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Preface

tions captured in this volume will raise issues and solutions that urban
authorities can use to improve health in respective cities. On behalf of
Kampala City Council, I pledge to take the recommendations in this vol-
ume forward for implementation and also encourage other urban author-
ities to do the same.

 







attendant impacts on poor and migrant constituents therein. The authors
of the papers within this volume draw from a rich empirical and theoret-
ical heritage, demonstrating that there is good reason for concern over the
limited and inequitably distributed urban health infrastructure in Africa.
This volume is organized into four chapters, beginning with papers with
empirical data on the state of health delivery in selected African cities,
and ending with theoretical pieces on urban governance and possible steps
for the improvement of health delivery.

The first chapter contains three papers commenting on the state and
consequences of limited health infrastructure in cities of developing
countries, including case studies from Kenya, Tanzania, and Chile. Francis
Dodoo’s research in Kenya’s capital, Nairobi, reveals that the bulk of the
population is composed of poor urbanites residing in slums where condi-
tions of health, housing and sanitation infrastructure as well as livelihood
strategies raise both moral and urban planning concerns. The key finding
of this ongoing study is that for the slum-dwellers of Nairobi, poor access
to health infrastructure is the principal bottleneck to improvement in
their health status. Dodoo argues that given the dire conditions of urban-
ization in Africa, demographers would do well to pay some attention to
urban areas and, more particularly, to the urban poor.

Roselyne Nderingo’s case study of Dar es Salaam, the capital of
Tanzania, notes that the city faces high population growth rates mainly as
a result of increasing rural-urban migration. Yet, under the context of
IMF/World Bank structural adjustment programs, there is an obligation
to channel the bulk of resources to debt repayment, thus hindering the
availability of resources for the health sector and other social services.
Consequently, trends show increasing urban poverty and underdevelop-
ment. Nderingo calls for increased social sector development funding,
particularly in health delivery, and stresses the need to engage the private
sector in this endeavor. Above all, Nderingo maintains that communities



made impressive advances in health delivery. Ducci attributes this to a
number of factors, including the fact that Chile has pursued a strategy of
incremental investment in urban primary health care infrastructure.
However, unlike cases where the emphasis has been on modern medicine
per se, Chile has chosen to develop old (traditional) and new (modern)
medicine concurrently with community participation at center stage.
That strategy has been less expensive and allowed for greater ease in deliv-
ering urban health services in the context of limited resources.

Chapter two contains papers on health delivery systems focusing on
the management of health services in Kampala, Uganda; Nairobi, Kenya;
and the experience of non-governmental organizations in the delivery of
health programs in Africa. In the opening paper, Jessica Jitta provides
empirical insights into health delivery in Kampala. She argues that the
delivery of health services directly affects the health status of individuals.
However, in Uganda delivery of such services is constrained by both
inadequate budgetary resources — less than 1% of GDP goes to the health
sector — and the heavy bias in favor of curative services. Consequently,
Uganda has some of the poorest health indicators in the world. Kampala
City presents even bigger health delivery gaps than national averages, con-
sidering that this is where the bulk of the country’s population lives. As a
result, the bulk of the city’s population resorts to alternative health-seek-



strengthening the non-governmental sector’s contribution to health deliv-
ery, which includes using intersectoral approaches, creating selective col-
laborations, and fostering community participation and cooperation, pro-
vides lessons for vertical and horizontal partnerships in health delivery.

The third chapter focuses on responses of the urban poor and migrants in
the context of dire health systems and program delivery. Samson Opolot
employs a historical dimension to argue that although stigmatized as
“pathogens,” and therefore, perceived as a negative influence on public
health in their host communities, migrants have contributed to the develop-
ment of public health infrastructure and service delivery through their labor
and struggles for equitable access to services. Using the example of migrant
labor in Uganda, Opolot demonstrates that the public health debate and
investments are linked to the struggles of migrant labor. A brief case study of
Kampala city is used to draw conclusions to the effect that health delivery
remains very poor for the migrant community. However, the solution both
requires the creation of a new perspective on urban government and service
delivery as well as greater commitment of material resources.

Winnie Bikaako presents the example of The Aids Service
Organization (TASO) that was initiated by urban migrants. TASO
emerged in the early 1980s when HIV/AIDS was on a rampage amidst a
community that was still too naive and recalcitrant to take action. TASO
filled this gap by beginning to gather and disseminate information on pos-
itive living and, as resources increased, provide medication and other sup-
port to communities affected by AIDS. From its origins as a small organi-
zation, TASO is now internationally recognized as a vanguard organiza-
tion in the struggle against HIV, one that has helped Uganda to realize
decreasing levels of new HIV infections.

Finally, the fourth chapter examines the role of urban governance in
building healthy cities and improving the poor and migrants’ access to
health services in Africa. Gilbert Khadiagala’s paper on urban governance
and health in East Africa asserts that governance and health issues are
inextricably linked to the distribution of power and resources in the con-
text of urban infrastructural and fiscal constraints. Yet, the practice of
health delivery bifurcates between health scientists posing as the epidemi-
ological experts on one hand and, on the other, political scientists grap-
pling with the modest concern of participatory development. The author
argues that what compounds the lack of collective action in urban service
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delivery is the fact that African cities are a locus of power, in contexts
where national elites are less secure and where mechanisms of participa-
tion and accountability are still new and untested. The author goes ahead
to suggest remedial actions that aim to bring the public, authorities, and
community into collective action for better urban governance.

In the next section, Lynn Dalrymple provides a glimpse of the histori-
cal and current practice of governance and health delivery in South
Africa. She notes that under apartheid the health system was one of the
most unequal, fragmented and wasteful in the world. Health administra-
tion, distribution, and supplies were all organized along racial lines that
sought to systematically privilege the white minority at the expense of the
black majority. However, since 1994, with the coming into being of
majority democracy in South Africa, governance and service delivery
have been undergoing fundamental changes for the better. The current
health policy, for example, is based on the principle of primary health
care with safeguards to ensure that: resources are distributed equitably;
communities are involved in the project cycle, with emphasis on preven-
tive measures; and finally, South Africa has adopted a multi-sectoral
approach.

