May 24, 1994

REPORT TO MAKERERE UNIVERSITY FACULTY OF MEDICINE AND THE
INTERNATIONAL DEVELOPMENT RESEARCH CENTRE

Re:  Health Sciences Education Rehabilitation (Uganda)
Evaluation Visit: April 7 - 21, 1994

File 3-P-89-0125
Introduction

The review team consisted of Professor S. M. MacLeod (McMaster University, Hamilton,
Canada), Professor R. Owor (Department of Pathology, Makerere University), and Professor J.
A. Opolot (Faculty of Education, Makerere University). The team was joined by Dr. Y. Berhane
from the Department of Public Health, University of Addis Ababa as an observer. Extensive
preparations were made for the evaluation team visit by the staff at the IDRC Nairobi Office. We
are particularly grateful to Ms. Jane Ogwapit and to Ms. Sandra Baldwin, the Health Sciences
Division Director who took time off from her maternity leave to help with preparations for the
evaluation. In Uganda, excellent arrangements were made by Mr. B. K. Muwanga, the Faculty
IDRC Project Administrator, and by Dean Mugerwa of the Faculty of Medicine. Extensive
written materials were provided by the Education and Research Unit, and we are grateful to Dr.
E. Ovuga who was the principal author of most of the relevant documents. When this report is
finalized, a copy of each of the documents provided to the evaluation team in Kampala will be
lodged with the IDRC Nairobi Office. These documents will be forwarded through IDRC,
Ottawa.

Mr. Muwanga, in particular, was exceptionally helpful in arranging the logistics of evaluation
including visits to community centres and interviews with a wide range of staff and students. The
key individuals interviewed by the evaluation team are listed in appendix 1. The evaluation team
wishes to extend its thanks to all of those involved in arrangements for our visit, and especially for
the hospitality and courtesy extended to us during our lengthy assessment procedure.

The evaluation procedure began with a briefing of Dr. MacLeod by IDRC Nairobi on April 5th
and 6th. Subsequently, interviews and discussions were conducted continuously in Kampala
during the period April 7th through 21st. A de-briefing interview was held in Nairobi on April
22nd among Dr. E. Rathgeber, Ms. Sandra Baldwin, and Drs. MacLeod and Berhane.

Background

The Makerere University Faculty of Medicine was established in 1923 and followed the traditional
medical curriculum. Since 1980, degree courses in Dentistry, Pharmacy, and Nursing have been
added to the Faculty so that it has become, in effect, a Faculty of Health Sciences. The Health



Sciences Education Rehabilitation Program originated with the declaration of Alma Ata, and the
growing commitment of many medical schools, including Makerere University Faculty of
Medicine in the early 1980s, to a primary health care orientation in their educational programs.
During the period beginning in 1982, curriculum revision was actively discussed at Makerere
under the leadership of then dean Professor Owor, and a curriculum committee which met once a
term. The curriculum revision process was supported in the period 1982 through 1988 by
AMREF and UNICEF. The work of that period culminated in a curriculum workshop held at
Jinja in 1988. By that time, the details of a new community-oriented curriculum had been
outlined and work was well advanced on a plan for reorientation of the undergraduate medical
program at Makerere. The support from IDRC in 1989 provided the means for implementation of
the new curriculum. The following evaluation is concerned with the evolution of the new
curriculum in the period 1989 to the present. The evaluation team followed as much as possible
the guidelines provided by IDRC with respect to Institution, Institutional Motivation,
Environment, Performance, Governance and Capacity. Specifically, we attempted to address
three major areas of interest to IDRC in relationship to sponsorship of the Health Sciences
Education Rehabilitation Program:

. The curriculum itself and its current state of implementation.

. The role of the Education and Research Unit (ERU) in support of education and research
at Makerere University.

. The impact of the Health Sciences Education Rehabilitation project on re-orientation of
the educational program.

The Institution

The Makerere University Faculty of Medicine is defined by a number of internal and external
relationships including those with the Ministry of Health, with Mulago Hospital, and with the
parent university.

The relationship with the Ministry of Health is critically important to the Faculty of Medicine and
has steadily improved during a period of intense review of the Ugandan National Health System
and resetting of priorities. There are numerous examples of Ministry of Health employees who
play key roles in advising the Faculty on government priorities. Drs. Kadama, Oketcho-Okoth
and Kihumuro-Apuuli have been particularly prominent, but there are many others. Ministry of
Health physicians also participate actively in several of the clinical teaching responsibilities of the
Faculty of Medicine. Makerere University Faculty of Medicine must play an essential role in
providing support to the Ugandan national health strategy, and particularly in support of the
developing primary health care orientation and the coordination and conduct of research
necessary to support restructuring of the health care system. There is ample evidence that the
Ministry and the Faculty recognize their important complementary relationship, although
communications are not always as direct as they should.be. - The current Minister of Health, Dr.



James Makumbi, has been unfailingly supportive of the Faculty's efforts at rehabilitation.

The Faculty also has a very close working relationship with Mulago Hospital with which it shares
an educational environment. The main teachers of the Faculty of Medicine are also the leading
physicians of Mulago Hospital in most cases, and the relationship appears to be an open and
substantial one. The hospital director, Dr. L. Kaggwa, indicated his desire to streamline all
relationships with the Faculty including the elimination of redundant committee structures. He
also expressed a strong desire to work with the University in developing community outreach
programs in both urban and rural health centres. Preliminary work has already been done with the
Kawempe Health Centre, and this might serve as a good model for future interactions. Such a
development would be highly complementary to the Faculty's need for more community-based
teaching sites.

The Faculty's relationship with Makerere University is also very important. The Faculty of
Medicine is the largest and most complex Faculty in the University, and the vice-chancellor, Dr. P.
Ssebuwufu has indicated a strong interest in the Faculty's programs since his appointment in
autumn 1993. He met with the evaluation team and emphasized his commitment to supporting
the Dean's office in their efforts to strengthen the new community-oriented curriculum. In some
cases, the rules and structures of the University have hindered the evolution of the Faculty of
Medicine, but it was our impression that the vice-chancellor would be willing to discuss areas of
concern with the Faculty, and to lay before Senate some suggestions for streamlining of
procedures. In particular, the evaluation team was concerned about the lack of flexibility in
Makerere University appointments which do not permit joint appointments or division of
responsibility between different departments. This relatively rigid structure tends to hinder the
development of research and to impede interdisciplinary educational initiatives.

In general, the relationship between faculty members and the University seems positive. Although
there was a strike in February 1994 by faculty lecturers, it was settled very quickly (within two
weeks) with a spirit of compromise by the University administration being much in evidence. In
essence, there was a blending of faculty salary and supplementary allowances to increase total
income for purposes of pension calculation. The total arrived at was then increased by 100% to
yield a current salary which is still considered inadequate but greatly improved. The faculty
members appear to be appreciative of the efforts made on their behalf by the University
administration.

Institutional Motivation

We attempted to apply the framework for institutional evaluation that has been developed by
IDRC to the Makerere University Faculty of Medicine although some of the questions raised are
outside our current mandate. The framework is also difficult to apply to an institution such as
Makerere which is heavily influenced by its external environment and therefore hot fully
autonomous. Nonetheless, we did estimate institutional motivation to be relatively weighted
toward innovation. The level of entrepreneurial activity in the Faculty is limited with the result



that actions taken tend to be reactive. The research directions of the Faculty are very heavily
weighted toward the applied end of the spectrum and, in our judgement, the institution is
controlled by its environment rather than exerting independent control.

Institutional Environment

As noted above, the institution's external environment is defined largely by its network of
relationships. There are, however, some obvious features of the internal environment that have
changed since implementation of the IDRC project in 1989. Security in Uganda has continued to
improve, and this has made the free movement of teachers and students much easier. There has
been significant improvement in the facilities of the University and Faculty of Medicine during this
period supported, for the most part, by donor agencies. Dramatic improvements have been made
in the physical structure of Mulago Hospital, particularly with support from the World Bank First
Health Project and from the African Development Bank. Although the supply of vehicles for
support of educational programs has improved, most departments do not have access to a vehicle
directly under their control. Again, although the Dean's office has vehicles provided by IDRC and
the World Health Organization, these are not adequate for such a large Faculty. Other kinds of
equipment are stilliin short supply, and this is particularly lamentable where learning resources are
concerned. Students are not provided with sufficient access to laboratory supplies, books,
journals, or computers to support their education.

There is a new spirit of openness evident at the Faculty of Medicine. This is most apparent in the
active involvement of students in planning of their curriculum and related educational experiences.
There has also been a very dramatic move to involve local government in the planning of
community health centre use for teaching purposes. This was brought home to us dramatically in
a visit to the Buikwe Community Health Centre where the local management committee was most
forthright in describing the advantages and disadvantages of student involvement in their
community (appendix 3).

As noted above, the University environment seems receptive to innovation in medical education.
There is a feeling of stability and collegiality among University faculty members. Interactions with
their government counterparts appear positive.

Problems in the institutional environment are related primarily to the availability of resources.
There are numerous unfilted posts in the Faculty of Medicine (see attached staff list and
estimation of unfilled posts, appendix 2). The attractions of a university post are limited at.a time
when, in spite of recent salary adjustments, university wages are not sufficient to support a family.
As a result, many faculty are diverted from their academic responsibilities by the necessity of
earning outside income.

Institutional Performance

The Faculty of Medicine has operated consistently throughout the current grant-period. -Student



satisfaction with the educational program is moderate, although there are numerous suggestions
for improvements that could be made particularly with respect to the availability of learning
resources, materials, and supplies. The students are also critical of laxity in the institution's
insistence that teaching faculty fulfil all of their teaching responsibilities. In the view of the
evaluation team, it is an inescapable conclusion that the major constraint on institutional
performance relates to the shortage of sufficient financial resources to support the medical school
program. This is being slowly corrected, but much room for improvement remains.

Faculty Governance

The Faculty of Medicine has clearly experienced some difficulty in coordinating its various
activities and in implementing the new curriculum. In particular, it has proven difficult to
integrate some of the proposed educational activities across departmental lines. It was apparent
to the evaluation team that the curriculum coordinator, who was appointed as head of the
Education and Research Unit (ERU) with responsibility for implementation of the new
curriculum, lacked the necessary authority to assure optimal functioning of the educational
program. The department chairmen appeared, in many cases, to be sceptical about the role of the
Education and Research Unit. The Faculty Board which should have supported the decisions
made by the ERU as an extension of the Dean's office sometimes opposed those actions, and the
Dean and the Associate Dean failed to make it clear that the ERU was acting on their behalf.

The Dean's position in the current structure is relatively weak and his authority is compromised to
some degree by his elected status (four-year term). While Dean Mugerwa is clearly well liked and
respected by his faculty members, that does not always mean that they respond to the authority of
his office.

The Faculty appears to enjoy considerable independence in its relationship with the University.
The University Senate has been supportive of curriculum revisions within the Faculty and of the
development of new curricula such as that for the BScN and MPH Programs. The concerns of
the Faculty of Medicine seem to be adequately heard at the university level.

Institutional Capacity

The Institution appears to have appropriate capacity for further evolution. There are adequate
posts in the Faculty, although many of these remain unfilled (appendix 2). If salary resources
were adequate to attract faculty members to all of these positions, the staff complement should be
sufficient. There is continuing need for upgrading of facilities, equipment, and supplies,
particularly for support of the growing research capacity in the institution. The provision, for
example, of a vehicle for support of community-based research activities would be beneficial and
would strengthen the community orientation as a foundation of the educational program.



