four times its price in private pharmaci es in Uganda. There have al so been
ong del ays

in receiving a nunmber of barter shipnents, with significant proportions arriving after th
eir expiry

date with inplications for efficacy and safety.

5 .29 Opinions differ on the adequacy of the drug supply. Field work during the mssion d
id not

i ndi cate any severe probl ens, though hospital inpatient departnents and especially Ml ago
wer e

relatively poorly stocked. Annual expenditures of US$10 million conpare with a 1988 WHO
estimate of public sector requirenents, excluding Mil ago, for essential drugs only of US$
6.1

mllion and a CMS estimate, al so excludi ngMul ago, of US$10 million for all drugs includin
g those

for hospital inpatients. Miul ago’s needs have yet to be ptoperly estimted but are likely
of the

order of US$2 million. It would therefore seemthat aboufUSSIO mllion of Uganda's tota
public

sector requirenents of about US$11 million is being nmade avail able, but, except for essen

tial

drugs, the supply is not consistent and there are |ong periods when drugs can be in short
supply

in hospitals.

5.30 While the bulk of drug funding requirenents are net,.the picture is very different f
or

consumabl es - surgical materials, dressings and other nedical supplies. The CM5 estimates
requi rements at about USSS mllion, plus perhaps another USSI mllion forMilago. Yet only
about US$01 mllion has been spent in each of the last two years. The result is evident:
Seri ous

shortages of supplies throughout the system from Milago down to snall health centers. Th
isis

particularly serious for supplies associated with MCH such as gl oves, forceps and catgut.
all of

which are virtually nonexistent at present. Consumabl es suffer even nore than drugs from

t he



Mnistry of Finance's failure to rel ease suspended itens; their absence may not seemas d
ramatic

to those outside the health systembut is striking to those within it.

5.31 Field work in Hoima and Moale also indicated that there was a serious supply probl em
with regard to famly planning supplies. Demand for injectables was very high in both dis

tricts
but supplies have not been avail abl e since August 1989; the nethod used in 80 percent of

cases was
thus pills. Only two types of pills were available in Male and only one in Hoi na.



Table 5.9: Health Sector Vehicles. early 1990

Sources: Mmimnmy of Health
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5.32 The distribution systemw thin Uganda for the essential drugs under EDWVP is very

ef fective. Those for other drugs, consumables and fam |y planning supplies is |l ess so. Th

e CMB

makes two distribution rounds each quarter, the first for essential dng kits and the seco
nd for bul k

drugs and supplies. The second round is typically subject to | ong del ays, ohen of nonths,
because

of both a lack of fuel and of allowances for drivers, funds for which are both in the sus
pended

category, and a shortage of lorries as a result of their poor condition and shortages of

spare parts.

The Government shoul d consi der expanding the use of the highly efficient EDVMP distributio
n

systemto cover all drugs and supplies.

5.33 The other principal conponents of recurrent expenditure are training (about 6 percen

t of

the total), and operations and mai nt enance of buildings (3 percent) and vehicles (2 perce
nt).

Training is equally funded by the Governnent and donors. Very high attrition and em grati

on rates

of clinical personnel do raise questions about the returns to training. The CGovernment ma

y w sh

to consider a nmoratoriumon clinical training to channel training resources toward inprov

i ng

qual ity and supervision, the redepl oynment and reorientation of some nedical cadres, and
managenenttrai ning, for which there is a serious need at all levels of the public health
system

Operations and nai ntenance responsibility goes along with operating responsibility i.e. t
he Mnistry

of Health is rapo’nsible for hospitals, Miulago for itself, and | ocal governnents for hea

th centers

and |lower level facilities. Alnpst all operations and nai ntenance expenditure has gone fo
r

operations, e.g. utilities for buildings and fuel for vehicles. Spending on maintenance h
as been

mnimal, with the result that even recently rehabilitated facilities have begun to deteri
orate. There

is urgent need for a 15hysical facilities maintenance program it is striking that there
is neither a

program not a budget for equi prent mai nt enance.

