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Introduction

1. INTRODUCTION

1.1 Problem statement

In many different cultures the belief that injections are the most powerful means of restoring
and maintaining health is shared by both injection providers and users (WHO 1991; Reeler
1990; Wolffers and Bloem 1993; Whyte and van der Geest 1994). In Uganda, studies
undertaken in the field of drug use invariably underline the popularity of injections among both
users and providers (UEDMP 1990; Glenthej 1991; Whyte 1991; Birungi and Whyte 1993).
The studies also underline the high degree of misuse of drugs and injections; this includes under
dosage as well as overuse or inappropriate use (Mburu 1984; Kalyesubula and Minde 1989;
Glenthej 1991; UEDMP 1990, 1992). Further, the studies show a high prevalence of
administration of drugs in homes often without proper diagnosis, and emphasize the widespread
use of certamn drugs like Procaine Penicillin Fortified (PPF) and chloroquine (Christensen and
Anokbongo 1991; Kinuka et al. 1985). In a country where the practice of medicine is not
strongly controlled, a variety of untrained providers administer injections. For example, Whyte
(1982, 1988) noted that in every neighbourhood in Bunyole, Eastern Uganda, there were curers
who specialized in injections ('ab'episyo”) with no formal Western medical training. Similarly,
in a study in one municipality Birungi (1994) noted the sale of Western pharmaceuticals,
including injectables, needles and syringes, by pedlars, hawkers and vendors in the central
market, open stalls on verandas and the taxi and bus park. She noted an increase in family
administered injections and also described itinerant injectionists whose livelihood depended on
the provision of injections.

The current research was initiated by the Action Programme on Essential Drugs (WHO) as part
of an international comparative research project into injection practices in developing countries.
The imtiative was mainly prompted by the growing concern about the widespread misuse of
injections in developing countries, both from a public health and economic point of view:'

- Administration of injections without adequate medical knowledge or sterilization
procedures would lead to increased risks of transmitting a range of potentially serious
pathogens, including hepatitis B, Human Immunodeficiency Virus (HIV) and
Streptococcus, the occurrence of abscesses and the provocation of poliomyelitis. Some

of the drugs that are administered are not medically justified and hence potentially
dangerous.

- Administration of injections is deemed undesirable especially if it causes poor families

to spend scarce resources on injections when money could have been spent better (WHO
1991, 1992).

In order to improve the use of injections it is important to know: who is administering them;
how often they give injections and for what purpose; why they are used; if they are used, is
there a medical justification for their use; and what hygienic measures are being undertaken. It
is on the basis of such findings that intervention strategies geared to injection misuse can be
developed. A problem in this endeavour is that although many studies have identified and

! See the proceedings of the Informal Workshops on Injection Practices Research. These have been

published by WHO for limited distribution: 1) WHO/DAF/A21.8; 2) WHO/DAP/S2.2; Combined in
WHO/DAP/92.9,
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described the misuse of injections, most are anecdotal without a systematic description and
quantitative assessment of the problem. In the same respect, few studies have been analytical in
nature - in attempting to understand why it happens. None seem to have been designed to
develop appropriate interventions. The present study provides baseline and qualitative data both
from providers and users of injections, to guide the design of intervention studies.

1.2  Objectives of the study

Main objectives of the Injection Practices Research are:’

1. To establish the extent to which injections are used as a route for the administration of
medications.

2. To determine the type and degree of improper practices in the process of administration
of mnjections.

3, To gain insight into why injections are so popular, and how their use can be improved.

4., To develop a simple, and rapid survey methodology for future assessment of the extent

of inappropriate injection use.
Specific research questions are:

Concerning the types of health care providers administering injections:

1. Which health care facilities and which providers are administering injections in a certain
region?

2. Which facilities or providers - both formal and informal - are most often consulted for
injections?

Concerning the distribution of injections that are used:

1. Whete do the health care providers obtain injections which they administer to patients?
Do they obtain them from government sources or from the commercial private sector?

Concerning the indications for which injections are generally used:

1. What are the main indications for which health care providers are administering
injections?

2. What are the disorders for which people seek injection treatment?

3. Why are injections chosen for these indications?

See Report of an Informal Workshop on Injection Practices Research, May 1990: WHO/DAP/21.8,
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Concerning the appropriateness of injection use:

1. To what extent do people use injections to treat:
- cough and common cold
- acute diarthoea
- fever (defined as perceived rise in body temperature)
- vomiting
- intestinal worms?

2. To what extent are injections administered in sub-standard hygienic conditions?

Concerning the reputed efficacy of injections:

1. What is the expected effect and/or experienced effect of the injection?

If appropriate:

I Why did the provider choose an injection instead of oral medication?

2. Why did the user prefer an injection instead of oral medication?

3 Why are injections administered in an unhygienic mannet? Do people lack training? Do

they lack resources?

1.3 Background to the country situation

Uganda 1s a country badly hit by a deterioration of health services and the disastrous effects of
the AIDS epidemic, which have both affected injection use and preference considerably. Here
we present a brief description of Uganda's health care system, morbidity and mortality pattern,
followed by a description of the channels of distribution of injectables, needles and syringes.

1.3.1 Health care in Uganda and injection nse

In the 1960s, Uganda had one of the best health care systems in Africa. It had a comprehensive
institutional referral system, from numerous rural dispensaries, through to health centres,
maternity units, district and regional hospitals to a National referral hospital (Dodge and Wiebe
1989). These units were run by trained health workers, with medical doctors stationed at
hospitals, while medical assistants and nurses managed the rural health units. Additionally,
private medical services provided by missionaries and an insignificant number of private clinics
run by licensed medical practitioners complemented government services. Medical services
were free at government units and those provided in private units were relatively cheap. The
Pharmacy and Drug Act of 1970 restricts the provision of injections to these officially
recognized health services. It states: "..no person shall have in his possession, without lawful
excuse, the proof wherein shall lie on him, any syringe designed for injection” (Pharmacy and
Drug Act 1970: 1116),

During the 1970s and 1980s, a precipitous decline in the country's economy led to a decrease in
govemment expenditure on health care delivery (see Table 1) and to a breakdown in the health

3
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care system. Medicine supplies became irregular and many health professionals left the
country.” Immunization programmes broke down; only the mission health facilities continued
functioning reasonably.