The Curriculum

There are a number of positive elements in the curriculum introduced in 1989. It is a very
innovative document with a modern outlook which is highly congruent with the declared National
Health Policy of Uganda. Its philosophy is in keeping with international trends of the past fifteen
years toward increasing community orientation in medical education with an emphasis on primary
health care and on independent learning models. The curriculum is comprehensive in its
approach. It is well written and its learning objectives are very clear. It is evident that the
philosophy of the curriculum has gained a high level of acceptance by students, by community
members, by policy makers, and by some international agencies including the World Health
Organization and UNICEF. The curriculum has helped the Faculty to attract outside support for
education from other agencies in addition to IDRC. Particularly prominent supporters have
included WHO, UNICEF, AMREF, The Rockefeller Foundation, and the Carnegie Foundation.

The curriculum places a laudable emphasis on acquisition of practical skills including basic skills in
research methodology. It features early involvement of students in the community. Student
participation and initiative are encouraged by the curriculum, and it has resulted in increasingly
‘open communications between students and staff.

There are, however, also several negative features of curriculum implementation that were
apparent to the review team. The communication of the philosophy underlying the new
curriculum and the preparation of faculty members for implementation was generally inadequate.
Although there was an interactive process leading to the announcement of the new curriculum,
much of this seems to have been forgotten by faculty and there is a feeling that it was imposed
from the top. The curriculum, as described, is costly, particularly for support of the community
participation components, and apart from the IDRC project itself, there were inadequate
resources available to the Faculty to support these changes. There were, furthermore, inadequate
faculty numbers to support some of the innovative aspects of the new curriculum. Of particular
concern is the lack of Faculty teaching resources for courses such as Sociology and Microbiology.
The scarce learning resources available for support of the curriculum represent an ongoing
problem. The library is inadequate and there are insufficient materials and supplies for laboratory
courses. The state of physical repair of the lecture facilities is unacceptable by modern standards.

The implementation of the new curriculum has been impeded by frank resistance from some
faculty members, particularly some senior members of clinical departments. The administration of
the program from the Dean's office and the ERU has been inconsistent.at times, and there have
been frequent irregularities in timetabling.

The community experience of the students was compromised from the beginning because the
community sites available were insufficient. It was evident early on that Buikwe would not suffice
as a single site, and yet other available sites (e.g. Kasangati, Mpigi, Kiyeyi) have not been used.
The effort to identify appropriate community teaching sites within reach of public transport has
not yet been made. The availability of supplies and equipment at the Buikwe site has been
Inconsistent.



Appendix 4 was given to the evaluation team in the course of a visit to the Mpererwe Health
Centre. This Centre has been developing rapidly with exemplary cooperation of the Faculty and
the community. The medical students have been actively involved in the baseline survey of health
status and priority needs as participants in the University Partnerships program sponsored in part
by IDRC. The professor of anatomy, Dr. S. Luboga, has shown the benefits of academic
involvement in this community program. The evaluation team felt that it was a model of what
might be achieved in other similar settings close to Kampala once commitment to the community-
oriented curriculum is bolstered.

Overall, the review team concluded that the Faculty has adopted the right curriculum for the
1990s, but has made several errors in the implementation of the curriculum. The Faculty reaction
to the curriculum and to the process followed in its implementation was surveyed by a
questionnaire, and this is presented as appendix 5.

In the course of faculty interviews, it became apparent that there were divergent views on the
curriculum and its implementation. Direct feedback was sought through a questionnaire prepared
by the evaluation team and circulated to all faculty members likely to be present in Kampala on
Monday, April 18th. Despite a requirement for return within forty-eight hours, fifty responses
were received representing approximately 65% of all those who had the opportunity to reply.

Replies indicate that a significant proportion of faculty members (56%) are not comfortable with
their understanding of new curriculum objectives. Only a small minority (12%) feel that the ERU
should take on a major role in coordinating the new curriculum. There is substantial support for
the view that the Institute of Public Health should lead the process of coordination of community-
oriented aspects in the new curriculum (50%).

Importantly, 72% of respondents supported the view that all departments should participate in
community-oriented teaching. Only a minority (16%) saw the role of ERU as being very
important.

There is a disturbingly prevalent view that students performed better in senior rotation after
experiencing the old curriculum, and that the new curriculum has weakened the educational
system (68%). Since the evaluation team felt that the new curriculum had been only partly
implemented, these views were not seen as justified; however, the need for strong support to
further implementation efforts is entirely apparent.

While 64% of respondents feel that "major” revision to the curriculum is required, the evaluation
team believes that much of the concern relates to curriculum structure and timetable rather than to
educational philosophy. There appears to be general support for community-based learning and
this will be evident if communications, resource allocation, and faculty preparation can be
improved. '

Some of the logistical issues associated with the introduction of the new community-oriented



curriculum were reviewed by Okello et al in 1993, and their views and suggested solutions are
included as appendix 6 to this report.

The Education Infrastructure

The education infrastructure is influenced by the relationship between departments and the
Faculty as discussed briefly above. The departments remain relatively autonomous within the
Makerere structure, and they make decisions based on departmental considerations alone in many
cases. Given the fact that the departments are often understaffed, it is not surprising that they are
limited in their willingness to share resources ranging from microscopes to vehicles. The Faculty
Board has not been willing to assert its responsibility for coordination of departmental activrties,
and has been equally unwilling to delegate that responsibility to the ERU and/or the curriculum
coordinator. This reluctance on the part of Faculty Board must be overcome if the School's
educational program is to prosper.

The Education and Research Unit (ERU)

The ERU was established with the support of this project grant. Faculty reaction.to the ERU is
mixed as highlighted in the questionnaire results (appendix 5). There is a clear sense on the part
of many faculty that ERU membership was not based on clear and open criteria. Many feel that
the Unit had a "hidden agenda". It is not perceived to have been created merely as an extension
of the Dean's office. The overall mandate of the ERU was unclear to many faculty members.

The ERU itself, consciously or unconsciously, concentrated on educational matters. Only limited
attention was paid to research, particularly in the area of skills development. An appropriate slate
of subcommittees was created but these did not, in several cases, become effective. The ERU
clearly had a responsibility for enhancement of the Medical Illustration Department, but maximum
use of the department was not made and its use by other faculty members has not been fully
promoted. The director of the Medical Illustration Department estimates that. there is still 50%
unused capacity in his department.

The individuals in the ERU suffered from inadequate definition of their roles and responsibilities.
This has been particularly a problem at times for the Faculty Project Administrator who has been
asked to make decisions that go beyond his managerial mandate, including performance of duties
of a Faculty Administrator. The Dean, Associate Dean, and Curriculum Coordinator should have
made a greater effort to define the role of the ERU and its support staff. Their failure to do so
has exposed the ERU to some hostility, and it has become contentious rather than supportive to
the overall Faculty mission.

The ERU and Implementation of the Community Clerkship

There have been problems from the outset with the community clerkship. Because it was
introduced at the beginning of the third medical year, some students were sent to the community



before they had any direct clinical experience in traditional disciplines. The timing of community
clerkship rotations has been inconsistent ranging from a low of eleven days to a high of five
weeks. The accommodation provided in Buikwe has been poor, and the students complain of
poor food quality and some difficulty in obtaining appropriate supplies from the local landlord.
The fifty bicycles that were provided for student use by this project have not always been kept in
good repair and there are often inadequate working bicycles available to the students to allow
home visiting.

The program has failed to assure adequate staff supervision for students in the field. The logistics
of arranging transport for staff who were visiting the Buikwe site on a daily basis has been
difficult at times. -

The ERU did not act effectively to resolve questions arising about a possible faculty honorarium
in support of days spent in Buikwe. All faculty interviewed complained that they received only
2500 shillings for a day spent at Buikwe. This is really the University allowance for lunch and
was considered inadequate remuneration for the inconvenience and time expenditure involved.
The ERU apparently voted eventually to provide an additional 2000 shilling supplement, but this
does not appear to have been given to any of the faculty members interviewed.

The review team was also concerned about the environment for learning in Buikwe. There were
inadequate laboratory materials, supplies, and equipment. Books were not available and, in fact,
no study space with adequate lighting was provided for the students.

One particular concern of the review team relates to the misuse of equipment that was purchased
under this project in 1990 for use at the Wakiso Health Centre. That Centre became non-
operational and unusable for educational purposes. The equipment, worth at least $8000 (US),
was simply stored rather than being transferred to Buikwe where there were obvious needs.

In summary, the review team concluded, with regret, that the community clerkship as presently
established, has not been successful. The ERU has failed to correct obvious deficiencies or to find
external solutions to the problems that have been identified. It was our feeling that adequate
resources were available within this project to provide a supplementary allowance to faculty
members attending at Buikwe provided that they rendered a good service to the students. A
stipend in the order of 20,000 shillings per teaching day would have been appropriate.

Learning Resources

The evaluation team was concerned that the learning resources available to Makerere students are
insufficient. The library has continuing problems with understaffing and underfunding. Although
resources were available within this project for the acquisition of books and journals, it appears
that less than one-quarter of the available resource has been used. The Medical Tllustration
Department has been well funded but has been underutilized by staff and students. The-
availability of HealthNet in the Faculty has not been widely publicized to staff or students, and



consequently the Faculty has failed to capitalize sufficiently on this important resource. The
review team endorses the commitment of IDRC and the Faculty to develop a Publication and
Information centre as a way of assuring the flow of written learning materials to students.
Although this development is clearly critical, the ERU and the Dean's office have not moved
ahead quickly enough with implementation.

Research Infrastructure

There is a strong embryonic research program at Makerere University. We are told that the level
of research activity is increasing annually, and the pattern of development over the past five years
is currently being analyzed by Dr. David Okello of the CEU. It'is particularly encouraging to note
the success of programmatic research at Makerere, particularly in the Child Health and
Development Centre, the Institute of Public Health, the Clinical Epidemiology Unit, the Human
Reproduction Research Unit, and the Uganda Cancer Institute.

The full development of research activity has been impeded by the lack of a coordinating national
health research policy or body, and the lack of a designated research coordinator at the Faculty
level. The ERU failed to actively assume this role, and has not sought outside funding for support
of research infrastructure.

The ERU is, however, commended for its success in staging three workshops in research
methodology with the cooperation of the CEU. These workshops have clearly increased interest
in research, but there are limited tangible results to date.

At an undergraduate level, it is clear that the importance of research is recognized in the new
curriculum; however, the course in research methodology in Year I has been inconsistent, and
there is some dispute about division of responsibility between the CEU and the IPH. While there
is dramatic interest on the part of students in research involvement, particularly at a community
level, this has not been specifically encouraged by the Faculty and no funds have yet been
identified or attracted from outside donors for this purpose. We were told, however, that
Rockefeller Foundation funding for an initial program is imminent. For optimal student
involvement, it is clear that more research-relevant equipment is also needed, especially laboratory
supplies, computers, and perhaps transport to facilitate community research.

Research on the part of postgraduate trainees has been encouraged by the current project, in
particular through provision of computer facilities in the ERU that have been used by those
preparing their M.Med. theses. This has been a very positive outcome of the ERU presence.

It was clear to the evaluation team that there is some redundancy among committees responsible
for research, and we believe this could be solved through better research coordination and the

appointment of an Associate Dean responsible for Research.