5 .34 The situation regarding vehicles (T able 5.9) is nore conplicated and varies at the
district,

hospital and national level. There is an adequate supply of vehicles in the districts, in

deed per haps

an excessive supply, as a _result of vertical projects funded by donors. Each district ha

s at | east

three vehicles; Hoim and Mal e each had six, of which four were functioning. Yet the ver

y

provision of vehicles by different vertical progranms precludes the rational uSe of transp

ort; in

general all vehicles in the districts are being run by i mmunization program funds, regard
l ess of the

vehi cl es supposed purpose. There is no transport control and coordination and very little
mai nt enance. New vehicles are provided regularly by donor projects so that non-operationa
| 1

vehicles are fairly quickly replaced. At the Mnistry of Health hdspitals, 73 percent of

the vehicles

are in poor condition and there are only 56 vehicles for the entire country, making patie
nt transport
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7 Thbal e 5.10: Donor Expennuedi by Level, Type and Prom 1988/ 89

- (USS mllion)

al nost inpossible on referral or in enmergency. Mnistry of Health headquarters has 74 veh
i cles,

one half in poor condition. One third (24) are assigned to individuals and not to program

s or

depamments. M nistry operations and mai ntenance expenditure is inadequate for the 130 veh
icle:

it runs, therefore, as evidenced by the high proportion that are in poor condition anti t
hat only 15

are in 'good' condition. It is noticeable that the najority of both total Mnistry vehic
es and of

the better functioning vehicles are held at headquarters rather than assigned to the hosp
itals which

have a greater nwd. Sone reallocation could have very high returns, though the operations
and

mai nt enance expenditure would still have to be increased.
5.35 The pattern of recurrent spending across levels of care is illustrated in Tables 5.4
and 5.5

and mrrors that of spending as a whole (para 5.21). Al npost 60 percent of the total goes

for

primary health, including 100 percent of that by |ocal governnent, al nost 90 percent of t
hat by

donors but only 9 percent of that by the central government. Overall, Governnent is fund
ng only

about a quarter of total recurrent expenditure on primary health. The built of central go

ver nnent

recurrent expenditure goes for urban secondary hospitals (44 percent), Ml ago Hospital (2
5

percent) and central adm nistration (22 percent). Yet Uganda’'s popul ation i s overwhel m ng
ly rural

Donor funding of recurrent expenditure, by contrast, includes only 11 percent for seconda
ry

hospitals and 2 percent for Milago. Thus, 'as with total spending, the overall allocation
of

recurrent expenditure by programfits the government’s priorities only because of donor
expendi ture and not because of that by the Govermentitself. In saying this, it rmust be re
cogni zed

that both the tertiary level Milago is at present also providing primary and secondary ca
re and the

secondary level district hospitals are providing primary care.

5.36 - Public Investment Plan. There are serious problens of consistency anmong the inform
ation

contained in the governnment’s Rehabilitation and Devel opnent Plan (RDP), in its annua
devel opnent budgets, and in donors’ data on expenditures. The RDP, for instance, lists 10
priority

projects in the sector yet donor project names and conponents straddle these. The IDA Fir

st

Health Project, for exanple, includes elenents in support of six of the ten projects. Thi

s makes

mat ching of the projects as defined by the Governnent and as defined by the donors very d
ifficult.

Despite this, broad conclusions are possible, although detailed ones are difficult. A fur

t her

conplication is what is included in the plan. In theory, the public investment program sh
ould

correspond to devel opnent expenditure and should consist only of capital formation and te
chni cal

assi stance. In practice, while devel opnent expenditure (defined as that by the Governnent
under
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its devel opment budgets plus that by donors whet her budgeted or not) appears to account t
ot about ’

50 percent of sector spending, one half of this is on recurrent itens. Thus ecapital and

techni ca

assi stance expenditure account for only about one quarter of total sector spending.

5 .37 Donor funding dom nates both true capital (70 percent) and total devel opment (90 pe
rcent)

spendi ng. This section thus concentrates on anal yzi ng donor expenditure in recent years a
nd as

anticipated in the future on the basis of the governnment’s plans and donor intentions. Es

sentially,

ni ne maj or projects/prograns can be identified:

Physi cal Rehabilitation and New Construction

(i) * Mulago Hospita

(ii) Secondary Hospitals

(iii) Primary Health Care Facilities

Vertical Primary Prograns:

(iv) Imunization (UNEPI)

. (v) Essential Drugs (EDWP)

(vi) AIDS (ACP)

(vii) Popul ation

(viii) Qther (CDD, etc.)