Table 1: Ministry of Health recurrent expenditure, 1971-1991 in millions of Ugandan
Shillings (Source: Ministry of Health: Health Planning Unit 1992)

Period 70/71 82/83 |84/85 86/87 | 88/89 | 90/91
Money expenditure 1 21 66 180 2,629 3,514

Real expenditure (adjusted to
inflation rates) 100 17.6 220 |73 16.9 14.7

The scanty and nearly non-functional health care system gave rise to a number of new local
solutions. There was a proliferation of private profit oriented health care providers, such as
unlicensed private clinics, drug shops and home providers (Health Review Commission 1987,
Whyte 1991). Injection technology also diffused from the established health care system to the
informal system. Recently, this process has been accentuated by messages on AIDS education
which have undermined confidence in injections from government facilities (Birungi and Whyte
1993; Birungi 1994). Presently, Uganda's health care system can best be described as having
two sectors, the formal and informal, which are closely articulated, exhibiting symbiotic
relationships in terms of drug supplies, equipment and human resources (Whyte 1991).

It is estimated that 72% of the country's population lives over 6 km from a government health
centre (UNICEF 1989). Thus there is still a very large proportion of the population which
exceeds the WHO recommended accessibility level of within five kilometres. In a household
survey undertaken by the Child Health Development Centre in 1990, based on a representative
sample of nine districts of Uganda, it is indicated that the government only provides 21% of all
out-patient modern curative services, while the private sector accounts for 66% (NGO facilities,
private clinics and others). There also exist regional disparities in the location of health
Facilities, with over 50% of the hospitals situated in urban areas, while the majority of health
centres are situated near trading centres leaving rural areas with limited access. Meanwhile, the
private clinics which have sprung up all over the country in the recent past have not
substantially solved this problem. Since their location is determined by the law of supply and
demand, they are strategically located in towns and rural trading centres. Health care personnel
are also maldistributed geographically. The urban population which only constitutes 11% of the
Ugandan population receives services by 76% of the medical doctors, 64% of the medical
assistants, and 72% of the nurses (UEDMP 1992). Apart from the deficit in coverage, the
content of health care is largely curative, and almost all forms of treatment involve the use of
medicines (World Bank 1992).

Country morbidity and mortality figures for 1991, based on out-patient and in-patient records of
20 government and NGO hospitals, indicate that malaria is the number one cause of death, with
AIDS coming second, followed by diarrhoea, pneumonia, and anemia (World Bank 1992).
Children under five account for 54% of all hospital deaths with malaria, pneumonia, diarrhoea,
and malnutrition causing 55% of the under-five mortality. AIDS is the primary cause of

: The ratio of 'physicians to population halved in the past 25 years‘from 1:11,000 in 1965 to 1:28,000 in

1991 (UEDMP 1992).
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mortality among adults, accounting for 17% of all hospital deaths, followed by tuberculosis,
malaria, meningitis, and diarrhoea.

1.3.2  Sources of equipment and injectables

Here, we examine the various sources of injectables, needles and syringes, as these are assumed
to influence the prevailing injection practices. Uganda has the least developed pharmaceutical
industry in the whole of East Africa. The country imports virtually all drugs and injecting
equipment. The presence of government in the arena of medical services has mainly been
maintained with the help of donors who directly distribute medical supplies through the
Ministry of Health (MOH) and Ministry of Local Government (MOLG). At the national level,
the procurement and distribution of drugs - including injectables, needles and syringes, is
supported by the Danish Red Cross, through the Uganda Essential Drugs Management
Programme (UEDMP), which was created by the MOH and MOLG with assistance from the
donor community. By March 1992, the UEDMP was supplying pre-packed drug kits to 1153
health units, of which 1070 were rural health units (78% government and 22% NGO} and 83
hospital out-patient departments (60% government and 40% NGO). Each drug kit contains six
injectables - chloroquine, epinephrine, ergometrine maleate, lidocaine, benzyl penicillin,
procaine benzylpenicillin, and water for injections. The kits also include reusable needles and
syringes.

The Uganda Expanded Programme of Immunization (UNEPI), supported by UNICEF, provides
immunization services to over 2,000 sites throughout the country, and distrbutes necdles,
reusable syninges, sterilization equipment, vaccines, refrigerators and vehicles.

The Central Medical Stores (CMS) is charged with the handling and distribution of drugs to
government hospitals, some schools and non-governmental organizations. CMS sometimes
supplies to the Joint Medical Stores Burean (JMS), a Catholic and Protestant organization
which also imports medical supplies and reccives donations of drugs, disposable syringes and
needles from abroad. The JMS distributes to over 200 member units and during the period
1983-1987, their drug kits contained over 12 injectables. Additionally, some hospitals also
receive direct donations of drugs, disposable syringes and needles especially through special
AlIDS-programmes. For example, the Aids Control Programme (ACP), which is a national
programme for the prevention of AIDS, receives special donations of disposable needles and
syringes which are then later distributed to every District Medical Office throughout the
country.

Parastatal institutions, such as Uganda Phanmaceuticals Limited (UPL), also import and
distribute drugs all over the country and undertake bulk purchasing for the private sector. UPL
also obtains drugs through barter trade but drugs acquired in this way tend to be of low quality.
In addition, private pharmacies in Uganda supply large quantities of unregistered drugs that
circulate in the country (UEDMP 1992). In 1987, approximately 15-20 private pharmacies were
importing and distributing drugs and disposable needles and syringes. It is presumed that UPL
and private pharmacics are by far the largest importers and distributors of disposable equipment
(UEDMP 1992). The procurement of drugs and equipment is determined by channels easily
available, since there is no national acquisition policy. There is also an unknown amount of
drugs smuggled into the country especially from Kenya (Chief Pharmacist MOH, Personal
Comumunication).