The final paper by Richard Stren seeks to propose a model to ensure
improved urban governance and better health delivery. Stren argues that
the human capital model or the asset enhancement approach is a prereq-
uisite for improved health care in African cities. Most especially, this
model focuses on the potential for improved productivity among the most
vulnerable members of any society, notably the poor, women, minorities,
and traditionally marginalized ethnic and racial groups. Stren suggests that
health is as much a governance issue as it is a technical matter for physi-
cians. Therefore, a critical approach calls for a new understanding of gov-
ernance as the relationship between government, civil society and other
stakeholders working together in the delivery of social services and urban
development as a whole.

We wish to conclude by acknowledging the funders and the organizers
of this important conference to whom we are most indebted for this
book. The book originates from the conference on “Building Healthy
Cities: Improving the Health of Urban Migrants and the Urban Poor in
Africa,” that took place on July 2-3, 2001, in Kampala, Uganda, co-spon-
sored by the Woodrow Wilson International Center for Scholars and the

Samson James Opolot
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Centre for Basic Research. We would like to thank the United States
Agency for International Development for their generous support of the
Comparative Urban Studies Project and the Wilson Center and for mak-
ing this workshop and publication possible. We hope readers will find the
product helpful in highlighting the challenges and possible solutions on
how to improve the health of the urban poor and migrants in African
cities.
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Nairobi, Kenya’s capital, represents a good case study of the urbaniza-
tion phenomenon and the plight of the urban poor. With an average
annual growth rate of about five percent since the 1970s, the city’s cur-
rent population of 2.3 million people is expected to more than triple by
2015. The bulk of this growth can be traced to the in-migration of poor
migrants from the rural hinterland, many of whom end up in marginal-
ized slum communities in Nairobi. Already, close to 70 percent of the
city’s population lives in slums or informal settlements, as they are offi-
cially referred to by the government of Kenya (Matrix Development
Consultants 1993; East African Standard 1998). Living in informal settle-
ments represents a legal status that enables the government to avoid pro-
viding medical and social infrastructure and services, including the most
basic amenities such as water, electricity, appropriate sanitation, and
garbage collection.

The interaction of rapid urban growth and dire economic circum-
stances has created serious health concerns for the growing vulnerable and
increasingly marginalized slum population. With the virtual absence of
adequate services—save the scattered efforts of nongovernmental organi-
zations (NGOs) and dynamic residents—the plight of slum dwellers is
particularly acute. The evidence that certain segments of urban popula-
tions may actually be as deprived as, if not more so than, their rural coun-
terparts is then hardly surprising (Todaro 1989; Oberai 1993; HABITAT
1996; White 1996; Brockerhoff and Brennan 1998; Zulu, Ezeh, and
Dodoo 2000), given the severe lack of adequate basic social and health
services in such contexts where exceedingly high unemployment would
make it virtually impossible for residents to patronize health services, even
if these existed.

The health implications of the noted trends are startling, and with the
continent soon to become urban by majority, the justification for contin-
ued preponderance of research on rural areas weakens. Indeed, the urban
bias of the HIV/AIDS epidemic is itself indicative of the urgent need for
research attention to urban settings. In this paper, I will report on the
rationale, process, and early results of a unique ongoing study of the
urban poor in Nairobi, Kenya. The evidence presented here should crys-
tallize the urgency of the health dilemma in the continent’s cities, as well
as the inadequacy of the existing health system to cater to the needs of
the urban poor.
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Four slums were purposively selected from a list of 19 informal settle-
ments represented in the 1989 Kenyan census by the Central Bureau of
Statistics. The selection of slums was based on a set of variables that affect
sexual networking, including population size, age distribution, sex ratio,
and marital status distribution. Selection also took into account the spa-
tial location of slums, because selecting proximate slums would increase
the likelihood of contamination. Ethnicity represented the final selection
criterion because of its presumed relationship to reproductive and sexual
behavior, in particular, and other behaviors in general, across the conti-
nent. The study sought slums that were more heterogeneous than homog-
enous in their composition; this was operationalized by looking for slums
in which the representations of the four major ethnic groups in Kenya
were not extremely dissimilar to their representations in the census.





“It is because the private hospitals we have here are very expensive and so
when you fall sick you have to go to Otiende. However, it is far and so if you
had a seriously sick child, he can even die on the way to the hospital.The
transport to Otiende is very unreliable, especially when it rains, the bridge is
impassable.” (Kibera women, 25-49 yrs.)

“The drugs are there but there is corruption and so the drugs end up in peo-
ple’s private hospitals.” (Majengo men, 25-49 yrs.)

“City Council dispensary nurses are nasty, rude and insolent.Those private
doctors are very nice and understanding but we cannot afford their fees.”
(Majengo women, 18-24 yrs.)

“We do not have maternity clinics here. So, it is a real problem when a woman
has to deliver especially at night because even the transport may not be there.”
(Kibera women, 25-49 yrs.) 

The list of reproductive health needs includes STDs (including
HIV/AIDS), unwanted pregnancies (with much reference made to
teenage pregnancies), abortion, and lack of family planning services. The
discussion about reproductive health concerns highlights the inadequacies
of the health care delivery system.

Undoubtedly, appropriate health services and care constitute a major
concern for slum residents. It was no surprise, however, given the pover-
ty of the slum contexts, that the other overwhelmingly significant con-
cern of residents regards employment and earnings. Indeed, many resi-
dents see the lack of decent paying jobs as the root cause of their prob-
lems. The argument heard over and over again was that if they had work
that garnered them decent incomes they would not need even basic
health interventions, as they would be able to make and exercise rational
decisions about their competing needs.

“The problem of lack of jobs is the greatest because there are so many other
problems that arise from it like rent, education, food, etc.That is why we need
jobs.” (Kahawa North women, 50+ yrs.)
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“The major problem here is the house. If people had proper houses, some things
would be private. Children would not be trying to imitate what they hear. Because
now even children of 9 years are conceiving and giving birth. It is not strange, they
do give birth at 9 years of age.” (Majengo male, 50+ yrs.)