Trai ni ng

(ix) Health Training and Pl anning

5.38 Wil e donor spending is largely donor determned, it has generally corresponded with
government’s stated priorities, although no explicit criteria appear to have been used by
ei t her

CGovernment or donors to arrive at this situation. Table 5.10 shows spending for FY88/89,

whi ch

was broadly simlar inits distribution to that in both FY87188 and FY89/90. Over 80 perc
ent has

gone for primary care, nost channelled through three vertical programs: the Essential Dru
gs

Managenent Program (EDMP), the AIDS Control Program (ACP) and the Expanded Program on

| mmuni zation (UNEPI). Wthin these three prograns, the bulk (80 percent) of expenditure h
as

been for recurrent itenms. Remai ni ng donor support at the primary | evel has been both for
ot her

vertical programs and for health center rehabilitation

5.39 The 20 percent of donor funding that has gone to | evels above the primary has been s
plit

roughly equal |y between recurrent expenditures and physical rehabilitation at both second
ary and

tertiary levels (there has been very little new construetion). The very |low | evel s of gov
er nnent

fundi ng for devel opnent expenditure have largely been to provide counterpan funds for the
donors’

vertical programs and al so for very nodest physical rehabilitation at all levels of the p
ublic health
system

5.40 The volunme and pattern of donor spending |ooks |likely to change, however, on the bn

S

of disbursements fromexisting conmitnments and governnment intentions regarding the future
public

i nvestment program On the basis of existing conmitments, funding for the vertical primar

y

prograns is likely to continue at around its present |evel. That for physical rehabilitat
ion of health

centers should increase slightly. Basic tehabilitati On of secondary hospitals and Mil ago
is set to

i ncrease very significantly. Pending conpletion of its health plan through the year 2000,
the

governments longer termintentions remain to be determ ned.
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5.41 The nine major projects are brieny considered bel ow

Physi cal Rehabilitation and New Contruction

(1)

(i)

(lii)

Mul ago Hospital functions as the prinmary and secondary care facility for Kanpala and

as the national referral, teaching and research hospital. Some basic rehabilitation of
Mul ago is currently underway which should prevent further deterioration. Mich of

Mul ago’ s patient load could be net in a very oost-effective nanner by rehabilitating and
possi bly expandi ng the nunmber of primary health care centers run by Kanpala City

Conmi ssion. All further expenditure on Mil ago nust therefore be placed into both the
Kanpal a and al so the broad sectoral context.

Secondary Hospitals. Eight of these are to be rehabilitated and one new one is to be
constructed in Rakai district. In general the rehabilitation will be appropriately basic.
The Governnent will w sh, however, first to assure the rehabilitation of the primary
health care centers in the nine districts and el sewhere. As with Milago, it nust also
develop a programto fund the hospitals’ recurrent costs. Wthout such funding, the
rehabilitated facilities are in danger of rapid renewed deterioration. The Gover nnent
intends to introduce user charges throughout the public health system (paras 5.47-5.49).
Recovering at |east sone of the costs of drugs and consumabl es and of inpatient stays
woul d I'ikely nmake the hospital recurrent cost hnanci ng probl em nore nanageabl e.

Priority for hospital rehabilitation and, ultimately, for new construction, should go to
those districts which have no adequate NGO facilities.

Primaly Health Care Facilities. These should be the priority for physical rehabilitation
and for new construction in areas such as the North, Rakai and Kampal a where their
nunber is inadequate. As with secondary hospitals, priority should be given to

geogr aphi cal areas without adequate N60 and private facilities. Plans nust be set up

to maintain the facilities, once rehabilitated. At about US$1 mllion per annum funding
for the rehabilitation and construction of health centers is currently inadequate.
Vertical Primary Prograns

General Comment. Vertical programming in and of itself need not be a bad thing and

i ndeed has resulted in two very suceessful prograns (EDVP and UNEPI). However

vertical programm ng has very high costs in terns of adm nistration and duplication

unl ess different vertical prograns are at a m ni mum coordi nated and preferably
integrated. Unfortunately the health sector abounds with instances of both duplication
of effort and administrative overload. Nowhere is this nore apparent than in