Injection use and practices in Uganda

The system of distributing pharmaceuticals and medical equipment from the UEDMP, CMS,
and established importers does not permit access to equipment by informal health care
providers, since a majority of them do not fulfill the requirements. Due to the low capital
investment in this kind of business, the small injection providers furthermore lack the capacity
to engage in substantia! transactions with the major importers. Hence the general trend is
characterized by dissemination of injection equipment and injectables from formal providers to
informal providers. In Uganda, injectables, needles and syringes can be easily obtained without
prescription or legal order, although the Pharmacy and Drug Act of 1970 limits this activity to
licensed people. The present study reveals that injectionists and individual users buy their
injectables and equipment at pharmacies.

Within the household, possession of injection equipment is common. This practice 18
encouraged and facilitated by some medical practitioners and informal providers. Some
provider facilities give away used disposable needles and syringes to the patient for use until
completion of treatment regimen or during subsequent iliness as a means of attracting patients.
Others sell equipment to patients at each visit. Indeed, our study indicates that over 60% of the
patients presented with their own equipment on the first visit at the providers' facility.

Evidently, the government has lost control over the flow of injectables, needles and syringes. A
few measures have been taken to improve the situation such as the newly introduced district
drug inspectors. Otherwise, up to the present day purchase of equipment is over the counter,
without prescription and by any person.




Methodology

2. METHODOLOGY

The methods applied in data collection for the present study were those specifically developed
for Injection Practice Research in three countries - Indonesia, Senegal and Uganda. At two
informal workshops organized by WHO, the research methodology was reviewed and
standardized with respect to core data collection methods and data analysis to allow for
comparison of research results and w1thout compromising the need for country specific
modifications in the conduct of research.’ Apart from following guidelines developed by WHO,
our study covered questions that were relevant to the Uganda context. For example, in the
household questionnaire, questions were included on the possession of injection equipment and
injectables at home and users' experiences with injection complications.

2.1 Sampling frame

The sampling frame applied in the study was adapted from that proposed in the initial WHO
research protocol. The study was carried out over a period of four months, covering two
regions: Busoga (Jinja, Iganga, and Kamuli districts) in Eastern Uganda and Ankole (Mbarara
and Bushenyi districts) in Western Uganda. In each of the two regions, three different settings
were selected: urban, semi-rural, and remote. In each of the three settings, two communities
selected at the parish level (Resistance Council II) were included in the study. These
communities were selected in such a way that they allowed for comparison in terms of relative
distance to medical facility, household structure, and level of urbanization. Particular attention
was also extended to conditions which determine the level of vulnerability to disease, for
example the availability of clean water and the general economic conditions of the people in the
area. In each of the six communities selected for each region, 60 households with children
below the age of five years were randomly selected using the cluster sampling technique. Only
families with children below the age of five were selected because these families experience
many illness episodes. A total of 360 households in each region were visited.

Figure I: Sampling frame Uganda study injection practices

Region
| ]
Urban Semi-rural Remote
setting setting setting

| l |
I | | | ] 1

Community | | Community | | Community | |Community | | Community | | Community
1 2 3 4 5 6

60 HH's |60 HH's 60 HH's 60 HH's 60 HH's 60 HH's

The proceedings of the Informal Workshops on Injection Practices Research were published by WHO:
1) WHO/DAP/21.8; 2) WHO/DAP/2.Y: combined in WHO/DAP/G2.9.
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2.2  User-oriented methods

2.2.1 Interviews with kev informants

Initial interviews with a selective group of key informants in order to gain insight into local
conditions and injection practices were conducted both at the national and regional levels, At
the national level interviews were held with representatives of the Ministry of Health, the
Ministry of Local Government, UEDMP, the AID$ Control Programme and the Uganda Red
Cross. Local key informants were members of the Local Resistance Council, the District
Medical Officer and hospital/provider facility administrators. The interviews at the national
level added to the understanding of the system of distribution and/or source of injectables,
needles and syringes. At the local level, interviews in Ankole raised some challenges to the
research design, as informants questioned the Iimited scope of the study: - why did the study
restrict itself to injection use rather than focusing on the wide range of drugs that have been
misused over time? Other informants queried the generalization of the results of the study and
laid specific emphasis on the sampling frame which excluded families who did not have
children under the age of five. Respondents thus recognized the importance of the problems
being investigated but saw them as part of more widespread problems.

In Busoga, the study formed part of a larger year long ethnographic study of the use of
injections. As 4 result there is more qualitative contextual data from that area.

2.2,2 Structured household interviews

The quantitative data was collected through a users' survey carried out on the basis of a
pre-coded questionnaire (see Appendix 1). The questionnaires were filled in on the basis of
personal interviews conducted by the research assistants, The questionnaires were administered
twice to 360 households in each region. Two weeks after the initial interview, households were
visited again and the prevalence of injection use in the two week recall period was recorded.
Data collected based on the two week recall period served as an accurate measure of the extent
of injection use and also served to reduce memory bias in respondents since the interviewer
could refer to a specific event: the last time the household was visited. There were no families
lost to follow-up. Apart from establishing the prevalence of injections based on the two weeks
recall, the questionnaire also covered questions about when was the last time that anyone in the
household received an injection.

Hypothetical questions concerning five tracer conditions were posed’. Two were used in all the
countries in the comparative study: a case of cough and common cold, and a case of acute
diarrhoea of less than five stools a day in child under five, Three other country specific tracer
conditions were used in the Ugandan study: intestinal worms, vomiting and fever (defined as
perceived rise in body temperature). During the follow-up visit questions about illness episodes
and treatment strategies were also posed. Symptoms were recorded and later classified using
categories of tracer conditions and 'others'. This enabled us to compare the answers to
hypothetical questions about illpess with actual illness episodes experienced. When several

: All tracer conditions selected did not refer to complicated and/or serious conditions which may warrant

an injection. These were conditions considered by doctors to be self-limiting or treatable with oral
therapy. : S
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housechold members had been ill and treated each episode was recorded, specifying the
symptoms. The limitations and methodological difficulties of this method will be discussed in
2.2.3.

