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“We believe that at this moment in time it is important to pull together
all the energy and momentum of the Ponseti method and to
coordinate and concentrate its future programs and training so we can
be a highly effective Association that brings about change to eradicate
neglected clubfoot in the world. In this chaotic world of war, strife,
terrorism, natural disasters and events over which we have no control,
we need  to pause and give thanks that the field of endeavor we are
engaged in can change forever the life of a child. Together we can
make it happen sooner rather than later”. 

- From the Ponseti International Association for Clubfoot Treatment,
University of Iowa Hospitals and Clinics, Department of Orthopedics, Iowa City, Iowa 

“The 50-year personal experience of Ignacio
V. Ponseti, MD, indicates that most clubfeet,
when treated  shortly after birth, can be
easily corrected by manipulation and
application of five or six plaster casts.”

Zlatko Anguelov 
Ponseti Method of Idiopathic Clubfoot Treatment
Currents: Winter 2000, Volume1, Number 1 
CURRENTS is published by University of Iowa Health Care
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Shafique Pirani, MD, FRCSC
Professor
Department of Orthopaedics
Faculty of Medicine
University of British Columbia

Project Director
Uganda Sustainable Clubfoot Care Project

The Uganda Sustainable Clubfoot Care Project’s Mission is to make available in a
sustainable fashion a universal, effective, efficient, and safe treatment of the congenital
clubfoot deformity in Uganda. March 31, 2006 marked the end of the 2nd year of this 6
year CIDA Tier 2 funded effort to develop health care capacity in the challenging
environment of a developing nation. This juncture provides an opportune time to
review our accomplishments, acknowledge our challenges, and reiterate the project’s
vision for its third year and beyond.

Accomplishments

“I therefore recommend that the Ministry of Health adopt this cheaper
method of treatment of congenital clubfoot in all its hospitals.” 

Professor Gilbert Bukenya, Vice President, Uganda at  USCCP Launch Feb 2005

The Ugandan Ministry of Health approval of the Ponseti Method of treatment of the
Congenital Clubfoot as the preferred treatment for children born with clubfeet in
Uganda was the impetus needed for Uganda’s Healthcare Schools and Uganda’s
Healthcare system to change how the congenital clubfoot deformity would be
viewed. Ugandan health care workers began to feel empowered to manage children
born with clubfeet with techniques that are the most advanced and designed to give
the best results possible.

Building Capacity to Teach

• Makerere Medical School’s Undergraduate & Postgraduate Curriculi in 
Musculo-skeletal health were upgraded to include the Ponseti Method of 
treating the congenital clubfoot deformity. 

• Mulago Paramedical Schools of Orthopaedic Officers and Orthopaedic 
Technology Curriculi were upgraded to include a module for the Ponseti 
method of treating the congenital clubfoot deformity & a module on Steenbeek
Foot Abduction Brace production respectively. 

• A Clubfoot Screening Module for Nursing & Midwifery Schools was 
developed and approved by the School of Nursing.

Each year, over 1,000

children are born in

Uganda with clubfeet.

Most remain untreated

and are subject to the

downward spiral of

deformity, disability,

depression and despair.



• Professor Lynn Staheli, University of Washington and Health Education and 
Low-cost Publications (H.E.L.P.) is assisting in developing teaching materials 
for all of these programs and schools.

Building Capacity to Detect and Treat the Congenital Clubfoot.

The training of healthcare workers continues constantly – in the clinical setting of
the Clubfoot Clinic at Mulago Hospital, and also with in-service training workshops
for those in government and non government organization (NGO) service. By 31
March 2006, over 500 Ugandans had acquired new knowledge and skills in detection
and management of the congenital clubfoot including: 

• 296 Nurses and Midwives (31M, 265F)
• 49 Medical Students (31 M, 18 F)
• 100 Orthopaedic Officers in training (72 M, 28 F)
• 18 Orthopaedic Technicians (17 M, 1 F)
• 43 Orthopaedic Officers (36 M, 7 F)
• 4 Orthopaedic Surgeons in training (4M)
• 6 Orthopaedic Surgeons (6M) 

Within the structure of USCCP, eight clubfoot clinics are now operational:

• 1 National Clubfoot Clinic (Thursdays at Mulago Hospital)
• 7 Regional Referral Hospital Clubfoot Clinics: 

1.   Jinja 5.   Mengo
2.   Mbale 6.   Nsambya
3.   Mbarara 7.   Rubaga
4.   Masaka 

Research and Data Collection

Research and Data Collection are integral parts of the Project and will serve to
inform the subsequent phases of the project and measure outcome.

The Ethno-Cultural Survey was completed. This report was designed to study
knowledge, attitudes, beliefs, and practices across different regions in Uganda about
the congenital clubfoot deformity.  As USCCP endeavors to implement a culturally
appropriate and relevant awareness and treatment program for clubfoot, it is vital to
have an in-depth understanding of how people view this condition.

The Incidence Survey has begun. Worldwide, on average, 1 child in 1000 is born
with clubfeet. In Uganda, pilot data suggests between 1 and 3 births per thousand.
This Incidence Survey is designed to determine the true burden of the congenital
clubfoot problem in Uganda.

Clubfoot Conferences 

As Uganda begins to develop national capacity in management of the clubfoot
deformity with USCCP, interested parties from many other countries are inquiring
about the details of the project. This prompted the project leaders to stage a
conference, Management of the Clubfoot Deformity - Working Toward Building 
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National Capacity in the Developing World, in Kampala, November 17 & 18, 2005.
Attendees came from many surrounding East African countries. Planning for
sustainable regional and national clubfoot programs based on the Uganda model is
underway in Zambia, Malawi, South Africa, Somaliland, Brazil and Pakistan.

Challenges

Challenges abound in developing countries when one is building capacity. The
Project continually faces issues such as lack of material and human resources for
clinical care (due to the enormous demands on a system with little reserve). The
Project’s view is to first understand the problems in their appropriate context, and
then support, where possible, Ugandan solutions to these problems.

Vision for year three & beyond

The focus will remain on building capacity to train (by completing and distributing
teaching materials for all training institutions), and building capacity to detect and
treat the deformity (by implementing our “Proposal for Training of Orthopaedic
Officers in District Hospitals” and “Proposal For Creating Awareness Among
Nurses And Midwifes In District Hospitals”).  We see the number of clubfoot clinics
increasing, and the ongoing development of systems within the Ministry to maintain
stability in predicting and fulfilling the need for material and human resources for
these clinics. As our data flow increases, project partners will more accurately be
able to plan and execute necessary care for these patients. The Project will be better
informed and able to advise others wanting to implement similar programs for their
communities.

Special Recognition from Association of Universities and Colleges of Canada

The Association of Universities and Colleges of Canada chose USCCP to be one its
three case studies this year. USCCP was featured because of its strategic vision of
how to manage health issues in developing countries.

I would like to take this opportunity to thank the many individuals who share the
vision and mission of the Project and their exhaustive work done to bring this
Project along.  I would also like to thank all of the Partner Institutions (listed on the
adjacent pages) whose support has made this Project possible.  I look forward with
anticipation to Year Three and beyond.     

Respectfully submitted by

Shafique  Pirani, MD, FRCSC

Professor, Department of Orthopaedics
Faculty of Medicine, University of British Columbia

Project Director
Uganda Sustainable Clubfoot Care Project

April 30, 2006
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Lead Canadian Partner Lead Developing Country Partner

The University of British Columbia Makerere University, Uganda 

Canadian Project Director: Uganda Project Director:
Dr. Shafique Pirani MR. Edward Naddumba

Professor, Senior Consultant,
Department of Orthopaedics Department of Orthopaedic Surgery

Phone number: (604) 522-2332 Phone number: 011-041-542332
E-mail address: piras@aol.com E-mail address: enaddumba@yahoo.com

Link to Uganda's national development priorities

The Uganda Poverty Eradication Plan states that ill health is the most frequently cited
cause and consequence of poverty in the country. Its four pillars of action include
actions that directly improve the quality of life of the poor and actions that directly
increase the ability of the poor to raise their incomes. The Uganda Ministry of Health
has expressed the desire to incorporate the principles of clubfoot management espoused
by this project within its next five-year strategic plan (2005-2010). 

Project purpose

The project purpose is to make available in a sustainable fashion a universal, effective,
efficient, and safe treatment of the congenital clubfoot deformity in Uganda.

Expected outcomes

The project will reduce the consequences of disability from neglected clubfeet by
institutionalizing the Ponseti Method of clubfoot treatment throughout the Ugandan
health care system and will train health care personnel to detect and treat the deformity.

Beneficiaries

The main beneficiaries will be children affected by clubfoot and their families.

Key activities

Key activities include an ethno-cultural survey, an incidence survey, the development of
an awareness program, clubfoot conferences in Uganda as well as workshops for
orthopaedic officers, technicians and local health care personnel to provide treatment
with a method that is socially acceptable and economically viable.
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Key Results to Date

Outputs 1.1 to 1.4: 

Makerere Medical School’s undergraduate and postgraduate syllabi in
Musculoskeletal health are now upgraded to include the Ponseti Method of
treating the congenital clubfoot deformity. 

Mulago Paramedical Schools of Orthopaedic Officers and Orthopaedic
Technology syllabi are now upgraded to include a module for the Ponseti
method of treating the congenital clubfoot deformity and a module on
Steenbeek Foot Abduction Brace production respectively. Teaching materials
being developed for these schools.

Output 1.5: 

In-service training workshops for technicians in government and NGO service (with a
specific focus on the role of the Orthopaedic Technician in the Ponseti Method) began
September 2005. 18 (17 M, 1 F) technicians were trained by March 31, 2006.

Output 1.6:

Clubfoot screening module for Nursing and Midwifery Schools developed and
approved by School of Nursing at Mulago. Teaching materials being developed. 

Outputs 1.7:

49 (31 M, 18 F) Medical Students and 100 (72 M, 28 F) Student Orthopaedic Officers
acquired new knowledge and skills in detection and management of the congenital
clubfoot in Uganda by March 31, 2006.

Outputs 1.8: 

6 (6 M) Orthopaedic Surgeons and 4 (4 M) Orthopaedic Surgeons in training acquired
new knowledge and skills in detection and management of the congenital clubfoot in
Uganda by March 31, 2006.

Outputs 1.9:

43 ( 36 M, 7 F) Orthopaedic Officers acquired new knowledge and skills in detection
and management of the congenital clubfoot in Uganda by March 31, 2006.

Outputs 1.10:

296 (31 M, 265 F) Nurses and Midwives acquired new knowledge and skills in detection
and management of congenital clubfoot in Uganda by March 31, 2006.
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Output 2.1:

The Ministry of Health approved the Ponseti Method of treatment of
the Congenital Clubfoot as the preferred treatment for children born
with clubfeet in Uganda.  

“I therefore recommend that the Ministry of Health adopt this cheaper 
method of treatment of congenital clubfoot in all its hospitals.” 

Professor Gilbert Bukenya, Vice President, Uganda.

Output 2.2:

Within the structure of USCCP, a National Clubfoot Clinic (Thursdays
at Mulago Hospital), and 7 Regional Clubfoot Clinics (Jinja, Masaka,

Mbale, Mbarara, Mengo, Nsambya & Rubaga Hospitals) are now operational).

Output 2.5.1:

Ethno-Cultural Survey completed

This rapid ethnographic study was designed to study knowledge, attitudes,
beliefs, and practices across different regions in Uganda about the congenital
clubfoot deformity.  It is the first phase of the Uganda Sustainable Clubfoot Care
Project (USCCP) and will serve to inform the subsequent phases of the project.
USCCP endeavors to implement a culturally appropriate and relevant awareness
and treatment program for clubfoot, therefore it is vital to have an in-depth
understanding of how people view this condition.

Output 2.5.2:

Incidence Survey started February 15, 2006

Worldwide, on average 1 child in 1000 (range 0.7 – 7 per thousand) is born with
clubfeet. In Uganda, pilot data suggests between 1 and 3 births per thousand.
This Incidence Survey is designed to determine the true burden of the congenital
clubfoot problem in Uganda. This will allow effective and efficient central
planning for resources. Differences between expected and actual referral rates
may suggest the need for further awareness raising efforts.

Output 2.5.3:

Clubfoot Conferences

Management of the Clubfoot Deformity - Working Toward Building National
Capacity in the Developing World, Kampala, November 16 & 17, 2005

As Uganda begins to develop national capacity in management of the clubfoot
deformity with USCCP, interested parties from many other countries are
inquiring about the details of the project. This prompted the project leaders to
stage this conference, attended by many from surrounding East African
countries, on how one goes about setting up and running a sustainable national
clubfoot care program.
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The Project Partners include:

Canadian International Development Agency (CIDA)

The Canadian International Development Agency (CIDA) is Canada’s lead development agency. It has a mandate to
reduce poverty and to contribute to a more secure, equitable, and prosperous world. CIDA works in partnership
around the world to support sustainable development in developing countries and to offer humanitarian
assistance in areas of need. ww.acdi-cida.gc.ca

Children’s Orthopaedic Rehabilitation Unit (CORU)
CORU is one of the departments of Mengo Hospital working in the field of paediatric
orthopaedics and plastic sugery. CORU’s mandate is to prevent disability and to restore ability,
or at least decrease the limiting effects of disabling physical condition. The main focus of
CORU is children with physical disabilities.

Christian Blind Mission
To rescue and restore people trapped in poverty by disability. These are the most forgotten
people in the world.

Makerere University
Makerere University is Uganda’s premier institution of higher learning. With a student
population of over 30,000, it ranks as one of the largest in East and Central Africa.

Mulago Hospital
Mulago Hospital is an urban, tertiary care facility located in Kampala, Uganda. It is the largest
government referral hospital, the main teaching hospital of Makerere University and the site of
the main Clubfoot Clinic of the USCCP.

Ministry of Health, Government of Uganda
To provide the policies, guidance and standards; facilitate district health services and manage
nationally based health services. To ensure the attainment of a good standard of health by all
people in Uganda in order to promote a healthy and productive life.

The University of British Columbia
The University of British Columbia, aspiring to be one of the world’s best universities, will
prepare students to become exceptional global citizens, promote the values of a civil and
sustainable society, and conduct outstanding research to serve the people of British Columbia,
Canada, and the world.

THE REPUBLIC OF UGANDA

THE REPUBLIC OF UGANDA



Dr. Jackson Amone
Assistant Commissioner
Integrated Curative Division 
Ministry of Health, Uganda

Plot 6
Lourdel Road, Wandegeya
Kampala, Uganda

Mrs. Susan Cutts
Director of Administration
Department of Orthopaedics
University of British Columbia

#3114-910 West 10th Avenue,
Vancouver, BC  V5Z 4E3
Tel: (604) 875-4156 / Fax: (604) 875-4677
scutts@interchange.ubc.ca

Dr. Fulvio Franceschi
Children’s Orthopaedic 
Rehabilitation Unit
Uganda

Mengo Hospital, P.O. Box 20146, 
Kampala, Uganda
Tel: (256) 041273752
Mobile:  077 674098/553555

Professor  Joseph Konde-Lule
Institute of Public Health,
Uganda

Professor  Richard Mathias
University of British Columbia
Canada

Dr. Kenneth McGillivray
University of British Columbia
Canada

Team Member/Institution Responsibilities

• Regular support supervision to the 
hospitals to ensure that:
- all hospitals budget for and purchase 

supplies for clubfoot treatment
- there is constant availability of  Plaster 

of Paris and braces in the clubfoot clinics
• Health workers sensitization on detection 

and referral of children with clubfoot

• Program Administration in Canada

• Supervision of Ponseti Method 
• Financial Records/Budgets
• Research Supervisor

• Public health/primary care focus of the inter-
vention within the Ugandan health care system

• Research Supervisor 
• The design of the mid-term and final 

evaluation studies
• Data input, analysis, interpretation and 

dissemination to the Project Directors
• Quality assurance of the overall evaluation
• Working with the Ministry of health re: 

screening of newborns for clubfoot deformities 
and their referral for definitive diagnosis at the 
appropriate health center level focusing on the 
integration of this requirement into the existing 
health care system through the well baby visits, 
immunization programs and other primary 
health interventions in place in the Ugandan 
health care system

• Member of Steering Committee
• Assistance in capacity building issues related to

the region as well as how the program can be 
expanded in Africa/elsewhere
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Mr. Winston Miller
Enable Canada
Director Overseas Services
Christian Blind Mission International

3844 Stouffville Road, Box 800, 
Stouffville, Ontario L4A 7Z9
Tel: (905) 640-6466 Fax: (905) 640-4332
E-mail wmiller@cbmicanada.org 

MR. Edward Naddumba
Uganda Project Director
Head of Department of
Orthopaedic Surgery

Mulago Hospital Complex,
P.O.Box 7051, Kampala, Uganda
Tel:  041 542332   Fax:  041 532591
Email:  addumba@yahoo.com

MR. Titus Beyeza
Head of Orthopaedics
Uganda

Mr. Ben Mbonye
Hon. Lecturer

Professor Shafique Pirani
Project Director,
Uganda/Canada

Department of Orthopaedics
#205-245 East Columbia Street, 
New Westminster, BC   V3L 3W4
Tel:  604 522 2332    Fax: 604 522 7686
Email:  piras@aol.com

Dr. Norgrove Penny 
University of British Columbia
Canada

Ms. Marieke Steenbeek-Dreise
Children’s Orthopaedic Rehabilitation
Unit & Department of Orthopaedics
Makerere University
Medical School, Uganda

Team Member/Institution Responsibilities

• Committed ongoing logistical and in-country 
support of training and treatment programs 
through its extensive network of partners in 
Uganda

• Research Supervisors
• Curriculum content of Ponseti Method teaching

modules for all the training institutions and 
Ponseti Workshops for orthopaedic officers in 
the community

• Uganda liaison
• Research Supervisors
• Curriculum content of Ponseti Method teaching

modules for all the medical and paramedical 
training programs as well as the Ponseti 
Method Provider and Support Supervision 
Workshops for orthopaedic officers in the 
community

• Report preparation

• Program Administration in Uganda



These are the key activities and outcomes for the 2005/2006 fiscal year.

Analysis of Project Results

Project Context

This Project aims to change the outcome of this disease for an entire nation (albeit a
developing one). As the Project follows it’s plotted course, it will be subject to the winds
and tides of social, economic, cultural and political changes in Uganda. These influences
may be both positive and challenging. 

The presidential and parliamentary elections on February 23, 2006, were Uganda’s first
multiparty contest in 26 years. The incumbent President Yoweri Museveni, in power
since 1986, retained his seat with more than 59 percent of the vote, according to the
Electoral Commission. Museveni heads the ruling National Resistance Movement.
Though the elections were mostly peaceful there remains undercurrents of concern
about Uganda’s future.

Positive Influences

BCCH Foundation has committed to donate $50 K CAD to the Clubfoot Treatment Capacity in
Uganda and Internationally. 

H.E.L.P. has donated its skill, time and resources in the development of teaching modules and
materials for this project.