Several faculty indicated dissatisfaction with the Faculty's inability to protect.time for research
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involvement. We believe that this could be achieved through strong research coordination and
specific delineation of expected faculty responsibilities in research. 1t is equally important that
time be protected for postgraduate trainees who are expected to conduct research as part of their
program in preparation for submission of an M.Med. thesis. We were told that these students
often find it difficult to secure research time free of service responsibilities.

Project Management

The role of the ERU and the Dean's office in management of this project has been described
above under education and research infrastructure. The evaluation team was also concerned with
the role played by IDRC in this project. In our view, continuity has suffered because of past
uncertainties about the future of the Nairobi office, and because of changes in personnel. It
appears that there was no individual at IDRC who was consistently informed about this project
during its lifetime, and this lack of continuity has compromised success. There has been
inconsistent follow-up about some of the line items approved in the original budget, and there has
been a failure to fully advise Makerere about their opportunities within the original project plan.
For example, no regular statement of account has been made to Makerere about unspent balance
remaining for those budget items that were under Centre control.

When requests were made by the Faculty for acquisition of materials and supplies for the Medical
Illustration Department, or for books for the library, there appears to have been inconsistent
follow-up by IDRC and poor communication. There was, for example, some confusion about the
ordering of bicycles for the community project, and a mistake was made in the number of
computers ordered for the Dean's office. While all of these problems may eventually be sorted
out, they have blunted the impact of the project in the critical area of learning resource
acquisition.

In the view of the evaluation team, IDRC should have provided stronger technical support to the
Faculty of Medicine around curriculum implementation and some related matters, such as the
securing of consultation concerning the development of a Publication and Information Centre.

Impact of Project

. It is our unanimous conclusion that in spite of the limitations noted above, the project has
had a positive impact. Most notable is the increased openness in the relationship between
students and faculty. Student initiative has been greatly encouraged, and they have
become much more outspoken about the merits and demerits of their educational
program. For example, see the baseline survey of health needs in Mpererwe (appendix 4)
and the survey of graduating class attitudes included as appendix 7.

. The full implementation of the new community-oriented curriculum would have been
impossible, in our view, without the support provided by IDRC to the Dean's office.
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Outcomes in community involvement have been highly positive. In particular, the
increased contact of faculty and students through the Buikwe program have been
beneficial.

Because of the core support provided by IDRC to the Faculty, the Dean's office, and
various departments, research programs have been successful in obtaining outside support
from a variety of agencies including: '

- Rockefeller Foundation
- Carnegie Foundation

- UNICEF

- SIDA

- DANIDA

- WHO

The evaluation team felt strongly that future opportunities for the development of
community-based teaching health centres should be explored with some urgency drawing
heavily on the experience to date.

The relationship of the Faculty of Medicine with the government and the Ministry of
Health was greatly strengthened because of the demonstrable relevance of the new
curriculum. This change in the undergraduate program has also positioned the Faculty
well to participate in future planning of the Ugandan health system. They are particularly
well attuned to the primary health care orientation which features heavily in the Second
Health Project currently being finalized with the World Bank. Furthermore, the Faculty's
experience with community teaching sites, such as Kasangati and Buikwe, places them in a
good position to plan for a next generation of community teaching health centres. The
current project has provided the foundation upon which application can be made for
capital spending in support of necessary infrastructure for future community-based
teaching in medicine and in other health professional disciplines.

The new curriculum was designed to produce doctors equipped to meet future health
service needs in Uganda but there is reason to doubt that this can be achieved unless:

- more complete implementation of the new curriculum is achieved

- better integration of basic science, clinical science, and community health
education proves possible

- career opportunities for Ugandan graduates are improved

The importance of the last point is underscored by the survey of 1994 graduates given to us by A.
Kiberu and included here as appendix 7.
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Sustainability of the Project

In the view of the evaluation team, the community-oriented curriculum has not yet achieved a
position of sustainability . There are pressing issues of curriculum leadership, faculty preparation,
and communications which must be addressed. There are inadequate funds available within the
Makerere University system to support an extensive community-based experience in
undergraduate medical education, let alone in other health professional disciplines. As noted
elsewhere, there is an urgent need for diversification in the range of community-based educational
sites available. The current costs associated with transport of faculty to Buikwe, and
accommodation of students in that site cannot be sustained and more cost-effective alternatives
must be sought including the use of community health centres within range of public
transportation. The extreme shortage of learning resources, laboratory supplies, and teaching
materials in community settings must be addressed if the community orientation of the curriculum
is to be maintained. Conjoint planning is required between Makerere University and the Ugandan
Ministries of Health and Education in order to identify future funding sources sufficient for
maintenance of a community-based program. It was the view of the evaluation team that
sustainability of the current program could not be achieved before 1999. Beyond that time,
sustainability is possible given continued political security and a reasonable rate of growth in the
Ugandan economy.
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FINAL RECOMMENDATIONS

1. Reconfirm a faculty-wide commitment to community orientation in education and research
programs in keeping with national health policy which emphasizes Primary Health Care and
with international trend.

2.  Develop administrative mechanisms with accountability to the Dean and Faculty Board
sufficient to assure implementation of the agreed curriculum and to maximize integration of

education and research across departmental boundaries.

Faculty Board should begin by taking the lead in assuring wide dissemination of the curriculum

by:
. distributing copies of the document to all interested teachers and students as soon as
possible.
. conducting small and large discussion groups including at least one general faculty
meeting.
. improving communications about educational issues including publication of an

education newsletter at least quarterly until the curriculum is stabilized.
J distributing this evaluation report widely as a starting point for discussion.

3. Restructure the Dean's office so that responsibility for education and research is vested in 2
separate units each headed by an Associate Dean with direct accountability to the Dean and the
Faculty Board. The Education and Research Unit (ERU) in its present form should be
disbanded and personnel redistributed to serve the two Associate Deans with clear job
descriptions and well-defined accountability.

4.  Define roles and responsibilities of the Associate Dean (Education) to include, at least, the
following:

. implementation and monitoring of the curriculum

. chairmanship of an Education Committee

. faculty development re teaching

. monitoring of all final examinations re form and content

. maintenance and analysis of academic records

. promotion of multi-professionalism (nursing, dentistry, pharmacy, etc.)

. maintenance of adequate learning resources (library, laboratories, equipment,
computers, medical illustration, etc.)

. liaison with relevant Ministries re health human resource planning and training

. liaison with Mbarara Faculty of Medicine including possible exchanges of staff and
students.
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5.  Define the roles and responsibilities of the Associate Dean (Research) to include, at least, the
following:

overall coordination of research within the faculty

liaison with research programs, e.g. CHDC, HRHU, IHPP, UCI, CEU
chairmanship of a Hospital-Faculty Research Committee

faculty development re research skills

encourage student involvement in research

assistance to all interested parties with proposal development and study design
advice to investigators seeking research funding

link to university and government research structures

research resource management (space and equipment)

6.  The Faculty Board should examine a revised approach to the teaching of research and
laboratory methods. A particular consideration should be given to establishment of a
centralized microscopy laboratory. This resource could be shared by several disciplines in a
cost-effective manner:

haematology
histology
microbiology
pathology

7. The curriculum should be reviewed and reorganized before October 1, 1994. No major
content change should be required but reorganization might attempt the following outcomes:

Yearl

Year II

Year 111

Year IV

- strengthening of community exposure in sociology and psychology
- improvement of research methodology course

enhancement of basic science teaching relevant to community priorities

consolidation of the junior clerkship within 4 terms to cover
medicine/surgery/paediatrics/ob-gyn. Community experience for 2
weeks/term in total should be expected

- the community clerkship would be deferred until year IV

creation of an intermediate clerkship to cover community clerkship,
public health, and paediatrics in 10 weeks each. Teaching during the
community clerkship rotation should be coordinated by the Institute of
Public Health incorporating clinical departments in teaching and
supervision.
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Year IV term 4 and Year V
- a consolidated senior clerkship to include medicine/surgery/ob-
gyn/medical and surgical specialities/psychiatry as depicted in the
model below

Figure 1. Model Clerkship Rotation in Year III, IV and V

PR e e

Year I & II - As per curriculum

Junior Clerkship
YEARIII PEDS MED SURG OB/GYN 2 weeks
community
rotation in
each block
Intermediate Clerkship Senior C.
YEAR IV COMMUNITY | PUBLIC PEDS PSYCH
CLERKSHIP HEALTH
1 1
Responsibility of Examinations
IPH but to involve - Paediatrics
clinical depts. - Forensic med.

- Public Health

Senior Clerkship
YEAR V MED SURG OB/GYN & SURG.
SPEC.
—Examinations
* Med. & Psych
- Surgery
- Ob/Gyn

=

8. The faculty is urged to consider adapting a semester system as a way of increasing flexibility
in scheduling. Consolidated holiday periods should be used to encourage more community-
based experience.
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9.

A task force should be struck as soon as possible with responsibility to review the community-
based learning component of the faculty's programs and to develop a strategy for the next 5
years including:

. suggestions for improvement of the Buikwe site including diagnostic and treatment
facilities, transport within the district, and accommodation plus teaching space for
students and supervisors.

. plans for the development of a network of teaching health centres covering rural,
semirural and urban settings.

. plans to enlist support from MOH/MOLG/MOE for a health sciences teaching
environment in community settings.

. suggestions re cost-effective solutions to transport

. identify donor agencies supportive of community-based learning and likely to be
interested in partnership. :

10. Revise the appointment and promotion systems in order to encourage greater variety in

11

12.

individual faculty contributions to education, research and service.
. permit joint appointments
. broaden criteria for promotion beyond publication record

. Dean should be invited to the Appointments Board meetings whenever Faculty of
Medicine positions are being considered.

A full evaluation of the impact of the new curriculum on overall student performance and on
community health indicators in Buikwe and at other sites should be undertaken and repeated
serially. A similar evaluation of outcomes at Mbarara University would be of great interest.

While external support will be needed during the next S years, the University must plan now
to assume full responsibility for the sustainability of its health discipline programs.
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Reprint from Annals of Community-Oriented Education (1993)
Graduating Class Attitudes - Surveyed by

Medical Student Association (Mr. A. Kiberu)



INDIVIDUALS INTERVIEWED APPENDIX 1

Vice Chancellor Dr. P. Ssebuwufu

Dean's Office Prof. J. Mugerwa
Prof. W. Anokbonggo
J. Bulikwadi (Senior Assistant Registrar)

Librarian R. Kakembo
ERU E. Ovuga

B. Muwanga

D. Guwatudde
Medical Illustration W. Serumaga
FACULTY OF MEDICINE G. Bukenya (IPH)

D. Ndugutse (IPH)

N. Sewankambo (Med)

D. Okello (Med)

C. Ndugwa (Peds)

R. Mugerwa (Med)

E. Mworozi (Peds)

E. Baingana Baingi (Microbiol)
J. Arube Wani (Peds)

J. Walumbe (Physiol)

E. Katabira (Med)

F. Mmiro (Ob-Gyn)

J. Ssali (Surg)

G. Rwegellera (Psych:Letter)
C. Mubiru (Labs)

J. Jitta (Peds)

I. Kakande (Surg)

S. Mbabali (NSG)

M. Otim (Med)

S. Luboga (Anatomy)

J. Mafigiri (Kasangati)

Mulago Hospital Director L. Kaggwa
Ministry of Health P. Kadama , ADMS (Planning)

V. Oketcho-Okoth, ADMS (Training)
J. Kyabagu, First Commissioner (Planning)
D. Kihumuro Apuuli (DMS)

Mbarara University Prof. Y. Begumya,
Dean, Faculty of Medicine

A further 12 faculty members presented to the Evaluation Team at an open meeting.



