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The study aimed to investigate how some health care resources are distributed 

geographically in the district. The figure below shows the distribution pattern of 

doctors in the district according to divisions (administrative units) and the sector 

within which they work. The distribution is presented in tenns of doctors per 

100,000 people. 
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Geographical Distribution of Doctors in Kampala (Source: 

The findings indicate that overall there are more doctors working in the private 

health sector in Kampala district. This excludes doctors who work for two 

national referral hospitals located in Kampala district but serving the whole 

country. 

Central Division has the highest number of doctors per capita although it has the 

lowest population in the district. All the other divisions are clearly under supplied 
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Figure 2: Private Sector Pharmacists in Kampala District by Division 

The figure above shows that Central division though with only 14% of the 

population has 62% of the phannacists. Even though it is the central business 

district of the city, by any standard having more than half the phannacists 

working there presents a skewed distribution pattern. All the other divisions are 

clearly under served both in number and relative distribution compared with 

population distribution. 
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5.3 Distribution of health facilities (HU6
) 

5.3.1 Distribution of hospitals/clinics 

There are about 560 private health units in Kampala district, of which 543 are 

privately owned and 17 are NGO owned. Their distribution varies between the 

different divisions of the district. Rubaga division has 22.10% of the private 

health clinicslhospitals, followed by Central with 21.92%, Makindye 19.52%, 

Kawempe 19.52% and Nakawa has the least number making up 16.94%. Most of 

the private health clinics are small and offer mostly out-patient services while the 

NGO facilities are mostly hospitals offering both in-patient and out-patient 

services. The study did not seek to establish the number of in-patient beds 

available in either the private or public sector and therefore this aspect is not 

included in the study findings. 

On the other hand there are nine (9) government owned and operated health units 

plus two national referral hospitals in the district of Kampala. While the referral 

hospitals receive patients from Kampala district, they also receive patients from 

all over the country and for this reason, they are not included in the analysis of the 

distribution of health facilities in the district. 

The figure below shows the distribution of the health facilities in all the divisions 

of the district sub-divided into pure private (private-for-profit), private-not-for 

profit (NGO) and public compared with population in each division. 

6 HU =Health Unit 
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Figure 3: Geographical Distribution of Health Units in Kampala (Source: UMDPC, 

2002) 

The findings from the figure above reveal unequal distribution of health units in 

divisions within the district, apart from Central division, which has a higher 

proportion of health units than its population. In all cases there are more private­

for-profit health facilities than the public ones in each division. 

Findings on distribution of health units indicate that out of the total 569 health 

units in the district 95.43% belong to the private-for-profit category, 2.99% are of 

NGO nature and only 1.58% are publicly owned and operated. However, facilities 

are very different in size and type of services offered. 

At this stage we can only say the number and high concentration of private health 

facilities is an indicator of established demand for the said category of health 

services. (The findings from the household data should either confinn or dispute 

this later on). 

5.3.2 Distribution of pharmacies 

Phannacies in Uganda represent a category of health service establishments that 

deal with both professional practices but are also organized as business units. A 

phannacy is defined as a registered outlet under the direct supervision of a 
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qualified licensed phannacist, from where classified drugs can be stored and 

dispensed to patients? For purposes of this study only the category of phannacies 

dealing with patients and other end-users were considered. Given a weak 

regulatory regime in the country most phannacies in Uganda do not exist 

primarily to fill prescriptions as most clinics also dispense drugs. Thus most retail 

phannacies will also treat certain ailments and will dispense drugs to end users 

with and without a prescription. 

For a phannacy to operate there must be a resident phannacist in charge who is 

licensed to operate the phannacy. The majority of all phannacies are found in 

Kampala and other major urban centers. The distribution of these phannacies 

seems to follow socio-economic organization of different groups but the pattern is 

not very clear. This is because in Uganda most facilities are found in the shopping 

centers of major towns areas and residential areas nonnally are not considered an 

option for the location of such facilities. 

Three categories of phannacies exist namely: distributors which primarily exist to 

sell drugs only to bulk purchasers and nonnally are the representatives of 

manufacturers; wholesale phannacies that only deal with the trade aspect of 

business and retail (community) phannacies that are the point of contact with end­

users and patients. It is the latter category that was considered in this study. 