Challenging Influences

1. “DEMOCRACY AND GOVERNANCE ASSESSMENT: REPUBLIC OF UGANDA, 2005”.

This USAID publication provides an excellent background to the political and social
developments in Uganda in the build up to the election. Following are excerpts from
the Executive Summary.  For the Executive Summary, please see Appendix 17.

“By 1996, security, rule of law, and respect for basic human rights had been largely
reestablished in South, Central, and Western Uganda.”

“What remained to be addressed can be termed the challenge of democratic
institutional consolidation.”

“The failure of the Movement system (or the Museveni System, as it has increasingly
become) to meet this challenge of democratization largely accounts for the
progressively deepening negative political and economic trends that have been noted
by observers over the past decade.”

“Fragility in the Ugandan context is perhaps best viewed as a function of simultaneous
crises of governance and legitimization, and above all as a result of a progressive
marginalization of institutions with the capacity to promote credible, consensual and
non-violent solutions to the deep social divisions that have accounted for the
persistent social conflict that has characterized the country’s post-independence
history. Seen from this perspective, fragility will likely increase in Uganda if the
progressive centralization and personalization of power in the presidency is not
reversed.”

Uganda Sustainable Clubfoot Care Project • Update 2006
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2. In Aug 2005, the Geneva-based Global Fund to Fight Aids, Tuberculosis and Malaria
suspended all of its five grants worth about Shs280 billion to Uganda over “serious
mismanagement” of the donations. The Justice Ogoola Commission was mandated to
examine the allegations. The article from The Daily Monitor on Saturday, 15th April,
2006 gives the reader an interesting further insight to the challenges face when
working in Uganda and is included in Appendix 18.

“On Wednesday, Justice James Ogoola decried the shaky morality of Ugandans as he
closed the hearings into the mismanagement of Global Fund money meant to fight
HIV/Aids, tuberculosis and malaria. “What we have been doing amounts to no less than
an audit of our country’s moral standing,” he said, adding that the moral fibre of the
country was in a shaky condition. Thus ended the commission’s hearings that opened in
September last year, a month after the Geneva-based Global Fund to Fight Aids,
Tuberculosis and Malaria suspended all of its five grants worth about Shs280 billion to
Uganda over “serious mismanagement” of the donations until the country cleaned up.”

“The commission looked into PwC allegations on procurement, staff recruitment,
disbursements and expenditure of funds by the PMU, which were allegedly not in line
with Global Fund and government policies and procedures.”

“Under relentless questioning, dramatic scenes were inevitable.” 

“When witnesses were not collapsing or exchanging hot words with the
commissioners, they were busy passing the buck.” 

“The Fund monster did not leave Museveni alone. He was twice cited as having used
his office to influence the use of the Global Fund money.”

”That said, all eyes are now on Ogoola’s commission to help, through the
recommendations in its report, ‘mend the moral fibre of Uganda.’”

Results and implementation variance

The Government of Uganda reorganized its administrative districts, increasing numbers 
from 56 to 74.

This has led to a  need for USCCP to reorganize its schedule. No significant results or 
implementation variances are reported.

Spin-off activities and unexpected results

The November 2005 Conference reflected an interest from outside Uganda.
(See Appendix 7)

In an effort to strengthen UPCD project and program management, USCCP was invited to
participate in the development of a suite of case studies involving several Tier 2 projects. AUCC
hired Dr. Fred Keenan to develop this suite of case studies using the case method approach. Each
case focused on a key decision point in the project’s life. (See Appendix 8  for Dr. Keenan’s Case
Study on Uganda and Dr. Shafique Pirani)

Dr. Pirani was invited to FIJI to present the Uganda experience in Clubfoot management to a
South Pacific  audience.  The South Pacific has the highest incidence of clubfoot on the planet (7
out of 1000 live births).  (See Appendix 9 for the report from one of the conference participants
on this event)
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Key Activities Output

1. Conference to develop Modules for 
Clubfoot Detection & Treatment for 
Curricula of:
a. Makerere and Mbarara Medical Schools 

(undergrad) 
b. Makerere Medical School (postgrad -  

Mmed:Orthopaedics and Mmed:Gen Surgery)
c.  Mulago Paramedical Schools of  Orthopaedic 

Officers and Orthopaedic Technology
d. Mulago School of Nursing and Midwifery

2. Training Workshops for orthopaedic 
technologists in Government service
(including) those at Mulago Hospital, where 
Uganda’s main Orthopaedic workshop is located,
and where Uganda’s only School of Orthopaedic 
Technology is based.

3. Regular Training Workshops, Teaching Sessions 
and Continuing Professional Education Seminars 
for a variety of health care professionals in 
Uganda focusing on their roles in the detection, 
referral and management of children born 
with clubfeet in Uganda.

4. Clubfoot Clinics
This year has seen the first stage of  expansion of 
clubfoot clinics into the more populated areas of 
urban and rural Uganda 

5. Manual for management of clubfoot 
deformity
The manual has been completed (draft).

Outputs 1.1 – 1.4 and 1.6
Modules developed for all Schools.
(see Appendices 1 - 5, 11 14  and 15)

Output 1.5
18 technicians (17 M, 1 F) trained – these include the 
instructors at the School of Orthopaedic 
Technology. (see Appendix 6)

Outputs 1.7, 1.8, 1.9, and 1.10
• 49 medical students (31 M, 18 F)
• 100 orthopaedic officer students (72 M, 28 F)
• 6 orthopaedic surgeons (6M)
• 4 student orthopaedic surgeons (4M)
• 43 orthopaedic officers in clinical practice

(36 M, 7 F)
• 296 nurses in clinical practice (31 M, 265 F)
have acquired new knowledge and skills in detection
and management of congenital clubfoot in Uganda.
(see Appendix 6)

Output 2.2
Within the structure of USCCP, 7 Regional Clubfoot
Clinics (Jinja, Mbale, Mbarara, Msaka, Mengo,
Nsambya & Rubaga Hospitals) are now operational,
supported by the National Clubfoot Clinic at Mulago
Hospital. Clubfoot clinics now run weekly at 8 of
Uganda’s largest hospitals in its most populated
areas. (see map – Appendix 10)

Output 2.3
After final editing and printing (est run of 3000),
copies should be widely available by the end of 2006.
(see Appendix 14)

These are the key activities and outcomes for the 2005/2006 fiscal year.
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Key Activities Output

These are the key activities and outcomes for the 2005/2006 fiscal year.

6. Ethno-cultural Survey 
This Survey is now complete.

7. Incidence Survey 
In this activity, it is proposed to screen the feet of 
100,000 Ugandan newborns (in hospitals) for 
clubfeet.  The purpose is to determine the true 
burden of the congenital clubfoot (by sex) in 
Uganda, by establishing accurately the number of
newborns with clubfeet per thousand live births.

8. First Clubfoot Conference held 
November 16 & 17, 2005. 

Output 2.5.1
Some of its findings and recommendations have
already been incorporated within USCCP’s teaching
modules and materials. (see Appendix 12)

Output 2.5.2
Knowing this figure will help the
Ministry of Health to more effectively 
and efficiently plan. (see Appendix 13)

A conference entitled: Management of the Clubfoot
Deformity - Working Toward Building National Capacity
in the Developing World was held in Kampala,
November 16 & 17 , 2005. (see Appendix 7)
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These include the intended results, the performance indicators
and the cumulative results achieved for the Project to date. 

Intended Results Indicators Cumulative
outcome & outputs achieved

(use indicators)

Outcome 1 (institutional)
By 2010, 80% schools of Higher
Learning in Uganda (Medical Schools,
Nursing schools, Paramedical Training
Schools – that educate & train Uganda’s
future healthcare workers) will have
strengthened capacities to teach how to
detect and treat the congenital clubfoot
deformity in a sustainable manner
within the Ugandan social, cultural &
economic context. 

Outputs 1

Outputs 1.1: Makerere and Mbarara
Medical Schools undergraduate
syllabus in Musculoskeletal health
upgraded to include module for the
Ponseti method of treating the
congenital clubfoot deformity by 2005.

Output 1.2: Makerere Medical School
postgraduate syllabus in orthopaedic
surgery and general surgery upgraded 
to include module for the Ponseti
method of treating the congenital
clubfoot deformity by 2005.

Output 1.3: Mulago Paramedical
School of Orthopaedic Officers syllabus
upgraded to include a module for 
the Ponseti method of treating the
congenital clubfoot deformity by 2005.

Output 1.4: Mulago Paramedical
School of Orthopaedic Technologists
training upgraded to include a module
on Steenbeek Foot Abduction Brace by
2005.

Output 1.5: By 2006 80% of in-service
technicians currently in government 
and NGO have been trained in the
Ponseti Method with a specific focus 
on the role of the Orthopaedic 
Technician through workshops 
in Uganda. 

Outcome Indicators 1
Indicator 1.1: Number of institutions in
Uganda having improved capacities in
the teaching of the care of the congeni-
tal clubfoot deformity.
Indicator 1.2: Level of success in the
teaching of the treatment of clubfoot
deformity of practitioners trained
through the targeted institutions.

Output indicators 1
Indicator 1.1:  Number of medical
students benefiting each year from the
upgraded syllabus. Assessment of
quality of teaching module by survey.

Indicator 1.2: Number of postgraduate
students in general and orthopaedic
surgery benefiting each year from
upgraded syllabus.  Assessment of
quality of teaching module by survey. 

Indicator 1.3: Number of trained
orthopaedic officers benefiting from
new modules each year. Assessment of
quality of teaching module by survey. 

Indicator 1.4: Level of satisfaction of
technicians benefiting from new
module. Assessment of quality of
teaching module by survey.

Indicator 1.5: Number of in-service
technicians trained and actually using
new capacities in their practice. 

Outputs 1.1 to 1.4:
Makerere Medical School’s under-
graduate and postgraduate (Mmed
Gen Surg & Mmed Ortho) courses in
Musculoskeletal health are now
upgraded to include the Ponseti
Method of treating the congenital
clubfoot deformity. Mulago
Paramedical Schools of Orthopaedic
Officers and Orthopaedic Technology
courses are now upgraded to include
a module for the Ponseti method of
treating the congenital clubfoot
deformity and a module on
Steenbeek Foot Abduction Brace
production respectively. Teaching
materials being developed for these
schools. (see Appendices 1, 2, 3, 4, 5, 6,
11, 14, & 15)

Output 1.5: In-service training work-
shops for technicians in government
and NGO service (with a specific
focus on the role of the Orthopaedic
Technician in the Ponseti Method)
began Sept. 2005. 18 technicians
(17 M, 1 F) trained by March 31, 2006
(see Appendix 6).
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These include the intended results, the performance indicators
and the cumulative results achieved for the Project to date. 

Intended Results Indicators Cumulative
outcome & outputs achieved

(use indicators)

Output 1.6: Clubfoot screening module
designed, introduced and taught by 80%
of nursing and midwifery schools by
2006.

Output 1.7: By 2010, 720 medical
students (80 at MUMS and 40 at UMMS
each year for six years will benefit from
new knowledge and skills in the detec-
tion and management of congenital
clubfoot in Uganda with a specific focus
on the role of the Medical Officer in the
District Hospital.

Output 1.8: By 2010, 48 surgeons (4
surgeons and 4 general surgeons each
year for six years) have acquired new
knowledge and skills in the detection
and management of congenital clubfoot
in Uganda with a specific focus on the
role of the General and Orthopaedic
Surgeon in the District and Referral
Hospital.

Output 1.9: By 2010, 120 orthopaedic
officers (20 each year for six years) have
acquired new knowledge and skills in
the detection and management of
congenital clubfoot in Uganda with a
specific focus on the role of the
Orthopaedic Officer in the District
Hospital. 

Output 1.10: By 2010, 80% of nurses 
(in Uganda seeing infants) will benefit
from new knowledge and skills in the
screening and detection of congenital
clubfoot in Uganda with a specific focus
on the role of the nurse at the time of
issuance of the “child health card”.

Indicator 1.6.1: Clubfoot screening
module approved by nursing and mid-
wifery council of Uganda for all nursing
and midwifery schools by 2005. 

Indicator 1.6.2: 80% of nursing and mid-
wifery students benefiting from new
module by 2006.  Assessment of quality 
of teaching module by survey.

Indicator 1.7: Number of medical
students having acquired new
knowledge and skills in detection and
management of congenital clubfoot in
Uganda. 

Indicator 1.8: Number of surgeons
having acquired new knowledge and
skills and number that are using their
new knowledge and skills in their
practice.

Indicator 1.9: Number of orthopaedic
officers having acquired new knowledge
and skills and number of them that are
using their new knowledge and skills in
their practice. 

Indicator 1.10: Number of nurses having
acquired new knowledge and skills. 

Output 1.6: Clubfoot screening 
module for Nursing and Midwifery
Schools developed and approved by
School of Nursing at Mulago (see
Appendices 3 & 11). Teaching materials
being developed. 

Output 1.7: 49 (31 M, 18 F) Medical
Students and 100 Student Orthopaedic
Officers acquired new knowledge and
skills in detection and management of
congenital clubfoot in Uganda by
March 31, 2006 (see Appendix 6).

Output 1.8: 6 (6M) Orthopaedic
Surgeons and 4 (4M) Orthopaedic
Surgeons in training acquired new
knowledge and skills in detection and
management of congenital clubfoot in
Uganda by March 31, 2006 (see
Appendix 6).

Output 1.9; 43 (36M, 7F) Orthopaedic
Officers acquired new knowledge and
skills in detection and management of
congen-ital clubfoot in Uganda by
March 31, 2006 (see Appendix 6).

Output 1.10; 296 ( 31 M, 265 F) Nurses 
and Midwives acquired new know-
ledge and skills in detection and
management of congenital clubfoot 
in Uganda by March 31, 2006 (see
Appendix 6).
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Intended Results Indicators Cumulative
outcome & outputs achieved

(use indicators)

Outcome 2 (community)
By 2010, the Ponseti method of treating
the congenital clubfoot is integrated
within the Ugandan healthcare system
such that there will be increased capacity
within each of Uganda’s 56 districts for
detection and treatment. By the end of
the project there should be high
awareness of the deformity within health
care workers and the population, the
deformity should be routinely
recognized, the infants should be taken
for treatment, and the treatment be
available and effective with improved
treatment for up to of one thousand
infants per year.

Outputs 2
Output 2.1: Ministry of Health approval
of Clubfoot Treatment Protocol for
Uganda by 2005, with necessary
resources for District Hospital Clubfoot
care. 

Output 2.2: By 2006, all of Uganda’s 56
Districts to have at least one
Orthopaedic Clinical Officer trained in
the Ponseti Method of Treating the
Congenital Clubfoot.

Output 2.3: By 2006, a manual for
District Hospitals for the management 
of the congenital clubfoot deformity 
has been produced and distributed to 
all hospitals in Uganda.  

Outcome Indicators 2
Indicator 2.1: Actual compared to
expected rates of referral to District
Hospitals based on incidence 
data by sex.

Indicator 2.2: Number of District
Hospitals using Ponseti Method as
treatment of choice for clubfeet.

Indicator 2.3: Pirani Clubfoot Scores
for up to a thousand clubfeet per year.

Output indicators 2.1
Indicator 2.1: Official approval of
Clubfoot treatment protocol by MoH
with satisfactory arrangement for
necessary resources for District 
Hospital clubfoot care by 2005.

Indicator 2.2: Number of Uganda’s
Districts with Orthopaedic Officer trained
in managing clubfoot by the method of
Ponseti over time (by end of 2006). 

Indicator 2.3: The number of hospitals
that have received the manual and that
are using it as a key reference for 
treating clubfoot deformity.

Output 2.1: The Ministry of Health
approved the Ponseti Method of
Treatment of the Congenital Clubfoot as
the preferred treatment for children born
with clubfeet in Uganda.
“I therefore recommend that the Ministry of
Health adopt this cheaper method of
treatment of congenital clubfoot in all its
hospitals.”
Professor Gilbert Bukenya, 
Vice President, Uganda 
(see Appendix 16)

Output 2.2: Within the structure of
USCCP, 7 Regional Clubfoot Clinics
(Jinja, Mbale, Mbarara, Msaka, Mengo,
Nsambya, & Rubaga Hospitals) are
now operational, supported by the
National Clubfoot Clinic at Mulago
Hospital. Clubfoot clinics now run
weekly at 8 of Uganda’s largest
hospitals in its most populated areas
(see map - Appendix 10).

Output 2.3: The manual has been
completed in draft form and is due to
be printed in late 2006 and widely
available throughout Uganda late 2006
(see Appendix 14 & 15).

These include the intended results, the performance indicators
and the cumulative results achieved for the Project to date. 
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These include the intended results, the performance indicators
and the cumulative results achieved for the Project to date. 

Intended Results Indicators Cumulative
outcome & outputs achieved

(use indicators)

Output 2.4: By 2007, all of Uganda’s 
56 Districts’ birthing clinics and
immunization centers to be sensitized
in clubfoot detection  

Output 2.5: Over the life of the project, a
variety of studies (Outcome Evaluations)
and surveys (Incidence Survey, Ethno-
Cultural Survey) are planned. This out-
put focuses on data collection and inter-
pretation (Incidence Survey-2005, Ethno-
Cultural Survey-2005, Outcome Evalua-
tion-2007 & 2010) presentation at con-
ferences (24 presentations anticipated by
end of project) and publications in peer-
reviewed academic journals (12 antici-
pated by end of project). In addition 2
conferences are planned in Uganda (in
2008 & 2010) to disseminate the results of
the Project.

Indicator 2.4: Percentage of Uganda’s
birthing clinics and immunization
clinics sensitized in clubfoot detection
over time by end of year 2007.

Indicators 2.5:
1. Ethno-Cultural Survey 

completed-2005
1. Incidence Survey completed-2005,
3. First Outcome Evaluation 

completed-2007 
4. Final Outcome Evaluation 

completed-2010
5. Clubfoot Conference 2008
6. Clubfoot Conference 2010
7. 24 Conference Presentations
8. 12 Peer Reviewed Publications

Output 2.4: 296 (31 M, 265 F)
Nurses and Midwives acquired new
knowledge and skills in detection and
management of congenital clubfoot in
Uganda by March 31, 2006 (see
Appendix 6 for details of hospitals and
districts).

Output 2.5:
1. Ethno-Cultural Survey- 

completed. (see Appendix 12)
1. Incidence Survey began on 

February 15, 2006. (see 
Appendix 13)

3. USCCP first Clubfoot Conference
was held on November 16 & 17, 
2005 (see Appendix 7).

Sincere Thanks!



Report from the Department Head

Department of Orthopaedics

Clive P. Duncan, MB, MSc, FRCSC

Professor and Head Head, Department of Orthopaedics
Department of Orthopaedics Vancouver Acute Health Services
Faculty of Medicine (Vancouver General Hospital and University Hospital Sites)
University of British Columbia Vancouver Coastal Health Authority

◗ Underdeveloped World Presence
“Our Department has enjoyed a modest but effective involvement in education and care in
underdeveloped parts of the world over the last 40 years, through the individual voluntary
activities of Department members.