Economic Considerations
The economic downturn of the city is nowhere more evident than in the
slums, where the acute lack of jobs forces residents to resort to whatever
means they have available to make ends meet. Even those who find jobs
are hardly able to get decent-paying ones, or continuous or consistent
work. Thus, in addition to selling second-hand clothing or vegetables, or
brewing illicit alcohol, exchanging sex for money becomes a significant
means of subsistence. Multiple partnership can then be related to the
ongoing search for money; women often have to interact with many men
to get sufficient money for their subsistence needs. Oftentimes, the sums
of money involved are extremely small.

Question:“What about the practice of someone having more than one sexu-
al partner? #1 “They are many.” #2 “ Yah, that is money . . . because the
money you are given by one person is not enough.” #1 “Yes, it is not enough
. . . you go to this one, to this one… so that you can be given more.” #2
“Maybe you have children here, or there is one who pays rent, there is anoth-
er one who educates the children.” (Kibera service providers)

“For instance if a woman stays/lives alone i.e., a single mother with children,
and she wants to buy her children milk, the only solution would be to look for
someone with money. She sells her body and gets the 20 shillings ($0.20) to
buy milk.” (Kibera female, 13-17 yrs.)

“Mainly women have many sexual partners, some have children and maybe
they do not have food.They try to go to people to ask for money and they are
told there is no money, she goes on from one person to another until she gets
money.” (Embakasi female, 13-17 yrs.)

“Money, there is nothing else. But if you understand, you cannot accept that.
Now when your problems are solved, you will never know whether you got a
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disease or not.That time, you might not be thinking about the diseases because
you have problems.That is the problem that girls have. . . . So, when I get an
illness is when I will come to regret.” (Embakasi female, 18-24 yrs.)

Social Contextual Considerations
The influence of slum life on children is critical because the young fre-
quently imitate what they see as prevalent in the social contexts of their
communities and come to deem as the norm. Children even younger
than ten years of age are sexually active, with little access to information,
services, or facilities that protect them from disease and pregnancy. The
visibility of existing prostitution and the role of substance abuse are high-
lighted by the following quotes:

“Maybe I stay with them [prostitutes] and they depend on that. It is a busi-
ness, and if I stay with them, I see them clean and they live well.Then I will
envy them; I will therefore be influenced to start that job.” (Embakasi females,
18-24 yrs.) 

“And the fact that, you see if you walk in the hidden streets here in Majengo
you find a woman seated on a stool outside her door.You want to tell me that
the small child does not know?”. . . “There are those who sell sex.When a
child sees a woman sitting outside her house and then a man goes in there,
and the woman follows him and they lock the door.”’ . . .“Maybe I can con-
trol it in my house. Maybe, like me, I have my wife and two children. My
children are small. I could wait until they are asleep.You see something like
that! I could use all my tricks. But from the fact that my neighbor is a sex
dealer, will I have helped anything?” (Majengo males and females 13-17 yrs.) 

“Plus this alcoholism it has spoilt very much.You come when you are drunk,
your wife is also drunk. Now you “beat the drums in front of the children”
because you are drunk.We are teaching these children bad manners because of
poverty.” (Kibera community leader) 

Subsequent Steps
The main findings from this research were that economic and health con-
cerns were seen by slum residents to be the principal bottlenecks to
improvement in their health status. The African Population and Health

The Urban Poor and Health Systems in East Africa
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comprehensive urban health sector policy; shortage of financial resources
to cover both the cost of investments and proper operation and mainte-
nance (recurrent costs); and shortage of qualified and experienced man-
power. These have resulted in the sector increasingly failing to deliver an
acceptable level of service to the ever-increasing urban population, the
urban poor, and especially, women. Moreover, it is important to note that
the severity of poverty among the majority of the urban population has
made it very difficult for them to meet the costs related to health care
services.

Details of the health services and health personnel available in the city
are shown in Appendices 1 and 2, respectively. The situation in the city in
relation to MCH services is summarized in tables shown in Appendices
3–6. Statistics for 1999, which are considered most recent, have been
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integral conception recognizes the linkages between both poverty and an
unhealthy environment and morbidity and mortality, and helps to devel-
op programs and interventions for working with poor communities, both
urban and rural. The growth of professional and integrated medical
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care, nongovernmental organization (NGO) units make up 25 percent,
and the rapidly proliferating private sector (clinics and drug shops) provide
35 percent (MOH 1993).2 Although cost sharing in government health
units was introduced in the early 1990s, it has since been abandoned.

This paper covers a brief background of Kampala City, the main health
problems faced by its residents, available health services, poor people’s
health-seeking behavior, coping mechanisms of the urban poor, and
health aspirations of the urban poor. Most of the examples are drawn from
two studies carried out in two separate slum areas of Kampala — “Access
to Health and Education: The Poor in Uganda” (Katwe slum; Jitta and
Ndidde 1998a) and 
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Health Units 

Medical personnel should attend to patients promptly, show more com-
passion to the sick, and respond to emergencies faster and more efficient-
ly. Drug management should be improved to ensure more equitable dis-
tribution of drugs to patients. Technical capabilities of medical staff
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The table shows that facilities are unevenly distributed among the city’s
divisions. With respect to hospitals, for example, Dagoretti has none and
Embakasi has one, while Kibera and Westlands each have five. Yet, due to
densities, the population per hospital in Kibera division is about 57,000,
while it is only 42,000 in Westlands division. Five of the seven divisions
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was also reported. However, it must be noted that if the growth in the
population were held constant throughout the period, the visits for all
services would have increased by 15 percent.