I nformati on, Education and Conmuni cation (I EC) activities. Each major donor has an

| EC conponent, including UNICEF (AIDS; prinmary/ matenmai heal th including

i romuni zation), |IDA (general health; AIDS), USAID (famly planning, famly health),

UNDP (AIDS) and WHO (AIDS). Sinmilarly the existence of the different vertica

programs in each district drives the funds available to the DHT and does not permt their
allocation to the highest priorities in each district.
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(iv) I'muni zation. The UNEPI program has been very successful with regard to child’

i muni zations, particularly for measles, though there are high dropout rates. It is
seriously deficient, however, with regard to tetanus toxoid protection of pregnant

worren, as evi denced by both inmunization and nmaternal death rates. The program

shoul d be continued and inproved for tetanus toxoid. Considel-ation could be given to
using its effective | EC channels to deliver other |EC nessages.

(v) Essential Drugs. EDWP has been a very successful program costing US$34 mllion

per annum for drugs and USS! million in technical assistance for nanagenent support.

The’ principal funder (DAN DAl Dani sh Red Cross) intends to discontinue. the

managenent support after 1993. It seens unlikely, however, that CVMs will have

adequate capacity to fully manage the procurenment and distribution of drugs and
consumabl es for the public sector by that date, and technieal assistance for this should
be a priority for continued donor funding. Consideration should also be given to
utilizing the very effective EDVP distribution systemfor drugs not on the essential drug
S

list (or for redefining the list to include then), for fanm |y planning supplies and for
consumnabl es.

(vi) AIDS. The AIDS Control Program has not been effective at the critical district |eve

judged fromthe mssion’s findings in Hoi ma and Mal e. Even though the AIDS

problemis nore grave in sone other districts, the Governnent al so has serious concerns
about the effectiveness of the AIDS Control Program and has recently adopted a

mul ti sectoral approach to AIDS. An AIDS programis clearly of very high priority,

given the extent of H'V infection in Uganda; urgently necessary work has only just

begun, however, to determne its scope and costs.

(vii) Famly Planning. As noted, delnand for fam |y planning outstrips the availability of

supplies and contraceptive prevalence is very low This appears to indicate that the very

nodest current program has been effective in stinmulating demand through its |IEC

activities but has not done enough to supply contraceptives. The mi ssion did not

exam ne this programin any detail and so this conclusion nust be considered tentative,

t hough supported by the Hoima and Moale field work. There would seemto be a case

for a major expansion on the supply side, possibly using the effective EDVP distribution

system ' Nor should there be any dimnution of demand-stinulation

(viii) Qther Vertical ngruns. These prograns, including Control of Diarrheal Diseases

and various Health Education efforts, do not appear to have been very Successful,

al t hough they have not accounted for nuch sector expenditure. Consideration should be

given to reexam ning themas vertical progranms and integrating some of their activities

into DHTs’ routine activities. In addition, it is critical also to establish effective ma

laria

control and STD prograns.

Trai ni ng

(ix) Health Training and Pl anning. The mission did not exanine these prograns in any

depth, especially on the clinical side. As with govemrent-funded training (para 5.33),

however, it notes that high attrition rates rai se questions about the returns to these

prograns and that there is an urgent need to inprove the training of managenent and

pl anning staff and that current efforts are ill coordi nated and i nadequate. Prerequisites

are some reorgani zation of responsibility 1n the sector as di scussed bel ow (paras 5. 49-

5.55).
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Proposed Sectoral Expenditure Progmn

5.42 The discussion in the previous section indicates the priorities for the nediumterm
To

reach minimumlevels for effective primary and secondary care, recurrent spending at thes
e levels

shoul d be doubled in real terns. Wthin this, primary care should have priority as it is

t he nost

cost effective. Equally, it is not feasible to close secondary and tertiary facilities, e

ven if they are

of lower priority, and a mninmum | evel of expenditure is necessary to keep them function
ng. At

all levels, it is essential to raise salaries to increase health workers’ noral e and prod
uctivity, to

ensure a mni mum supply of drugs and consunmabl es (about US$16 million per annun), and to
make provision for building and vehicle operations and nai ntenance. The Governnent hopes

to

neet sone increased recurrent expenditure through the fornalization of user charges in th
e sector