This has risen to a new level of prominence and effectiveness through the work of Dr. Shafique
Pirani.Working with colleagues in Uganda, Shafique developed a novel method of delivering care
to children with clubfoot deformity: The Uganda Clubfoot Project.Through his efforts, this was
recently recognized with a $1.8 million CIDA/UBC program to establish and sustain this program
further. The need is so great and the program so effective that it has attracted attention from
adjoining countries in Africa and from India. There is little doubt that this is going to lead to a
greater involvement of our Department and its members in third world care in the near future.”
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The Bethune Round Table (BRT) is Canada's 
only annual conference devoted entirely to 
international surgery. From May 14 to 16, 
2004, the third such conference was hosted 
by the Office of International Surgery at the 
University of Toronto. The term “interna-
tional” in this setting implies not only 
participants from a number of countries but 
also a focus on those surgical maladies and 
impediments to surgical care that dispropor-
tionately afflict many of the regions of our 
world and are tied to economic, political, 
social, cultural and environmental deter-
minants of health.1 An increasingly used 
term in international circles is the “10/90 
gap.”2 Although this was originally applied to 
the perceived discrepancy in pharmaceutical 
spending on research and development in 
favour of diseases that affect the indus-
trialized countries, one hears it applied more 
broadly today. When stated for surgeons, we 
imply that 10% of the world's population 
receives 90% of its surgical resources. 
Conversely, 90% of the population is limited 
to only 10% of these resources. The BRT 
recognizes that the greatest proportion of 
the global burden of surgical disease is borne 
by those who are least able to do so, who are 
disadvantaged by poverty and conflict, and it 
is committed to providing a Canadian sur-
gical forum in which to address the para-
meters of this global surgical reality. 3

Gallie Day Invitation
     One of the plenary sessions of the BRT 
was jointly shared with the University of 
Toronto, Department of Surgery's annual 
Gallie Day. The department devoted both its 

Gordon V. Murray Lecture and its sym-
posium to international surgery. This high 
profiling of international surgery under-
scores how it is becoming recognized as a 
valid discipline in its own right.
     The lecture, “Congenital clubfoot 
deformity in Uganda,” by Dr. Shafique 
Pirani, an orthopaedic surgeon from the 
Royal Columbian Hospital, Vancouver, 
demonstrated how partnership, appropriate 
technology, cultural humility, meticulous 
training and modest funding can combine to 
effect a significant contribution to the well-
being of a country. The project involves 
application of the Ponsetti method4 of se-
quential casting for the treatment of club-
foot, and Pirani's presentation convincingly 
showed the effectiveness of the method. In 
recognition of the marked manpower shor-
tage of orthopaedic surgeons in Uganda, Dr. 
Pirani has built the program around the 
training of orthopaedic assistants in this 
method. By focusing on a nonoperative, 
effective and low-cost methodology, this 
program is poised to increase access to care 
and to be sustainable.
     The symposium covered an array of 
topics. Dr. Lawrence Museru from 
Muhimbili University College of Health 
Sciences in Dar es Salaam outlined how a 
public-private mix of funding at a centre in 
Tanzania provided a great advantage over 
dependency on meagre public funds and 
emphasized that this had to be done with 
accountability, assuring that the added in-
come was channelled back into the insti-
tution and its services. He stressed the im-
portance of this last point and suggested that 

this was a key for the sustainability of similar 
institutions in much of the developing 
world. Dr. Chris Giannou, of the Interna-
tional Committee of the Red Cross, Geneva, 
pointed out how war is associated with the 
disintegration of a country's health system 
and explained that the most important 
principles to teach in these adverse circum-
stances in order to establish a surgical service 
include basic first aid, management of septic 
wounds and understanding the difference 
between civilian trauma and war trauma. Dr. 
Jimmy James introduced the new College of 
Surgeons of East, Central and Southern 
Africa. As the Secretary-General of the 
College, headquartered in Arusha, Tanzania, 
he outlined its mandate of training, setting 
standards credentialling and recruiting for 
its member countries, which include Ethiopia, 
Kenya, Malawi, Mozambique, Tanzania, 
Uganda, Zambia and Zimbabwe. Two levels 
of surgical certification (a Membership of 
the Surgical College after 2 years and a 
Fellowship after 4-5 years) are offered, 
meaning that trainees are now able to be 
credentialled within the region.

References: 
From the *Department of Surgery, University of British 
Columbia, Vancouver, BC, and the †Department of 
Surgery, University of Calgary, Calgary, Alta. 
1. Lett R. International surgery: definition, principles 
and Canadian practice. Can J Surg 2003;46:365-72. 
2. Lewis, R. Fighting the 10/90 gap. Médécins Sans 
Frontières: 2002. 
3. Office of International Surgery, University of 
Toronto. The Bethune Round Table
4. Ponseti IV, Congenital clubfoot: fundamental 
treatment. Oxford: Oxford University Press; 1996.

Review of a Canadian forum on international
surgery: the Bethune Round Table

Robert H. Taylor, MD, CM;* Gwen Hollaar, MD, MPH†

The Bethune Round Table is an annual conference on international surgery that is unique in North 
America. Hosted by the Office of International Surgery at the University of Toronto, the conference 
provides a forum for profiling the global realities of surgical need, particularly as they relate to 
vulnerable and disadvantaged people of low-income countries. The 2004 Bethune Round Table, 
drawing on input from 4 continents, highlighted “emerging directions.” Presentations and 
discussions focused on the themes of current surgical realities, the implications for surgical 
education, the role of specialized surgical services and the function of surgical partnerships.

International Surgery
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“Children’s Orthopaedics in North America – History, Genealogy, and Evolution” 
Dennis R. Wenger, MD (and the POSNA History Committee)
Pediatric Orthopaedic Society of North America – Chicago

Ponseti has spent the past 20 years educating the world regarding the superior results that can be 
obtained by sophisticated, manipulative methods. He not only published a textbook on the subject but 
also harnessed the powerful medium of the internet to communicate both with surgeons throughout the 

globe as well as to parents and parent groups. His methods are 
now used worldwide, with special applicability to areas where 
surgical resources are limited. The clubfoot project in Uganda, 
started by Pirani, provides economical, effective care for clubfoot 
in an environment that has limited medical resources.

Remarkably, Ponseti's manipulative methods are a refinement of 
methods developed in the 19th century, following the 
development of the plaster of Paris bandage. This return to 
simpler method represents one of the few areas in children's 
orthopaedics where modern surgical methods have proven to be 
less effective than non-surgical techniques.

Uganda Sustainable Clubfoot Care Project • Update 2006

Communication Products
22



by Heather Kent 
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Getting Uganda
back on its feet
Exiled by Idi Amin in 1972, pediatric orthopedic
surgeon Dr. Shafique Pirani returned to Uganda
26 years later, eventually launching the Uganda 
Sustainable Clubfoot Care Project

Dr. Shafique Pirani (centre) in Uganda at the Mulago Hospital Clubfoot
Clinic surrounded by a group of trainee orthopedic officers during a
teaching session. Two of the trainees are applying a cast to a baby with
clubfeet while she is on her mother’s lap.

A staggering 1,000 Ugandan babies
are born each year with clubfeet.
Using the non-surgical Ponseti
technique, clubfeet are manipulated
and the modified position is main-
tained by a series of five casts.

P
ho

to
s 

su
pp

lie
d 

by
 D

r. 
S

ha
fiq

ue
 P

ira
ni

officers—the key frontline health-care 
professionals—in the non-surgical 
Ponseti management method for 
clubfoot. The Ponseti technique of 
manipulation and casting clubfeet was 
developed by Dr. I. Ponseti, an 
American orthopedic  surgeon, 
beginning in the 1940s. It has been 
recognized as a minimally invasive, 
inexpensive technique that is ideal for 
use in developing countries where the 
small numbers of surgeons means that 
surgery is not a realistic treatment 
option. The newborn babies’ feet are 
manipulated and the modified 
position is maintained by a series of 
five casts, ideally during the first two 
months of life.

     However, treatment can begin 
anytime before the patient reaches one 
year of age, says Dr. Pirani. By the 
time the fourth casting is completed, 
the clubfoot is generally  completed, 
the clubfoot is generally corrected 
except for the degree of equinus, which 
is dealt with by cutting the Achilles 
tendon under local anesthetic. The 
tendon reattaches within a few weeks. 
If treated as young babies, the children 
are able to start walking normally. 
“When applied properly, we know the 
results are the best. If we get it right in 
Uganda, it can be applicable anywhere 
in the developing world,” he says.

cont'...

DR. SHAFIQUE PIRANI’S
office wall is covered in colourful 
cartoon posters showing Ugandan 
children with clubfeet, and the same 
children with normal feet, playing 
with soccer balls. The words—in 
English and the Ugandan languages— 
tell parents the importance of rapid 
treatment for the disability, which 
affects a staggering 1,000 children 
annually in Uganda and 100,000 
worldwide.
    Of those births, 80,000 occur in 
developing countries where the 
implications are enormous, says Dr. 
Pirani. Because surgery is 
unaffordable, the treatment is neglect, 
he says. “You don’t die from clubfoot, 
but you live a death; you find it very 
hard to get an education, you find it 
very hard to do any more than just 
exist. You can’t usually get a job or get 
married. The individual is condemned 
to poverty.” Moreover, the poverty 
frequently extends to the individual’s 
family and village, he says.
    Dr. Pirani, a pediatric orthopedic 
surgeon at British Columbia’s Royal 
Columbian Hospital and clinical 
associate professor of orthopedics in 
the University of British Columbia’s 
faculty of medicine, is trying to 
improve those statistics. A native of 
Uganda who was forced to flee in 
then-president Idi Amin’s, 1972 
expulsion of residents of Asian 
descent, he completed his medical 
education in England and Canada. 
But it would be 26 years before he 
returned to his homeland, where 
children with clubfeet changed his life.
     Last March, Dr. Pirani had just 
returned from one of numerous trips 
to his homeland since 1998. This visit 
marked a milestone: the start of the 
Uganda Sustainable Clubfoot Care 
Project (USCCP), which will run from 
2005 to September, 2010. Dr. Pirani is 
thrilled that “Uganda is taking owner-

ship” of the initiative, the importance 
of which was underlined by Uganda’s 
Vice President, Professor Gilbert 
Bukenya, who officially launched the 
project. Dr. Pirani was hailed as an 
expatriate hero returning to help his 
country.  Funded by the Canadian 
International Development Agency, 
Enable Canada, Children’s Orthopedic 
Rehabilitation Unit, Uganda,Makerere 
University, Kampala, and the 
Ugandan Ministry of Health, the 
project will take Dr. Pirani’s work over 
the last five years to a new level, with 
comprehensive staff training and new 
solutions to old challenges, such as 
distributing supplies and improving 
accessibility of treatment to the 
children who need it.
     Dr. Pirani describes returning to his 
native country in 1998 and seeing the 
red earth and trees from the airplane 
window— a “mesmerizing” 
experience, he recalls. During that 
visit, he met Dr. Norgrove Penny, an 
orthopedic surgeon from Victoria, 
B.C., with whom Dr. Pirani had been 
in touch since Dr. Penny set up a 
surgical unit in Kampala in 1996. Dr. 
Penny had sent Dr. Pirani a seven-
page e-mail describing his working 
conditions in “touching” detail. 
Conditions such as washing his hands 
before carrying out surgery with water 
poured onto them by an assistant 
because the taps in front of him didn’t 
work. At the time, Dr. Penny was 
operating on about 300 children with 
clubfeet every year.
     The two surgeons met over break-
fast one day in Kampala, and by the 
end of the meal they had come up 
with the bones of the clubfoot project. 
Dr. Penny told Dr. Pirani any initiative 
had to have national scope and he
spent the next six months working
out the details.
     The Burnaby, B.C., rotary club 
provided the initial funding in 1999 
and Dr. Pirani began training 
Uganda’s orthopedic clinical 
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     However, with Uganda’s popu-
lation of 25 million and an average 
birth rate of seven children for each 
child-bearing woman, finding these 
children immediately after they are 
born is a major challenge. About half 
of the births take place in hospitals but 
the rest of  the babies are born in 
villages where the traditional birth 
attendants don’t know about clubfoot, 
explains Dr. Pirani. The USCCP is 
trying to  reach these children when 
they come to health clinics for 
immunizations at about six weeks of 
age, by including clubfoot on the 
babies’ health cards as a condition to 
be checked for. It could be an 
effective strategy in some parts of 
the country where the 
immunization rate is as high as 
90%, but in other parts the rate is 

much lower, says Dr. Pirani.
     Five times as many boys as girls 
are born with clubfoot in Uganda 
and Dr. Pirani would like to know 
why. A survey to determine the 
incidence by gender was started five 
years ago in eight hospitals, and the 
children documented will be 
followed for several years. Other 
challenges include transporting 
sufficient equipment and 
supervisors to the rural areas to 
ensure adequate treatment and 
followup. But one by one, the 
tenacious Dr. Pirani is tackling these 
problems. And much has already 
been accomplished.
    One of his biggest lessons has
been “understanding local problems
from a local perspective,” says Dr. 

 

Pirani. For example, “A shoemaker 
and a bicycle repairman can make a 
brace in Uganda,” he says, showing 
me the metal and leather device in
his office the children wear during
treatment.Made locally, the brace 
costs a few dollars compared to $200 
if manufactured in Canada. Another 
essential supply is plaster, which 
health workers now send in rolls 
especially for the clubfoot patients.
Training in clubfoot treatment —a 
key goal—is being introduced in 
nursing and medical schools and for 
other health-care professionals. The
government is working to set up 
more health centres within five 
miles of every Ugandan.
     Dr. Pirani’s success with the 
Ponseti method has been noticed by 

other countries and in 2001 he was 
invited to Malawi to teach the tech-
nique. That country has now trained 
75 orthopedic officers. In India, Dr. 
Pirani has been helping to build 
partnerships between non govern-
mental organizations, academics 
and government officials to develop 
a Ponseti clubfoot program.
     Dr. Pirani’s passion for helping
his homeland’s children is evident. 
“I was brought up to believe that 
anything is possible one step at a 
time. . . . if you keep the child yet to 
be born in the centre of your vision, 
then the rewards are great,” he says.

Heather Kent is a freelance writer
in Vancouver.
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One man's mission of mercy
A Vancouver surgeon is treating a widespread affliction in his native land, writes Isabel Nanton

"I speak of Africa and golden joys." 
William Shakespeare, King Henry IV, part 2.

     In June, on his most recent visit to Uganda, 
Dr. Shafique Pirani again had a chance to 
observe hard-working, resourceful health care 
workers, known as “orthopedic officers,” who 
are trained to treat the birth defect in a culturally 
sensitive and econo-mically viable way for 
Ugandan society, gently casting and bracing 
infants' feet and, once again, he came away 
humbly “im-pressed.”
     “For example,” says Pirani, “I had Dr. 
Amandu, the Commissioner of Curative Services 
for the Uganda Ministry of Health, whose 
responsibility is to cope, among other things, 
with outbreaks of cholera, dysentery and Ebola, 
one of the top guys in the minis-try, give me an 
hour of his time. 
     “He was solving our problems with the 
project and just said to me, why don't we just set 
up a desk for your administrator in the Ministry 
of Health, so she can come here and have access 
to our resources?”

     And so, the narrative slowly but subtly shifts. 
     Sometimes stymied, as we often are in the 
West by bureaucracy and the slow-moving 
decisions this entails, this Ugandan example 
provides an immediate solution to a potential 
organizational conundrum. Have a problem? 
Let's fix it. Or as writer Patrick Marnham wrote 
in 1980, “When we leave Africa alone, it works.” 
     However, there is another saying in Swahili, 
“Pole pole,” meaning “slowly, slowly,” used to 
encourage folk when they are having hard times 
(it is the conventional phrase of condolence 
when folk are mourn-ing) and the Ugandan 
Clubfoot project, now running successfully, is by 
no means an overnight success. But then 
“overnight successes” are more the narrative of 
the West, than the narrative of Africa. 
     This particular project has its origins on an 
ordinary East African day in 1972, 10 years after 
Uganda's independence from Britain, when folk 
walking to work in the capital of Kampala, 

which, like Rome and Lisbon, is built on seven 
hills, could not help but notice the chilling 
headlines in the Ugandan Argus newspaper. 
     “All Asians must go.”
     Dictators the world over look for convenient 
scapegoats and the then-leader of Uganda, Idi 
Amin, was no exception, giving all Ugandan 
Asians, many of whom formed the backbone of 
thriving businesses in the country Winston 
Churchill called “the Pearl of Africa,” 90 days to 
leave their homeland. Subsequently, Amin 
declared himself the “King of Scotland,” 
presiding over the killing by his troops of an 
estimated 250,000 people and ripping the 
economy of Uganda, once the most prosperous 
country in East Africa, to shreds. 
     For 20 years, this lush land the size of Oregon 
on the shores of Lake Victoria (into the middle 
of which, it has been said, you could put the 
whole of Ireland and still not be able to see it 
from the shore), endured ethnic strife, with  the 

S
omewhere between the writing of these lines by Shakespeare and the 21st century, the narrative on 

Africa shifted. Slavery, colonization, poor leadership, drought and civil strife in many of the 

continent's 53 countries elicited a narrative tinged with despair. Yet, what never ceases to amaze 

visitors to this heart-shaped continent is Africa's resilience and capacity for optimism, despite 

challenges that most of the world's other continents have never had to endure. And one such incidence, an 

analogy if you will for the warped practices of the 20th century, is the work of a self-effacing, Vancouver-

based pediatric orthopedic surgeon whose current project is to fix prevalent clubfoot in the land of his birth. 