The survey also aimed at establishing the various sources_of injections, the possession of
injection equipment and injectables in the home, and the magnitude and nature of injection
complications expenienced within the household.

2.2.3 Methodological problems encountered with the household survey

The WHO guidelines recommend that personal interviews at the household level should focus
on mothers as the prospective respondents. In our case this presented a few problems. In
Uganda the reality is that health seeking behaviour normally involves the entire family, With
the diffusion of injections to the domestic sphere, there is a gender division of roles in the
various activities that surround the use of injections. The husband is normally responsible for
making the decision about the treatment form, purchase and storing of needles and syringes; the
wife is responsible for either providing the injection or taking the child to a provider facility and
therefore might have information related to source of injection, medicine injected and
symptoms for which the injection was provided. Within the household, the wife and daughters
might be responsibie for boiling the equipment. Given such a context of injection use, it was left
to the individual household to identify the prospective respondent. Additional information
provided by any other member of the household was considered important and was recorded.

Other methodological problems experienced were associated with the use of the hypothetical
tracer condition method. In-depth interviews with a limited number of households in Busoga
frorn both remote and urban settings indicated that it is rather intricate to use the idea of 'scale of
illness’ to evaluate the approprateness of injection use. The medical construction of what
constituted a mild and serious illness was not coherent with the lay people's perception. At the
local level, most of the illnesses were regarded as mild or serious depending on the length of
time the illness took to be cured, response to oral therapy and the role adopted by the sick
person - getting admitted in hospital, taking to bed at home or failure to perform nommal duties.
Informants indicated that any illness which persists, with or without treatment, is serious
enough to justify the use of injection therapy including cough and common cold. Although mild
in nature, 4 common cold was never taken for granted, as it is believed to be a prelude to a more
serious disease such as malaria. Other informants expressed the view that nearly every illness
appeared mild at its onset, hence no illness should be ignored. The people therefore justified the
use of injection as a preventive measure,

Lay people also perceived serious illnesses as those which could cause anemia and dehydration.
They were also perceived to be those diseases that get to the bones, joints.... "really deep into the
body". These diseases might render the patient restless, lead to rise in body temperature, loss of
strength, loss of appetite and general body weakness. Meanwhile all tracer conditions which
were symptomatic of measles (there was an outbreak of measles in at least three communmnities in
Busoga) - such as diarrhoea in children, vormiting, unproductive cough and fever (perceived rise
in body temperature} - were also regarded as senous.
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Our study treated various tracer conditions as single disease entities. However, during the two
weeks recall period we discovered that often people complain of several symptoms. An
injection is not always given to one isolated tracer condition, but sometimes to a patient with a
combination of symptoms. This poses complexities in applying tracer conditions to evaluate the
appropriateness of injection use. Perhaps in future household surveys it will be necessary to
adjust tools to this reality. ‘

2.3  Provider-oriented methods

Data were gathered through the use of open-ended questionnaires, a review of prescriptions and
actual treatment received, and the observation of hygienic measures. The provider survey was
mainly aimed at establishing the prevalence of injection use at provider facilities, evaluating the
appropriateness of injection use, and determining the source and type of equipment used.

The provider study was strategically scheduled two months after the completion of the user
survey to guide the identification of injection providers within the study communities. Based on
the question in the household survey "Where was the last injection administered?"” we were ina
position to identify a variety of injection providers. In the urban communities it was common to
identify more different categories than in the rural areas where health resources are restricted. In
addition, not all providers identified were willing to participate in the study. Therefore, although
it was originally our intention to select five different categories of providers in each community
and 30 providers per region, this was not feasible. We finally managed to come up with 21
injection sources in Busoga and 16 in Ankole (see Table 2). The variety of injection providers
included: government health units, private clinics, drugshops, itinerant injectionists, and home
providers.

Table 2: Overview of type of providers included in study in Busoga and Ankole Regions,

Uganda
Health facility Busoga Ankole
(Eastern Uganda) {Western Uganda)
n=21 n=16
i i i,
Government | 2
Hospital 1
Health centre 4
NGO health centre 3 i
Private clinic 6 10
Non-formal providers 3 -
drug shops - 4
Home providers 4 -

At the time of the observation, two of these providers did not administer any injections.

10




Methodology

Data werc also collected through observational methods - this was done in collaboration with
two professionally trained medical doctors. Through a combination of observational and
informal discussions, the medical doctors evaluated hygienic measures undertaken before,
during, and after administering injections. In Busoga, evaluation of hygienic measures was
based on both WHO and country specific guidelines developed by the UEDMP and MOH for
use of injections (see Appendix 2). In Ankole, evaluation of hygienic measures was strictly
based on the WHO guidelines.

The researchers also reviewed the prescribing pattern; this was done on the basis of patient lists
filled in by the provider in the presence of the medical doctors (see Appendix 3). Here, 30
consecutive cases visiting a provider facility were registered, specifying their age, sex,
symptoms, forms of medication, and cost. Data gathered through this method was useful in
establishing and understanding the nature of prescribing patterns at the various provider
facilities.
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3.  EXTENT OF INJECTION USE
3.1 Prevalence of injection use

In almost all households visited in both regions, a history of injection use could be recorded. In
Busoga 359 and in Ankole 358 of the 360 households visited in each region had ever received
an injection. Injection prevalence during the past two weeks was recorded twice. During the first
visit the households’ respondents were asked who in the household had last received an
injection and when. If this was within the past two weeks the data was used to analyze the
prevalence rate. The sccond follow-up visit was planned two weeks after the first. Respondents
were asked if any member of the household had received an injection in this confined two week
recall period. The figures for the initial visit - last time when an injection was given - indicate
that 154 (42.8%) of 360 households in Busoga and 113 (31.4%) of 360 houscholds in Ankole
received an injection during the 'last' two weeks. In the confined two weeks recall period, one or
more people in 93 (25.3%) households in Busoga and 108 (30%) houscholds in Ankole
received an injection (see Table 3). The figurcs show that the rates of injection use prevalence
for both recordings differ; especially in Busoga, the two week recall period indicates lower
rates, and presumably provides more valid rates.