(paras 5.47-5.49). Increued recurrent spending fromthe budget will be necessary in addit
ion,

however, at least at the primary level. It is clear that |ocal governnents do not have ad
equat e

resources to pay even a slimmed-down primary health work force. This may nean rethinking
t he

present block grant concept fromthe Mnistry of Local Government to the districts; at pr
esent there

is no block grant conponent for health while there is for other expenditure categories |

ke

education; alternatively, if ministerial responsibilities are reorganized (para 5 .50),

t could be done

through the Mnistry of Health's budget. 9

5.43 Simlarly, for devel opnment expenditure, the priority should be the primry subsector

i ncludi ng the nmai ntenance of effective vertical prograns, the expansion of the famly pla

nni ng and

Al DS prograns, and the rehabilitation and construction of health centers and | ower |eve

facilities

in areas not well served by NGOs and the private sector. This neans especially the North

and

Rakal district. Hospitals also require rehabilitation but this-should proceed slowy unti

| primary

facilities are adequate and until provision has been nade to cover their recurrent costs.
The

rehabilitati on of Mil ago beyond those basic work: currently funded is not a high priority

, Whereas

the provision of primary facilities for the rapidly expanding Kanpala area is critically

i mportant.

Cost Recovery and Efficiency

5.44 Cost Recovery. The CGovernnent intends to introduce user charges throughout the publ

c

health system it did so for private hospital patients in March 1990. No tinetable has

yet been

established for introducing charges. As there is de facto charging in many, if not nost,
public

health facilities at present, the formal introduction of charge: will to a very |arge ext

ent represent

a rationalization of existing practice. Present thinking anong those preparing for the in
troduction

of formal charges is that general charges will be levied for all curative outpatient and
i npat i ent

services on a sliding scale according to the level of the facility. Docunments under discu
ssion in

early 1990, for instance, suggested a general outpatient charge at a health center of US
h 200

conpared to U Sh 300 at a district hospital and U Sh 500 at a general referral hospital;
asinmlar

scal e was under consideration for inpatients. Qutpatient reattendances wodl d be charged a
t one half

- the rate for a first attendance. Preventive servieec such as inmmuni zati ons would be fre
e, as would



all services for children under 5 years of age and reattendances for the treatnment of cer
tain

conmuni cabl e di seases such as tuberculosis. There will be exenptions for those unable to
pay;

these will be granted by the Resistance Conmittee: at local |evel foll ow ng general guida
nce from

the center.
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5.45 I ncreasing charges at higher levels of the systemw || encourage patientsto first
eek’
treatnment at |lower levels of the health system The Governnent intends to charge those re
ferred
to higher level facilities only the differencebetween the fee levied at the first facilit
y and that for
a first attendance at the second facility. The |levels of charges under consideration for
out patients
are said to be determi ned as 20 percent of the estimted costs of personnel, drugs and ma
i nt enance
at each facility. Yet this is an arbitrary percentage; noreover, in general such cost dat
a do not
exist at the facility level. Simlarly, wi thout cost data, it is hard to assess the poss
bl e |l evel s of
i npatient charges relative to costs. No decisions have been taken on the utilization of r
evenues
fromcharges but a likely scenario is that 50 percent of themwll be utilized for staff
"wel fare
(i.e. to increase salaries), 30 percent to inprOve the health facilities thenselves, 10 p
ercent for a
common fund at the district level, and 10 percent to cover the adm nistrative costs of op
erating the
user charge system Health expenditure financed fromgeneral revenue: is n to' be reduc
ed as
a result of charges being introduced which will thus suppl enent existing resources.
5. 46 Conprehensive revenue projections based on the proposed charges have not been drawn
up. In general they are expected to approximately quadruple health center enployees’ earn
i ngs
and triple those of hospital workers. Reviewing the likely revenue: was beyond the scope
of the
public expenditure m ssion. However, several observations are relevant. First, the intent
ion to
i ntroduce charges is a sensible one, fromthe perspective of both the overall |evel of re
sources in
the sector and the allocation of those resources Swond, nore thought m ght be given to ch
ar gi ng,
including a prepaid capitation fee, at the community | evel for basic primary services. Th
ird,
wi thout a systematic study of househol d budgets, it is inpossible to estimte whether or
not the
poor will be able to pay even the fairly | ow charges under consideration and thus it wll
be
i mportant that the exenption system be operated very flexibly until such data are obtaine
d.
Al ternatives could include exenptions determ ned by the | ocal RC5, or using proxies for
ncone
such as ownership of land, livestock, etc. Fourth, given that nore people already seek tr
eat nent
from NGOs. which charge for their services, than do fromthe public sector, it is possib
e that the
i ntroduction of charging throughout the systemw |l divert nore people to the NGOs. Filth
, the
fees now in place for private patients are clearly too low to even cover costs and shoul d
be raised
as quickly as possible and then regularly revised to keep up with inflation; this should
be done even
i n advance of the wi der introduction of user charges as there is no case for private pat
i ents being
subsi di zed by public ones. Sixth, on the basis of experience in other countries, the CGove
r nnment
woul d be advised to delay the introduction of charging until it is certain that it has pr
oper systens
set up for collection of fees (including the exenption of those unable to pay) and referr
al of
patients and until thel supply of drugs and consumables is in good shape. Seventh, the al
ocative
eliiciency goal of the systemis sonewhat offset by the charge proposed for referrals; to
encour age
people to enter the systemat the |owest level, referrals should be free. Finally, charg
ng at al