Excerpt taken from: The Vancouver Sun, Saturday, July 16, 2005.
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attendant collapse of infra-structure and delivery 
of health care common to such upheavals. 
     “It was a dark time in our history,” said Vice-
President Gilbert Bukenya this past February, 
when, putting aside his prepared script at the 
official launch of The Uganda Sustainable 
Clubfoot Care Project, he warmly welcomed 
Pirani back as a “son of Uganda,” with the 
added apology and unequivocal assurance “that 
those dark days will never happen again.”
     Now 47, Pirani had gone into exile from his 
birthplace as a lad of 15, having survived the 
childhood trauma of a bout with polio. Pirani's 
journey took him, his extended family and 
many of the Ugandan Asian community to 
England, then on to Canada for settlement. 
     His return to Uganda for the official launch 
of this unique health-care-delivery undertaking 
–  w h i c h  i s  b e i n g  c l o s e l y  o b s e r v e d  b y  
organizations such as the World Health 
Organization as a template for health-care 
delivery in other countries ó is like many 
circular voyages, multi-layered and literally 
dependent, in this case, on many gentle twists of 
fate. 
     Every year, it is estimated, more than 100,000 
babies are born world-wide with feet twisted 
and curled inward (known as congenital 
clubfoot). Globally, neglected clubfoot is 
considered the most serious cause of physical 
disability among congenital musculoskeletal 
defects. In countries where health care delivery is 
sparse, clubfoot can cause crushing physical, 
social, psychological and financial burdens on 
patients, their families and society. 
     By 1994, after years of civil strife in the 
predominantly agricultural country of Uganda, 
where physical mobility is key to survival, it was 
estimated that 10,000 children had untreated 
clubfoot. Such kids were a familiar sight in many 
of the country's communities, hobbling on 
turned-in feet or leaning on crutches while their 
mates played soccer, danced and generally did 
what all mobile, active, growing children do. 
Currently, about 1,000 babies are born with 
clubfeet in Uganda every year. 
     For years, the globally-accepted wisdom was 
that clubfoot is a condition best treated with 
intricate surgery. It was a surgery, in fact, that 
became one of Pirani's specialities in a career 
that took him from medical school at the 
University of London to the Hospital for Sick 
C h i l d r e n  i n  T o r o n t o  a n d  o n  t o  R o y a l  
Columbian Hospital in New Westminster, 
where he now practises. 
     “In the first seven years of my career, I used 
to fix these feet with surgery. I used to do two-
hour operations with magnification and make 
how-to videotapes for other surgeons on how to 
do this surgery, and now I fix these feet with this 
much . . . force.” Pirani, in his New Westminster 
office, gently presses on this writer's index finger 
to illustrate his point. Using a series of plaster 
casts, he then illustrates how clubfoot in an 
otherwise normal child, using a non-surgical 
method known as Ponseti Management for 

clubfoot, can be corrected in two months or less 
with gentle manipulations, plaster-cast 
applications and bracing. 
     In 1963, only six months after Uganda's 
independence from Britain, Dr. Ignacio Ponseti, 
now over 90 and living in Iowa, wrote an article 
in the Journal of Bone and Joint Surgery, 
cataloguing his non-invasive method of treating 
the clubfoot condition with splints and braces. 
As can sometimes happen with entrenched 
medical practices, his article was, according to 
Ponseti “disre-garded because it was not 
carefully read and, therefore, not understood.” 
     (Ponseti had learned his casting technique 
and applied it during the Spanish Civil War of 
1936-1939 when treating more than 2,000 war-
wound fractures with unpadded plaster casts.)
     Meanwhile, Pirani, who is quietly passionate 
about his chosen field, had put the word out to 
an RCH librarian, requesting her to funnel his 
way any new literature she spotted on the 
clubfoot condition. In 1996, she sent him a book 
based on Ponseti original article which was 
published 33 years earlier. It was after reading 
the book that Pirani started incorporating the 
Iowa surgeon's bracing method into his own 
practice. 
     Then, in 1998, Pirani and his family decided 
to venture back to Kampala for the first time 
since “Idi Amin invited us to leave.” There, 
Pirani ran into another Canadian “son of 
Africa,” Zimbabwe-born Dr. Norgrove Penny, 
now a Victoria based pediatric ortho-pedic 
surgeon,  but  a t  the  t ime on a  s ix-year  
orthopedic secondment to Uganda with 
Christian Blind Mission, a German based 
organization with an annual $70 million budget 
for health-care delivery in 113 countries, as well 
as a major consultant to WHO. Penny filled 
Pirani in on the many orthopedic challenges he 
was encountering in Uganda. 
     As Penny explains it, “When a country is in 
the throes of civil strife, health-care professionals 
go into exile. Uganda, which had, for example, 
been a model for polio vaccination in the 1970s 
with less than two per cent of the population 
non-vaccinated, went to being totally the 
opposite in the 1990s, with polio once again 
rampant.”
     Penny roamed the Ugandan countryside, 
operating in seven different hospitals. 
     “Polio can be rectified with physio and 
bracing,” he says, “I had children crawling in 
our hospital gates and walking out of surgery.”
     However, surgical treatment of frequent 
clubfoot, proved more challenging. “Many 
things I couldn't treat with just my Canadian 
Tire toolbox,” he said. 
     Besides, with just 12 orthopedic surgeons in a 
country of 20 million people, treatment for all 
who need surgery in Uganda is beyond surgical 
capacity. Some clubfeet were corrected but 
many remained uncorrected, with parents 
resigning themselves to clubfeet as their child's 
destiny. 
     “After that Uganda visit,” Pirani says, “I went 

back to Canada and went on a camping trip 
with my wife and two children to Vancouver 
Island and thought long and hard about those 
challenges, and figured the concept of clubfoot 
care would have to not involve doctors.”
     The strategy that  evolved through a  
subsequent self-financed trip by Pirani, then 
several Rotaryfunded initiatives and later a $1.8-
million grant from the Canadian International 
Development Agency and collaboration 
between Kampala's University of Makerere and 
the University of British Columbia (where 
Pirani also serves as a clinical professor) is a 
national program to prevent the neglected 
clubfoot by an innovative “public health” 
approach. This system bypasses, in a sense, 
conventional doctors and puts the care of the 
compro-mised babies into other capable hands. 
     The approach involves detecting the 
deformity early (at birth, in hospitals and by 
traditional birthing attendants), and providing 
immediate corrective treatment with the Ponseti 
Method by the health-care workers, known as 
“orthopedic officers.” Once the project is 
c o m p l e t e d ,  t h e  o n l y  r e q u i r e m e n t  f o r  
sustainability is for the health ministry to ensure 
satisfactory supplies of plaster of Paris and 
braces. 
     Even this can be challenging, as Pirani 
explains: “Now, say there is a fracture of a tibia 
in the evening and there's a clubfoot baby that 
comes in in the morning. Now we have a 
struggle. Does the doctor use the plaster on the 
fracture of the tibia in the evening, or does he 
save it for the clubfoot baby in the morning? 
How do we ensure that the plaster earmarked 
for this project is not used for the fractured tibia 
in the evening? Well, you know what? Ugandans 
are very smart. The plaster is cut up into very, 
very small pieces, [only suitable for the size of 
babiesí feet]. These we put into a box and these 
boxes are produced centrally, and we only have 
to make 1,500 boxes for the whole country.”
     Though the Pirani Score is now accepted as 
the method of assessing the degree of an infantís 
clubfoot torsion, and with 2002 and 2003 
awards for excellence from both the Canadian 
and Pediatric Orthopedic Society of North 
America under his belt, Pirani remains low-key 
and focused. He chooses instead to discuss 
unique field challenges common to countries 
where resources are scarce. 
     There  i s ,  for  example ,  the  thef t  and 
substitution of medical oxygen cylinders which, 
instead of being hooked up to patients in 
hospital, can instead find their way to being 
hooked up to automechanic welding equipment 
in bodyshops where garage mechanics are trying 
to make a living. 
     Pirani,  however,  continually credits 
Ugandans with “daily challenges and smart 
solutions,” and believes the country will become 
a crucible for health-care delivery in other 
nations. The Tier 1 CIDA grant awarded to this 
program is one of 13 international projects 
between Canadian universities and their partner
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institutions in other countries. It projects that by 
2010, 80 per cent of Uganda's health schools will 
have upgraded the medical school, postgraduate 
and nursing and midwifery syllabuses and will 
also by that date have integrated the Ponseti 
method into the Ugandan health care system, 
“otherwise you are always looking for handouts, 
and it doesn't work. You can't go on handouts,” 
Pirani says. 
     “And it's not complicated. You need a 
trained District Ponseti Orthopedic Officer in 
every district. You need a well-supplied hospital 
or clinic and all you need is plaster for heavens 
sake..“At present there are five regular clinics in 
the centres of Mbale, Jinja, Masaka, Barara and 
Gulu.”
     “If we solve these problems in Uganda,”  he 
adds,“ìIndia has 25,000 babies a year with this 
condition. A condition that if we can show it's 
treatable [the Ponseti method has a 95 per cent 
efficacy rate], and convince the parent of that 
fact, the force of that is very strong.” 
     It is, he re-emphasizes a “public health 
approach. Most doctors, orthopedic surgeons, 
treat one patient at one time, and that's if the 
patient has the wherewithal to actually go to be a 
patient in a doctor's office. If they have actually 
figured out what doctor to go and see and have 
the courage to walk into his office or hospital.”
     Pointing out the five districts of Uganda 
targeted by this public-health approach (with 
the exception of the northeast corner of the 
country, where rebels still foment unrest), Pirani 
lauds his birthplace for its innovative approach 

to health care delivery and a willingness to 
embrace a different way of doing things. 
     And why Uganda? 
     “Because the vice-president of the country 
used to be the dean of the medical school. So the 
politician doesn't get a glazed look in his eyes 
when confronted with a health-care dilemma. 
He's on board with this.”
     “It's all about identifying awareness and 
changing perceptions,” agrees Penny, who 
remembers “coming back from the bush and 
being hit with the entrenched attitudes of 
professionals.” Pirani echoes this. “Someone 
said to me that the definition of insanity is that 
you do the same thing over and over again, 
expecting a different result.”
     The different result that both surgeons have 
consciously worked toward in Uganda makes 
them much in demand on the international 
circuit in places as diverse as Manchester, 
Hamburg, Portugal, Geneva, Beijing, Sao Paolo 
and India. 
     Far from the meetings of learned men and 
women, each Ugandan child treated with splints 
and braces is exemplified by someone such as 
Kasifa Nakanjako, who was born in 2001 to her 
mother Namuwonge in Kam-pala. Recounting 
Nakanjakoís birth to Charles Wendo of The 
New Vision, Namu-wonge said she cried bitterly 
when she saw her baby's feet “looked like the 
head of a club. I was wondering what had come 
out of my womb.” 
     Her sister-in-law told her the condition could 
be reversed if she took her baby to the Mulago 

Hospital Clubfoot clinic, where Nakanjako's feet 
were gently pushed back into normal position, 
splinted, then braced until her mobility was 
eventually restored. 
     In his seminal book Africa, Dispatches from a 
Fragile Continent, Washington Post reporter 
Blaine Harden, says “the record of foreign 
assistance in Africa is particularly sad.” A World 
Bank assessment of the long-term impact of 
agricultural projects, for example, found that 
after five years, 13 of 17 projects in Africa had 
collapsed. In two projects, the return for 
herdsmen was lower than before the World 
Bank got involved. 
     After foreign funding has been withdrawn, 
Harden says, “the most serious problems arise.”
     An initiative like the Uganda Clubfoot 
p r o j e c t ,  g e a r e d  a s  i t  i s  t o  l o n g - t e r m  
sustainability, using local talent, education and 
an innovative public health approach threatens 
to swim against this morose tide, echoing again 
the words of Pliny the Elder in circa 77 AD: 

Ex Africa semper aliquid novi.
There is always something new from Africa. 

Kenyan-born writer Isabel Nanton writes about 
contemporary Africa. A Vancouver resident, she 
is a member of the American Society of 
Journalists and Authors, as well as The Writersí 
Union of Canada as well as The Writers' Union 
of Canada. 

Uganda Sustainable Clubfoot Care Project • Update 2006

Communication Products
27



How to tell clubfoot at birth
Publication date: Wednesday, 14th September, 2005

By Abraham Ahabwe

TWO and a half-year-old Ngabirano Nosiyota cries on the treatment bed at OURS 
Rehabilitation Centre in Ruharo, Mbarara.

The orthopaedic officer, Steven Mbanzabugabo, is applying the sixth plaster having 
examined the extent of the correction efforts carried out on her clubfoot in the seven 
weeks since she was brought to the centre for treatment.

According to a 2003 clubfoot manual for rehabilitation workers, one in every three 
children born with physical disabilities has clubfoot. The manual says that Uganda 
registers 1,000 new cases of clubfoot annually.

Clubfoot is a congenital (present at birth) impairment where the foot or feet of the 
newly born child appear turned inward towards its body’s middle line.

The dorsal part of the foot touches the ground, while the sole faces inside out giving the 
patient great difficulty in standing or walking.
Its cause is unknown although Ivan Mubangizi, the occupational therapist at OURS says 

it tends to run in families.

He says that the centre receives between nine to 15 new cases monthly, most of whom are boys. 
According to Dr Franseschi Fulvio of the Children’s Orthopedic Rehabilitation Unit (CORU) in Mengo Hospital, one child in every 
1,500 born worldwide has clubfoot. He says the figure is higher for Uganda.

Mubangizi says parents must learn to detect clubfoot in their newborn. One way is heel emptiness.

“If you press your index finger on the heel and you can’t feel the heel bone or if you notice one big crease around the heel, 
seek medical advice,” he said. 
According to Fulvio, it is better to treat clubfoot while the person is still an infant.

“This is when it creates perfect correlation of the foot and you won’t need surgery.” 
He says 90% of the cases treated in infancy are successful.

Fulvio says beyond one year, it becomes neglected clubfoot and will require full-fledged surgery, which leaves complications. 

“After surgery, the foot will not be as flexible as it would have turned out if handled soon after birth”, he says. According to 
Mubangizi, the surgery after a year takes longer to heal. “Depending on the intensity of clubfoot, it may take four to six years 
to heal yet with the ponseti method (for babies below one year ) takes between three to four years”. 

The Ponseti method was named after a Ugandan born Italian doctor, Ponseti Ignacio, who was the first doctor to treat clubfoot 
in that way.

Ponseti now works with the department of orthopaedic surgery in the University of Iowa in the US. 

Although all hospitals in the country can handle clubfoot, rehabilitation centres like Katalemwa Cheshire in Mpererwe and OURS 
in Ruharo, Mbarara are better because they carry on the process to the end with proper follow up than in hospitals.

Rehabilitation centres also have tools like braces. “We get them from Katalemwa Cheshire home in Mpererwe, where there is a 
workshop,” says Mubangizi. 

This article can be found on-line at: http://www.newvision.co.ug/D/9/34/455699
 

CURABLE: A medic checks a child 
with clubfoot. Uganda registers 
1,000 cases of clubfoot annually
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AUCC

UBC

CBM

ROTARY

BCCH

Funding Sources

Funding Source Total CAD $'s Cash 
and In Kind

Association of Universities and Colleges of Canada $980,000.00

University of British Columbia (In Kind) 630,000.00

Christian Blind Mission 90,000.00

Rotary Foundation 50,000.00

British Columbia Children’s Hospital Outreach Program 50,000.00

Total Cash $1,800,000.00
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Project number S61268 Canadian lead institution Country
S61268 University of British Columbia Uganda

Start date Planned end date Project title
1ST JAN 2005 30 SEP 2010 Uganda Sustainable Clubfoot Care Project

Intended Outcomes Intended Outputs Activities

FY1
Q Q Q Q
1 2 3 4

FY2
Q Q Q Q
1 2 3 4

FY3
Q Q Q Q
1 2 3 4

X X X X

X X X X

FY4
Q Q Q Q
1 2 3 4

FY5
Q Q Q Q
1 2 3 4

FY6
Q Q Q Q
1 2 3 4

FY7
Q Q Q Q
1 2 3 4

Outcome 2
By 2010, the Ponseti
method of treating the
congenital clubfoot is
integrated within the
Ugandan healthcare
system such that
there will be in-
creased capacity
within the Country for
detection and treat-
ment. By the end of
the project there
should be high
awareness of the
deformity within all
health care workers
and the population so
that the deformity is
routinely recognized
and treated.

Outcome 1
(institutional)
By 2010, schools of
Higher Learning in
Uganda (Medical
Schools, Nursing
Schools, Paramedical
Training Schools –
that educate and train
Uganda’s future
healthcare workers)
will have streng-
thened capacities to
teach how to detect
and treat the con-
genital clubfoot de-
formity in a sustain-
able manner within
the Ugandan social,
cultural and
economic context. 

Output 2.4:
By 2007, all of
Uganda’s 56 Districts
birthing clinics and
immuni-zation centers
to be sensitized in
clubfoot detection

Output 1.1:
Makerere and
Mbarara Medical
Schools under-
graduate syllabus in
Musculoskeletal
health upgraded to
include module for
the Ponseti method
of treating the
congenital clubfoot
deformity by 2005

Output 1.2: Makerere
Medical School post-
graduate syllabus in
orthopaedic surgery
and general surgery
upgraded to include
module for the
Ponseti method of
treating the congeni-
tal clubfoot deformity
by 2005.

Awareness Program
1. Workshops to 

promote awareness 
in midwives, nurses 
and others, that foot 
abnormalities in the 
newborn should be 
recognized and 
referred for 
appropriate diagnosis 
and treatment to the 
nearest clubfoot clinic

Module Production
1. Complete Draft of 

Teaching Materials – 
a 42 page booklet 
designed for all 
SchoolsPrint 3000 
copies.

2. Distribute to all 
Healthcare schools, 
Hospitals, Clubfoot 
Clinics.

3. Plan assessment of 
quality of teaching 
module by survey

4. Make available to 
other countries as 
necessary

Makerere Medical
School’s undergraduate
& postgraduate (Mmed
Gen Surg & Mmed
Ortho) courses in Mus-
culoskeletal health are
now upgraded to include
the Ponseti Method of
treating the congenital
clubfoot deformity.

Results
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Project number S61268 Canadian lead institution Country
S61268 University of British Columbia Uganda

Start date Planned end date Project title
1ST JAN 2005 30 SEP 2010 Uganda Sustainable Clubfoot Care Project

Intended Outcomes Intended Outputs Activities

FY1
Q Q Q Q
1 2 3 4

FY2
Q Q Q Q
1 2 3 4

FY3
Q Q Q Q
1 2 3 4

X X X X

FY4
Q Q Q Q
1 2 3 4

FY5
Q Q Q Q
1 2 3 4

FY6
Q Q Q Q
1 2 3 4

FY7
Q Q Q Q
1 2 3 4

Outcome 1
(institutional)
By 2010, schools of
Higher Learning in
Uganda (Medical
Schools, Nursing
Schools, Paramedical
Training Schools –
that educate and train
Uganda’s future
healthcare workers)
will have streng-
thened capacities to
teach how to detect
and treat the con-
genital clubfoot de-
formity in a sustain-
able manner within
the Ugandan social,
cultural and
economic context. 

Output 1.3: Mulago
School of Ortho-
paedic Officers sylla-
bus upgraded to in-
clude a module for
the Ponseti method
of treating the
congenital clubfoot
deformity by 2005

Output 1.4:
Mulago School of
Orthopaedic Techni-
cians training up-
graded to include a
module on Steenbeek
Foot Abduction Brace
by 2005

Output 1.6:
Clubfoot screening
module designed,
introduced and taught
by 80% of nursing and
midwifery schools by
2006.

Outputs 1.7, 1.8, & 1.9: 
By 2010 
1. 720 medical 

students
2. 48 surgeons
3. 120 orthopaedic 

officers
4. 80% of nurses 

will benefit from 
new knowledge 
and skills in the 
detection and 
management of 
congenital clubfoot
in Uganda 

Output 1.5: By 2006
80% in-service tech-
nicians currently in
government and NGO
have been trained in
the Ponseti Method
with a specific focus
on their role through
Orthopaedic Work-
shops in Uganda.