STUDENTS INTERVIEWED
MUMSA EXECUTIVE S. Haumba

A Kiberu
YEAR ] F. Kakibira

' R. Byaruhanga

E. Rutebembera
YEARII B. Kabugo

P. Olupot

G. Owor
YEAR 111 J. Wabwire

J. Ekure

K. Kintu
YEAR IV S. Bakeera

C. Baryomunsi

P K.J. Kiwanuka-Mukiisi
YEARV J. Kananura

M. Lugemwa

D. Nyenje

A further 10 students presented to the Evaluation Team at an open meeting.
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ESTABLISHMENT

2 Professors
Assoc. Professor
§

1
1 Senicr Lecturer
2 Lecturers

KINISTRY OF HEALTH

i, 0ro ¢ Mijumbl
3. Ur. Okello M

1 Professor
1 Assoc. Professor
2 Senior Lecturers

2 Ass. Lecturers
Chief Technicians
Lecturer

Visiting Professor
Teaching Assistant

1
H
1
1
1
1

£

APPENDIX 2

106

MAREZERE WEDICAL SCEGOL STAFF LIST AS AT APRIL :3:d

DEPARTHENT ANABSTHESIA

STAFF ON GROUND/STUDY LEAVE

Vacant

Vacant

Yacant

Yacant

Dr. ¥ § DBukwirwa {Head)
Dr. J Tindigvebwa

onsujtant

QUALIFICATION

KBChB, K.¥ed(¥UK)
MBChB, N.Med (NUK)

KBChB. H.Mec (KUK
MBChB, N.Ked(NUE)

DEPARTMENT OF ANATONY

1 Vacant

I Vacant

I Dr.S Luboga (Head)

2 Yacant

1. Dr. Okumu Achandere
2. Vacant

3, Vacant
‘. 4
5‘ ]

1. Dr. 7 Bataringaya
2 Vacant

1. ¥s. R Naiga

2. Hr. D Lisitu

Mr Hamaan Bl Guiziry
1 Proi. A Obuoforibo (WHO)
1 Wr. G Ziraba

MBChB  N.Ked,PhD(NUE]

MBChB, M.Med(NUE)

¥BChB (MUI)

NBChB, M.Sc
NBBS, PhD(Sheft WNI)
B.Sc (ANAT. 200) Hons
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F Carasce

J ¢ Fekonge
VT HLER
§ Bimenys
Rutesasira
Haingana

E 5 Hukasa
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., § Ecec

o LN Muwagl

. A Kassan Nohaned
AlL A Rasel Ibrahin
I Okulle

v Nagars

L B Eorukixs

B ¥ Murenga

F Tirvoave
Namajanjs

A Kabunga

E G Nugaddu

§ K Larsuba

A ¥ B Tumvikirize
R Jeaba-§sonko

NINISTRY OF BEALTH

1. Dr. Nakakande Eyaubadde

2. Dr.
3. Dr.
¢ Dr,

Byenkya Atwooki
Bogach
Teaveheire G 0
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DEPAKTMENT OF BIOCHENISTRY

B.Sc,¥.S¢ Phl{Protein) Associate Prefesser & Head
B.Se M, 5¢.Bh. D (Nusrit.) Associate Professor

b.3¢c, W.8¢ Pu.b (Parast| Asscciate Frofesser

B.Sc, K.Sc.{Clin.Bioche) Senior Lecturer

B.Sc K.S¢c (Clin. Bioche) Senier Lecturer

B.Sc, ¥.5¢ Lecturer

Dip. LT Chief Technician

DEPARTMENT OF DENTISTRY

8DS (Lond), LDSRCS (Eng) Associate Professor & Head
PDS, RCPS (Glasgow)

Visiting Doctor

BDS
BDS, DS , Assistant Lecturer
BLS Lecturer
80§ Graduate Fellow
EDS ' '
BDS Part time .
B80S Part tise Technician
DEPARTMENT OF E.N.T
NBChB, FCS(SA},DLO(RCPES) . Senior Lecturer & Head
NBChA,DLO, M. Ned (FANS) Lecturer
KBChB, M.Ned (MUE) Lecturer

KBChB, K.Med

¥BChB{Cairo) ENT Spe(Bonn)¥.0. Special Grade
First Category (DSSR) Government Consultant
KBChB, M.Med (KUK) Nedical Officer Special Grade
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Dr. Kamugisha Alex
Ir. Bazeye K
. Dr. Baine 0 §
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. N A R Rivanuia
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Dr. K A Otis

Dr. R D Nugerva

Dr. N K Sevankaabe

br. R X Kanya

Or. E Tebascboke Eatabira
Dr. Magid Kagimu

Dr. D Ckello

Dr. (MRS) R Mayanja-Kirza
Dr. 0 J Frees

. Hr. B Olee
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KINISTRY CF BEALTH

1. Dr. C Sezi

2. Dr. E Ddumba (S/Leave IPH)
3. Dr. A Nambuya

{. Dr. E Kidonya

5. Wr. J Adrigwe (S/Leave)

6. Dr. G Baingana

INSTITUTE GF PUBLIC EEALTH

VESRS DRRIMTE N, ST Tontat NN Asec Frof

vrn, Wie, BhD
CENC TP I

KBChE, ¥.¥ed. KPH
WEChE, DPH. KPH
NBCHB, DPH, MPH
B.Sc, WPH

KBChB, DPH, K.S¢

I
vz,

KBChB, DPH Kasters im PAC
Nanagement :

Lecturer

L]
Lecturer
Senior Lecturer
Lecturer

lecturer
Adainistrative Ass.
Sociai Worker

KEDICAL TLLUSTRATION

Wedica! Illusirater
Assistant Wedical [ilustrater

Senior
Senior

DEPARTKENT OF MEDICINE

WBChB, W.Ned, FRCP N.D(NUK)
KBChB, N.Ned(NUE)

¥BChB, N.Ned, MPH

¥BChB, N.Ned

¥BChB (NUE), WRCP

MBChB, N.Ned [MUE)

NBChB, N.Med (NUK)

KBChB, N.Ked

KBChB, N.Med M.Trop., Ned XD

¥BChE, FRCP

NBChB, N.Med (KUE)
NBChB, N.Med {NUE)
NBChB, N.Ked (KUE)
NBChB, N.Ned (NUK)
HBChE, W.Ned (NUE)

Professor

Associate Professor & Head
Senior Lecturer

Lecturer

Lecturer

Senior Lecturer

Lecturer

Senior Lecturer

Chief Techncian

Government Consultant

Kedical Officer Special Grade
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. D

ir.
De.
Kr,
Mr.

. Dro ¥ Kpairve

F A Hairo

F Mireabe

A Rarugabs
J C Lule

4 I Nugesa
€ Katovu

H ¥ Kakande
¢ ¥usingusl
§ § Kaggwa
C L Mubiru
baniel Nugenyi

HINISTRY OF REALTH
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Kr
ir

Kr.

Kr
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s
Dr

. Dr
. Dr
. Dr.

J A K Tamale
B R Batira

. Mr. G Kikanpikaho

F Nuganva-Linene
§ Kalisoke

C Biryabarems

C Nakabiito

# Busingye

F Odyet

Ms. 0 Sentumbwe
N Eatusiime

1. Dr. A Nedi Kawuma

2. Ur. F P Nvaka

3. Dr.H Tibayungwa Kabuleeta

4. Dr. Agaba-Ateenyi

KINISTRY OF HEALTH

1. Dr. F Kwesigye
2. Dr. C Majinbi
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DEFARTHENT MICRORIOLOGY

KBCAR. N.Med Peth
AMLS

DNLT

KBChB

WBChB, K.Xed Path
KBChB MD

Head & Jenior Lecture:
Chief Tecknician
Principal Technician
Teaching Assistant

Part Time Lecturer

DEPARTHBNT OBSTETRICS/GINABCOLOGY

NBChB BS (Bombay), FRCOG, FICS  Professor & Head

NBChB, K.Med Ph.D (KUE)
NBChB, ¥.Hed (NUK)
MBChB, N.Ned (MUR), K.Sc
NBChB, W.Med (HUK)
WBChB, ¥:.Ked (NUE)
NBChB, N.Ned (VK]
KEChE, M.Med (NUK)
NBChB, (MUE), MRCOG

¥BChB (MUK}, MRCOG
NBChB, N.Med (NUK]
NBChB, N.Med {NUK)
MBChB, M.Med (NUK)
NBChB, M.Med (NUE)
NBChB, N.Ned (NOK)
WBChB, ¥.Med (NUE]
¥BChB, (MUK)
NBChB, (NUK)

KBChB (NUK)

KBChB (NUK)

Senior Lecturer
L] [ ]
Lecturer
Lecturer
Lecturer
Lecturer
Senlor Lecturer
Lecturer
Chief Technician
Principal Technician

Governaent Consultant
[ ] [ ]

DEPARTNERY OF OPHTHALNOLOGY

MBChB(KUK), MCOphth. RCS,
R.C.P., Nomp.

NBChB (NUE), M.Med, DCEM,
NBChEB, M.Ked, DCEH

NBChB, M.Ned{Ophthal}

NBChB, K.Med
M.D

Senior Lecturer & Head
Senior Lecturer
Lecturer

Lecturer

Governsent Consultant
Special Grade



Dr. M Kdugwa
br. § Sc Byarugabs {(§/L)
Dr. G K Mukasa
Dr. ] § Jitta
Dr. Renya-Nugisha
Dr. C A Karanagi
Dr. J ¥ Arube-Wani

- O e A 3 6 e

8. Dr. (Mrs) ¥ McGregor
9. Nrs L Serunjogi

10 Kr. J B Eivanuka

11, be. S EKiguli

12, Dr. G Ndeeti

WINISTRY OF HEALTH

., Dr. G Zireaduti
Dr. D Tindyebva
. Dr, Iastsaha P

. Dr. § A Mworozi
. Dr. Oriokot

ey e > BN

§. Dr. B Kiboneka (s)
7. Dr. A Eekitipws (Ks)
8. Dr. G Buwule (Ks)

9. Dr. P Lwabi

I. Prof. J ¥ Nugerva
2. Prof. R Ovor

3. Dr. ¥ Byarugaba
{. Dr. VI Vanukota
5. Dr. B R Vabinga
6. Dr. N Odida

1. ¥r. D, Sempala

8, KR, Andrew Okvi

KINISTRY OF BEALTH

1. Dr. J Nsereko-Nukasa
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DEPARTMENT OF PAEDIATRICS

NEChB. N.Med, DCH, DTW & B
NBCnb. N.Med, DipiNutrit)
KBChB [Bristal] W.Ned
KBChB, W.Ked

WEChE, W.Ned

KBChE, M.Med

Dip. BA{SWASA) DIP (LAW)
N.Phil, KPH

Schernan

K.Sc

KBChB, N.Ned

KBChB, N.Ked

N.D (AIDAT, N.Ned

¥BChE, W.Ned

NBChB, N.Ked, Ph.D
MBChB, N.Ked

WBChB, X.Ned, DTCH; cert
B.Beon
¥BChB,
MBChB,
WBChB,
HBChB,

H.Ned
K. Ned
N.Ned
M. ¥ed

Head & Asscciate Erofessor
Senicr vecturer

Senior Lecturer

Senior Lecturer

Lecturer

Nutritionist
Chief Technician
Lecturer
Lecturer

Senior Government Consultant

Government Consultant
Kedical Officer/Special Grade)

DEPARTMENT OF PATHOLOGY

L¥S, ¥D, DCP, D.Path.