In Kampala the retail phannacy distribution structure looks as follows: 

7 National Drug Policy and Authority Statute 1993 
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Figure 4: Distribution of Pharmacies Compared to Population in Kampala District 

(Source: NDA8
, 2001) 

All divisions seem to be under served with phannacy services relative to the 

population served apart from Central Division, which has more than 50% of all 

the phannacies in the district but houses less than 20% of the population. 

The presentation of secondary data findings ends here and next is the presentation 

of findings from the household survey data. 

5.4 Descriptive statistics 

5.4.1 Household demographics 

The average household size was 4.5 with a standard deviation of 1.96. The 

smallest household had one (1) member and the largest household had twelve 

(12). More than 50% of the households had a size less than the average household 

size of 4.5. Below is the summary of the household size distribution. 

8 NDA = National Drug Authority 
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Figure 6: Mean Household Monthly Income According to Different 

Divisions 

Generally households reported low incomes. This was not different from other 

household surveys as households generally are reluctant to give information on 

Income. 

Information was also sought about household expenditure on food. This 

information was needed to confirm income information and also to show how 

much different income groups and household sizes spent on basic necessities. The 

mean average household monthly expenditure on food was Uganda Shillings 85, 

591.64, with a standard deviation of Ug.Shs 43,039.01. The maximum monthly 

food expenditure was Ug. Shs. 300,000 and the minimum Ug. Shs. 6,000. 

Household annual health care expenditure information was also requested to give 

an indication of the burden of health care costs on the households. Given that 

information sought was spread over the year, it is possible that the figures given 

may not necessarily have captured all the expenditure but it came across during 

the survey that households were in most cases able to recall the big health care 
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expenditures. From the information given, the annual average household health 

care expenditure was Uganda Shillings 98,487.76 with the minimum expenditure 

given as Ug. ShsA,OOO and the maximum as Ug. Shs. 770,000. The survey also 

sought to establish how the expenditure related to household income given that in 

some cases in developing countries, poor families are the ones that face the most 

disease burden and consequently the attendant costs. The figure below shows how 

household income varied with health care expenditure. 
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Figure 7: Health Care Expenditure as a Proportion of Household Income 

According to Different Income Groups (Quintiles) 

Generally low income groups paid proportionately more for health care than the 

higher income groups. This mechanism for payment of health care is regressive as 

it favors households with higher income and disadvantages those with low 

Incomes. 

When expenditure patterns are considered according to geographical areas, the 

findings show some inequities. Households in Nakawa division pay a higher 

percentage of their incomes for health care and food yet they have the lowest 

household income. The other divisions relatively pay less given their income 

levels. 
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Figure 8: Food and Health Care Household Expenditures as a Proportion of 

Household Income 

HC Exp = Monthly Health Care Expenditure 

Fd Exp = Monthly Food Expenditure 

When health care and food expenditures are compared, the analysis showed that 

on average households' expenditure on food compared to health care varied 

between the ratios 10:1 and 15:1. On average the findings indicated that 

households that spent more on health care, also did on food. The correlation co­

efficient between health care and food expenditures was 0.15 implying that 

although health care expenditure increases varied positively with food 

expenditure, the relationship was not very strong .. The low proportion of health 

care expenditure compared to food expenditure in income could be due to the fact 

that health care expenditure information collected was annual while the rest was 

monthly. Twelve months being a long time, there is a possibility that this 

information was significantly understated due to recall bias. 

The relationship between household food expenditure and household size was 

fairly strong at 0.36. This can be explained by the fact that since the study was 

based in the capital, food there is significantly expensive compared to the other 

household basic requirements as most of the food consumed in the home is 
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bought and also because as the number of household members increases so does 

the food conswned. 