Support & Supervision
1. Regular Teaching of 

medical students, 
postgrads and others 
at the Mulago 
Clubfoot Clinic.

2. Regular Teaching of 
medical students, 
postgrads and others 
at the Mbarara 
Clubfoot Clinic.

3. Regular Teaching of 
paramedical students,
and others at their 
Mulago Schools and 
in the Clubfoot Clinic.

4. Workshops for 
Orthopaedic Tech-
nicians and other 
healthcare workers.

5. Material and other 
logistical support for 
these and other 
USCCP Clubfoot 
Clinics

6. Refurbish Seminar 
Room and Mulago 
Clubfoot Clinic.

Results
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Project number S61268 Canadian lead institution Country
S61268 University of British Columbia Uganda

Start date Planned end date Project title
1ST JAN 2005 30 SEP 2010 Uganda Sustainable Clubfoot Care Project

Intended Outcomes Intended Outputs Activities

FY1
Q Q Q Q
1 2 3 4

FY2
Q Q Q Q
1 2 3 4

FY3
Q Q Q Q
1 2 3 4

X X X X

X X X X

X

FY4
Q Q Q Q
1 2 3 4

FY5
Q Q Q Q
1 2 3 4

FY6
Q Q Q Q
1 2 3 4

FY7
Q Q Q Q
1 2 3 4

Impact 3. Project
benefits extend to
other developing
nations with the
problem of neglected
clubfeet

Outcome 1
By 2010 Schools of
Higher Learning in
Uganda will have
strengthened
capacities to teach
how to detect and
treat the congenital
clubfoot deformity 

Outcome 2
By 2010, the Ponseti
method of treating the
congenital clubfoot is
integrated within the
Ugandan healthcare
system.

Output 2.5 This 
output focuses on
data collection and
interpretation
(Incidence Survey-
2005, Ethno-Cultural
Survey-2005,
Outcome Evaluation-
2007 & 2010)
presentation at con-
ferences (24 presen-
tations anticipated 
by end of project) 
and publications in
peer-reviewed aca-
demic journals (12
anticipated by end 
of project). In addition
2 conferences are
planned in Uganda 
(in 2008 & 2010) to
disseminate the
results of the Project.

Ethno-Cultural Survey
1. Its findings and 

recommendations 
will be further 
evaluated and  
incorporated within 
teaching modules 
and materials.

2. Presentations and 
publications of its 
data and findings at 
appropriate 
conferences and in 
appropriate journals.

Incidence Survey 
This activity, will
screen the feet of
100,000 Ugandan new-
borns for clubfeet to
determine the true
burden of the congen-
ital clubfoot in Uganda.
(See appendix 13)

Clubfoot Conference
USCCP has been in-
vited to participate in
The Uganda Medical
Association’s AGMs in
2006 (Half Day Work-
shop) and 2007 (Full
Day Workshop). The
Project will have both
an academic forum for
its findings. The work-
shops will also serve to
inform UMA members
and guests of USCCP
efforts and clubfoot
management protocols.

Results
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Project number S61268 Canadian lead institution Country
S61268 University of British Columbia Uganda

Start date Planned end date Project title
1ST JAN 2005 30 SEP 2010 Uganda Sustainable Clubfoot Care Project

Intended Outcomes Intended Outputs Activities

FY1
Q Q Q Q
1 2 3 4

FY2
Q Q Q Q
1 2 3 4

FY3
Q Q Q Q
1 2 3 4

X X X X

X X X X

FY4
Q Q Q Q
1 2 3 4

FY5
Q Q Q Q
1 2 3 4

FY6
Q Q Q Q
1 2 3 4

FY7
Q Q Q Q
1 2 3 4

Outcome 2
By 2010, the Ponseti
method of treating the
congenital clubfoot is
integrated within the
Ugandan healthcare
system such that
there will be in-
creased capacity
within the Country for
detection and treat-
ment. By the end of
the project there
should be high
awareness of the
deformity within all
health care workers
and the population so
that the deformity is
routinely recognized
and treated.

Outcome 1
(institutional)
By 2010, schools of
Higher Learning in
Uganda (Medical
Schools, Nursing
Schools, Paramedical
Training Schools –
that educate and train
Uganda’s future
healthcare workers)
will have
strengthened
capacities to teach
how to detect and
treat the congenital
clubfoot deformity in 
a sustainable manner
within the Ugandan
social, cultural and
economic context.

Output 2.2: By 2006, all
of Ugandaís 56
Districts to have at
least one Orthopaedic
Clinical Officer trained
in the Ponseti Method
of Treating the
Congenital Clubfoot

Output 1.10: By 2010,
80% of nurses (in
Uganda seeing
infants) will benefit
from new knowledge
and skills in the
screening and
detection of con-
genital clubfoot in
Uganda with a
specific focus on the
role of the nurse at
the time of issuance
of the “child health
card”.

In service Orthopaedic
Officer Training. 

The project proposes the
following strategies to
achieve Output 2.2.

a. Build capacity by 
initiating District 
Hospital Clubfoot 
Clinics under the
supervision of the 
Regional Hospital’s 
Clubfoot Clinic.

b. Build capacity by 
initiating Regional 
Hospital Clubfoot 
Clinics where there 
are none. 

District FPD & Nursing
Trainers Workshops
Workshops to be held
for all principle nursing
tutors (equivalents or
delegates) from all of
Uganda’s Nursing
Schools on “What a
nurse in Uganda needs
to know about clubfoot”. 

Results
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Project number S61268 Canadian lead institution Country
S61268 University of British Columbia Uganda

Start date Planned end date Project title
1ST JAN 2005 30 SEP 2010 Uganda Sustainable Clubfoot Care Project

Intended Outcomes Intended Outputs Activities

FY1
Q Q Q Q
1 2 3 4

FY2
Q Q Q Q
1 2 3 4

FY3
Q Q Q Q
1 2 3 4

X

X X X X

X X X

X X X X

X

FY4
Q Q Q Q
1 2 3 4

FY5
Q Q Q Q
1 2 3 4

FY6
Q Q Q Q
1 2 3 4

FY7
Q Q Q Q
1 2 3 4

Public Engagement
Video
Tentative plans to re-
shoot project video this
year. Editing etc to be
completed in Vancouver,
BC, Canada

Preparation for Mid-
Term Evaluation

Purchase Capital
Equipment & Library
• Purchase vehicle 

Management Committee
Meetings

Advisory Committee
Meetings

Results
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Uganda Sustainable
Clubfoot Care Project
April 1, 2004 – September 30, 2010

Appendices
Appendices 1-5 are letters of support for the implementation of the USCCP module of
clubfoot teaching for surgery students, orthopaedic officers, nurses and midwives,
and the orthopaedic technology training schools. 

Appendix 6 is statistics of the training of medical students, Mmed Ortho students,
Mmed Surgery students, orthopaedic officers and the nurses and midwives. 

Appendix 7 is the November 16 & 17, 2005 conference agenda that was created due to
the overwhelming interest from surrounding countries in the Ponseti method, which
prompted the above conference. 

Appendix 8 is Dr. Keenan’s Case Study on Uganda and Dr. Shafique Pirani. 

Appendix 9 is a report from a participant on the July 2006 South Pacific Conference.

Appendix 10 is a map of Uganda indicating the locations of USCCP clinics. 

Appendix 11 references the training modules for which appendices 1-5 provided
approval for implementation. 

Appendix 12 is the Ethno-cultural study final report, “Understanding Clubfoot in
Uganda: a rapid ethnographic study” 

Appendix 13 is the report of the meetings held at the USCCP regional hospitals for the
launch of the Incident Survey on clubfeet that took place in February 2006. 

Appendice 14 is an excerpt from the Ponseti Clubfoot Management Teaching Manual
for all healthcare providers in Uganda. 

Appendice 15  is a Syllabus for Clubfoot Teaching in School of Orthopaedic Officers,
Mulago.

Appendix 16 is Vice President Professor Gilbert Bukenya’s speech at the official
launch of the USCCP on Tuesday, February 22, 2005. 

Appendix 17 is the partial executive summary from a USAID publication which
provides an excellent background to the political and social developments in Uganda in
the build up to  the election. 

Appendix 18 is an article from the Monitor Saturday on 15th April 2006 which gives an
interesting insight to the challenges faced when working in Uganda.
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"Detection and Treatment of Clubfeet in Newborn Babies"
2005-2006 Training in the

Bundibugyo

Butiru

Fort Portal

Gulu

Iganga

Jinja

Kampala Clinic

Katalemwa

Kisiizi

Kumi

Lira

Masaka

Mbale

Mbarara

Mengo

Mukong

Mulago

Namutamba

Nsambya

Rubaga

Tororo

Yumbe

Gahini, Ruanda

Sub-Total Male/Female

Total Male

Total Female

Total Male/Female

Surgeons

M F

1

1

1

2

1

6

204

324

528

Ortho
Residents

M F

4

4

Ortho
Officers

M F

1

1

1

1 2

1

4 3

1

1

1

1

4

5

3 1

1

7 1

1

1

1

36 7

Physio-
therapists

M F

1

1

2

1

1

4 2

Ortho 
Tech-

nologists

M F

1

1

2

2

11 1

17 1

Nurses/
Midwifes

M F

8 38

3 15

3 13

4 80

2 21

2 13

3 37

3 17

3 31

31 265

Ortho
Medical

Students

M F

31 18

31 18

Ortho
Officer

Students

M F

72 28

72 28

Nursing
School

Students

M F

3 12

3 12

B.Sc
Nursing

M F

3

3
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Management of the Clubfoot Deformity
- Working Toward Building National

Capacity in the Developing World 

Kampala  – November 16 & 17, 2005

Day 1: The Theory - Morning Session:
Seminar Room, Department of Orthopaedics, Mulago Hospital

Chair: Dr. Pirani

09:00- 09:05 Welcome, Dr Beyeza, Head of Department of 
Orthopaedics, Makerere Medical School

09:05- 09:15 Dr. Pirani, Professor of Orthopaedic Surgery,
University of British Columbia 
Topic: Overview of Uganda Sustainable Clubfoot 
Care Project

09:15- 09:30 Dr. Amandwa, Commissioner, Clinical Services
Topic: Role of the Ministry of Health of Uganda

09:30- 09:45 Mrs. Marieke Dreise Steenbeek, Uganda Project 
Administrator
Topic:  Organization, coordination and 
administration of a national project

09:45- 10:00 MR. Ben Mbonye, Project Deputy Chair (USCCP)
Topic: Role of the Makerere University, Department 
of Orthopaedics

10:00- 10:15 Dr. Sheba Gitta, Institute of Public Health
Topics:

a) Role of the Institute of Public Health in Uganda
b) Ethnocultural Survey of Clubfeet in Uganda

10:15- 10:45 Discussion & Questions (with refreshments)

BREAK

Chair: MR Mbonye

11:00- 11:12 Mr. Wanaswa, Dean, Paramedical Training School
Topic: Role of the School of Orthopaedic Officers 
in Uganda

11:12- 11:24 Mr. Kitemagwa, Senior Orthopaedic Officer
Topic: Role of the Mulago Hospital Clubfoot Clinic

11:24- 11:36 Dr. Waiswa, Orthopaedic Coordinator (USCCP)
Topic:  Role of the Orthopaedic Coordinator in 
Uganda

11:36- 11:48 Mr. Musoke, Senior Orthopaedic Officer (USCCP)
Topic:  Role of the Rural Support Supervision

11:48- 12:00 Mrs. Kidega, Tutor, School of Nursing, Mulago
Topic: The role of nurses/midwifes in the detection 
of clubfeet

12:00- 12:15 Discussion & Questions

12:15- 12:27 MR. Ayella, Orthopaedic Surgeon 
Topic:  Role of Research in Clubfoot

12:27- 12:39 Mr. Steenbeek, CBM Advisor for Orthopaedic Projects
Topic: SFAB Challenges

12:39- 12:51 Dr. Pirani, Project Director (USCCP)
Topic: Role of the Project Director - Team building, 
Goal setting and timelines

12:51- 13:10 Discussion & Questions

13:10- 14:00 Lunch Break

14:00- 15:30 Katalemwa – See how the “Steenbeek Braces”
are made

15:30- 17:00 Mengo – See the Administrative & Teaching hub

Day 2: The Practical - Morning Session:
Clubfoot Clinic, Mulago Hospital

09:00- 12:00 See the clubfoot clinic in action, have an opportunity 
to see how the Ponseti Method of treating the 
congenital clubfoot works in the healthcare system 
of a developing nation

12:00 Adjourn

This  conference  was sponsored by

Makerere University, The University of British Columbia, The British Columbia Children’s Hospital, 
The Association of Universities & Colleges of Canada & The Canadian International Development Association
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In an effort to strengthen UPCD project and program management, USCCP was invited to participate in
the development of a suite of case studies involving several Tier 2 projects. AUCC hired Dr. Fred Keenan to
develop this suite of case studies using the case method approach. Each case focused on a key decision point
in the project’s life.

Dr. Keenan developed three case studies, each on one of the following topics:
- inception challenges;
- leadership issues (in regard to strategic vision);
- communications as a management issue (not as a cross-cultural issue); and
- how projects respond to mid-term evaluation results.

The case method approach focuses on a very specific decision-making process and produces a description of
the thought processes involved in making the decision. The focus is not on the results of the decision or
judging whether the decision was the right one or not but on the decision-making process. It is expected
that these case studies will help inform effective project management as possible systematic approaches to
decision-making emerge.

Case Study: Uganda & Shafique Pirani
Dr. Shafique Pirani, a Professor in the Department of Orthopaedics at the University of British Columbia, wanted to rid affected children
in Uganda of the burden of the clubfoot deformity, and was planning to seek financial support from the UPCD program to help bring
this about. He reviewed a number of existing UPCD Tier 2 projects and noted that, typically, they involved one or two partner training
institutions and a small number of community-based organizations. Dr. Pirani had the apparently radical idea of wanting to involve all
of Uganda in the project – all the hospitals, all the community health workers, and all newborn children suffering from clubfoot. He
had to decide whether or not he should attempt such a wide-ranging project using the UPCD program and, if so, how he could achieve
his ambitious goal.

Available Information:

• Pirani was born in Uganda, and was part of the group expelled by Idi Amin in 1972. He was trained as a doctor in the UK and
an orthopaedic surgeon in Canada, and later decided to specialize in clubfoot. Initially he managed clubfeet surgically and then
became aware of the Ponseti Method, which is a nonsurgical treatment involving accurate manipulation of the foot and the
successive applications of five plaster casts, followed by four years in a brace. This treatment has been shown to work with
remarkable success if initiated on children up to the age of 12 months. For older children, surgery is possible, but is not an ideal
solution.

• Clubfoot is a birth defect that is characterized by the bones of a foot being pulled sideways by an imbalance in the muscles and 
ligaments. A significant proportion of children born every year, especially in the developing world, suffer from clubfoot.

• In 1998, Pirani returned to Uganda, and met a Canadian missionary doctor, Dr. Norgrove Penny, whose practice included operating 
on large numbers of children with clubfoot. Pirani realized that a simpler and more humane solution would be to employ the Ponseti
method on newborns in locations close to where they live.

• In a conversation with a Ugandan mother, Pirani heard about the enormous difference that the correction of clubfoot meant to her 
young daughter: “Now she can get married. Now she can walk to school. Now she can fetch the firewood. Now she can run after
the other children.” A conversation with the father of a three year old: “Now I don’t have to take my child to the latrine any more.
He can stand up without falling into the latrine.”
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Alternative Courses of Action:

A He could prepare a “typical” UPCD proposal involving one or two partner training institutions and a small number of 
community-based organizations.

B He could prepare a proposal to UPCD that involved all of Uganda in the project – all the hospitals, all the community health 
workers, and all the newborn children suffering from clubfoot.

Criteria for Evaluating the Alternative Courses of Action:

1. The proposal had to be fundable by UPCD, and such sweeping approaches to projects had virtually no precedent. He was 
reluctant to jeopardize his chance for financial support by submitting an overly ambitious proposal.

2. He knew, firsthand, the profound difference that treatment for clubfoot could make in the life, even the survival, of a Ugandan
child. He wanted to do all he could to help all affected children in the country.

3. He suspected that, if the project achieved countrywide successes in Uganda, it would be more likely to attract the attention of
other developing countries, which might then adopt the Ponseti Method and thus extend the benefits to many more children.

The Decision

Criterion 1 urged him towards Alternative A, the safer proposal. He gave more weight, however, to Criteria 2 and 3, and thus
he decided on Alternative B, the wide-ranging (but riskier) proposal.

Plans for Implementing the Decision

Having decided on Alternative B, the next step was to decide how to go about implementing the decision. He quickly
discovered that Results-based Management (RBM) provided an excellent disciplined framework for listing the requirements
as he saw them and for developing an implementation plan. He started by listing two outcomes:

1. Integrate the Ponseti Method within the Ugandan Healthcare System such that by the end of the project, a Ugandan child 
born with a clubfoot would be “detected”, taken by the parent to the hospital for treatment, and that treatment be available
and effective.
• There needs to be awareness in the general community and in health workers coming into contact with infants within the 

first few weeks in life that the clubfoot is a treatable condition.
• There needs to be an Orthopaedic Officer at the District General Hospital trained in the method of Ponseti.
• The District General Hospital needs to be supplied with casts and braces.
• Parents’ fears and concerns need to be understood to minimize problems with poor compliance.

2. Build capacity for Uganda’s Healthcare Training Institutions to train Uganda’s future healthcare workers in the detection of 
clubfeet and its management by the method of Ponseti.

• In-service train enough Orthopaedic Officers (who are already in the community) in the Ponseti method. This would require 
a “train-the-trainers” approach, and they decided to aim high with their goal of trying to treat every newborn child
suffering from clubfoot. (“If you can’t do it yourself, get partners.”) Their target partners were the 150 Orthopaedic Officers
spread throughout the country. These are individuals trained in paramedical schools who, for example, repair broken bones
using plaster casts.

• As Pirani and Penny thought more about the process, they saw it basically as in-service training of the Orthopaedic Officers 
in Uganda, but they needed the cooperation of the Ministry of Health in order to contact and invite these individuals. They
also needed the cooperation and approval of the Orthopaedic Department of Makerere University, they needed NGO
support, and they needed some money (they obtained initial funding from the Rotary Foundation, and later funding from
the Christian Blind Mission). They wanted to have political support at the highest levels. And they knew that a careful
process of consensus building in the country was essential.
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• Although born in Uganda, Pirani knew he needed to obtain good advice about culturally sensitive approaches to providing 
this treatment, and he needed advice on how to communicate the availability of the treatment (radio?  posters in health
clinics in all the various local languages?).

• They needed to build capacity to detect the deformity in newborns. The Ministry of Health came up with the idea of having 
the record for each birth include a question as to whether there was a problem with the feet. In such cases, the project
partners would examine the child and decide on a course of treatment. They also needed a dependable data collection
system.

• They had to solve the logistical problems of getting the right amounts of plaster to each of the district hospitals, and of manu-
facturing low cost braces in Uganda.