KBChB, MD, {FRC Path)
B.Sc,X.5¢c,Ph.D (Human Genet)
¥D (JR) H.Ned

MBChE, .Ned Cer Bpid
NBChE, N.Med

¥BChB, .Ned

Dean/Faculty of Wedicine
Professor

Senior Lecturer
Associate Professor /Head
Lecturer

Lecturer

- ChiefPechoician

Principal Techniciaz

Nedical Officer/Special Grade
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¥z, % Odsi-Adoae
Ur. "k Cneg:

Dr. D B Kasujja
¥s. B Kawuiukusi
Nr. Kskooko

Nr. Ksvums

. Dlowo Otebs Nartin
. Kabogo Abbas
Okecho Juliet

. Fred Sebisubi
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1. Prof. W ¥ Anokbonggo
2. Dr. 1 Nawerere

3, Dr. C Okello

. Dr. ¥} Ogwal-Okeng
. ¥r, B Nusoke

. ¥r. § Otin-Okello

. Nr. S A Bbong

- O O e

1. Dr. J ¥ Walumbe

2, Dr. J B Okullo

3. Dr. ¥ N Rasolo

4. Dr. R Nakiboneka Warri
5, Dr. X Bbuk

6. 0r. G O Olwata

G. Nr. A B Neya

1. ¥r.. C N Lvanga

8. Nr. R ¥ Okel

1. Dr. G Rvegellera

2. Dr. E B L Ovuga
3. Dr. G Wakasi
¢, Dr. ] Tugunisirize
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DEPARTMENT OF PHARKACY

B.Sc., ¥.8¢.. Ph.D
B.Phara, ¥.S¢
B.Pharz, Ph.D
B.Sc, Ph.D
B.Phara. N.S¢

Associste Prefesser
Senicr Lecturer 'Head

Lecturer
q

B.S¢ Dip(Plant Tex}Part time "

B.Phara N.Phan(Hons)

Lecturer
Teaching Assistant

Teaching Assistant
Teaching Assistant

DEPARTHENT OF PHARMACOLOGY & THERAPEUTICS

ND, ¥.Sc, Ph.D
NBChB, .S
NECHB, K.Sc, PRCP
NBCAB, N.Sc

AIST -

Professor & Head
Senior Lecturer
Lecturer

[ ]
Chief Technician
Technician
hssistant Technician

DEPARTNBXT OF PRYSIOLOGY

KBChB, (XUK) ¥.Sc Lond
NIAR(Chicago) Cert Nuc
Ned (Woscow)

NBChE (NUE) M.Sc(Lond)
KBChB (NOUR) .Sc(MUI|
KBChB, M.Sc{NUEK)
NBChB, N.Sc {¥UK)

KD

hssociate Professor & Head

Lecturer
[ ]

Teaching Assistant

Chief Technician

DEPARTNENT OF PSYCAIATRY

LUS(EA) WBChB(EA) DPK
N.Phil (Lond)

MBChR N.Xed (NUE]
KBChB N.Ned (NUEK)
KBChB K.Ned (NUE]

Associate Professor
Senior Lecturer/Head
Senior Lecturer
Lecturer
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K G Kawooja

P F Ddungu Natovu
D Iga-Natovu

Ausi favuma

Prof. J C Ssali
Prof. & ¥ Odocnga
Prof. J Sekabunga

. [ Hakande

. F G Osasva

. G R Ngarubara

§ [Kijjasbu
[ayonga

B Hugisa
L Kateregga

. C
D
o4
. 0 C Kobusingye

B
C

KIKISTRY OF REALTH

Nr
Nr
.
Nr
. )
. Nr
8. Ns
8, i
10, Dr
11, ¥r
i M
13, 4
1. M

-3 e - s N e

. G ¥ 35 Lanya
«J ¥ N Kiryabvi.e
« L R Kaggva

. & K Gakwaya

. § Nutusba

. § laggva

. D Birabwa-Male
B I A Sunday

. 4 N Kinala

. § Noro

« I Burrat

. N Lisaly

. Rvanasirabo

BA(EA) Dip(Mental Health)
(Lond1 Dip(SWASA](NUE)

£QSV-~ {Lond)

KD (France], D.M.R.D{Lond|

KBChA, N.Ned
KBChB N.Ned
B.Sc, ¥.S¢c
KBChE, ¥ Med
KBCBB, N.Hed

¥BChB FRCS

NBCbB, FACS

NBChB, FRCS

HBChB M.Ned
MAChB, ¥.Ned
¥BChS, ¥.Ned
HBChB, ¥.Ned
¥BChB N.Ned
¥BChB, ¥.Ned
NBChB, M.Ned
NBChB, N.Ned

¥BChB FRCS
KBChB FRCS
KBChB N.Ned
NBChB K.Ned
KBChB N.Med
KBChE N.Hed
NBChB N.Ned
NBChB K.Ned
KD

K.D. {Greece)
Ph.D

KD

KD
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Lecturer

DEPARTNENT OF RADIOLOGY

FRCS

Associate Professor
Senior Lecturer
Lecturer/Ag Head
Lecturer

Lecturer

Assistant Lecturer

DEPARTHERT OF SURGERY

Professor
Professor
Professor

Associate Professor/Head

Associate Professor
Agsociate Professor
Lecturer
Lecturer
Lecturer
Lecturer
Lecturer

Senior Government Consultant
]

Government Consultant
[ ]

Hedical Officer
[ ]

CHILD HEALTH AND DEVELOPMENT CENTRE

1. Dr. (Nrs) J Siawogerere Jitta NBChB N.Ned

20

A K Nutumbe

Director

Adainistrative Assistant



1. Krs Sepcicea Krabsli
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DEPARTHENT OF COMMUNITY PRACTICE

PNV T Lezturer/ Head

B.Sc. NURSING

URN, NT, KSN Lecturer/4g. Read

2. Nrs, Jemipah Nary Nutabaazi  URN/M, DNT, BSN, NSN Lecturer

3. Mg Alice Nkangi

Prof. ¥ Mugerwe

Prof. W ¥  Anckbonggo
Ks. ¢ Bulihwadi

Nrs Wcliy Eatengeole

¥s, Mon.za N fairaaibva
¥g. Gegira Namuteci

Nr. Gama.iel Ntege

Kr. Isiab Mancra

CLINICAL EPIDEWIOLOGY UNIT

Dr. N Sewankanbo

¥s. A Sebira [ziva

Pref. J C Ssali

Dr. 3 C Lule

Dr, Tenya Nugisha

Iro J N Mugevs

Dr. D Okello

Dr. C Laramagi

Ms. Rosalind Lubanga

Ns. Christine Rusasira -

RUMAN REPRODUCTIVE UNIT

Prof. F & HKairo
Ir. F N Miresbe

URN/N,DET, SN Lecturer

DBAN'S OFFICE

Dean

Associate Dean

Senior Assistant Registrar
Senior Personal Secretary
Personal Secretary
Secretary .

Clerk

Clerk

UNITS

Secretary

Kr Dan Bagenda - (Biostatistician)
Krs Josephine Bitstule [Bioshemist]
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NOTLZAR REZIDINE

Prof 0 Waliade - Hen. Director

Tr, Mulonows Bwataingi - Nedical Officer
vrooChrietine Watera - Medica: Cificer

Wr. & Okel - Chief Technician

Nr. Cresent Byaruhangs -  Technician

Krs. jrace Sebatta - Assistant Technician

BDUCATION AND RESEARCH UNIT

Kr. B K ¥uwanga - Administrator
Xr. [ Guwatudde - Research Officer
Kr. J EKiggundu - Financisl Clerk
¥re Esther Okoth - Secretary

Kr. Abrahar Kiberu - Kachine Cperator
Kr. Edvard Bukulu - Driver

Nr. S Serede - Driver



BUIKNE HTALTH CENTRE,
P.0. BOX 107,
LUGAZI.

11th Aoril, 1394,

The Team Leader and all Membars of the

dealth Science Rehabilitation Froject APPEND
Evaluation Commusion Officials of the X3
Medical School Makerere, Ladies anAd

Jentlemen,

I take this opportunity on behalf of the Health Centre 3taffs and
the Health Centre Management Committee Members to warmly welcome you

in Buikwe Health Centre« 7lease feel at Home.

This is one of the Jovernment's Health Units ia Mukono Cistrict
which renders curative, promotive and preventive health services to
its catchment population of 49,789 people by 1992 National population

census. This centre started way back in the =arly 40's,

The Health Centre is run by the Ministries of dealth and local
Government respectively and of recent the Medical ¥Extre School has

come in with the Community clerk#ship.
y P

HZALTH CENTRE CAPACITY:-
The Health Centre has the following beds:i=
i) 14 Maternity v72s for admission and 2 Labour beds.

ii) 18 In Patient aimission beds for Surgical ani Hedi:zal conditions
Managzeable at a dealth Centre,
1i1) 8 Paediatric admission beds,
N.B, Most of these beds are in a bad state,
STUFF STRUCTURE:= The present Staffingm stands as follows.

2 Clinical Officers (Medical Assistants)
3 Enrolled Midwives.

1. Enrolled Nurse.

1 Public Health Dental Asgsistant.
Public Health Assistant.

Leprosy Assistant.

Laboratory Assistant,
Entomological Lahoratory Crddriy.
Nursing Aids.

Sweeper/Porter.

Night ¥atch Men.

TOTAL = 23,

N = 00 =2 =2 a a
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of vonstraintz of which I would live to Tring the= %o wour 2ti2ntion,.
HE Tvace pronhlems directly affect the students proner community cler<-

shin,

1, ACCONCDATICM: We can not accomolata the namber of Staffs Ix tX®

we have forcing us to accomolate some staffs in the meant to be ig
“itehens ~An? sinres. DBven it is still immossinle to 2ecomelate the

nedical Students Auring their cleriship here,

A~

D¢ F2CR TRANSPORT: Transport remains a big problem. Refeved matients
1

OJ‘

which many ~+e Zmenrganies 2an not ha transported on enot. Sven
out reach activities like Immunusation, programming fiell activities
for the Maiical siulents ind supervision is difficult because the

2 bicycles we have can hardly fulfill the above activities.

3, LaCr CF 373us: Tvere is lack of space for tur followinzy activities,

1) Tantil Services.
ii) Minor Theatre,
iii) Fnarmacy # Drug Store.

4+) Family Planninz Clinic room,

V, Counsulin rfoom -
The above activﬂiies are carried out but in poor inconviniencingz

rooms which is not ideal for the students learning.

reo
4, DRUGS SUPPLY: We currently receive 4 Drug kits but in Comgason with

daily patient attendance its quite inadequates It becomes =ven compli-
cated when students have to go out with some drugs for case Managem-

ent while carrying out home visitings, follow up etc,

e
5 LACK OF LIBRAY: There are no books for Reference for both the staffs
and Medical Studentse

NATER SHORTAGE: Adl the existing water tanks leak and yet the nearest

water source is in a distances of 2.5 Km, rendering a whole Health
Unit with hardly any drop of water yet its one of the nrinciple reaquire-

ments which has to be available at =z2ny time. .