5.5 Household Usual Provider of Choice 

Households were asked to state their usual health care provider of choice. The 

findings are indicated in the table below: 

Table 4: Household Usual Provider of Choice 

Provider Frequency Percent 

Home 5 1.82 

NGO 11 3.33 

Public 127 38.48 

Pharmacy 9 2.73 

Private 176 53.33 

Traditional Healer 1 0.30 

Total 330 100 

When all the private providers (private clinics/hospitals, pharmacy and traditional 

healer) are combined irrespective of category, 61.52% of households use some 

form of private provider for their routine health care needs. This could be because 

of the high numbers of private health facilities which, in tum is influenced by 

established demand for those services. 

5.6 Provider of choice for different illnesses 

Five medical conditions were investigated for preferred choice of provider. The 

conditions included malaria, sexually transmitted diseases, cough, diarrhea, 

antenatal care and child delivery. These conditions were singled out because they 

pose the greatest challenge to public health and are all included in the minimum 

essential package of services for Uganda. When asked who the normal provider of 
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Table 5: Provider of choice and medical condition 

Provider UelIver Cough Malaria STDs (n Immunization Antenatal Diarrhea 

IIUILIUH (n = (n = = 65) (n = care (n = (n= 

- Home 0.86% 13.99% 2.15% - 0.89% 2.31% 

NOO 29.7% 1.37% 5.21% 10.77% 29.46% 25% 3.85% 

Public 52.16% 5.46% 21.17% 27.69% 42.86% 50.45% 13.46% 

Private 16.81% 43.34% 61.96% 56.92% 27.23% 23.66% 63.46% 

Traditional 0.43% 1.37% 0.61% 3.08% 0.77% 

Healer 
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Table 7: Reasons for Household Provider Preferences for Treatment of Diarrhea 
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Figure 9: Provider Use for the Most Recent Illness by Division 

Overall mOre than 70% of individuals who sought treatment went to a private 

provider with 64% choosing a private-for-profit provider (Private + Pharmacy)_ 

There was more private provider use in Central division which, as earlier seen had 

the highest proportion of health facilities, pharmacies, doctors/dental surgeons 

and pharmacists_ Interestingly, the findings show that while overall there was 

more private health care services use in the district, Nakawa division had more 

public services use than any other division. This could be partly due to the fact 

that there is a referral hospital in this area which, is usually perceived to provide 

good quality of care. The other reason could be that Nakawa residents may not be 

in position to afford private services as the households there had the lowest mean 

income and spent a higher percentage of their income on health care_ 

Table 9: Utilization Rates by Division 

Division Sample Reported Service Utilization (Av. No. of 

Use in the last 4 visits per person per 

weeks year) 

Central 203 63 4.0 
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Kawempe 289 65 2.9 

Makindye 379 126 4.3 

Nakawa 245 47 2.5 

Rubaga 379 92 3.2 

The table above shows that Central division with the highest concentration of 

health care services also has relatively a high utilization rate while Nakawa has 

the lowest utilization rate. As earlier seen, Nakawa division households also had 

the lowest mean monthly income, spent relatively more on health care than any 

other division and had the lowest number of facilities compared to its population 

and the other divisions. The low utilization in Nakawa could be due to low supply 

of services and high cost of services. 

5.8 Facility Characteristics 

Respondents were asked a number of questions about the last time they visited a 

health facility for their most recent illness. Overall the mean waiting time for all 

facilities was 56.48 minutes. The mean waiting time for NGO facilities was 61.2 

minutes; for public facilities it was 83.68 minutes; for pharmacies it was 30.83 

minutes and for private ciinics/hospitals was 30.98 minutes. Private facilities in 

all cases had lower waiting times than public facilities. This could probably be 

one of the reasons people prefer private health care providers. Facility distance 

from households varied according to category of facility. On average private 

clinics/hospitals were located in a radius of 500 meters, pharmacies in a radius of 

600 meters, public hospitals/clinics in a radius of 3 km and NGO facilities in a 

radius of 5 km. 

5.9 Treatment cost 

The study also sought to establish consultation fees and drug costs. In line with 

the common practice only 90 reported having paid consultation fees as compared 

to 313 who incurred drug costs. In Uganda, consultation fees is not a normal 
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practice as patients prefer to pay for what is tangible treatment as they do not 

attach much value to consultation (UPMDPA 10). The average consultation fee 

charged by all health units visited was Uganda Shillings 5,515, with the minimum 

charged as 1000 and the maximum as 30,000. On the other hand, the average drug 

cost for all respondents who consulted a provider the last time they were ill, was 

Uganda Shillings 6,591 with the minimum as 400 and the maximum as 75,000. 