A baby with a clubfoot (in Mom’s arms) gently having its clubfoot manipulated and casted
by the Ponseti Method.  The teacher is demonstrating to the trainee Orthopaedic Officer
how the foot is manipulated, whilst the trainee observes.  (Photograph courtesy of Dr.
Shafique Pirani)
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Report on Ponseti Training in the South Pacific on March 8, 2006
This is a report on the Ponseti method for Clubfoot presentation at the Pacific Islands Surgeons Association meeting in Suva, Fiji
during the week of March 6 to 10, 2006. The meetings are held every 2 years and this year was at the Fiji School of Medicine at the
Colonial War Memorial Hospital. The meetings were partially sponsored by the Royal Australasian College of Surgeons. The Fiji
School of Medicine is the only medical school in the South Pacific and most of it’s students are natives to the different island groups.
The meetings included presentations on a number of different surgical issues each day. The Ponseti method presentations to the full
group only occurred on Wednesday Afternoon.

There were surgeons at the meetings from nine major island groups in the South Pacific including Fiji, Samoa, Tonga, Solomon
Islands, Cook Islands, Kiribati, Papua New Guinea, Federated States of Micronesia and Vanuatu. Of the major island groups, only
New Caledonia and Tahiti were not represented, which I was told was because of their closer medical relationships with France.
Attending the meetings were 7 surgeons from Fiji, 10 surgeons from the other 8 islands, 7 doctors from Australia, 3 from New
Zealand, 10 registrar (resident) doctors from the Fiji School of Medicine and about 15 physiotherapists from Fiji. Government
Ministers of Health attended from Tonga and Fiji.

Dr. Shafique Pirani of Vancouver, B.C. and Dr. Haemish Crawford of Auckland, New Zealand conducted the training program. Dr.
Pirani is one of the founders of the Uganda Clubfoot Project in 1999 and has since been involved in Ponseti method related training
in 5 other African Countries as well as in the U.S., United Kingdom, Brazil, India, Saudi Arabia and Bahrain. Dr. Crawford has treated
many Polynesian children at the Starship Children’s Hospital in New Zealand since returning from a one year Fellowship at the
University of Iowa in 2000.

On Monday, Dr. Pirani and I met with the Head of the School of Medicine and his lead orthopedic doctor. The Head Doctor had been
in medical school in New Zealand many years earlier with Dr. Crawford which is how the Ponseti method had been introduced as a
topic for the meetings. Dr. Pirani went over the basic concepts of the Ponseti method  and discussed the logistics for the Wednesday
Afternoon presentation. We then meet on Tuesday with the head orthopedic surgeon, 3 lead physiotherapists in the School of
Medicine and the head orthotics person. We reviewed the Ponseti method with them and discussed the issues about the need for
the brace and trying to address how to make them available or manufacture them for the South Pacific. One of the physiotherapists
had been considering doing her masters thesis on the Ponseti method.

On Wednesday afternoon, the Ponseti method was presented to approximately 75 including the above reference doctors and
physiotherapists and about 10 parents/grandparents with 5 children with clubfoot and some others. The presentation included a
brief history of Clubfoot and treatment in the South Pacific, the Uganda Clubfoot Project and it’s expansion to other areas of the
world, the Parents Perspective, the treatment of Clubfoot in New Zealand and what was so different about the Ponseti method. Then
Dr. Pirani and Dr. Crawford split into 2 different stations and there was an opportunity for 2 children to have casts put on while
doctors gathered around to observe. The Parents perspective included 2 Television News segments by parents in the United States
and the introduction portion of the new United Kingdom STEPS’s parents video. There were a lot of questions and discussion with
the audience. At the end of the meeting, the Head of the School of Medicine said that the Ponseti method is the way that they are
going to treat Clubfoot in the future. Dr. Pirani and Dr. Crawford provided additional training materials to be left for the future.

Dr. Pirani was invited to FIJI to present the Uganda experience in Clubfoot

management to a South Pacific audience.  The South Pacific has the highest

incidence of clubfoot on the planet (7 out of 1000 live births).  Below is the

report from one of the conference participants on this event.
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Wednesday evening was a traditional Fijian dinner in a backyard of one of the local doctor’s home. Traditional food, song and
dances were presented in a wonderful evening program.

Thursday, Dr. Crawford had to return to New Zealand, but Dr. Pirani and I went to a meeting with the 15 Physiotherapists. It included
the 3 lead physiotherapists, some from other cities and the student physiotherapists at the School of Medicine. The 3 children who
were not casted at the prior days meetings were casted at that time. A number of the physiotherapists did the casting as Dr. Pirani
helped them.

On Friday, there was a trip to the Pacific Harbour Fijian Cultural center to see presentations of native dress, culture and firewalking.
Afterwards was a picnic on the beach a few yards from the ocean as some of the doctors played rugby in the sand.

There are about 500 children born with Clubfoot each year in the Pacific Islands with about another 500 born on Papua New Guniea.
I am hopeful that the Ponseti method training provided at this meeting will be able to be utilized to help treat these children over
the coming years. I am hopeful that a way will be found to get or locally manufacture braces that can be affordable for these areas
of the world.

For further information on the Ponseti method, please see Dr. Ponseti’s web site at the University of Iowa Hospitals and Clinics
at  http://www.uihealthcare.com/topics/medicaldepartments/orthopaedics/clubfeet

Respectfully Submitted
Martin Egbert and Joshua (born March 17, 1999)
Parent of a child with clubfeet.
March 21, 2006

martinegbert @ earthlink.net
http://www.uihealthcare.com/topics/medicaldepartments/orthopaedics/clubfeet/egbert.html
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Orthopaedic Officers

Teaching Materials
needed for Module
1. Articulated Foot
2. Rubber Clubfoot
3. 5 Serial Ponseti 

Casts
4. Steenbeek 

Abduction Braces

Undergraduate
Medical Students

Teaching Materials
needed for Module
1. Articulated Foot
2 Rubber Clubfoot
3. 5 Serial Ponseti 

Casts
4. Steenbeek 

Abduction Braces 
5. Tenotomy Model

How much
time does the
curriculum
provide 

1 hour
lecture
7 hours clinic
tutorials

1 hour

What knowledge & skills
does the student need to
have and be able to
demonstrate

Acquaint the student
with the theory behind
the pathology, clinical
assessment, and grading,
manipulation, serial
casting and use of the
brace in the management
of the clubfoot using the
Ponseti method.

Acquaint the student
with the practical
knowledge in the
management of the
clubfoot in order to
enable him manage the
clubfoot on his own
using the Ponseti
method.

Acquaint the student
with the theory behind
the pathology, clinical
assessment, and grading,
manipulation, serial
casting and use of the
brace in the management
of the clubfoot using the
Ponseti method.

Acquaint the student
with other form of
treatment methods of the
clubfoot

Acquaint the student
with the practical
knowledge in the
management of the
clubfoot in order to
enable him manage the
clubfoot on his own
using the Ponseti
method.

What knowledge & skills will
the student learn best in the
classroom setting (lecture)?

Epidemiology of the clubfoot
Socioeconomic aspects of the
clubfoot
Attitudes
Normal anatomy of the foot
Pathology of the clubfoot
Clinical assessment
including grading
Counseling the parents
The theory/principles
behind the manipulation
according to Ponseti
Serial castings and
complications 
Tenotomy
Braces

Epidemiology of the clubfoot
Socioeconomic aspects of the
clubfoot
Attitudes
Normal anatomy of the foot
Pathology of the clubfoot
Clinical assessment
including grading
Counseling the parents
The theory/principles
behind the manipulation
according to Ponseti
Serial castings and
complications 
Tenotomy
Braces
Other available methods of
treatment
Management of the recurrent
& neglected clubfoot

What knowledge & skills will
the student learn best in the
practical setting (clubfoot
clinic)

Attend the clubfoot clinic for
at least four weeks weeks
Assist in at list
5 assessments and grading 
5 manipulations
2 braces

Perform unassisted at least
10 assessments and grading
10 manipulations and
castings
5 bracings

A log book shall be
maintained for the students
practical work and shall be
signed off by the surgeon in
charge of the clubfoot clinic

Attend the clubfoot clinic for
at least one week
Assist in at list
2 assessments and grading 
2 manipulations
1 tenotomy
1 braces

USCCP Training Modules for Curricula of Orthopaedic Officers, MMed (Orth), MMed (Surg),
Undergraduate Medical Students, Orthopaedic Technologists, Nursing and Midwifery Students.
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MMed (Orth)

Teaching Materials
needed for Module
1. Articulated Foot
2. Rubber Clubfoot
3. 5 Serial Ponseti 

Casts
4. Steenbeek 

Abduction Braces
5. Tenotomy Model

MMed (Surg)

Teaching Materials
needed for Module
1. Articulated Foot
2 Rubber Clubfoot
3. 5 Serial Ponseti 

Casts
4. Steenbeek 

Abduction Braces 
5. Tenotomy Model

How much
time does the
curriculum
provide 

1 hour
lecture

1 hour
lecture

What knowledge & skills
does the student need to
have and be able to
demonstrate

Acquaint the student
with the theory behind
the pathology, clinical
assessment, and grading,
manipulation, serial
casting and use of the
brace in the management
of the clubfoot using the
Ponseti method.

Acquaint the student
with other forms of
management of the
clubfoot.

Acquaint the student
with the practical
knowledge in the
management of the
clubfoot in order to
enable him manage the
clubfoot on his own
using the Ponseti
method.

Acquaint the student
with the theory behind
the pathology, clinical
assessment, and grading,
manipulation, serial
casting and use of the
brace in the management
of the clubfoot using the
Ponseti method.

Acquaint the student
with other forms of
management of the
clubfoot.

Acquaint the student
with the practical
knowledge in the
management of the
clubfoot in order to
enable him manage the
clubfoot on his own
using the Ponseti
method.

What knowledge & skills will
the student learn best in the
classroom setting (lecture)?

Epidemiology of the clubfoot
Lectures shall cover the
following areas:
Socioeconomic aspects of the
clubfoot
Normal anatomy of the foot
Pathology of the clubfoot
Clinical assessment
including grading
Counseling the parents
The theory/principles
behind the manipulation
according to Ponseti
Serial castings and
complications involved
Tenotomy
Braces
Other available methods of
treatment
Management of the
recurrent & neglected
clubfoot.

Epidemiology of the clubfoot
Lectures shall cover the
following areas:
Socioeconomic aspects of the
clubfoot
Normal anatomy of the foot
Pathology of the clubfoot
Clinical assessment
including grading
Counseling the parents
The theory/principles
behind the manipulation
according to Ponseti
Serial castings and
complications involved
Tenotomy
Braces
Other available methods of
treatment
Management of the
recurrent & neglected
clubfoot.

What knowledge & skills will
the student learn best in the
practical setting (clubfoot
clinic)

Attend the clubfoot clinic for
at least four weeks
Assist in at list
5 assessments and grading 
5 manipulations
2 tenotomies
2 braces

Perform unassisted at least
10 assessments and grading
10 manipulations and
castings
5 tenotomies
5 bracings

A logbook shall be
maintained for the studentís
practical work and shall be
signed off by the surgeon in
charge of the clubfoot clinic.

Attend the clubfoot clinic for
at least four days

Assist in at list
5 assessments and grading 
5 manipulations
2 tenotomies
2 braces

Perform unassisted at least
10 assessments and grading
10 manipulations and
castings
5 tenotomies
5 bracings

A log book shall be
maintained for the students
practical work and shall be
signed off by the surgeon in
charge of the clubfoot clinic.

USCCP Training Modules for Curricula of Orthopaedic Officers, MMed (Orth), MMed (Surg),
Undergraduate Medical Students, Orthopaedic Technologists, Nursing and Midwifery Students.
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Orthopaedic
Technologists

Teaching Materials
needed for Module
1. Articulated Foot
2. Rubber Clubfoot
3. 5 Serial Ponseti 

Casts
4. Steenbeek 

Abduction Braces

Nursing and
Midwifery Students
Traditional Birth
Attendants

Teaching Materials
needed for Module
1. Articulated Foot
2 Rubber Clubfoot

How much
time does the
curriculum
provide 

1 hour for
USCCP

1 hour for
clubfoot
theory & 4
hours for
practical in
clubfoot per
clinic day

What knowledge & skills
does the student need to
have and be able to
demonstrate

The ability to produce a
SFAB

1. Knowledge- as per 
objectives

2. Skill: identify a 
clubfoot

What knowledge & skills will
the student learn best in the
classroom setting (lecture)?

The treatment of the clubfoot
according to Ponseti, in
particular the role of the
SFAB. The USCCP.

Epidemiology of the clubfoot
Lectures shall cover the
following areas:
Socioeconomic aspects of the
clubfoot
Normal anatomy of the foot
Pathology of the clubfoot
Clinical assessment
including grading
Counseling the parents
The theory/principles
behind the manipulation
according to Ponseti
Serial castings and
complications involved
Tenotomy
Braces

What knowledge & skills will
the student learn best in the
practical setting (clubfoot
clinic)

Practical
Attend the clubfoot clinic for
at least one week
At the clubfoot clinic shall
observe at list
2 assessments and grading 
2 manipulations and castings
1 tenotomy
1 braces
Be able to produce assisted
10 Steenbeck foot abduction
braces
Be able to produce
unassisted 10 Steenbeck foot
abduction braces

A logbook shall be
maintained for the studentís
practical work and shall be
signed off by the surgeon in
charge of the clubfoot clinic.

Attend the clubfoot clinic for
two clinic days
Observe the following at the
clubfoot clinic: 
2 assessments and grading 
2 manipulations
1 tenotomy
1 brace application

USCCP Training Modules for Curricula of Orthopaedic Officers, MMed (Orth), MMed (Surg),
Undergraduate Medical Students, Orthopaedic Technologists, Nursing and Midwifery Students.
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Understanding Clubfoot in Uganda: A rapid ethnographic study

D R A F T

Final Report
J. Konde-Lule1, S. Neema2, S. Gitta1, T. McElroy3

1 Makerere University Institute of Public Health
2 Makerere University Department of Sociology

3 Curtin University
September 25, 2005

Executive Summary:

Introduction:
This rapid ethnographic study was designed to study
knowledge, attitudes, beliefs, and practices across
different regions in Uganda. It is the first phase of the
Uganda Sustainable Clubfoot Care Project (USCCP) and
will serve to inform the subsequent phases of the
project. USCCP endeavors to implement a culturally
appropriate and relevant awareness and treatment
program for clubfoot, therefore it is vital to have an in-
depth understanding of how people view this
condition.

Objectives:
• To define local terminology for this congenital condition.
• To investigate the local explanatory models or theories of causation.
• To outline appropriate methods of knowledge dissemination in the local cultures
• To identify current treatment-seeking behaviour or lack thereof and the factors that influence this behaviour.
• To explore gender differences in treatment-seeking behaviour and underlying reasons for this difference.
• To describe potential barriers to adherence in treatment so that an effective and culturally appropriate approach may be 

implemented.

Methods:
This study was conducted in 8 districts of Uganda (Kampala, Masaka, Ntungamo, Mbarara, Mukono, Mbale, Iganga, and Tororo) using
qualitative methodology. It was a cross-sectional, descriptive study employing: 48 focus group discussions, 156 interviews and
participant observation.

Key findings and recommendations:

I: Defining local terminology for this congenital condition:

• Across all ethnic groups, there is no single local term for what biomedicine describes as clubfoot.

• Multiple terms were discovered which can be categorized under the following themes:
o Lameness or crippled (i.e. general term for disabled)
o Congenital condition (i.e. a deformity present at birth)
o Descriptive Terms (i.e. turned, twisted, spoon-like)
o Bowlegs
o Polio
o Deformed/Abnormal (i.e. derogatory/stigmatizing terms)
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Executive Summary – Key findings and recommendations cont’:

• Special names given to children with clubfoot were similar to those given to all children with disabilities. These can be 
categorized under the following themes:
o Lame person
o Associated with twins
o Nicknames/Proverbial names
o Abnormal person
o Traditional gods names (i.e. gods who cause condition). Unlike the others, these were ethnic-specific

Recommendations for the project:

Detection:
1. Awareness campaigns and education should rely heavily on visual aids such as models, pictures and hands on practical 

experience. Language is an unreliable tool if used in isolation.
2. Due to the grouping of people with disabilities into similar categories, it is advisable to promote universal health consultation

for children born with impairment of body structure or function. Health professionals can then identify children with 
correctable impairment such as clubfoot, and arrange for support services for all children with disabilities through the

Uganda Society for Disabled children.

Adherence:
3. Due to the stigma which is attached to disability, it is advisable to give strong visual messages that children with clubfoot 

may be returned to full function following treatment.

II: Investigating the local explanatory models or theories of causation:

• Respondents were often not certain about cause but presented a number of theories they felt were likely or probable.

• Layperson beliefs or theories of causation can be categorized into the following themes:
o Hereditary
o Higher Power (God sent, spirits, witchcraft, curses)
o Physical disruptions-fetus related (i.e. big fetus)
o Maternal related causes (i.e. small womb, mal-positioning, poor nutrition, accidents, abuse, drug-use)
o Contraceptive Use; specifically family planning pills.
o Germ theories (polio, malaria, sexually transmitted infections, etc)
o Lack of antenatal care
o Environment, weather conditions and terrain
o Do not know.

• Practitioners generally were aware that the cause of clubfoot is unknown. However, they presented many postulated theories
including many of the theories listed above.

Recommendations for the project:

Adherence:
1. Practitioners should be trained to identify and acknowledge caregivers explanatory models in order to increase 

understanding and trust between the parties. The message given to caregivers should be that whatever their beliefs, they can 
work with the practitioner to achieve the desired result of correction.
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Executive Summary – Key findings and recommendations cont’:

III: Outlining appropriate methods of knowledge dissemination in the local cultures

• All categories of respondents mentioned the following themes when asked about knowledge dissemination:
o Media (i.e. radio, TV, newspaper) with radio as the most common response.
o Posters in public places
o Use of local leadership to inform community.
o Informing health practitioners (both biomedical and traditional)
o Broad sensitization and public address.
o Using current health systems (i.e. antenatal, immunization, birth registration with LC)
o Outreach services to the community
o Services closer to home.

Recommendations for the project:

Detection:
1. Use the media to the advantage of health services to promote health service awareness about clubfoot and its treatment.
2. Use posters which rely heavily on accurate pictures to promote awareness of the condition and place these in public areas 

including all health facilities.
3. Utilize the currently available and functioning health services to promote both awareness of the condition and treatment 

availability i.e. immunization, antenatal services and local council birth registration.
4. Use established community structures, such as the local council leaders to promote awareness among their communities.

Adherence:
1. Use posters in clubfoot clinics and beyond which show individuals with corrected clubfoot actively participating in daily life 

(i.e. working, driving cars). This visual image may act as a positive reinforcer for adherence.

IV: Identifying current treatment-seeking behaviour or lack thereof and the factors that influence this behaviour

• People use both biomedical and traditional care.