Table 3: Percentage of houscholds in which one or more injections were given in the past
two weeks in Busoga and Ankole Regions

Busoga Ankole
(Eastern Uganda) (Western Uganda)
n=360 n=360
Initial visit 42.8% 31.4%
(using last two week period) (154) (113)
Follow-up visit after two weeks 25.3% 30.0%
(confined two week recall) (93) (108)

Overall the results reveal a high rate of injection use prevalence and also show that the use of
injections is highest in the semi-rural and urban areas and lowest in the remote areas (see
Table 4).

Table 4: Percentage of houscholds in which one or more injections were given in the last
two weeks in urban, semi-rural and remote settings in Busoga and Ankole Regiony

Busoga Ankole
(Eastern Uganda) (Western Uganda)
n=360 =360
e

Urban 49.2% 34.2%
n=120 (59) 41
Semi-rural 50.8% 36.7%
n=120 (61) (44)
Remote 28.3% 23.3%
n=120 (34) (28)
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3.2 Prevalence of specific types of injections

Data based on the confined two week recall period indicates that the great majority of injections
were therapeutic injections (see Table 5). In Busoga, in the 93 households that received an
injection during the two week recall period, 87 (93.5%) of them received therapeutic injections
and six (6.5%) received immunizations. No infusions or contraceptive injections were recorded.
A sirmular trend is reflected in findings for Ankole: in the 108 households that received
injections, 84 (77.8%) of them received therapeutic injections and 24 (22.2%) immunizations.
In Ankole also there were no infusions or contraceptive injections.

Table 5: Percentage of households that received a specific type of injection in the confined
two week recall period in Busoga and Ankole Regions

Busoga Ankole
(Eastern Uganda) (Western Uganda)
n=93 n=108
| ———— N . |
Therapeutic injections -T 93.5% T 77.8%
(87) (84)
Immunizations 6.5% 22.2%
(6) (24)
Infusions 0 0
Contraceptive injections . 0 0

These results are not surprising as immunizations and injections for contraception are taken for
preventive purposes during confined periods by a specified age group. Therapeutic injections
can be administered anytime anyone is sick. These injections are also more readily available. In
Uganda, infusions and immunizations are not administered by informal providers. In Busoga,
for instance, access to immunization and infusions was restricted to well-established medical
facilities. In the remote areas, these are poorly equipped or non-existent. In one remote
community, the refrigeration system at the local dispensary had broken down a year ago, while
in another remote community there was simply no established health facility. Infusions are
known to be administered to patients who are in a critical state, ie. in cases of acute
dehydration, anemia, after an operation and also for inducing birth, Therefore, to the local
people this type of injection signifies pain and death. The majority of local informal injection
providers indicated that they would never administer any form of injection to a person who was
in a critical state. [t is for these various reasons that infusions are not 5o popular. Contraceptive
injections have different associations making them unappealing to local people: they are
associated with infertility and irregular menstruation.

3.3 Sources of injections

In analyzing the source of injections, a distinction was made between formal and non-formal
facilities. The formal health care system comprises public (government) facilities (including
hospitals and health centres) and private ones (including NGO units and registered private
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clinics). Non-formal facilities include drugshops and unregistered 'clinics’. Injections may also
be given at home by a family member, neighbour or informal provider. Based on findings for
the source of the last injection received, quantitative results for Busoga show that in the 359
households where an injection was ever received, 127 (35.4%) had received their last injection
at a government facility, 130 (36.2%) at a private facility, 61 (17%) at home, and 41 (11.4%) at
a non-formal facility. Data for Ankolc reflects a slightly different pattern, indicating that less
than a quarter of the last injcctions had been given in a public institution. In both regions non-
formal providers had administered some 30% of the last injections. In 338 households in
Ankole where an injection was ever received, 169 (47.2%) received their last injection at a
private facility, 81 (22.6%) at a govemnment facility, 56 (13.6%) at home, and 52 (14.5%) at a
non-formal facility (see Table 6).

Table 6: Sources of last injection received at household level in Busoga and Ankole Region’

Busoga Ankole
(Eastern Uganda) (Western Uganda)
n=359 n=358
PR i i e

Government facility 35.4% 22.6%
(127) - (81)

Private facility 36.2% 47.2%
(130) (169}

Non-formal facility 11.4% 14.5%
41 (52)

Homes 17.0% 15.6%
(61) (56)

In-depth interviews carried out at the household level in the study communities reveal that
households usually seek injection treatment from the accessible, affordable, but above all from
the perceived safest injection providers. Preference for the safest perceived option has been
largely influenced by the AIDS phobia, following the Uganda AIDS Control Programme (ACF)
massive anti-AIDS campaigns which wamed people about the dangers of Human
Immunodeficiency Virus (HIV) infection thtough sharing and using unsterile needles and
syringes. Through such messages lay people have acquired new ideas about injections, and
consequently altered injection practices. In the study communities injections in some instances
also had meaning in relation to source and/or system of provision. For example, injections from
private and informal providers were comsidered personal and therefore safer, while those
provided in government health facilities were perceived as impersonal and therefore regarded as
unsafe. In order to reduce the risk of contracting AIDS through injections, the majority of
households patronize personalized health care services: mission hospitals, private clinics,
drugshops, and homes. Here, the providers are in most instances known to the user, users have
personal control over the technology and can influence therapeutic transactions.

In many private facilities providers adjust their practice to lay people's expectations. For
instance they facilitate and/or encourage patient’s ownership of needles and syringes. In one -

! In Busoga there was one and in Ankols there were two houscholds where an injection had never been

administerad. '
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urban private clinic visited by the principal researcher, disposable syringes were offered free,
and needles were sold at each index visit to the patient, These various ¢ircumstances contributed
to the popularity of the private and informal providers.