S



facilities may be attractive in ternms of raising health workers’ incone but it both raise

s questions

of wage equity with other parts of the public service and avoi ds concentrating cost recov
ery on the

three areas where costs are highest: drugs/consunmabl es, hospital inpatients, and private
patients.

' The CGovernment may wish to start with charging for these services and only later nove t
0 nore

general consultation fees. The npbst expensive hospital inpatient services, which are larg
ely utilized

by relatiVely nore affluent urban dwellers, should be the ones where future cost recovery
is .

focused. These include particularly the 'hotel’ functions such as food. Once such charges
wer e

in place, a greater portion of hospitals’ recurrent costs would be funded and their rehab
ilitation

woul d be nore justified. It would be advisable also u soon as possible to introduce a sep

arate

charge for drugs in order both to recover some portion of costs and to deter overprescrip

tion which

at present appears to be w despread.
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5.47 Cost Effectiveness. 'Health’ as an outconeyis not readily nmeasurable in any country.
In

ot her countries, however, it is possible to nmeasure the Cost of internediate outputs sueh
as nunber

of patients and number of days, although these do not reflect quality. _In Uganda, howeve
r, the

col l apse of the health information system means that even such intehnedi ate output data a
re not

available. A linmted anbunt of data was collected in Hoima and Muale districts which sugg
ests

that the unit cost per outpatient visit at a public health center is |lower than that at a
private or NGO

clinic. However this does not at all mean that the public facility is nore efficient; rat
her it pays

very low salaries to its workers and, unlike the private unit, usually has no support ser

vi ces such

as a |l aboratory. Wen the data are corrected for quality, therefore, and when | abor is pr

operly

shadow priced, it may well be that the private facility is nmore efficient. More work is n

eeded in

this area. It will nO be useful, however, until the underfunding of recurrent expenditur

es is

corrected.

5 .48 G ven the perceived quality of NGO services, however, the Governnent should experim

ent

with contracting with NGOs to provide not only for-fee curative services but also free pr

eventive

services. Very close nmonitoring of such experinments would provide useful information to g
ui de

the future provision of such services; would be necessary in order to prevent NGOs fromb

ecom ng

over | oaded and | osing effectiveness; and woul d be essential to protect the poor
Institutional |ssue:

5.49 Overall planning and policy work is the clear responsibility of the Mnistry of Hea

th. Its

pl anning unit is weak, however, as evidenced by the hrst draft of a health plan through t

he year

2000 which takes account neither of disease priorities nor of likely resource availabilit

i es but rather

consi sts of a very mechanical projection of facility and personnel needs. The unit should
be

strengt hened through the assignment of skilled Ugandans supported by external assistance.
Over

time, the unit could nove not only to provide planning services at the national |evel but
also to

assist districts with planning. At present only a very few districts have any sort of hea

[th plan.