• Medical pluralism exists (i.e. concurrent and sequential use of multiple methods of care)

• Self-treatment through drugs and herbs.

• When seeking care for clubfoot, influences on treatment-seeking can be categorized under the following themes:
o Level of awareness
o Beliefs
o Place of birth, access to transport and distance to health facility.
o Poverty and access to finances
o Challenges of the process
o Social influence
o Responsibilities at home (i.e. other children, harvests, etc.)
o Positive factors (i.e. social encouragement, avoiding stigma, positive care experiences and good treatment outcomes)

Recommendations for project:

Detection:
1. Midwives, nurses and health practitioners in all health facilities should be trained to identify and refer child with clubfoot to 

the regional clubfoot clinics.
2. Traditional healers should be trained to identify and refer children with clubfoot.
3. Put up permanent signs in hospitals directing patients to clubfoot clinic so that when they come to clinic for the first time 

they are able to locate the service with minimal hassle.

Adherence:
4. For traditional practitioners who are already treating clubfoot, the project should consider closer partnerships with 

biomedical practitioners.
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Executive Summary – Key findings and recommendations cont’:

V: Exploring gender differences in treatment-seeking behaviour and underlying reasons for this difference.

• Gender preference does not appear to significantly impact treatment-seeking for clubfoot.

• Women’s lack of access to finances impedes treatment-seeking.

• There is increasing educational attainment for girls but boys may still be prioritized for education by some.

• There are remaining undercurrents of boy preference.

• Men are heirs to family wealth.

• Teenage pregnancy and early marriage as reasons for preferring boys.

• More attention/protection for girls (i.e. due to weakness, preservation of beauty, etc)

• There is an ideological shift towards equality.

• Tensions exist between the genders.

• Gender roles remain fairly distinct.

• Women’s roles remain primarily in the domestic realm.

• Men are primarily providers.

• Money is a contentious issue between the genders.

• There is clearly positive change and a way forward (i.e. changing roles for women)

• The results of this study do not explain the 5:1 ratio of males to females being reported in some clubfoot clinics in Uganda.

Recommendations for the project:

Adherence:
1. Consider providing treating practitioners with additional training on counseling so they can better assist males who may be 

reluctant to support their wives in careseeking.

VI: Describing potential barriers to adherence in treatment so that an effective and culturally appropriate approach may be 
VI: implemented

• Poverty of caregivers

• Lack of paternal support for female caregivers

• Caregiver’s other responsibilities (i.e. conflicts between childcare, harvest, etc. and treatment-seeking)

• Distance to health facilities, and cost of transport for caregivers

• Caregiver’s challenges with the process (i.e. length of treatment, casting, etc)

• Programmatic resource availability and regional imbalances in service delivery.

• Inadequate programmatic resources for follow-up.

• Overcoming the barriers to adherence involved:
o Personal counseling and support from practitioners for caregivers
o Observing positive results in one’s child and having positive interactions with healthcare practitioners.
o Programmatic outreaches and follow-up services.
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Executive Summary – Key findings and recommendations cont’:

Recommendations for the project:

Adherence:
1. Based on the findings of this study, we felt that the barriers to adherence were sufficiently critical as to require attention in 

order to ensure the success of the program. Therefore, we suggest:
• Practitioners receive additional training on the barriers to adherence and counseling skills to facilitate adherence. This 

should include: enquiring about caregivers beliefs, addressing their misconceptions, alleviating fears, and joint problem-
solving for over-coming barriers.

• Practitioners should be trained to counsel fathers and involve them in the process of treatment-seeking.

2. In order to further address the issue of adherence, the project planners may want to consider further research examining 
outcomes when adherence support is provided to caregivers.

Recommendations for the healthcare system:
Many of these issues are systemic issues. We therefore offer the following recommendations to health
care planners:

Adherence:
1. There is need to increase efforts to provide adherence support through outreach services and community follow-up. The 

community-based rehabilitation services should be reviewed as a model of service delivery which can be expanded. This will 
require increased spending, but when viewed in terms of long-term cost benefit, will be far less expensive than costly 
surgeries and impeded life courses for children who relapse or remain neglected.

2. Expanded outreach services should involve conducting follow-up early in the bracing phase in order to improve adherence.
Outreach practitioners could carry an ‘adherence kit’ with them containing various sizes of braces, cotton wool, pressure 
wound care, etc to deal with issues right away in the field.

3. Improve current service delivery at clubfoot clinics so that patients are treated consistently and with respect. Put monitoring 
systems in place to ensure that treatment quality is maintained and corruption minimized.

4. Increase capacity for brace production and/or distribution to prevent running out of stock; and conduct quality control across 
regions.

5. Consider brace recycling programs to minimize costs and maximize resources.

6. Remove fees for braces or ensure social work involvement to help clients meet the costs. Charging for braces appears to 
continue to be a problem in most of the regional hospitals and must be addressed to ensure consistency and improve 
adherence.

7. Ensure resource availability in all hospitals including: plaster of paris, cotton wool, and tools for casting and bracing.

8. Correct regional imbalances in resources availability and strive for consistency. Ensure accountability systems are in place.

9. Increase social work involvement in regional outreach teams to assist with addressing individual client barriers and 
adherence support. Ensure that they are provided with resources to conduct their jobs effectively; for instance, pool of 
finances to provide transport support.

Outcomes for all cases treated should be monitored and reasons for failure documented. Results of monitoring should be
reviewed regularly so that programs can be adjusted to meet the needs of the population
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Uganda Sustainable Clubfoot Care Project

Report of meetings held at USCCP Regional
Hospitals for the launch of the Incidence Survey of 

The Congenital Clubfoot Deformity in Uganda, 2006

Introduction of the Uganda Sustainable Clubfoot Care Project.

Uganda is one of the least developed nations and has one of the highest birth rates on Earth (50 per thousand population).
Its population is largely rural (90%) and dependent mostly on subsistence farming for their daily needs. In an agrarian
society, disability is a major cause of the developmental challenges of ill health and poverty. An estimated one thousand
infants are born every year in Uganda with one or both feet affected with a birth defect known as congenital clubfoot.
Usually the deformity is not diagnosed, or if diagnosed it is neglected, as the conventional treatment of surgical correction is
simply not possible with the resources available. In 1994, there were an estimated 10,000 children in Uganda with neglected
clubfeet (Atria). Congenital deformities (mostly clubfeet) are responsible for 30% of musculoskeletal ill health and disability
in children in Uganda. (Lutwama, 2002). Children with neglected clubfeet are destined to grow up with deformed and
painful feet, leading to physical disability. Untreated, this disability affects an individualís mobility and threatens their
potential productivity. The neglected clubfoot deformity results in disability for the individual, a reduced standard of living
for the entire family, and a burden to the community. 

The Uganda Sustainable Clubfoot Care Project was launched one year ago. It aims to reduce disability as a cause of poverty
by treating children with clubfeet at the earliest possible stage, preferably starting in the first weeks of life. Every child in
Uganda with clubfeet should be able to be corrected and after treatment follow the same life trajectory as his peers. The
Project is a partnership between the University of British Columbia (Canada), Makerere University, the Ministry of Health,
Christian Blind Mission and the Childrenís Orthopaedic Rehabilitation Unit in Mengo hospital, supported by the Canadian
International Development Agency.

A vital part of the Projects work is the generation, processing and analysis of data on various aspects of congenital clubfeet in
Uganda. On Feb 15th 2006, the Project launched an Incidence Study, designed to find out the true burden of the congenital
clubfoot in Uganda. 

This is a report of our visits to all the participating hospitals.

The Visiting Team:

Prof. Shafique Pirani USCCP Project Director, Orthopaedic Surgeon, UBC, Canada
Prof. Richard Mathias Professor Health Care & Epidemiology, UBC, Canada
Dr Gonzaga Waiswa Orthopaedic Surgeon Mulago, Orthopaedic Coordinator USCCP
Mr Dirissa Kitemagwa Senior Orthopaedic Officer, Mulago
Mr. Henry Musoke Senior Orthopaedic Officer, CORU, Mengo
Mrs Marieke Dreise Project Administrator USCCP, Kampala
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Uganda Sustainable Clubfoot Care Project

Participants Rubaga Hospital, 1-2-2006:

Mr Turyabanika, Joseph Surgeon
Mrs. Hellen Acola Senior Nursing Officer, In charge Maternity
Dr Edward Lubuulwa Senior Consultant Paediatrician
Dr. Hilda Kizito Paediatrician
Dr. Jumba-Mukasa Senior Consultant Obstetrician/Gynaecologist
Mr. Fred Mutyaba Orthopaedic Surgeon
Mr Nkoto, Musa Orthopaedic Officer

Participants Mengo Hospital, 1-2-2006:

Dr. G. Bukenya Deputy Medical Director
Sr. Milly Nanteza Senior Nursing officer, In Charge Maternity, Private Wing
Sr. Victoria Senior Nursing Officer, In Charge Maternity
Mr. Musoke Henry Orthopaedic Officer, Childrenís Orthopaedic Rehabilitation Unit

Participants Jinja Regional Referral Hospital, 2-2-2006

Dr Wanume, Benon Medical Superintendent/Consultant Public Health
Mrs Naibale Robinah Senior Nursing Officer, Maternity, Assistant in charge
Mrs Beatrice Amuge Asst. Commissioner Nursing Services, Public Health Specialist
Dr Kisegerwa Enock Medical Officer Special Grade, Obs/Gyn
Dr Ekwaro Lawrence Senior Consultant, Surgery
Mrs Sempa Hellen Jennnifer Orthopaedic Officer

Participants Mbale Regional Referral Hospital, 3-2-2006

Dr. Mike Kagawa Ag. Med. Superintendent, Obs/Gyn
Dr. Geoffrey Madewo Consultant Orthopaedic Surgeon
Mrs Nassuna, Edith Senior Principal Nursing Officer
Mrs Ekido, Lossiro In Charge Acute Care Unit
Mrs. Kenya, J Ag. In Charge Maternity 1
Mr. Watenyeri, Julius Principal Orthopaedic Officer
Mrs Odong, Mary Pedun Senior Nursing Officer, P.H.D
Mrs Jennifer Odong Nursing Officer, Paediatric Ward
Mr Buyi Alex Bernard Orthopaedic Officer
Mrs. Tuundbe, Regina Area Manager OBS/Gyn
Mr. Nina, Sam Orthopaedic Officer
Mrs Penninah Oola Senior Nursing Officer, Masaba Wing
Mrs Atayo, Anne Mary Nursing Officer, Maternity 2
Dr Mwaka, Erisa Orthopaedic Surgeon
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Uganda Sustainable Clubfoot Care Project

Participants Mbarara Regional Referral Hospital, 7-2-2006

Dr Mihayo, Placid Medical Superintendent
Mrs. Ndiku, Odilla Ag CNO
Mrs Nakalanzi, Assumpta In charge Maternity
Mr. Fernando Perez Head of Department Obs/Gyn
Mr. Louis Tugume Head of Personnel
Mrs Jennifer Nabunya Orthopaedic Officer
Mrs Jessica Tagobera Nursing Officer, Paediatric Ward
Mr. Kazibwe, Herman Physiotherapist
Mr. Mwesigwe  Stephen Orthopaedic Officer

Participants Nsambya Hospital, 8-2-2006

Dr. P.N.Kituuka Deputy Medical Superintendent, Paediatrician
Mrs. Kiwanuka, Josephine In Charge Private Maternity Ward
Mrs Nakkazi, Sarah In Charge General Labour Ward
Mr. David Magala Orthopaedic Officer
Mrs Asio Alice In Charge Antenatal Clinic
Mrs A.D Namirembe Principal Nursing Officer

Participants Mulago National Referral Hospital, 8-2-2006

Dr. Edward Naddumba Ag. Director Mulago Hospital, Uganda Project Director USCCP
Dr Philippa Musoke Head of Paediatric Department
Dr. Biryabarema, Christine Head of Dept of Obs/Gyn
Mrs Rose Nakayiza In Charge Labour Ward
Mrs Kabasonga, Mildred In Charge Labour Ward

Participants Masaka Regional Referral Hospital 9-2-2006

Dr. Kenya Mugisha Medical Superintendent
Mrs Anne. J. Wandera Principal Nursing Officer
Mr Nuwamanya David Hospital Administrator
Mrs Nakiganda Elizabeth P Senior Nursing Officer, In Charge Maternity Ward
Mr. Muwonge John Orthopaedic Officer
Mr. Asiimwe, Emmanuel Orthopaedic Officer
Dr. Ssebaggala, Stephen Orthopaedic Surgeon

At each visit, the visiting team initially met with administration and then went on to see the clubfoot clinic, and the maternity
units. The following presentations were made and discussions undertaken on the best ways to implement the study. 
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Uganda Sustainable Clubfoot Care Project

1) The Problem of the Congenital Clubfoot in Uganda
In the past the clubfoot problem was seen as a surgical problem. The consequence was that in many developing
nations with a scarcity of surgical resources, children with clubfeet were usually managed by benign neglect. Recent
Ugandan trials of Professor Ponseti (an orthopaedic surgeon in Iowa, USA) non-surgical intervention of manipulation
and casting gave very good results and was cost effective. The method can be applied by Orthopaedic Officers or
Physiotherapists under the supervision of a doctor and is therefore quite suitable for use in developing countries. In a
period of 8 weeks a foot can be fully corrected. A minor surgical procedure, a tendon Achilles tenotomy needs to be
done under local anaesthesia and can be done by a medical officer in the outpatient clinic. A brace is worn as
instructed post correction to prevent reccurence of deformity.

Once consensus was achieved among Academia, Ministry of Health and Ngo’s in Uganda that the Ponseti Method is
the preferred method of treatment, applicable in Uganda, the Uganda Sustainable Clubfoot Care Project (USCCP) was
born. Funded largely by The Canadian International Development Agency (CIDA) itís mandate is to build capacity for
clubfoot detection and treatment by the Ponseti throughout Uganda by 2010 by:

• Assisting all (para) medical schools to incorporate a module on the clubfoot and its treatment in their curriculum 
and by designing teaching materials for those schools

• Organizing in service training sessions for those (para) medicals who are already working in the field on screening 
for and the treatment of the congenital clubfoot.

The MOH has agreed to provide supplies like plaster, cotton wool and braces to the hospitals to make the treatment
sustainable. Plaster and Cotton wool are now on the credit line.

If hospitals face problems in receiving plaster and cotton wool, then they are requested to contact the project
administrator, Mrs Marieke Dreise (e-mail: mariekedreise@mac.com or phone: 077 2465174) so that she can follow it
up with Dr Amandua, the Commissioner of Clinical Services at the MOH. 
Incidence Study in Uganda Sustainable Clubfoot Care  Project

2) Incidence Study in Uganda Sustainable Clubfoot Care Project
USCCP investigators face a number of unknowns as they proceed with the project. The project therefore has a third
arm of data collection and analysis.

The Project’s research activities started with an ethno cultural survey of the congenital clubfoot in Uganda. This is
reported elsewhere. 

The next major research undertaking is an incidence survey (number of children with congenital clubfeet per 1000 live
births, aggregated by sex). It is to start on the 15th of February 2006. Worldwide the incidence of clubfeet is believed
to be 1:1000, but the figures given for different countries vary. It has never been researched in Uganda on a wide
scale. Power analysis suggests 100,000 babies need to be examined to establish a true incidence of clubfeet at birth in
Uganda, along with a sex distribution. This will not only give planners data to plan for services, but also allow for
prediction of anticipated referral rates by sex at each District Clubfoot Clinic. If these numbers are not met, local
officials can be alerted to look for a cause. 

Professor Mathias gave an introduction on the incidence survey. Ugandaís 8 major hospitals in Uganda will be involved
in the Incidence survey: Mbale, Jinja, Mulago, Mengo, Nsambya, Rubaga, Masaka and Mbarara (all hospitals that have
orthopaedic surgeon/general surgeon a clubfoot clinic, and a maternity unit with reliable records).
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Uganda Sustainable Clubfoot Care Project

1) Study Goals:
a) Primary

i) Determine the incidence of clubfoot deformities in Uganda
ii) Determine the gender ratio of clubfoot deformities

b) Secondary
i) Determine the incidence of other musculoskeletal deformities that may involve the foot
ii) Estimate the effectiveness of the module which trains birth attendants in the recognition of clubfoot 

deformities.  

2) The Denominator:
a) The denominator will be live births. 
b) The time periods must be predetermined so that a clubfoot deformity is not included from outside the period 

of the  study.
c) Assumptions

Basic to the determination of any rate is the measurement of the population from which the cases are drawn.  In
the incidence study, this is to describe the number of births by gender from which the cases are drawn.  As clubfoot
does not contribute to fetal death, it would be reasonable to use the live births plus still births if the still births
were equally examined for deformity.  However, as this is not a very reasonable assumption the denominator will
be live births.
The assumptions underlying this measurement is that clubfoot is not being diagnosed antenatally.  Although it is
possible through antenatal ultrasound, this procedure is sufficiently rare in Uganda that few is any cases of
clubfoot will be diagnosed prenatally and hence influence where the delivery will take place.  This assumption is
made so that we can assume that the number of clubfoot deformities are being drawn from the same population
as the births and is not “enriched” by referral to the center for delivery specifically due to clubfoot.
The recording of births is reasonably accurate.  As the ratio of clubfoot deformities to births is expected to be low,
slight under counting of births will not influence the rate very much.