The wide range in drug prices is a very common feature in Uganda as there is no 

price regulation in any form (NDA, 1999). However, for these cases it could also 

mean different illness types. 

Considering these costs according to category of providers, NOO hospitals 

charged the highest consultation fees at an average of Ug. Shs. 8375, followed by 

public clinicslhospitals at Ug. Shs 5,838 and then private clinics/hospitals charged 

the lowest at U g. Shs 3,911. It should be noted that cost-sharing was still a main 

feature in public institutions till late 2001 and this explains the finding. When it 

came to drugs, pharmacies charged the lowest averaging Ug. Shs 2,800, followed 

by private clinics at an average of Ug. Shs 5,156. Again NOO facilities charged 

the highest for drugs averaging at U g. Shs 21,460. While we cannot disaggregate 

this expenditure into types of drugs supplied in either case, this finding is still 

indicative of the different cost structures existing in different health facilities. The 

high cost in NOO hospitals should be a point of concern. 

5.10 Provider of Choice and Household Demographics 

The study sought to establish what the ideal choice of provider would be if there 

were no cost implications for the decision made. This question sought to capture 

the other major determinants of such a choice and inherently the perceptions of 

10 UPMDPA = Uganda Private Medical and Dental Practitioners' Association 
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the household towards the state of health care services offered in their locality. 

The figure below summarizes these findings: 
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Figure 10: Ideal Household Provider of Choice by Division 

When the responses are analyzed according to income quintiles, Fig 11 below 

summarizes the findings. The choice for public health services declines across 

income quintiles from low to high. The reverse is true for the choice of private 

health services. Significantly, the first three income quintiles would prefer public 

health services and the last two income quintiles would prefer private health 

services. This finding is probably in line with ability to pay and although the 

question asked was in a situation where households did not have to pay for the 

services, the findings still reflect this. 
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Figure 11: Ideal Choice of Provider According to Income QuintiJes 

Households in Central, Rubaga and Nakawa would prefer private-for-profit health 

care services while those in Kawempe would prefer public health care services. 

Those in Makindye were undecided between the two. Kawempe being the home 

of the major national referral hospital probably explains why households there 

prefer public health care services, as it may be perceived to provide good quality 

of care. Households in Rubaga and Nakawa expressed the greatest preference for 

private health care providers as Central division ones did. At the same time as 

earlier seen, households in those two divisions spend relatively more on health 

care and have low utilization of health care services. Additionally, households in 

these two divisions used more public health services. The discrepancy between 

what they use and what they prefer, could be an indication of constrained choices. 

It was imperative for purposes of unpacking the above findings to establish what 

factors are at play for the above choices. Several factors came up including 

availability of doctors, availability of drugs, distance to the facility (how near the 

facility was), customer care which meant several things ranging from courteous 

staff, ambiance, familiarity with health workers, perceived quality of service 

offered judged from whether one's medical needs were satisfied from visits to 
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different facilities and the quickness of service (waiting time, long lines). The 

following tables 10 and 11 presents the findings. 

Table 10: Major Determinants of Ideal Choice of Provider at a Household Level 

Factor Frequency Percent 

Availability of doctors and 76 43.68 

other health workers 

Availability of Drugs 18 10.34 

Customer Care 5 2.88 

Distance 1 0.57 

Perceived Quality 61 35.06 

Quickness of Service 13 7.47 

Total 174 100 

The findings show that 43.68% of the households would prefer a provider of 

health care based on whether there were doctors and other health workers 

available at the facility. Contrary to what other studies from Kenya (Mwabu et ai, 