The figure shows that Starehe division (corresponding largely to the
present Central division excluding Mathare) had the highest number of
visits per facility per day, followed by Makadara and Mathare. The report
noted that the high utilization figures for Starehe were largely because
there were only two facilities in the division, which are not only close to
downtown, but also open 24 hours every day. The high utilization rates
for facilities in Kamukunji (corresponding largely to the present Central
division including Mathare) were attributed to the number of people
working in the area as well as accessibility via public transport. Mathare,
which also had high utilization rates, was then the largest division by pop-
ulation. The inhabitants were (and still are) predominantly low-income
earners.

The Nairobi Area strategic plan also reported an alternative utilization
indicator, which combined the total population and patient volume – the
number of visits per resident per year; Table 5 summarizes nt volual posictu
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As valuable as service coordination is and as logical as it seems, history
has demonstrated collaborations are time consuming, are laden with
process, and can be ineffective. To improve alliances, Gilson et al.
(1994:23) argue that coalitions of all partners (international NGOs, gov-
ernment agencies, and local organizations) should clarify the role of each
collaborator, strengthen capacity to implement their responsibilities, and
build mutual trust and willingness to coordinate their responsibilities bet-
ter. These activities can be put into the framework of selective collabora-
tion and its three spheres of importance: act, cooperate, and refer. The
spheres represent where an organization lies in the service delivery land-
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Uganda, which developed to provide administrative posts and collection
centers for natural resources plundered from the interior by the colonial
government. The weaknesses of the soft state were reflected in the devel-
opment and management of urban centers in Africa as a whole, with neg-
ative consequences for health and wealth distribution among urbanites.

As Allan Gilbert and Josef Gugler (1982) put it, the Third World city
was “the instrument of conquest,” built to house the colonial master and
elite but exclude the majority of the African population. In it, modern
services (such as health, education, recreation, trade, and industry) were
intended for the “conqueror” and not the “conquered.” Concerns over
rural-urban migration were largely based on the conception of cities as
safe havens from the squalor of the countryside; that “virgin” populations
in cities were at risk of diseases brought by unclean, infested, and
unhealthy rural migrants who had to be kept at bay. For example, in most
of the major cities and towns of Uganda, the affluent sections were ringed
off from the poor African settlements by buffer zones (mainly golf cours-
es and wetlands). African women, in particular, were for a long time
barred from migrating to urban areas regardless of their status as mothers,
wives, or workers.

The exclusive city was based on a residualist approach to the develop-
ment of urban social services, such as health and housing. The deliberate
policy of creating exclusive cities was ubiquitous to the whole of anglo-
phone Africa, as a commentary on the Town Planning Act of 1917 in
Nigeria below suggests:

Colonial social policy took a residualist approach. . . . An outcome of
the concentration of social services and other forms of amenities in
these colonial centres was the emergence of cities with origins in col-
onization and the growth of uneven, unequal spatial and socioeco-
nomic development. This law classified Nigerian cities and towns
into first-, second-, and third- class towns. White towns on one hand,
and native towns, on the other. This classification then determined
structures and the provision of infrastructures such as electricity and
pipe-borne water. The social services and administration of these
towns depended on this classification; the native town suffered almost
absolute neglect. (Aina 1999:75-76)
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The result of the concentration of social and economic amenities in
cities prevailed in Uganda as well: immigration of populations seeking to
benefit from urban services was inevitable.

The history of migrant labor to Uganda took the form of population
movements from the northwest — bringing immigrants from the West
Nile District and the adjoining areas of Congo and Sudan, and the south-
west — bringing in migrant labor from Kigezi, Ankole, Rwanda,
Burundi, and Tanzania. Most of these migrants were destined for the sug-
arcane plantations in central (Buganda) and eastern (Busoga) Uganda.
However, other migrants, especially those from the southwest, settled for
labor on private coffee farms mainly in Masaka, Buganda (see Rutabajuka
1989). The interface between labor and capital was one of exploitation,
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health concerns only became an issue when there was surplus labor that
needed to be dispensed with (Rutabajuka 1989; Mamdani 1976;
Ahluwalia 1995). Therefore, migration (be it across borders, urban-rural
or vice versa) was largely a product of capitalism and consequent urban-
ization. Even the identity of migrants (whether in terms of gender, tribe,
religion, and class, among others) also depended on the labor policies of
the capitalist state; concern was initially with indigenous labor, followed
by migrant labor, followed yet again with rural labor reserves, when
adverse conditions in rural areas threatened to curtail the reproduction of
labor.

According to Lyons (1995), colonial medical officers, initially worried
about the spread of sleeping sickness, soon warned about the spread of
other diseases. Certain tribes became identified as possible health hazards.
Over time, there evolved a colonial discourse on “tribal traits”—the
Baganda were clever and clean, the Bakiga were dense and unruly, and
the Banyarwanda were dirty and diseased. In 1935, a member of the colo-
nial Legislative Council described how “Hundreds of half-starved natives
from foreign neighbouring territories, many of them diseased, can be
seen daily wending their weary way on foot along the Uganda roads, trav-
elling three and four hundred miles in search of work. Our hospitals are
full of these men” (cited in Lyons 1995:11).

Their health compromised by weather and the horrible experiences of
trekking for work, migrants faced poor working conditions as well:

At work places (shambas) migrants were not housed and the employ-
ers did not care where the laborers slept. . . . But where the laborer
found other migrants from his area of origin, he would share their
hut with them. . . . Under the migratory system the laborer was paid
a ‘bachelor wage’ which was meant to cater for himself alone. On the
Masaka coffee shambas, the migrants were not given food by their
employers. …Health care was the responsibility of the laborers as the
employers did not provide medical treatment to the workers when
they fell sick. . . . Hence they relied on treatment with herbs, which
were crushed, mixed with water and drank. (Rutabajuka 1989:25-28) 

Lyons (1995) noted that in spite of the poor conditions the migrants
were subjected to, the colonial authorities continued to regard the migrants
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themselves as an unhealthy influence on the local population. However,
these poor conditions, and the stigmatization that went with them, forced
migrants to adopt various forms of struggle to force their employers to cater
to their social and economic needs. Throughout the 1930s, this ranged
from absenteeism, doing shoddy work, and physical confrontations to
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African entrepreneurship … These changes created openings for
African advancement. (Brett 1993:23-24)