2/
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POCR STATUS OF Tu® 3VILDINGS:

Just 235 you witnessed immediately you set your sight on the bduild-
ge°d to unergo 3 major rehabilitation and Renovation

inFs tvay :rgsﬂtlg ¥

(dovevar ﬁmrea.to come and assist with the s=-me wity the Community's
contributicon of lscally available mitarials which 2001 2nou=h 22 3lr:ads
at the sitel.

HEALTH UMIT MANAGZIMENT COMMITTES

It was set up in 1990 as a Government proposal to allow the Community
to partly assist in the day to day Healthﬂrunﬁing. Also to assist in
ue : .
creating avenees to solve some of the problems of H/Units which the

Government could not solve wholly.

OUR_HUMC OBJECTIVES

i) Start up a cost sharing on patients as an Income Generating
Activitye

1i) Suppliment on the H/Centre Staffs monthly incomes,
1ii) Suppliment on the Essental Drugs we receive. -
~iv) Construct some staff Quarters to accomodate 8 Staffs,

v) Rentm houses for Staffs,

vi) Constract a new block to accomodate Family Planning, minor theatre,

. Drug Store and a calpeelliug rooms L

viii) Transport of Staff while on 0ff1cial duties in form of fares,

ix) Put up a new Laboratory ik buikt room in the out-Pat1ent ‘building.

-,

SUCCESSES: The above have been achieved to some extent with the excep-
tion of No'si1V and VI which require a total tune of 7million Shillings
(Uganda) to accomplésh.

We're praying for we11 wishers to come to our rescue, ] 4
COMMUNITY CLERKSHIP BY MEDICAL STUDENTS . 3. w-;—;{ .;?,,,* o ‘,ﬂ '.__

L

Prior to the Hedicel school cemin;~: CBHC-pregramme hed aiready been
started with the assistence of AHREF. Preeently it has treined. '
a) 78 Community Bealth Workers, ‘ e ‘*f
b) 76 Traditional Birth Attendants. T -~ o
¢) 5 Facilitators. o P
d) 145 Health and water Committees at village, Parish and Sub/
County levels including RCs executive Cimmittees at the same levels,

The first batch of Medicel students reported in February, 1992,
Since then various groups do report according‘to_the organisers time

table,

...‘-‘.l../ o



A SUMMARY OF THE BASELINE SURVEY CARRIED OUT BY
THI UNTVFRSITY PARTNERSHIP PROJECT AT MPRRERWE

A bagseline sirver was ecarrvied out in the four parishes of Kanyvanya, Kawempe 11,
Romamhoga aned Mpersrve, The study popniation were households within the four
parishes and the objective of Lhe study was to generate baseline information
about the socio=demographic, health status, health needs and health preblems of
1he people wilhin the Cour parishes. The information geuerated would form a basis
for inlervenlion srralegics in Lhe area.

Summary ol Lhe findings

[

0

6.

The mojority of hanschold members (60%), were below the age of 20 vears,
indienting 1hat most rpesidents in this community are relatively young

II.“('II) ] o,

Thee odditeat ion frevel of most members of Lhe hongeholds was skewed ta o
orimary  and  secandnry jevels, especially the Female members of  tne
bonseholds, A signitoeant Ty higher number of females, in the school-going
age was adeo fonud to he onl of school than maies. In ail, 24% of the
children in the schooni-goineg age (5-19 years old) were currently not
attending any school,

Ninetv=sin pereent of the households in the area reported te be using
latrines lor faecal dispnsal, Fifty-six percent of these houseliolds were
sharcing Taleines between 2 to as many as 15 hanseholds, and 16% of the
iateines were copsidered ta be very dirty as mrine and faeces had been
depasitend an the «urtace of the lalriunes.

Secaondly, 683% of the households were using latrines which were within {0
met res Crem Yhe pesidential buildings.

Terenty=nine perceyl of the households reparted to be obtaining water from
tunpect aciad water speings and most of these honseholds were [roan Komamboga
A Kenvomie 11 paeiahes,

The morbidity rates in the honseholds were velatively high. In children
boiow the age of & years, the general morbidity rate was about 43%. The
most common complaints reported were (evers 2A% {probably malaria), colds
auwd conghs 18%, diavehoeal digoases 8%, and others,

Ta honseisid wembers at feast § years old, the morbidity general rate was
about 27X, Camplaints reported ranged from fevers, diarrhoeal diseases,
abilominal pains to skin iulections.

The proportina of children below five yvears, getting fully immunised was
tound to dron as the children grevw older, so that less children are
immuniged against diacases immunisable ar an older age, e.g. measles, This
is thoaeht 1o he the reason why the percentage of children dyving froa
measies awlb tatanus was reported highest amondgst children (32%).



Most of the vouny preenant women (80%, with an average age of 1Y years)
were {ound pot to be attending any form of antenatal carc. Tn most cases
11 was their first pregnancy.

o

Seventy pereent of ithe older pregnant women {(with an averadge age ot 23
vears old) were nsing Mulago Hospital for antenatal care.

Mast household heads had heard of AIDS (99%), and most of them knew most
of the ways of Low 1o mvoid contracting H1V. However, it seems that bLhere
is elitl a konowledge gap about how the HIV virus is transmitted. This was
ovideneed by the finding that some household heads menLioned mosguitoes
(T%), sharing eating utensils or toidets {6%) as weans of transmitting the
HIV virns,

S




CONCLOSIONS AND RRCONNRNBATIONS

Obgervation Implications ' fecossendations
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APPENDIX §

QUESTIONNAIRE FOR FACULTY MEMBERS
MAKERERE UNIVERSITY, FACULTY OF MEDICINE

Rank Sex: Male Female

Jepartment (optionai)

1. Have you ever seen the "new curriculum” document? Yes No
2. Do vou have a clear understanding of the objectives of the new curricuium?
Yes No

3. Who shoula take the role of coordinating the community-oriented eaucation?
Education and Research Unit
institute of Public Health
The Dean/Assoc¢. Dean
Other (specify)
you think 1s the major constraint in the implementation of the new
curriculum? ( You may check more than one)
Resource
Coordination
Shortage of well qualified staff
Inadequate support to the curriculum by the academic staff
Communication
_____ Other {specify)
5. Do you peiieve that the involvement of all departments 1n the facuity 1s
essenti1al for the community based learning in the new curriculum?
____Yes ___No
6. How do faculty members view ERU?
___ As an extension of the Dean's office
_____ As a support/administrative unit
_____ As an independent project in. the faculty
7. Have you or your department ever got support from ERU?_____Yes ___ No
8. How do you see the .role of ERU in the faculty?
____ Very important
___ Important
Somewhat important
_~_ Not important
9. In general, how do you compare senior students with the new Vs the old
curriculum? .
01d curriculum better
__ No difference
____ New curriculum better
10. Do you think the introduction of the new curriculum has weakened the teaching
" system. ___VYes —No

o~
x
po
V)
ot
o}

1]

11. Does the curriculum need revision?
No Minor Major

Note : Please return the filled questionnaires to the office of The
Evaluation Team through the Dean's secretary by Tuesday, 19th of April,
1994 before 4:00 PM, since some members of the evaluation team will leave

the country soon. .
Thankyou very much for your cooperation.

EVALUATION TEAM



Makerere Faculty of Medicine Evaluation Report

FACULTY MEMBERS SURVEY RESULT
MAKERERE UNIVERSITY, FACULTY OF MEDICINE

Questionnaires distributed = 89
Total respondents = 50

Chargcterist1cs/Questions Number Percent
Rank: Professor 8 16
Assoc./Asst. professor 8 16
Lecturer 30 60
Others 3 6
Unspecified 1 2
Sex: Male 41 B2
Female 9 18
Have you ever seen the “new curriculum”
document? '
Yes 33 66
No 17 34
Do you have a clear understanding of
the objectives of the new curriculum?
Yes 22 44
No . 28 & S
Who should take the role of coordinating
the community-oriented education?
Education and Research Unit 6 12
Institute of Public Health ’ 25 50
The Dean/Assoc. Dean 11 22
Others 8 16
what do you think is the major constraint
in the implementation of the new
curriculum? ( You may check more than one)
Resource 36 72
Coordination 18 as~ 30
Shortage of well qualified staff 16 36 33
Inadequate support to the curriculum
by the academic staff 31 62
Communication 28 56

Draft 1 April 1994



Makerere Faculty of Medicine Evaluation Report

Contd

Characteristics/Questions Number Percent

Do you believe that the involvement of
all departments in the faculty is
essential for the community based
learning in the new curriculum?

Yes 36 72
No 14 28
How do faculty members view ERU?

As an extension of the Dean’s office 18 36
As a support/administrative unit 8 16
As an independent project in 19 38
the faculty
Don’t know 5 10

Have you or your department ever got
support from ERU?

Yes 11 22
No 31 62
Don’t know 8 16

How do you see the role of ERU
in the faculty?

Very important 8 16
Important 14 28
Somewhat important . 15 30
Not important 10 20
Don't know 3 6

In general, how do you compare senior
students with the new versus the
old curriculum?

01d curriculum better 32 64
No difference 11 . 22
New curriculum better 3 6
Don’t know 4 8

Do you think the introduction of the
new curriculum has weakened the
teaching system.

Yes 34 68
No R 12 24
Don't know 4 8
Does the curriculum need revision?
No 2 4
Minor 14 28
Major 32 64
Don’t know 2 4

Draft 2 April 1994
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COMMUNITY-ORIENTED EDUCATION APPENDIX 6

Challenges of a New Community-Oriented Medical Curriculum.
A Workshop to Identify Difficulties and Practical Solutions

David O. Okello, E.B.L. Ovuga and Samuel Luboga
Makerere Medical School
Kampala, Uganda

Abstrac!

The new community-oriented medical educationprogramme at Makerere University faces

several logistical and philosophical problems. Although many of the logistical problems

were expected at the inception of the programme, staff skepticism and criticism threatened

to undermine the concept that led to the introduction of the new curriculum in 1989. Some

members of the staff expressed the fear that the innovation was introduced when the

medical schoolwas not ready for such change.Itis argued that the tutors in the programme
lack experience in the new system. A remedial workshop is described.

Introduction

The Faculty of Medicine atMakerere University, Kampala, Uganda, adopted acommunity-
oriented medical curriculum in 1989. The aim was to produce community-oriented doctors
able and willing to serve their communities and deal effectively with health problems at
primary, secondary and tertiary levels. (Hamad, 1991). This aim was to be achieved mainly
by demonstrating to the students, through their involvement in community medicine, that
adaptation to grass roots conditions can be carried out to benefit the health of the
community. Atthe end to the training, the students are expected to demonstrate knowledge
of the appropriate measures (promotive, preventive and curative) that can be used to
identify and solve the health problems of individuals, families and communities (Omotara
etal., 1992). In addition, the students should be able to assess the health of the community
and to plan, manage and evaluate community health services. (Padonu, 1987).