NGOs coul d possibly al so provehel pful in sector planning at the district |evel and the ex

peri ment

currently underway in Msindi should be closely nonitored. |,

5.50 Bot h budgeting and inplenentation are i npeded by the conpl ex organi zati on of the sec

tor,

di scussed in paragraph 5.6. Not only are the Mnistries of Health and Local CGovernnment, M

ul ago

Hospital, districts and municipalities engaged in service delivery, their budgets are con

si dered

separately from each other. Mil ago becane sem -autononpbus of the Mnistry of Health in 19

86;

while this is very desirable in ternms of giving it operating autonony, it has also result

ed in the

M ni stry of Finance considering the Hospital’s budget quite separately fromthat of the M

inistry

of Health. They shoul d be considered together. Simlarly, as Milago currently perfoinms pr

i mary

and secondary as well as tertiary functions, it would be advisable to condi nate deci sions

concerning it with those of other agencies involved in service delivery in the kanpal a ar

ea i.e. the

Mnistry of Health and the Kanpala City Conm ssion. The financial year for |ocal governne

nts



runs from Cct ober- Septenber, or three nonths different fromthat (or central governnent,

whi ch

makes financial coordination very difficult. District and munici pal budgets are submtted
to the

M nistry of Local Government for review but no special attention is paid to the health se

ctor, even

though it is usually the |largest single conponent after "general administration". This is
pr obabl y

because there is little direct funding of local health services by the Mnistry of Loca

Gover nnent ,

except for devel opnment expenditure.
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5.51 Over tine, it would be desirable to focus all health activities on the district ahd,
for the .

| arge towns, the municipality. This would involve a najor change, however, including

strengtheni ng district health nanagenment and giving it control of all health resources,
ncl udi ng for

hO5pitals, spent in the district. 'Ihe Government may wi sh to consider nmoving toward such
a

pattern, ultinately reducing the role of the Mnistry of Health to one concerned with nat
i ona

gui dance and functions such as training that require econom es of scale, and integrating

the verti cal

programs at the district level. Pending such a reorganization, or a simlar one, urgent s

teps are

needed to increase the coordination of activities at the district |evel. The CGovernnent m
ay w sh

to experinent with this in a few _districts.

y 5.52 The process of budgeting is sinmlar in the Mnistry of Health, Ml ago and the M ni

stry of

Local Covernment. Basically, individual departnents submit wish l[ists’ to the central pa
rt of the

m nistry which then cuts them back largely by conparison to the previous year’s budget. T
her e

is no forward budgeting. There is no systematic basis for estimating counterpart requirem
ents for

donor funds under the devel opnment budget. Relative allocations in nost budgets tend to |lo
ok like

those of the year before with only mnor variations, preserving a historical pattern of s
pendi ng and

maki ng change very difficult. There is al nbst no program budgeting, although the Mnisz o

f

Heal th does use six sem -progranmmati c budget heads e.g. Hospitals, Training, etc. To furt
her

conplicate, budgeting, recurrent budgets are reviewed by the financial sections of the mi
nistries

wher eas devel oprment budgets are reviewed by the planning sections. There is thus no scope
for

i ntegrated budgeting. No eval uation techni ques are used to determne the effectiveness of
particul ar

prograns. Once budgets are approved, they are not fully inplenented because the Mnistry
of

Fi nance suspends the greater part of them as discussed in paragraph 5.23.

5 .53 Accounting in the Mnistry of Health is of reasonable quality but very del ayed beca
use of

a lack of sinple computer equipnment. It was,- for exanple, difficult for the mssionin M
arch to

obtain results for the first half of the current fiscal year i.e. July-Decenbet. The M ni

stry has

submtted the accounts for FY 88/89 to the Auditor-General who is responsible for auditin
g them

as for the rest of the public sector. The Auditor-General is well behind in doing so; the
| atest audit

recei ved by March 1990 was for FY86/87. Accounting has virtually broken down at the |oca
| eve

where there are al nost no up-to-date records; as noted, this is one reason why donors are
loath to

decentralize financial aspects of vertical prograns. Accounting was not exanm ned at eithe
r Ml ago

or the Mnistry of Local Governnent.
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