The process of redressing past social and economic imbalances contin-
ued into the post-independence era with donors supporting planning and
large state-dominated enterprises in industry, agriculture, and social serv-
ices. These developments went ahead with the Africanization of the civil
service, and the scaling up of investments in the banking, insurance,
roads, transport, and communication sectors, as well as in education and
health. These policies greatly extended opportunities for African advance-
ment. The health sector was among those that can be credited for high
performance, in terms of growth, in the 1960s:

Mulago, the national teaching and referral hospital, was completed by
the British immediately before Independence and twenty more dis-
trict hospitals were built over the next decade. Both Catholic and
Anglican Churches had run hospitals and local health centres in
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Southwest being in internal trouble. A vigilant eye had to be kept for
the possibility of refugees coming from the Sudan, the Congo and
Rwanda, bringing with them infectious diseases. Therefore all med-
ical authorities on the boundaries concerned have always been alert
to deal with any emergencies. (Government of Uganda 1965:44)

The patterns of immigration to Uganda remained the same even after
independence until the 1970s, when the effects of economic decline
began to bite. Thus, the sources of migrants remained the same (see
above), with the addition of considerable immigration from the Nyanza
Province of Kenya. In response, the post-independence government pro-
vided transit labor camps in which sleeping facilities were provided for
80,638 immigrants in 1964 alone, approximately 20,000 above the aver-
age for the two years 1962 and 1963. Besides these temporary measures,
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and other factors obscured the visibility of the plight of the urban poor in
general and the migrants within them in particular.

Because of the concentration of health services in urban centers,
Uganda has one of the poorest health access figures; accessibility to health
care in Uganda has been limited to approximately 49% of the population
living within five kilometers of a health facility (Saito 2001:1). Overall,
health infrastructure distribution is poor, and where health units exist,
they are poorly equipped with human and medical resources to serve their
communities; rural areas are even worse off in this regard. In most of the
districts of Uganda, both urban and rural cost-sharing in public health
utilities has been reported to be hindering access to health care for those
who cannot afford to pay.

A participatory poverty assessment of the poor’s perceptions of the
quality and delivery of social services in Uganda found unanimity in the
complaints that health service delivery is among the worst.1 The poor find
it extremely difficult to afford the rather high cost-sharing fees. Other fac-
tors inhibiting access to public health include long distances to health
units (especially in rural areas), poor quality of available health services,
limited health infrastructure, human resources factors, inadequate and
irregular medical supplies, and so forth (Tumusiime 2001:31). In addition,
many health units do not provide a full range of services. Even the geo-
graphical coverage of health facilities does not reflect actual needs: in
Uganda, over 50 percent of the hospitals are situated in urban areas, while
most health centers are located near trading centers. Most of the private
clinics are also located within or close to urban centers; for example, there
are more than four hundred private clinics operating in Kampala City
alone.

A Case Study of Kampala
According to the 1991 Population Census figures, Kampala remained the
major destination of urban migrants. The high rates of in-migration to
Kampala are shown in Table 1.
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tion, accounting for 11.3 percent of the total population, is concentrated
in Kampala, where 41 percent of the Ugandan population lives. As the
population of the city continues to grow rapidly, the available public
health care amenities remain inelastic. Table 2 shows that Kampala City
has only 43 health units to serve a population of over 800,000; and of
these, perhaps only 11 are well-equipped.

The 1991 census report noted that the rapid increase of the urban pop-
ulation was bound to create pressure on urban infrastructure, such as
water supply, housing, transport, and educational and health amenities
(Republic of Uganda 1998), a clear example that urbanization does not
necessarily mean access to better health care, particularly when it is taking
place in the context of economic decline (Stephens 1996). The biggest
challenge in planning for health services in cities like Kampala is the rapid
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around the need to develop inclusive cities. Inclusive cities enshrine a
principle of urbanization that is sensitive to the plight of the urban poor
(Toepfer 2000:7-8; Stren 2001:10-11; Moor 2000:7-9). Planning inclu-
sive cities implies reorienting policy toward guiding urbanization other
than preventing it. The call is made for urban governance that acknowl-
edges that more holistic, inclusive, and participatory policies, strategies,
and actions are required to make the world’s cities and communities safer,
healthier, and more equitable (Gebre-Egziabher 2000:4). However, as
Stren (2001:11) has noted, inclusive governance is most difficult to
achieve in large cities, where it may be hamstrung by both local and high-
er level political influences. This could be the challenge facing such plan-
ning in cities like Kampala, but there is room for continued experimenta-
tion with the model.

There is need for comprehensive planning for the better health of cities
in Uganda, and this cannot be left to urban authorities or the poor alone
but has to involve the active participation of government, nongovern-



Migrants and Public Health in Uganda

| 97 |

Ahluwalia, D. P. S. 1995. Plantations and the Politics of Sugar in Uganda. Kampala:
Fountain Publishers.

Aina, Tade Akin. 1999. “West and Central Africa: Social Policy for
Reconstruction and Development,” in Transnational Social Policies:The New
Development Challenges of Globalisation, edited by Daniel Gomez-Morales.
London: IDRC/Earthscan Publications Ltd.

Ammassari, Savina. 1994. “Internal Migration, Population Distribution and
Development Policy.” Discussion Paper No. 342. Institute of Development
Studies, University of Sussex, Brighton, England.

Bakewell, Oliver. 1999. “Returning refugees or migrating villagers? Voluntary
repatriation programs in Africa reconsidered.” New Issues in Refugee Research,
UNHCR Working Paper No. 15, Geneva.

Brett, E. A. 1993. Providing for the Rural Poor: Institutional Decay and Transformation
in Uganda. Kampala: Fountain Publishers.