In government health units, the newly introduced cost sharing programme requires an average
payment of Shs. 200 (US § 0.20) for a full treatment course, with a slightly higher fee charged
for injection treatment. Although almost free, according to our research findings these units are
not the main source of injections. Generally, respondents expressed discontent with government
health units, specifically with the unregulated practices of the sale of drugs and equipment, and
more 50 the impersonal nature of provider - user relationship that prevailed in these units. There
15 also a general apprehension of government health facilities owing to the 'communal'
sterilization procedures and the use of reusable needles and syringes'. Many believe that such
equipment 'has diseas¢’ and could be source of transmission of AIDS. Moreover, the
organization of government health units does not allow for a personalized service: users have no
control over the technology. Treatment is decided upon by the biomedical practitioner and users
share equipment with others whom they do not know. Also, the providers are in most cases not
related or personally known, so that users can establish trust and confidence in their injections.
It is partly on this account that private and informal providers are considered safe and therefore
patronized.

3.3.1 Home possession of injection equipment and injectables

As a consequence of the popular concern with the spread of HIV through communally shared
needles and syringes in public health facilities, and the distribution of injection equipment to the
users by private and non-formal providers, personal appropriation of needles and syringes is
common (see Table 7). In Busoga, 63% of the 360 households visited kept needles and syringes
at home. The figure for Ankole was much higher, showing that 82.5% of the 360 houscholds
owned needles and syringes. Only a limited number of households were in possession of
injectables: i Busoga 77 (21.4%) and in Ankole 121 (33.6%).

Table 7: Possession of injection equipment and injectables at home in Busoga and Ankole

Regions
Busoga Ankole
(Eastern Uganda) (Western Uganda)
n=360 n=360
Injection equipment 63.0% 82.5%
(227) (297)
Injectables 21.4% 33.6%
(77) (121)

Presumably, a majority of homes which possessed injectables provided them to family members
and neighbours. In a few cases, providers had asked patients to buy injectables or report with

$ Whyte and van der Geest (1991) indicate that since disposables are not disposed of in Uganda, UNEP]

and UEDMP - the major suppliers of needles and syringes to government health units - decided to use
reusables to decrease the amount of injection equipment in the country.

15




Injection use and practices in Uganda

injectables on every casual visit to the facility; in some instances the household thought it
necessary to keep injectables as a first aid medication.

3.3.2 Oualifications of provider who administered last injection

In Busoga, attention was also extended to the training of the person who administered the last
injection, and results show that out of 359 injections administered, 178 (49.6%) were
administered by persons with no formal training, 170 (47.4%) by trained staff, and 11 (3.0%) by
physicians (see Table 8). The qualifications of the person actually administering the injection
cannot be assumed on the basis of where the injection was given. People without formal
training, commonly nursing aids, were found giving injections in government health units,
while trained nurses or midwives sometimes gave injections to their neighbours in their homes.

Table 8: Qualifications of provider who administered last injection in Busoga Region

Frequency Percentage
n=359
Person without formal training 178 49.6%
Nurse, midwife, allied staff 170 47.4%
Physician 11 3.0%

In the remote and semi-rural areas, non-biomedically trained providers are often relatives who
offer a free service or persons within the locality who charge reasonably or offer credit services.
It is most unlikely that a patient will travel a long distance to seek injection treatment, especially
if in the neighbourhood there is some one who can provide the same service. Survey results
show that various community members comprise one of the major sources of injection
treatment. People obtain treatment from someone they already know or from someone
recommended by family or friends. For example, of the 360 households visited in Busoga, 115
of them reported having received injections from a neighbour, relative, friend, parent, family
doctor or locally recommended provider. Giving an injection is seen as a technical exercise.
Rural lay people seem to assume that anybody who has adequate familiarity with the gadgets
involved can provide an injection and cure the ill. In fact, some people mentioned that injections
were substantively the same whether provided by biomedically trained or untrained persons.

3.4 Prevalence of injections at various medical facilities

To establish the percentage of patients receiving an injection when visiting a medical facility, a
prescription analysis at the various established medical facilities was performed. Prescription
analysis for the non-formal providers is not included here since many of these specialize in
injections and their injection rates approach 100%. The researchers recorded the diagnosis and
treatment of the first 30 patients that visited the provider. This method reveals a high prevalence
of injections at all formal health facilities for both regions. In 14 formal health facilities visited
in Busoga the average prevalence of injection prescription was 68.3% - this implies. that for
every 10 treatments given, almost 7 included an injection (see Table 9). In Ankole, injection
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prescription prevalence in 12 provider facilities was 59.7% - showing that in every 10
treatments given approximately 6 of them included an injection. Although injection prescription
prevalence for Ankole 15 lower than that of Busoga, overall the rates for both regions depict a
high prevalence for injection prescription, especially in comparison with the 15% desired level

for injection prescription stipulated by UEDMP.

Table 9: Percentage of patients at various established health fucilities who received at least
one injection based on analysis of 30 prescriptions per facility in Busoga and Ankole Regions

Busoga Ankole Busoga Ankole
(Eastern (Western (Eastern (Western
Uganda) Uganda) Uganda) Uganda)
facilities facilities preseript. prescript.
n=14 n=12 n=42{) n=360
_
(Government facilities:
Hospital 1 ' 90.0% 38.3%
(27/30) (23/60)
Health centre 4 65.8% -
(79/120)
NGO health centre 3 - 63.3% -
(57/90)
Private facilities 6 10 68.9% 64.0%
(124/180) (192/300)
Mean % of injection prescription 68.3% 50 7%,
in all health facilities (287/420) (2 1 5/360)