Medical care in Uganda has forlong been provided through hospitals, health centres (types
L1II), dispensaries, matemity units, sub-dispensaries and aid posts. When fully staffed a
health centre has a medical assistant (with three years training after completion of senior
six secondary schooling), a qualified midwife and a nursing assistant; it provides
elementary in-patient and out-patient care. A dispensary provides elementary curative care
through a medical assistant and, in the case of a matemity unit, a trained midwife. Sub-
dispensaries are manned by paramedical staff (with three year training after completing

Requests for reprints should be sent 1o D. Okello, Makerere Medical School, Box 7072, Kampala, Uganda.
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senior six secondary schooling) and provide rudimentary curative care. Aid posts provide
outpatient care through weekly or twice weekly visits by a paramedic. Usually each of the
38 districts in the country has at least one hospital. However, the bed-strength and the staff-
size of the hospital varies from district to district. With this arrangement, some 27 percent
of the population are within § km of the nearest health unit, while 57 percent are within 10
km. However, coverage is uneven, and not all have equal access. Limited coverage is
largely a rural phenomenon, while urban populations have close proximity to hospital care.

Although this level of access to health care facilities might be regarded as reasonable for
curative services, it has serious implications for preventive care. The majority of the
population in Uganda has to walk at least two hours to a facility; a sick person or a mother
carrying a child might take much longer. Distance may well influence the decision to seek
preventive care.

The ratio of physicians to the population has been reduced by more than 50% in the last
25 years, from about one per 11,000 in 1965 to-about.one in.28,000.in.1991. The country
has suffered from depletion of medical doctors, particular from the beginning of the 1970s,
when more than 700 physicians left the country following the expulsion of Asians. Others
left the country in the remaining decade, either to escape the civil war or for economic
reasons.

‘The medical school had an average annual intake of about 90 students during the past three
years, with an average of 53 graduates annually at the end of the five year course.

Makerere Medical School has been the sole training centre for physyians in the country.
It has six major basic sciences departments and ten clinical units. The teaching staff
fluctuates but averages about ninety, although the total establishment is around 175
employed by the University (Table I). There are.a number of other doctorsin the teaching
hospital, employees of the Ministry of Health, who also participate in teaching in the
clinical departments.

Traditional medical care has been too expensive and provided services for only a small
proportion of the population, those who managed to reach the health care institutions.
Besides, it laid emphasis mainly on curative services. In view of the high maintenance cost
of hospitals and shrinking resources for health care, the govermnment is now developing a
new health policy with the goal of health for all through a nation-wide network of
preventive and curative health services with a self sustaining cost recovery system.
Particular emphasis is placed on matemal and child health, environmental sanitation,
provision of essential drugs, water supply, and health education. This new policy also
emphasizes health care activities based on the health centre and in the community through
the principles of primary health care. The goal of the system is to extend health coverage
to all Ugandan citizens by the turn of the century through community participation.
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Table I. Distribution of staff at Makerere medical school

Department Numbers
Basic science teachers 27 (30%)
Biochemistry 7
Anatomy * 4
Physiology S
Microbiology 2
Pathology S
Pharmacology 4

Clinical teachers 63 (70%)
Medicine 9
Obstetrics & gynaecology 10

Surgery 10
Paediatrics 8
Preventive medicine

Radiology 2
Anaesthesia 4

EN.T. 3
Ophthalmology 4
Psychiatry 5

Total 90

The full establishment should be 175 basic science and clinical academics.

The new community-oriented medical education at Makerere is, therefore, in line with the
new government health policy. The medical school went through anumber of consultations
with health policy makers to produce a curriculum that is community-oriented. An
overview of the community aspects of the curriculum is shown in Table II.

Although there are precedents in other universities within the African region, the greatest
problem with this project is the fact that it is totally new to Ugandan medical education.
Knowledge about the nature of community programmes in Makerere is limited to the
Department of Public Health and to the matemal child health (MCH) programmes in
Paediatrics. Hence, this new experience faces several unforeseen problems. Some Faculty
members have expressed lack of guidance from tutors, and sometimes, even about a tutor’s
lack of understanding of what is to be achieved by the students. Some tutors in the clinical
departments cannot see the relevance of the community-based subject to the lecture
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Table II. Outline of community-based clerkships

Year of study Programme of activities

1 Communication. Interview
experience. Study life style
of families and characteristics
of community. Establish socio-
economic status of average
family. Work on appropriate
assignment.
Suggest provisional research
ideas.

2 Study factors in health and

! disease. Environment and

f health, Culture and health.
Traditional medicine.
Work on appropriate
assignment.
Suggest provisional research
ideas, Culture and health,

3 Laboratory diagnosis. Trauma
and emergency management.
Primary surgical and ortho-
paedic procedures. Fluid
replacement therapies. Home
visits, Work on appropriate
assignment.

4 Health promotion.
Nutrition MCH and paediatrics
conduct normal deliveries.
Management and administration.

project.

5 Clinical management in general
medicine. Mental health services.
Medico-legal aspects of clinical
medicine. Work on appropriate
research assignment.
research project.

Nature of Student's
Report

Interview experience.
Expectations of interviewer.
Expectations of interviewee.
Construct age structure.
Construct socio-economic
structure of community.

Man and the environment

Culture and environment.
Culwral basis of traditional
medicine. Environmental basis
of mraditional medicine.

Common laboratory diagnosis,
Common causes of injury

and emergencies. Experiences
in trauma management.
Prevention of injury.
Formulate definite research
project.

Problems facing MCH
services. Nutritional problems.
Problems in maintaining
equipment. Work on research

Issues in compliance. Drug

side effects. Medical practice
without technology. Ethical

and forensic issues in medical
practice. Home visits. Complete

Period of
Clerkships

5 weeks in
the year

5 weeks in

.the year

5 weeks
in each

5 weeks
in each

5 weeks
in each of
two terms




15

programme in medicine. Because some of these tutors are quite senior and respected
members of the Faculty, they have had a negative influence on the implementation of the
programme.

In view of the persistent skepticism and criticism from some members of staff, a two day
workshop was organised by the Faculty of Medicine to define the possible difficulties with
the curriculum and the areas of misunderstanding, as well as to identify practical solutions.
The workshop was held between 2-3 January, 1992 at a hotel just outside Kampala.
This paper,describes the proceedings of the workshop, problems identified and solutions
proposed during the workshop.

Organisation of the Workshop

The idea of a workshop was initiated by the Education and Research Unit (ERU) of the
Faculty, a unit that supervises and provides guidance for curriculum implementation and
works directly under the Dean of the Medical School. Heads of departments were invited
to send at least two senior members of staff to represent the views of their department.
Thirty four of the ninety members of the teaching staff attended the workshop.

The workshop was set to run for two days, but the actual programme was to be covered in
a single day. Participants were divided into two groups, each attending on different days,
with 17 members per group. The ERU also invited six other persons from the Ministry of
Health and the medical school who had experience of community-oriented education in
institutions in other countries, to facilitate discussion at the workshop.

Method of Work

On each of the two days the programme started with presentations, conducted by the six
facilitators, to sensitize the participants: :

An overview of the challenges facing the new curriculum.

Transition from hospital-based to community-oriented training.

Global, regional, national and Faculty policy on community-oriented medical training.
Community-oriented curriculum: the Nigerian experience.

Uganda Ministry of Health policy on community-oriented medical training.
Curriculum implementation: practical problems.

Child health & development center - Makerere Medical School: Community Experience.

NOAUrhEWON~

Each presentation lasted about 15-20 minutes and was followed by § minutes for questions
and clarifications. The participants were then split into three small groups of at least five
members for further discussion of specific topics to answer the questions: Why is
community-orientation necessary; What are the logistical problems; What can be done to
overcome these problems?

The group discussions were given approximately one hour before the groups reconvened
for an exhaustive and frank discussion of the ideas generated by the groups. This plenary
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discussion was guided by the workshop facilitators and lasted for 2 hours on each day. A
number of problems affecting the implementation of the new curriculum were identified,
and some possible solutions were suggested.

Problems Identified
The discussion identified two types of problems philosophical objections against the
community-orientéd curriculum and practical problems for which solutions had to be

sought.

Philosophical objections included:

1. Why not leave it to the Department of Public Health?

2. Training a doctor in this way will leave him less suitable for international needs.

3. Doctors produced by this programme will find it difficult to be recognised outside the
country.

4. The programme will lower standards.

S. The programme may compromise biomedical knowledge.

6. The old curriculum is already overcrowded, addition of the new programme will only
overload the undergraduate course.

Nine practical problems were identified

1. Poor infrastructure. It was acknowledged that the entire social and health system
infrastructure had collapsed over the past decade due to political and social unrest in the
country. This would adversely affect the implementation of the community-oriented
curriculum.

2. Lack of appropriate arrangements for field work. The meeting felt that many
logistical requirements for students and staff in the field were not yet in place. Some of
these requirements included adequate accommodation, transport, laundry facilities, food,
allowances and field equipment.

3. An assured supply of drugs and other consumables. Experience at the health centres
had shown that the supply of drugs and other consumable was frequently erratic and
unreliable; this would affect field work when essential supplies were not available.

4. Resistance by academics. The academic members of staff are the major implementors
of the programme. It was obvious that some colleagues were still questioning the relevance
of the new curriculum. Others did not see how their disciplines would operate in the
community.

S. Lack of experience in teaching/learning methods. Many participants expressed fear
of lack of knowledge of how to teach in the programme and had limited information about
the methods available to them.

6. Limited information about the community-oriented curriculum. Inadequate
dissemination of information about the community-oriented curriculum and difficulties in
interpreting the curriculum were cited as other reasons for misgivings about the curriculum.
7. Timing of the community clerkship. Some participants were concemned that sending
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the students to the community before they had been exposed to clinical medicine would
limit the ability of the students to serve the community.

8. Lack of reference texts and books for the curriculum.

9. Encroaching on the privacy of the community and the risk of overuse or community
fatigue. :

Solutions Proposed

1. Organise workshop for all Faculty members to ensure full understanding of the
curriculum. It was clear that many members of staff were skeptical because they did not
understand the curriculum. It was recommended that several meetings be held with
individual departments to enable their members to discuss the curriculum in detail.

2. Training of trainers. It was also recommended that the Faculty should embark on
training trainers to equip them with the necessary skills for teaching in the clerkships,
including the techniques of student assessment in the new curriculum.

3. Put in place ail the requirements for field work.

4. Increase community participation in the running of the programme.

S. Promote heaith centres as the foci of activities, rather than hospitals.

6. Work out a detailed budget for the implementation of the curriculum. The purpose
* was to define possible sources of funding and ensure the sustainability of the programme.
7. Encourage the Faculty to produce local teaching materials for community-based
clerkships.

Conclusions

This workshop provided an opportunity for the academics to share their views on many
fundamental issues that affect the smooth implementation of the new community-oriented
medical education at Makerere Medical School. The main lesson from the workshop was
that most members of staff felt insecure with the new curriculum because they had never
had any formal training in how to teach in the community.

An evaluation of the acceptability of the curriculum after the workshop made it clear that
many were willing to change their views once they were given training in the teaching skills
for community clerckships. It also became clear that there was a need to organise similar
workshops to involve as many of the remaining teaching staff as possible to provide an
opportunity for better understanding.

Since the workshop the Faculty has embarked on a programme of training for trainers. The
Faculty has also organised several focused discussions with various departments (o try and
resolve some of the philosophical objections.
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APPENDIX 7

UNDERDEVELOPMKNT AND PHYS1CTAN MIGRATION IN UGANDA

INTRODUCTION

Beyond and above any individual push or pull force influencing
migration or combination of such f{orces, is the overall
internationn] problem of unequal developwent. which manifests itself
in structural maladjustment. and inner disequilibrium in both the
counl.ry of immigration and that of cmigration."