Crisp, Jeff. 2000. “Africa’s refugees: patterns, problems and policy challenges.
Journal of Contemporary African Studies Vol. 18, No. 2, July. Bezier Journals
DFID, Oxfordshire, England.



| 98 |

Samson James Opolot

Moor, Jay. 2000. “Learning Cities: The Global Urban Observatory.” Habitat
Debate 6 No. 1. Nairobi: United Nations Centre for Human Settlements.

Morrison, P. A. 1983. “Introduction and overview,” in P.A., Morrison (Ed.),
Population movements:Their Forms and Functions in Urbanisation and
Development. Liege: Orduna Editions.

Myrdal, Gunnar. 1970. The Challenge of World Poverty:A World Anti-Poverty
Program in Outline. New York: Pantheon.

Opolot, Samson James. 2001. “Poverty and HIV/AIDS in Uganda: What is the
Appropriate Approach?” CBR Bulletin 3, No. 1 (January), CBR, Kampala,
Uganda.

Republic of Uganda. 1998.





| 100 |

Winnie Kajura-Bikaako

The 1980s, therefore, registered two significant changes: there was a
marked shift in the key actors within the health delivery system, from
central and local government structures to international health actors; and
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to restoring the functional capacity of existing facilities; the health system
should be reoriented to PHC; a basic health care package approach,
determined by local needs and available resources, should be used; and a
user-charge policy should be promoted as one way of financing health
care in Uganda.

Reorientation of the health system to PHC focuses on ensuring appli-
cation of cost-effective interventions for health promotion and disease
prevention throughout the entire range of health care delivery institu-
tions. As a means to pursue a cost-effective approach, the government
drew on a strategy that focused on manpower development in the medi-
um term and a five priority program—including immunization, water
and sanitation, food and nutrition, control of malaria and other commu-
nicable diseases, and health education, an activity that is considered criti-
cal in all aspects of PHC.

The financing approach that was adopted reduces government respon-
sibility for paying for the kind of health services that provide few benefits
to the users of the service (Okuonzi and Macrae 1996). It proposes that
the financing and provision of the private type of health services, which
benefit mainly the direct consumer and are largely curative, should be
shifted to a combination of the NGO and private sectors, which were
recognized to be financially more self-sufficient. The underlying assump-
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(top-down development planning) has not only increased geographical
disparities, but also intra-sectoral inequalities.

According to the Ministry of Health, the new policy direction signifies a
shift from direct service provision by the government to strengthening part-
nerships and facilitating other health actors like the community and private
sectors. However, withdrawal of government expenditures of public
resources from paying for curative services for all does not necessarily
engender increased government attention to provision of basic curative and
referral services to the poor. Indeed, existing data indicate a limited utiliza-
tion of the formal health care system (GOU 1996). According to the statis-
tics provided by the Ministry of Health, only 21 percent of those with
recent illnesses visited a government facility; 31 percent visited either NGO
or other private facilities, and 48 percent utilized the informal sector.

According to the World Bank (1995), approximately two thirds of the
total health expenditures are privately financed, implying that, increasing-
ly, most households have found it inevitable to meet their own health
needs in the absence of adequate health provision by the government.
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66 percent were female and 10.8 percent were children below the age of
15 (Ssebbajja and Nvule Musoke 1999). TASO provides counseling,
AIDS information, medical care, material assistance, and educational sup-
port to its registered clients and their affected families.

TASO has its origins in a small group of people who began meeting in
one another’s homes in Kampala in October 1986. The group was com-
prised of individuals who had migrated to Kampala from rural areas in
search of better socioeconomic opportunities. The group included a truck
driver, two soldiers, a veterinary assistant, an office boy, an accountant, a
physiotherapist, a nurse, a schoolteacher, and a social scientist (Hampton
1991:3-4). At the time, the country was lacking the capacity to effective-
ly deal with the health needs of the population that were resulting from
the growing HIV/AIDS scourge, in addition to other health concerns.
According to the founding director, in an inspiring account that she
wrote after the loss of her husband to AIDS:

There really wasn’t much support here in Uganda, except from both
sides of the family. But even they didn’t fully understand what was
happening. They could give emotional support but we were short of
medicines and material support. There was stigmatisation from
friends and neighbours. (Kaleeba 1992:5)

The government’s reaction in 1983, when the first AIDS cases were
reported was far from desirable:

We already had enough problems with the war and the poor state of
the economy, without trying to deal with AIDS as well. . . . The atti-
tude was: forget about AIDS, deal with the issues that you can do
something about. After all, if people in the USA cannot cure AIDS
then what is the point of saying we have AIDS too. . . . Instruction
from the Ministry of Health was not to talk about AIDS, because this
would create a scare which couldn’t be dealt with then. (Kaleeba
1992:5)

On its part, the NRM government was quick to respond to the epi-
demic by focusing exclusively on HIV prevention through building its
capacity to provide information and education, ensuring a safe environ-
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ment, specifically in the health care facilities, and enhancing communica-
tion and monitoring systems. Here, the priority need for its population
was identified as information to prevent HIV transmission.

Bearing in mind the pressing needs of the affected Kampala popula-
tion, and following her personal experience with a more supportive
health care system in the United Kingdom, Noerine Kaleeba, with fifteen
other group members, developed a different health care model. For these
TASO founders, the government’s strategy was inadequate; for them,
AIDS was not simply a medical condition. It was a condition that was
threatening their quality of life. It, therefore, required being tackled in a
physio-psycho-social totality:

As we reached out to other people who were infected, we found that
a lot of the time they didn’t have food or medicines or transport to
the hospital. Helping to meet these needs stand out as an important
aspect of starting an organization (Kaleeba 1992:42).

When we began we were just a group of lunatic people, some of
whom had AIDS. We met to talk, to cry, to pray, to share, to let off
steam. Soon we realised we needed to do more than that, especially
in relation to medicine and clinical care, professional support, and
welfare support (Kaleeba 1992:46).