With respect to the treatment prescribed, it is noteworthy that in both regions over 95% of all
injections prescribed were chloroquine, Procaine Penicillin Fortified (PPF) and Crystalline
Penicillin. In Busoga, there are indicattons that providers prescribe more than one drug in
injectable form especially for patients who presented with fever and cough. The combination
given is invanably PPF and chloroquine. This phenomenon is basically the result of poor
diagnostic capacity: fever is treated as malaria and cough as a bacterial infection without
laboratory confirmation. Combined injectton prescription constituted 20% of all injection
prescriptions wrntten in both remote and semi-rural communities while the proportion was only
11% in the urban areas. The Jower prevalence of combined injection prescriptions in the urban
communitics may be explained by the use of laboratory tests to confirm the diagnosis of
malana. In the remote and semi-rural areas these services are absent.
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3.5 Evaluation of the appropriateness of injection use

Qur study adopted cough and common cold, diarthoea of less than five watery stools per day,
vomiting, intestinal worms and fever as tracer conditions which were to serve as a basis for the
evaluation of the appropriateness of injection use.” For these tracer conditions we did not
consider the age of the person who was (hypothetically) ill with the exception of acute diarthoea
where we specified an illness case in a child under five. The tracer conditions were selected
based on guidelines developed by WHO (WHO 1991, 1992) and the Uganda Essential Drugs
Management Programme (UEDMP 1991). The WHO (1991, 1992) adopted cough and common
cold, and acute diarrhoea of less than five stools a day in children under five years of age as
tracer conditions that generally do not medically justify the use of injections, to be used in the
countries participating in the study. Country specific guidelines drawn up by the UEDMP
stipulate that injections should be used only when it is absolutely necessary. They should be
used when life is threatened as in the case of a child with severe malaria, pneumonia, or
meningitis; they should not be used to treat cough and common cold. The UEDMP also
suggests that injectables should be avoided especially whenever there is a possibility for oral
therapy.

The tracer conditions were used twice in the household surveys: during the initial interview the
respondents in the household surveys were presented with hypothetical cases and during the
follow-up interview, respondents were questioned about actual illness episodes which had
occurred during the confined two week recall period. These illness episodes were then classified
according to the identified tracer conditions.

For the hypothetical cases, respondents were asked what form of medication they would use if
any of the tracer conditions occurred in their households. Findings on the hypothetical cases are
shown in Table 10. The findings reveal that, although these mild conditions do not medically
justify the use of injections, a significant proportion of the respondents indicated that they
would use injections and/or a combination of injection and oral therapy. In Busoga 38.3% of the
respondents saw injections (either alome or combination with oral medication) as suitable
treatment for cough and commeon cold. For the other tracer conditions injections were preferred
by 52.2% for fever, by 28.6% for vomiting, by 30.6% for acute diarthoea, and by 13.5% for
intestinal worms. Likewise, in Ankole, 17.5% indicated preference for injection only or a
combination of oral and injections as preferred treatment for cough and common cold, 78.1%
for fever, 24.4% for vomiting, 16.7% for acute diarrhoea, and 5.3% for intestinal worms.
Comparing the results for both regions, fever (defined as perceived rise in body temperature)
was the condition for which injections were most commonly mentioned and they were least
mentioned for intestinal worms.

These tracers conditions were selected because they are: common heaith problems in Uganda for which
injections appear to be used often, while they are generally not medically justified; conditions that can
be described accurately in local illness terms, and conditions that have a well defined treatment norm.
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Table 10: Percentage of preference for injections (either alone or in combination with oral
therapy) in hypothetical tracer conditions, household survey in Busoga and Ankole Regions

Busoga Ankole
(Eastern Uganda) (Western Uganda)
n=360 n=360
Fever 52.2% 78.1
(188) (281)
Cough and common cold 38.3% 17.5%
(138) (63)
Acute diarrhoea 30.6% 16.7%
(110) (60)
Vomiting 28.6 24 4%
(103) (88)
Intestinal worms 13.3% 53%
(48) (19)

During the follow-up visit cases of illness which had occurred in the household in the past two
weeks were recorded. In Ankole, 252 (70.0%) houscholds reported 397 illness episodes. In
Busoga, 239 (66.6%) households reported a total of 358 illness episodes. It was discovered that
in this two week confined period 103 (28.7%) illness cases in Busoga and 107 (27%) illness
Cases inmAnkole had been treated with injections, in most cases in combination with oral
therapy.

Symptoms often appear in combination and illness episodes are seldom discrete, making the
tracer condition method difficult to apply for the evaluation of the appropriateness of actual
treatment provided. For instance, only 99 of the 358 illness episodes in Busoga (27.6%)
presented with a single tracer condition, 57 presented with other symptoms (15.9%), and 202
(56.4%) had a combination of conditions (tracer and others),

Data for both regions show that fever was the commonest condition diagnosed and that,
whenever fever was present (in combination with other conditions), it was most often treated
with injections (see Tables 11 and 12).

The rate of injections here is different from the injection prevalence calculated in Table 3. While in
Table 3 the households are the denominator, here reported illness cascs are taken as the denominator, In
several houscholds more than one illness case treated with injections was reported during the two week
recall period.
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Table 11: Percentage of injection use (cither alone or in combination with oral therapy) in
episodes of illness in which tracer conditions were present in the confined two week recall
period in Busoga Region

Illness episodes Percentage
(n=358)

Fever only T | (12/39) - 30.8%
Cough & common cold only {0/46) -
Acute diarrhoea only (0/8) -
Vomiting only (0/3) -
Intestinal worms only (1/3) 33.3%
Combination of cough & fever B III_(;/28») 25.0%
Combination of diarthoea & fever (712) 58.3%
Combination of vomiting & fever (10/13) 76.9%
Combination of diarrthoea & vomiting (5/12) 41.7%
Other combinations and other symptoms (61/194) 31.4%

Table 12: Percentage of injection use (either alone or in combination with oral therapy) in
episodes of illness in which tracer conditions were present in the confined two week recall

period in Ankole Region
Illness episodes Percentage
(n=397)
Fever only T (58/137) 42.3%
Cough & common cold only (5/89) 5.6%
Acute diarrhoea only (0/3) -
Vomiting only (2/6) 33.3%
Intestinal worms only (2/15) 13.3%
Combinatimgh & fever B (.;;38) .L 28.9:/0- 1
Combination of diarthoea & fever (2/6) 33.3%
Combination of vomiting & fever (7/12) 58.3%
Combination of diarrhoea & vomiting (2/3) 66.7%
Other combinations and other symptoms (18/86) 20.9%
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4, HYGIENE OF INJECTION PRACTICE

In Busoga, WHO-simplified guidelines and country specific standards stipulated by UEDMP
(1991) which correspond with MOH standards taught to in-service operational level workers,
were applied to evaluate the hygienc of injection practices. In Ankole, the evaluation of hygiene
was restricted to the guidelines set by WHO. It 1s for this reason that data from Busoga and
Ankole cannot really be compared since different guidelines were applied (see Appendix 2).
Therefore results for both regions will be presented separately.