- A. Mijia, H. Piziviki and E. Royston = Physician and nurse
migraltion -~ analysis and policy implications = WHO report 1979. Of
relevance Lo Alrican countrles in the above atalement is the
ohscervation Lhat. the higgest migration losses are sustained by
developing  count.ries and within thal. group, by countries at the
lawest. end of the development, seale (Read underdeveloped countries)
Mosl if not. a1l African countries tall in the underdeveloped group.

Like many underdeveloped nat.ions producing doclors, Uganda has
been and s81i1] is experiencing a brain drain. 1t has beon
described as one aof the largest s exporters of doclors in Africa.
Mejin el al observed Lhat Lhe poorer Lhe country (GDF per cnpitalc;
500 US $, the more unhealthy life expectancy 61 years), the
greater the need for health care, and the fewer the physician per
unit, of population, the greatoer s Lhe emigration Joss, Uganda
(sea attached socioeconomic and Heallh indicators), like all
underdeveloped countries has very poor indientors,

Tn addition, Uganda like all underdovelopad African countries
has n hixlory of slavery, coloninlising, forcign deht., dependence,
exploitalion, corruption, ¢ivil war, and militarisem »ll of which
conpt.ribute to underdevelopment and act as push factors, tLhus
promol.ing emigration of Ugandan doctors,

Maherere University Medicnl School, once considered Lo be the
begl Medical inslitution in bhlack Africa, stil]l passes oul good
doctors who find little difficulty getting employment in other
countrics in spite of Lhe withdrawal of recognition in 1976 by the
Genoral Medical Council, UK., 1. has a very high gradc paint
average entry requirement and sLill boasts a very good reputation.
However il #lso suffersk from budgetary constraints, a factlor which
hax probably affected it. in esbtablishing the community orleunted
curriculum especially with respect. {0 Lhe motivation of its
lecturers. As a resull its attempl Lo make medical educatlion in
this country more relevani. 1o Lthe neacds of Lhis country may in Lhe
and not. he wo »succesxsful, duc to all the above faclors plus
imbalances in production rates as a ratio of tLhe ecanomiec Lase of
Lhe couniry.
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In any case since the largest "consumer’s” of Ugandan doctors are
other African countries with similar problems, except the fact that.
they are more able, or more willing toe pay Lheir doclors better,
changing the curriculum to a community oriepi.cd one will probably
make Ugandan doctors more "market.able” in Lthese African countries.
There is an apparenl. imbalance between Lhe supply and demand for
doctors in Uganda. Tn real terms since the doclor, population
ralio is very unfavourable 1:21,053 (nalional) - 1991 UNICEK) and
1:81,000 Nebbi district - Monitor article) the price of doctors
should be high., 1n realiiy a doctor in Uganda gets about. 80 US §.
This means that the supply demand curve has to shift Lo kecp only
Lthose doctors Uganda can keep. The surplus will and has left tLhe
country for" greonor pastures” i.e where they can he afforded. 1t
is Lhereforce not surprising that of the 2,284 medical graudunies
produced by Makerere Medical school of whom 1,719 have been
Ugandans, mosl. are warking abrosd. By 1991 only 810 doctors were
working in Uganda. Thix prohably includes expatriates. A 1988
repori. of the Ministry of llealth esi.imaled that aboul 1500 Ugandan
doclors were working abroad. Of Lhose working abroad over 140 are
working in the Republic of South Africa. The rest are in Southern
Africa, the Middle Easi and USA,

This study aimed at gelting some responses from fifth vear medical
students (finan)listsr) from Makerere Medical school and using them to
predict ewmigration in this group. In arder to -be conclusive, one
would have Lo follow them up & Yyear later i.¢c after their
internship.

Not.e: Other factors remaining constant the effect of Lhe community
oriented curriculum can be gauged by doing the same or a
similar study of subsequeni. group of finulisls every year.

The students were surveyed by means of & gquestionnaire (sclf-
administered). Aboutl. 83X of tLhe ¢lass (M.B Ch.R and BDS} were
surveyed,

Resulis

Sec¢ altached figures etce.

Conclusion

The results from Lhis group show a high polential for
emigration, Their decision wilth respect to family sivze i.e small,
career paLths j.e hospital bascd, or both hospital hased and private
decgroc of specializalion elc show awareness of which of these are
assels Lo wobility. The major reason for emigrating ias poor pay
and the main recipienl. counl.ry (prospective) is South Africa.
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Responoed of £ifth yeary (MUX)

14:84

Responge of Pith vearas (MUK)

Porcentage X

Fonule Male Total

Sex (65) 29.2x 70.8% 100, 0X

Murite] Status (85)

-8ingle 84.2% 12.4% 89.2%

-Married 15.0% 8.7% 10.6%

Intend to marry (58)

- Yea 93.8%x 97.6% 06.8%

= No 8.3%X 2.4% 3.4%

Intend {0 have children (No (64)

a) 1-2 30.8% 20.0% 17.2%

L) 2-4 78,93 64.4% 68,6%

c) §,3%x 13.3% 10.9X%

a)  None 5.3% 2.2% 3.1%

Intend to do internphip

(64)

- Yes 100,0% #3.6% 08.9x

~ No 0.0% 4.4% 3.1%

Intend L0 practico

(85) 100.0% 95.7% 86.9%

- You 0.0% 4.3% 3.1

- "o L - -y e ——

Intend to work abroad (60)

- Yas 38.9X 83,3% 70.0%

- %o ey frems | 0000

Seagon for working aborad

(35) 75.0% 90.3% 8&.6%

~ Purthnr gtudices 25.0% G.5% 8.6)

: Other 008 _ 3. 2.8%

Intnand to do postgraduanle degreo (65)

- You

- No ™M.7% 23.5% 23.8%
8,3% 6,5% .26

Poptgraduate atudien degreea (60)

- Master

=« Ph.D 82.2% 03.0% 81.77
38,3% 39.5%x 36.3x

In order to be afficient Doctors should

be (65)

a) Poor 0,0% 0,0% 0.0%

b) comfortable 57.0% 80.9% 80.0%

c) rich. 30.8% 69.2% 40.0%

Type of practice

(63)

a) Hoapital bapod 15.8% 22.71% 20.63

b) Private practice 21.1% 9.1% 12.1%

c) Both _83.2x 88.2x ] e6. 1% e

Interne salary (85)

2) Awars of amount 89.8% 97.6% 85.4%

b) Not wall paid .. 100.0% 100.0% 100.0%

Bedical Officers salary (63)

a) Aware of amount

b) Not well paid e4.7% 73.8% 71.4%
00.0% 100,0% 88.0% .
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What doctor should be

835.12

. 1994

able to afford to be ‘Comfortable’

14:04

Response (N=65) Female Male Total
Car 89.6% 91.3% 90.8%
House 100.0% 100.0% 100.0%
School fees 94,7% 98.7% 85.4%
Clothers 26. 3% 39.1% 36.4%
Travel /holidays 21.1% 19.6% 20.0%
Farm
Food 5.3% 10.9% 19.2%
Investments 36.8% 34 ,.8% 1 35.4%
Insurance 15.8% 26.1% 23.1%
Support extended family | 10.5% 26.1% 21.5%
15,8% 17.1% 16.9%

Means of fair salary for

each category of gex (Medical Officer)

Sex Obs { Total Mecan Variance |&6td. Dev,
F 17 12200000 717647.059 | 8.7E+0010 | 294714.468
M 46 39400000 856521.739 | 2,2E+0011 }463993.378
Difference 138874-880 . o
Sex Minimum | 25X ile | Median 76% ile | Maximum | Mode

F 250,000 | 500,000 | 700,000 | 800,000 | 15600000 | 500000
M 400,000 | 600,000 | 800,000 | 1000000 | 2500000 | 800000

Means of fair

salary for each categpry of sex (Inyggn),"““m_

Sex Obs | Total | Mean Variance | 8itd Dev.
F 18 6920000 38444.444 2.3E+0010 | 161277.782
M 46 | 23800000 | 517391.304 | 8.3E+0010 | 267946.251
Difference -132948.860 | ) o
Sex Minimum | 25% ile |Medium ' | 76% ile | Maximum | Mode

F 100000 300000 500000 500000 500000 | 500000
M 250000 | 300000 [8500000 | 500000 | 1500000 | 500000

Exchange Rate:

1 US ¢ = 980 U Shs.
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Uganda
Tanzania

Any

South Africa
Butswana

As Intern(63)-%
Female Male Total
100.0% 97.7%

98.4%

0.0% 2.3% 2.3%

-—

Medical

Officers(58)-%
Female Male Total
94,7% 89.7% 91.4%
0.0% 2.6% 1.7%
§.3% 0.0% 1.7%
0.0% 5.1% 3.4%
0.0% 2.6% 1.7%

X 2. ! ELRRE ST TSR

Lk M

Country those intending to work abroad before settling in Ugand in

tend to work in.

Country (N=38) |

Any

South Africa
Bolswana
Kenya
Central
African
Republ.ic
Lesotho
Saudi Arabia

United Kingdom

Female =~ IMale Total
0.0% 36.4% 31.6%
80.0% 42.4% 47.4%
0.0% 9.1% 7.9%
0.0% 3.0% 2.6%
0.0% 3.0% 2.6%
0.0% 3.0% 2.8%
0.0% 3.0% 2.6%
200 Jo.ox . |z.ex

Fields of specialization (ProsPectivgldwuawwu$

5/6

Field (N=60) X Female % Male %_Total
-Medicine 17.6% 34.9% 30.0%

-Surgery 23.5% 26,06% 25.0%
~Paediatrics 6.9% 14.0% 11.,.7%

-Public Health | 23.5% 4.7% 10.0%
'Deﬂtistry 5.9% 0.0% 1.7%
~Dermatology 0.0% 2.3% 1.7%
-Physiology 0.0% 2,3% 1.7%

-Paed + Public | 23.5% 4.7% 10.0%

Health ) I
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Country respondents intend to do postgraduate dogree from

Country N = 61 | Female Male | Total L
2. Any 61.1% 48, 8% 62.5%

3. South 27.8% 20.9% 23.0%
Africa . .

Hospitals respondents intend to practice in as:

Hospital Interns (N=59) Medical QOfficers (N=16)

Female Male Total Female Male Total
1. Mulago 72.2X% 58.5% 82.7% 20.0% 54.5% 43.8%
2. Mbale 0.0% 2,4% 1.7% - - -
3. Arua 0.0% 4.,9% 3.4% - - -
- 4 ) Rubaga 16 . 7% 0 ] Ox 5 . 1“ - - -
50 Others 5-6” 703% 6.8’ - - -
6. Private 5.6% 17.1X 13.6% 0.0% 9.1% 6.3%
7. Lacor 0.0% 4,9% J.4% 0.0% 9.1% 6.3%
8. Upcountiry 0.0% 2.4% 1,7% 0.0% 18.2% 12.5%
9. Nsambya 0.0% 204% 1.7% 0.0% 9.1% 6-3*
10. Jinja - - - 0.0% 0.0% 18.8%
11, Kitovu - - - - - -
12. Meya - - - 20.0% 0.0% 6.3%
(Tanzania) o
. 66
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