Issues such as food, security, nutrition, income, livelihood, and shelter
had to be factored in. The affected population’s rights to provision of basic
needs and responsibilities to prevent further HIV spread deserved as much
attention as did the inadequate health infrastructure. Prevention of further
HIV transmission also meant responding to the needs of the people living
with HIV and AIDS. To translate these ideas into reality, more so when
there were no precedents for such groups in Africa, the group required a
supportive environment:

No office, no transport and no funds. But what they did have was ini-
tiative, vision and a deep commitment to practical action on behalf of
people with HIV and AIDS, who were neglected by the health servic-
es and ostracised by the rest of society. … this combination  . . . per-
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The open and constructive attitude of the government played a signif-
icant role in the growth and development of TASO: “One cannot rely on
government funding, but the government’s blessing is necessary. . . . We
have been very fortunate. Uganda’s National AIDS Control Program is
run by creative and adaptable people, with a helpful attitude” (Kaleeba in
Hampton 1991: 5, 43). TASO’s efforts, which became complementary to
those of the government, helped to reconstruct the language in order to
draw the attention of the population to the epidemic and its effects.
Hitherto there had been no message for those people who were already
infected. People with HIV and AIDS were seen as being as good as dead.
Public health messages were essentially saying: “Beware of AIDS, AIDS
kills” (Kaleeba 1992:79).

TASO wanted to say that people living with HIV/AIDS were still useful
to society, and the quality of whatever life they were left with needed to be
enhanced. Its messages were targeting two audiences. TASO was appealing
to HIV infected persons to live responsibly, to recognize their responsibility
to society, to keep healthy and remain actively involved in economic and
social activities within society. The message to the “others,” that is, the rest
of society, was that they should support people with HIV infection to help
them fulfill their obligations (Hampton 1991; Kaleeba 1992).

Attention was thus specifically drawn to the popular perceptions of AIDS
that were imbued with moral probity, calling for strategies that would under-
stand HIV/AIDS in its entirety. This local initiative saw the need to develop
a widespread non-biomedical approach to health, recognizing the commu-
nities’ perception of the human body, which played a part in the way knowl-
edge is constructed. More thought was given to the social aspects of health
and how both the social and technical sides of health fit together.

Additional areas of complementarity included increasing medical treat-
ment and drug access, fostering greater HIV/AIDS awareness, strengthening
the referral system, enhancing community capacity through training and
logistical support, and advocating for improved accountability of health
workers to their clientele. TASO also supported community efforts to allevi-
ate the socioeconomic consequences of AIDS. Although TASO recognized
that AIDS care needs to be integrated into existing health and social servic-
es, they also realized that providing some specialized services, including clin-
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The fiscal crisis assumed two dimensions. First, since the sources of
financing for city health services emanated from central governments
through grants and budgetary allocations, the economic deterioration had
a marked impact on urban health. Health ministries that once played
essential roles in operating and paying for some of the health facilities
could no longer sustain these roles, thanks to the structural adjustment
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After years of control by a government-appointed City Commission,
the Nairobi City Council returned to electoral politics in 1992, yet cen-
tral government dominance remains. Similarly, although Kampala has had
vigorous mayoral elections won largely by regime opponents, the struc-
ture of governance has been stultified by central control. Moreover,
despite the remarkable record of decentralization in Uganda, the central
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Informal political and community organizations have flourished where pub-
lic authorities are weak or absent, affording chances for the redefinition of
roles between state and society at micro levels. These organizations, howev-
er, require legitimation and support from resurgent formal urban authorities;
this would force a robust debate about the content of democracy and insti-
tutional reciprocities. Through recognition and legitimation of informal
organizations, cities would recapture some of their previous structures of tax
collection and boost their revenue base. An expanding tax base would assist
in the resurrection of the decrepit infrastructure and services that constitute
health hazards. A broad-based tax system would also restore a modicum of
equity in burden-sharing that is necessary for political coalition-making.

A brief description of cases from Nairobi and Dar es Salaam under-
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makes them mere appendages of the central government. Thus, inasmuch as
local communities seek coherent local governments, they have a long way to
go as long as these institutions lack autonomy and are part of insecure
national political structures. Two years into a job as mayor of Kenya’s second
largest city, Mombasa, the mayor was hounded out of office in 1999 by a
group of councilors linked to the central government. His reform agenda to
correct the deterioration of social services, restore fiscal health, and resurrect
the tourist industry ran against what one observer described as a “Mafia-type
gang of extremely wealthy individuals who have no respect for public lands
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creation. In reality, health is a wealth issue because it is anchored in the
larger contexts of poverty, illiteracy, hazardous environments, and social
inequity. Governments routinely confront questions about the right bal-
ance between wealth and health through resource allocation, planning,
and investment patterns. The nature and structure of government at both
macro and micro levels thus matters for establishing priorities and trade-
offs. If political participation is one way out of the governance crisis that
underlies urban inequalities, how do cities overcome the reality of frag-
mented communities? How can distributive questions be mediated in
governance structures that are participatory and representative?

The rejuvenation of East African cities poses interesting questions of
actors and structures, public and community power, urban planning and
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Migrant labor was central to the political economy of South Africa for
more than a century, and apartheid was in some ways the rationalized pol-
icy of labor migration. The policy restricted the movement of entire fam-
ilies to urban areas, and male circular migration was predominant.
Although apartheid’s demise has changed the pressures and demands for
labor, it remains unclear how these changes will affect future forms and
patterns of labor migration. Current estimates are that more than 2.5 mil-
lion legal, and many more illegal, migrants—from rural areas within
South Africa and from neighboring countries—work in South Africa’s
mines, factories, and farms (Lurie 2000:343).