4.1 Hygiene of injections in Ankole

In Ankole, out of the 14 provider facilities visited which administered injections at the time of
the visit,' 72% of them did not observe minimum hygienic conditions before injection
administration, while 50% and 64% of them respectively did not observe minimum hygienic
conditions during and after injection adminustration (see Table 13).

Table 13: Percentage of providers who did not observe minimal standards, before, during
and after administration of an injection using the WHQO standards (see Appendix 2) in
Ankole Region

Ankole
(Western Uganda)
(n=14)

Before administration 2%
(10)
During administration 50%
(7)

After administration 64%
&2

The poor hygienic practices include use of saucepans instead of sterilizers, handpicking the
boiled needles and syringes, improper disposal of needles and syrnges or giving the equipment
to the patient to carry home. The providers who fall below standards in the category before
injecting' are those who use saucepans as stertlizers and encourage patients to keep and sterilize
their own equipment at home. Those who fall under the category 'during injecting’ pick up the
needles and syringes with their hands from the sterilizers/saucepans and/or use unsterilized
swabbing material to clean the injection site. Those in the 'after injecting’ category did not flush
needles and syringes with water after use or took a long time before putting ther back into the
sterilizer/saucepan and/or reused disposable equipment.

In Ankole, 16 providers were included in the provider study. Two did not administer injections at all
during the visit of the rescarchers. Here, they are excluded because their hygienic practices could not
be assessed. The remaining 14 provider facilities in Ankole were: 2 government hospitals, 10 private
facilitics, and 2 drugshops {informal providers).
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An important observation made in Ankole was that many providers encourage users to carry
and/or keep personal needles and syringes at home. Among the private practitioners this
practice was encouraged so as to keep the cost of injection administration as low as possible, but
also to avoid any blame that may anse regarding the unhygienic administration of injections.
Fuelling this practice is the AIDS scourge which has brought an increasing demand from users
to keep personal injecting equipment, which they either use at home or carry to provider
facilities when seeking injection treatment.

4,2 Hygiene of injections in Busoga

In Busoga, the observations at 21 provider facilities'” show that 61.9% of the providers did not
meet minimum hygienic standards before injecting, 47.6% did not meet minimum hygienic
standards during injecting, while 81.0% did not meet minimum hygienic standards after
injection (see Table 14)..

Table 14: Percentage of providers who did not observe minimal standards, before, during
and after administration of an injection using the WHO and MOH standards
(see Appendix 2) in Busoga Region

Busoga
(Eastern Uganda)
(n=21)

Before administration 61.9%

(13)

During administration 47.6%

(10)

After administration 81.0%
(17}

4.2.1 Injecting equipment

Government recommends the use of reusable equipment only. With the co-sponsorship of big
donors such as Danish Red Cross and UNICEF, the Ministry of Health now provides only
reusable injection equipment to Its units for both curative and immunization services. These are
provided together with paraffin, sterilizers, training and logistics for supervision by higher
health care managers. Private pharmacies and drugshops act as the significant sources of
disposable injection equipment to providers and users.

2 In Bugosa, hygienic practices were assessed in 21 providers facilities, being 1 government hospital, 4

government health centres, 3 NGO health centres, 6 private clinics, 3 informal providers (drug shops)
and 4 home providers of injections.
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The reusable equipment observed was mainly plastic. A few glass syringes were also identified
in provider facilities and in users' possession. However, the distinction between reusable and
disposable equipment was not made by the majority of providers and users who treat all
equipment as reusable. Some providers maintained that some disposable equipment, especially
syringes, may outlive reusables. This removes the boundary of reusable and disposable.

Based on observations at providers facilities an estimated sixty percent of the patients presented
with their personal equipment to the clinic. Nearly all the provider facilities sell equipment to
patients with injection prescription or at index visit, In one of the urban private clinics, needles
were sold to patients at each subsequent visit; these would then be applied to an old syringe
which the patient carmed along. The rationale was that the syringe offered little chance of
transferring contamination as compared to the needles. This contrasted with the semi-rural and
remote government health centres which offered only needles for sale to the patient while
syringes were provided by the health centre. Government health centres are sometimes provided
with more needles than syringes.

Provider facilities in urban arcas attending to company patients are paid by the employers for
providing treatment. These patients refused to carry along used equipment and requested a new
sealed set of needle and syringe for each injection administered. This suggests that many
patients would prefer new sterile equipment at ¢ach visit but cannot afford it. In contrast,
company patients have their medical bills settled by their employers, so they can demand new
equipment at each visit.

The mistrust in the effectiveness of 'communal sterilization' is evident in both patients and
health prowviders. It is common practice especially among the semi-rural and remote
cominunities for patients to contact the provider for the injectable and then arrange for the
injection to be administered at home. In other cases patients present with used equipment on
mdex visit to the provider.

Sterilization/high level disinfection

The methods of sterilization observed in the Busoga study were as follows:

Table 15: Methods of sterilization observed at providers facilities in Busoga Region

Method of sterilization % of providers
n=21

Boiling 100.0%
(21)
Steatn 28.6%
(6)

Chemical 4.8%
(1

Boiling
Sterilization through boiling was used by all providers. No special skill or technology is
required for it to be effective. In the semi-rural and remote provider facilities, and in
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