1996) and Nigeria (Ichoku, 2000) have shown, distance here mattered least 

among the factors although for current provider use, for certain illnesses such as 

diarrhea, distance still mattered. This could be explained by the fact that unlike 

those two studies, which, were carried out in rural settings, this was done in an 

urban setting where distances to health care facilities are within easy reach. When 

the findings as presented in Table 10 and Figure 11 are taken together, the 

household made the choice of each facility based on the following factors: 
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Table 11: Major Determinants of an Ideal Provider as Perceived at a Household 

Level 

Why/ Availability Availability Customer Distance Quickness Quali 

of Doctors of Drugs Care of Service ty 

Ideal and other 

Provider Health 

Workers 

NGO (n= 33.3% 4.6% 59.1 

22; 12.7%) % 

Public (n= 89.4% 1.5% 1.5% 7.6% 

66; 38.2%) 

Private 10.6% 18.8% 4.7% 1.2% 15.3% 51.8 

c lini cslhospi % 

tals (n= 85; 

49.1%) 

The majority who chose private sector health care providers did so because of the 

perceived superiority of quality of service, availability of drugs, availability of 

doctors and other health workers and quickness of service. Quality of service 

offered is such a broad thing that sometimes from the responses it was difficult to 

separate it from the total sum of the service offered which includes equipment, 

drugs, hotel services and even health workers. Compared with the public sector, 

those who chose it as an ideal provider cited availability of doctors and other 

health workers as the single most important determinant for preferring this 

category of providers. NGO services were chosen for their perceived high quality 

of services and availability of doctors. Overall about 50% of the households in 

Kampala district prefer private health care providers. NGO service preference was 

generally low. This could be because these services are scarce in Kampala district 

and households don't routinely use them and thus couldn't adequately evaluate 

them. 
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It was important to relate provider choices households make with socio-economic 

characteristics of those households. When providers were classified into two 

categories namely private (comprising private clinics/hospitals, phannacies, NGO 

providers and traditional healers) and public, 38.48% of households used public 

providers as usual providers of choice and the remaining 61.52% used private 

providers. When this data was disaggregated according to income groups the 

following were the findings. 
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Figure 12: Household Provider Use According to Different Income Groups 

Using income groups in Table 3, the above figure shows that the overall in each 

income group there was more private health care services use than public care 

services. Private health care services use increased with increase in income 

although this was not consistent across all income groups as Fig 12 above shows. 

This finding is similar to the one in Vietnam (Ha, Bennan and Larsen, 2002) 

where it was found that all regardless of income, sex or age used private health 

care services. It is however, disturbing that more than 40% of the lowest income 

quintile uses private health care services and that about 30% of the highest 

income quintile uses public health services. It can be argued the higher income 

groups that access public health services probably displace the lowest income 
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group and this could be the reason why this group which, clearly cannot afford 

private services (they earn less than US$ 1 a day), does use them. 

5.11 Implications of HeaJth Care Resources Distribution on Household Choices 

The above sections presented findings of the study based on individual and 

household responses from the household survey. The other sections presented 

findings on health care resources distribution in Kampala district and policy 

actions so far taken or planned for promotion of public-private partnership in the 

health sector. Taking the three broad categories of findings reveals interesting 

relationships that show they are not mutually exclusive. 

There are those who argue that governments should provide social security for 

high cost medical events requiring hospitalization services like in Sri Lanka 

(McGreevey et ai, 1997), and leave individuals to cater for their daily basic health 

care requirements as these are deemed affordable. It is also argued for the 

opposite based on the fact that the latter though affordable from a single event 

point of view, occur more often and thus involves the greatest expenditure as a 

whole while the former, though expensive, occurs rarely. 

Whichever position one adopts, it should be remembered that for a country like 

Uganda where more than 40% of the population lives below poverty levels 

(survives on less than one dollar a day) (UNDP, 2000), such a population is not in 

position to meet either the basic or the high cost health care events. This coupled 

with the fact that from the sociology of illnesses, this same population will carry 

the greatest burden of diseases which are poverty linked, such a population group 

is likely to incur even higher economic costs for health care due to their 

diminished productivity. 

The author argues that it is not that people cannot afford their health care costs at 

all, it is the fact that the timing of their illnesses and the implied financial costs do 

not coincide with their financial capability to meet these costs. In a country like 
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