Contemporary South African migration includes a significant shift of
people from rural areas to informal settlements on the urban peripheries.
Government’s response to this major problem has been to make forced
removals a feature of life in South Africa once again. For example, in the
Alexandra renewal project, the euphemism for removal is the “de-densifica-
tion of appropriate land.”People who have built houses illegally in Alexandra
are now being moved to outlying areas. Government argues that this is “not
dumping people but assisting them. We are moving them from an area that is
hazardous to their health and providing them with a piece of land. The pre-
vious government didn’t do that.” However, the people who are being
moved to Diepsloot are angry because they have no access to electricity and
running water as they had in Alexandra (Sunday Independent 2001).
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commission of inquiry in Gauteng investigated hospital care practices at
several provincial hospitals (Chris Hani Baragwanath, Sebokeng Academic,
Natalspruit, and Tembisa) after complaints from both health workers and
patients. Financial constraints were identified as the core problem. The
commission noted that public hospitals lack capacity and infrastructure for
coping with growing demand. Hospital managers cited the provision of
free primary health care and treatment of children under five, as well as the
demand for abortion, as causes of greater stress on the system. The
HIV/AIDS epidemic is also putting undue pressure on available resources
for health delivery (SAIRR 2000/2001:237-38).

However, as clinics become better staffed and better equipped, they
can begin to take the pressure off the hospitals. A spokesman for the
KwaZulu-Natal Department of Health reported that the number of
unbooked mothers1 delivering in hospitals dropped by 80 percent in
2000, and that while maternal mortality rates dropped significantly at
clinics, they increased in hospitals, indicating that the referral system is
starting to work. Unfortunately, the AIDS epidemic has significantly
affected the new system, making it difficult to assess how well it is work-
ing (interview with D. McGlew, Director of communications, 2001).

The Relationship between Provincial and Local Government
The devolution of power to local government calls for a clearer distinc-
tion between provincial and municipal powers. The powers of provinces
in relation to delivering health services are fairly deeply entrenched. The
KwaZulu-Natal provincial Department of Health has direct control of 62
hospitals and 500 clinics, all funded and run separately from the unicity
and district municipal clinics. The long-term aim is for municipalities to
provide all delivery, and for the province to build capacity, monitor the
delivery of health services, and provide strategic and policy direction.
However, there has been no decision on how to manage the staffing and
financial implications of this change; for example, the transfer of health
workers becomes complicated, because the provinces and municipalities
offer different conditions of service.

The National Government’s Shift toward Centralization
One response to a lack of capacity and delivery at the local level has been
for the state to take more control over the provinces, a debate within both
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librium for generations. Traditional healers are an example of Foucault’s
thesis about the production of knowledge, its relation to power, and the
ability to resist alternative forms of knowledge.

In South Africa, biomedical practitioners still tend to scorn traditional
medicine, advising people against healers’ advice and medicines. Others
seem to have reconciled these two systems, however, and recently gov-
ernment has taken significant steps to recognize the contribution of alter-
native healers toward health delivery for several reasons: first, they are
often more accessible; second, they live and work in the community; and,
third, although they are not cheap, they are a source of comfort and care
for many. On the other hand, some practices, such as sharing razor blades,
are clearly dangerous in the context of the HIV/AIDS epidemic, and
healers need to be persuaded to change in this regard.

The HIV/AIDS Epidemic
Like most of sub-Saharan Africa, South Africa has been hard hit by
HIV/AIDS. The government’s responses suggest that HIV/AIDS educa-
tion programs have paid insufficient attention to the linkage outlined by
Foucault between knowledge production, social practice, and ways of
being. In spite of concerted education and communication campaigns,
the epidemic has not been contained. Sectors of the South African popu-
lation have either consciously or unconsciously resisted valid biomedical
explanations of HIV/AIDS and ways of preventing infection. Local gov-
ernment responses to the epidemic are unsatisfactory, suggesting some
kind of resistance to information about the disease. In his HIV/AIDS
impact report to the Durban unicity council (Natal Mercury 2001), Mr.
Bheki Nene noted that the council’s responses to the epidemic have been
uncoordinated, fragmented, ad hoc, and sectorally focused. Many sectors
had only recently responded to the impact of the disease, while others
were yet to respond. The report recommended that an AIDS coordinating
committee should head the implementation of a council action plan.

Campaigns to overcome this resistance have to employ methodologies
that accommodate the participants’ belief systems, and which also pro-
mote community participation in planning, providing, and monitoring
health services. However, Winifred Bikaako (2001) cautions against
uncritical use of Western-style participatory principles and practices.
External objectives and organizational methodologies often dominate
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major difference can be seen between the industrialized north and cities
in the “developing” areas of the south (Table 1). In terms of water, sewer-
age, electricity, and telephone connections, the proportion of urban
households receiving urban services is much lower in the developing
world. By region, however, there is a clear gradation in terms of each of
these services from an absolute low in Africa, through Asia and Latin
America, to a high level in the industrialized north. The poorest countries
(in this case those located in Africa) claim the lowest level of urban serv-
ices, no matter what the service being measured. A similar gradation of
urban service levels—from the lowest in the poorest cities of Africa to the
highest in the industrialized north—obtains for virtually all other major
urban services: waste disposal, expenditure on roads per person, educa-
tion, and health services (UNCHS 1999). The introduction to a major
recent comparative study of waste management in African cities makes
the following observation:

The rapid rate of uncontrolled and unplanned urbanization in the
developing nations of Africa has brought environmental degradation.
Indeed, one of the most pressing concerns of urbanization in the
developing world, especially in Africa, has been the problem of
solid-, liquid-, and toxic-waste management. Recent events in major
urban centres in Africa have shown that the problem of waste man-
agement has become a monster that has aborted most efforts made by
city authorities, state and federal governments, and professionals
alike. A visit to any African city today will reveal … heaps of uncon-
trolled garbage, roadsides littered with refuse, streams blocked with
junk, disposal sites constituting a health hazard to residential areas,
and inappropriately disposed toxic wastes. (Onibokun 1999:2-3)

In the specific case of health statistics, the UNCHS database shows that
African cities lag behind cities in all other regions. Thus, in the 87 cities
representing Africa in the database, there are an average of 954 persons
per hospital bed, compared to 566 for Asia Pacific (which includes
China), 288 for Latin America and the Caribbean, and 132 in the indus-
trialized north. Child mortality (under 5 years) is also higher in African
cities, in this case showing at a rate of more than twice the level in the
Asia Pacific region (UNCHS1999, Socioeconomic development tables).

 