3) The Numerator:
This is much more susceptible to error.  With the expected ratio in the order of 1:1000 live births, even a few false
positives of false negatives will greatly influence the rate.
a) Case definition:

Standard case definition as confirmed by either the attending orthopedic surgeon or by the orthopedic officer who
has been trained in clubfoot diagnosis.  A clubfoot will be defined, for this study, as a deformity that is eligible for
correction by the Ponseti method.

b) Case detection:
Each live birth will be examined for the presence of a deformity of the foot.  The person attending the birth will
not be expected to diagnose the clubfoot deformity reliably.  They will be asked to refer each child for diagnosed
to the orthopedic officer, before the mother and infant are discharged from the ward. If this is not possible, the
identifying information will be forwarded to the orthopedic officer. They will then determine if the child returns to
the clubfoot clinic. If the infant does not come to the clinic, a home visit will be arranged to have the child 
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examined and referred to the clinic. There are two possibilities for the home visit:  the public health nurse or the
orthopedic officer. If it is to be the nurse and under the assumption that the child will not be brought for
treatment, the orthopedic officer will review the diagnosis of clubfoot requiring treatment with the nurse to
improve the diagnostic reliability.
The orthopedic officer will visit the obstetrical ward on a weekly basis to inquire about possible cases. This is to
maintain the interest of the birth attendants as this is a rare condition, if they are not encouraged to maintain
surveillance, they may not have this as a routine examination.

c) Requirements for centers to be enrolled in the study:
Orthopedic officer present and expected to be present throughout the study period
Not necessarily the same person
Clubfoot clinic present on site or sufficiently near that referrals of cases are possible.
Nursing sister in charge of the obstetrical ward consents to active surveillance project

3) Data collection:
i) Weekly:

• Number of live births in the facility by gender
• Number of infants referred to the orthopedic officer by gender
• Number of referred infants by gender and condition

ii) Monthly: 
• Report of each facility sent to the study center
• Analysis of rates from each center by:

• Gender rates by center
• Number and Rates of Abnormalities of foot unilateral or bilateral
• Number of detected infants who were not seen at the clinic within two weeks.
• Number and Rates of Confirmed clubfoot by gender and by unilateral or bilateral

• Summary of all centers
• Total number of live births by gender
• Rate of abnomalities referred by gender and by unilateral/bilateral
• Rate of confirmed cases by gender and unilateral/bilateral

iii) Notes:
The weekly reports are confidential to the facility.  While there will be feedback to each facility within in two
weeks of the month end, the facility specific data will be returned to that facility only. They will be compared to
the rates for all facilities but the numbers from all facilities will not be used.
This confidentiality of facility specific data is one of the requirements of the BC Perinatal database. They record a
great deal of data but are very careful not to allow one facility to compare themselves to another. Rather one
facility can only compare themselves to the overall.  As the numbers increase, we will calculate the rates and the
confidence limits about those rates. This will be our way of trying to determine of there are outliers in the
reporting.  For your interest, we will be using the Poisson distribution to calculate the confidence limits rather than
the normal distribution as these are rare events.

iv) Data checks:
The birth numbers will be compared to the data which is submitted to the Ministry of Health. The number of
children presenting for the first time with clubfoot requiring treatment at Mulago and Mengo will be monitored
monthly.  The additional information required will include the place of birth so we can determine if it from a
reporting facility and hence how good our detection rates are. 
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We need to regularly watch for cases detected by the birth attendants but who are not assessed by the orthopedic
officers.  This means that we need to collect the data from the orthopedic officers on how many they have assessed
and what the results of the assessments were. 
Assessment of the effectiveness of the module used for nurses/midwives/birth attendants in allowing the birth
attendants in detecting abnormalities and in the rate of false positives.  With a rare event, I think it will be
exceptionally difficult to determine the false positive rate.  We will assess this by looking at children referred to the
clinics who were born at one of the surveillance centers but were not found by the nurses and hence not referred.
From this rate we will adjust from the number who were detected but who did not come to the clinics to estimate
those missed who did not come on their own.  These numbers are expected to quite low.  A qualitative assessment
of the module will be done to determine how comfortable and confident the nurses are in detecting the
abnormalities.  

Discussion
Without exception a very warm welcome was given to the project team, and all the hospital administrations went
out of their way to see how the project activities could be facilitated. All hospital Admistrations and Maternity
Units agreed that they were ready to launch the Incidence Study on Feb 15th 2006. Regular follow up will be done
by USCCP members.
Prof Mathias stressed that the project does not want to increase the workload of the nurses. Realizing, that they
are already very busy, the work should be kept to a minimum and fit in the existing systems. The project does not
want to burden the nurses/midwifes with the performing the diagnosis clubfeet, or extensive paperwork, -  simply
to screen for any foot deformity. This approach will encourage alertness for any foot deformity. It is much better to
have many false positives then to miss any true positive
• The nurses will call the orthopaedic officer when they have detected a foot abnormality and the orthopaedic 

officer will come to diagnose. The mothers are normally staying for 24 hours
• To make sure no baby with a foot deformity is missed, the orthopaedic officers agreed to pass by at the 

maternity ward every morning before the discharge time to check if there is any case that needs to be seen by 
him/her.

• In the weekends there is usually an orthopaedic officer on call, who will pass by at the maternity ward. In the 
hospitals where there is only one orthopaedic officer, some officers agreed still to be called, or the nurses would
try to convince the mother to come back on Monday with the baby. 

ª The nurses are asked to fill in only a brief referral form, which is be given to the orthopaedic officer. It’s main 
purpose will be to find the mother/family if the infant does not come to the clubfoot clinic. 

The midwifes/nurses in the delivery rooms/labour wards agreed, they are the right people to screen for foot
deformities at birth. They already  keep records already and count monthly how many babies have been born. In
some hospitals there is a special column for abnormalities. All the involved hospitals have agreed to create a
column for foot deformities in their record book. At the end of the month the midwifes will count how many
babies were born and how many of those had a foot deformity. That will probably be around 1-3% of the babies.
Of these ones few will be clubfeet. The midwifes will also count the sex of the babies born and the sex of the
babies with the foot deformity, because there is a suspicion that there are more boys with clubfeet than girls.
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4) Awareness/sensitization
To make sure that the nurses and midwifes know how to recognize a foot deformity the project will organize
sensitization sessions for them.  It was discussed that a team can come several times to the hospitals in the next few
weeks to make sure that every nurse/midwife has an opportunity to attend. Many suggestions were done by the
hospitals to include nurses working in the under five clinics or paediatric ward or in outreach for immunization. All
those nurses are welcome to attend, the more the better. The Ministry of Health has requested to join forces and it
will avail a nurse who will give a session on examination of the newborn.  The sessions will probably take around 2
hours in total. 
The project is in the process of making educational materials for the nurses e.g. some brochures and posters
showing different foot deformities. 
Dr Waiswa made a schedule, which hospital would be visited when and the nurses/midwifes in charge were going
to organize that as many nurses/midwifes as possible would attend.

5) Outcome evaluation.
The children who are diagnosed with a clubfoot are going to be treated and followed for a period of 4-5 years to
research the outcomes of the treatment and the bracing. After around 8 weeks the feet will be corrected by the
manipulation and casting and then the correction has to be maintained. 
The Steenbeek Foot Abduction Brace has been specifically designed for that purpose and has to be worn full time
for 2 months and then for another 3-4 years at night.
If the brace is not used the deformity will recur in 90% of the cases. 
The Project has designed forms for the outcome evaluation and the Orthopaedic officers will be taught how to use
them. 
The project also wants to find out what factors influence compliance/non compliance.
The Orthopaedic Coordinator of the USCCP will bring regular visits to the hospitals for data collection and support
supervision. The Regional Orthopaedic Surgeons will also supervise the orthopaedic officers on a regular basis.

Respectfully Submitted

Marieke Steenbeek-Dreise

Uganda Project Administrator

March 31st 2006
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Distinguished Guests,

Ladies and Gentlemen,

I am very much honored to be invited as the Guest of Honor at the launch of the Uganda sustainable

Clubfoot Care Project (USCCP) whose goal is to reduce disability in the country. Disability is a big

problem in Uganda and needs to be prevented. It is both a cause and consequence of poverty. The

issues that constitute the cycle of disability and poverty are the same developmental concerns that

are faced by low income individuals, communities and countries.

In the National Health Policy and the Health Sector Strategic Plan, the Government of Uganda and

the Ministry of Health is committed to the improvement of health status of the population in order to

lead a healthy and productive life. The ministry has registered some improvement in the health

indices and all efforts will be made to strengthen and sustain this. 

I have been ably informed that there are 1,000 children born in Uganda every year with clubfoot

deformity. Many of these children have never had any treatment for their deformity. Most of the

families in the rural villages are unaware that the treatment is even possible. Very few health workers

in these rural areas are trained to recognize clubfoot deformities let alone suggest treatment options.

Thus, this congenital deformity is usually not diagnosed due to either lack of awareness or neglect by

the community. Even when the clubfoot deformity is diagnosed the health facilities may lack the

resources for surgical intervention.

Speech of

H.E. The Vice President,
Prof. Gilbert Bukenya
Presented at the official launch of

UGANDA SUSTAINABLE
CLUBFOOT CARE PROJECT
USCCP

At
The Department of Orthopaedics
Mulago Hospital
Tuesday, February 22nd, 2005
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Children with neglected clubfoot are destined to grow up with deformed painful feet, physical

disability, dependency, and are demoralized.  The affected individuals are socially and economically

disadvantaged in life with reduced education and employment opportunities because of selection

bias and transportation difficulties.  In the case of the females with disability, they are less likely to

get married.

The burden of care of the disabled children falls mainly on the mothers who spend more time

looking after them and therefore will have less time for the other children or for domestic,

agricultural and economic activities. This often compromises the productivity of the mothers in

national development. The neglected clubfoot deformity results in disability for the individual, a

reduced standard of living for the entire family and a burden to the whole community.

To achieve the goal of early detection of the clubfoot deformity, mothers should be encouraged to

deliver in the health facilities. The role of the midwives will be to do a proper examination of the new

born in order to identify the congenital abnormality such as the clubfoot. This will then allow for

immediate referral of the children with clubfoot and early treatment using the Ponseti method.

The Public Health approach in the treatment of clubfoot disabilities should therefore involve

sensitization and mobilization of the communities to ensure that all the children born with clubfoot

are detected and referred for treatment. Together the Project and the Ministry of Health will build

capacity of the health workers through refresher courses in the Ponseti Method for those in the field,

and introduce teaching modules for treatment of clubfoot using Ponseti method in all health training

institutions in the country. In doing so there should be political commitment for this project to attain

its goal and ensure sustainability at the end.

I therefore recommend that the Ministry of Health adopt this cheaper method of treatment of

congenital clubfoot in all its hospitals. Surgery should only be done when manual manipulation and

casting fails. Uganda will be a role model in championing this method of treatment of congenital

clubfoot deformity in the region. I am proud to be associated with this project.

Finally, I want to thank the Canadian Government for sponsoring this project through Canadian

International Development Agency (CIDA), the staff of University of British Columbia (UBC), Enable

Canada and our local institutions of Children Orthopaedics Rehabilitation Unit (CORU) at Mengo

Hospital and the Department Orthopaedic Surgery, Makerere University Medical School. 

I congratulate all the individuals who worked tirelessly to make the Uganda Sustainable Clubfoot

Project a reality.

It is now my pleasure to officially launch the Uganda Sustainable Clubfoot Care Project.

Thank you.
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“DEMOCRACY AND GOVERNANCE ASSESSMENT: REPUBLIC OF UGANDA, 2005”.

This USAID publication provides an excellent background to the political and social developments in Uganda in
the build up to  the election. Part of its executive summary is given below 

Executive Summary (partial) 

Upon assuming power after two decades of chaos, violent civil conflict, and catastrophic economic and political governance, the
Ugandan National Resistance Movement (NRM) faced multiple stabilization challenges, including the restoration of security, the
reconstruction of a state bureaucracy, the restoration of a functioning economy, and the integration of deeply divided ethnic/regional
constituencies into a single polity. Most observers agree that during the first decade of its rule, the NRM achieved significant results
in addressing each of these challenges, though its record with regard to northern Uganda remains blemished. By 1996, security, rule
of law, and respect for basic human rights had been largely reestablished in South, Central, and Western Uganda. Economic
liberalization and the introduction of measures designed to ensure macro-economic stability had earned high marks from the IMF and
the World Bank, resulting in massive commitments of resources by both multilateral and bilateral donors. Basic functions of
government had been reestablished at national and sub-national levels, and a strategy of political inclusion through the creation of
avenues of broad public participation in governance within the context of the NRM system had achieved broad public acceptance in
much of the country. Economic liberalization was to a considerable degree accompanied by political liberalization, and the regime
assured a variety of basic freedoms essential to democratic governance.

What remained to be addressed can be termed the challenge of democratic institutional consolidation or, as Barkan et al have termed
it, the challenge of establishing “a legitimate, enduring, and stable political process via which all groups, regardless of region or
ethnicity, would have a meaningful stake and be able to contest for power in the new system.”1 The failure of the Movement system
(or the Museveni System, as it has increasingly become) to meet this challenge of democratization largely accounts for the
progressively deepening negative political and economic trends that have been noted by observers over the past decade. The NRM’s
approach to post-conflict stabilization, reflected in the concept of the “movement system,” involved a trade-off between
democratization and the efficiencies of centralized authoritarian structures. In delaying a decision on the eventual restoration of a
multi-party political system, the NRM brought the time and political space that it saw to be essential to stabilization and
development in a context where partisan politics had arguably resulted in state failure. But it did so at the cost of institutionalizing
structures that could hold it accountable once stabilization had been achieved. While political liberalization occurred and citizen
participation in governance at all levels increased significantly, the executive branch’s willingness to tolerate the consolidation of
institutions or organizational structures (i.e., political parties) capable of effectively competing with, challenging, or constraining
executive prerogative has been limited. As Barkan et al have noted, “the limits of reform, both economic and political, have been set by
the commitment to stay in power.”2

The outcomes of liberalizationóan assertive Sixth Parliament, an increasingly vibrant independent media, an independent upper
judiciary, and a local council system that reflected and defended local interestsówere embraced, to the extent that they operated within
the Movement system, and posed no direct challenge either to the structure of the system or to the personal prerogatives of its leader.
Challenges of both sorts have been met with concerted efforts to limit the scope of institutional authority and discipline the behavior
of individuals through the manipulation of incentives and sanctions (formal and informal). The effect has been to reinforce the
centralization of effective decision-making authority in the hands of the President and to produce widespread cynicism regarding the
operation of the political system. As the regime has become increasingly dependent on the manipulation of incentives for
legitimization purposes, the need to secure (or assign) resources for political ends has also increased, leading to an impressive
expansion of corruption. Corruption should thus be seen as a political phenomenon, rather than one resulting (primarily) from
regulatory failures or weak enforcement capacity. As with fragility, corruption can only be seriously addressed through the
introduction of meaningful systems of political accountability. 

Over the course of the last fifteen years, constitutional proscriptions on electoral competition have facilitated, if not promoted, the
consolidation of a presidential authoritarianism that has increasingly acted to subvert and weaken alternative governance
institutions. Equally important, NRM’s effective ideological and organizational monopolies stymied creative debate on a wide array
of national questions and constrained the ability of an alternative leadership cadre to establish the public persona essential to
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mounting an effective challenge to Museveni. Uganda’s ongoing return to multiparty politics in the face of external and internal
pressure is, thus, occurring against the backdrop of the entrenchment and narrowing of personal rule, profound political tensions,
and the absence of social pluralism. 

The current challenges hinge on checking the progressive deterioration in the democracy and governance (DG) arena in the context of
a less coherent leadership, increasingly improvised and undefined transitional rules, and lukewarm steps towards resolving the
perennial conflicts in the North. In the absence of progress in reversing this deterioration, long-term development objectives are in
jeopardy. In the short-to-medium term, donors must scramble to recapture their credibility after missing the opportunity to influence
the momentous constitutional changes that effectively nullified core objectives in the transition to political pluralism. Establishing
credible leverage relative to democracy and governance issues entails the articulation of a strategy for engaging a wide spectrum of
Uganda actors in ways that do not compromise future policy options. There is a clear need for donor interventions that support an
expansion of political and electoral space, foster the capacity of formal institutions that have the greatest potential for autonomy, and
build societal institutions for the articulation and circulation of new ideas. Establishing credible leverage also implies creating and
maintaining a unity of purpose within a core group of significant bilateral and multilateral donors and a willingness to trade off
short-term development objectives against the possibility of sustainable development over the longer term. In the absence of a
fundamental turn-around on the present governance trajectory, the chances of the latter would appear slim indeed. 

The last five years have seen the progressive consolidation of what has been termed a “neo-patrimonial” regimeóone dominated by an
individual leader whose personal authority is indistinguishable from that of the state and in which political power is “maintained
through a combination of patronage and the selective use of intimidation and force.”3 This trend was identified as a risk by the last
DG assessment team, which, in 2000, noted “with apprehension that much of the democratic progress achieved by the current regime
has been in place for several years now, and that there appears to have been a loss of momentum on solving the remaining issues of
democratic consolidation.”4 The 2000 assessment also drew attention to a tendency to manipulate democratic forms (e.g., the 2000
constitutional referendum) for purposes of regime legitimation and suggested that the regime’s behavior during the referendum
campaign “exhibited many of the telltale signs of a drift towards the logic of a one-party state, with the active mobilization of the
Movement and the intimidation of the opposition.”5 The present analysis reaffirms that view and suggests that, although serious
issues of inclusion, governance, and fragility persist and have the potential to fuel future conflict, the predominant issues in Uganda
relate to competition. Unless an element of meaningful competition is reintroduced, we would expect negative trends to continue and
deepen as dissatisfaction deepens and the system becomes progressively less able to resolve inherent tensions

Fragility in the Ugandan context is perhaps best viewed as a function of simultaneous crises of governance and legitimization, and
above all as a result of a progressive marginalization of institutions with the capacity to promote credible, consensual and non-violent
solutions to the deep social divisions that have accounted for the persistent social conflict that has characterized the country’s post-
independence history. Seen from this perspective, fragility will likely increase in Uganda if the progressive centralization and
personalization of power in the presidency is not reversed. However, there are also some key differences in the sources and nature of
fragility in the north and the south. As a result, the potential consequences also show differences. 

In the north, the state’s failure to deliver either effective security or basic services, has tended to deepen an already severe legitimacy
deficit rooted in the deep north-south divisions that have characterized Uganda’s post independence history. As a consequence, in the
north, but not in the south, both state capacity and legitimacy are in question. Northern Uganda thus manifests conditions to which
the programming approaches suggested by the FSS and the Africa Bureau’s Strategic Framework for Africa appear to respond fairly
well, and warrants specific programming intended to address the specificities of northern issues. In the south, the nature of fragility,
to the extent that it may be said to exist, is quite different and stems from the progressive erosion of democratic institutions and
processes, and the consolidation of military, economic and political power in the presidency. Together these have tended to sharpen
political cleavages and to undermine the legitimacy of state institutions which, rather than being perceived as neutral structures of
national governance, are increasingly viewed as the personal tools of an increasingly isolated and corrupt ruling clique. Fragility of
this sort is best addressed within the context of a transformational development framework, analyzed from the perspective of the
Strategic Assessment Framework. Although the nature of fragility differs significantly between North and South, the progressive
erosion of democratic governance — never well consolidated in Uganda — at the national level clearly contributes to fragility in the
North. In both regions, it is essential that governance concerns be mainstreamed throughout the Mission portfolio. Stabilization and
reintegration, in the absence of attention to governance, are unlikely to result in durable solutions. 
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The identification of competition as the issue of overriding concern should not be taken to imply that all programming should focus
on the competitive arena, but rather that a failure to address the increasing constriction of political space can be expected to undercut
efforts to introduce or consolidate reforms across the board. The fundamental logic of institutional behavior reflects the structure of
political power. This suggests that, although there remain significant capacity (institutional and human) and resource constraints
that affect the ability of institutions to perform, efforts to address these without addressing deeper systemic issues will likely result in
only marginal returns. It also suggests that, where efforts are made to work at this level, a consistent effort must be made to focus on
developing capacity in areas which counter rather than reinforce the logic of the overarching neo-patrimonial regime. At a minimum,
efforts should be made to avoid sending signals that suggest that present trends are acceptable 

The analysis presented in this report leads to two sets of recommendations detailed in Section 4.0 and briefly summarized below:
short-term (the next 3-6 Months) and medium-term (the next three to five years). It is also recommended that attention be devoted to
the effective utilization of the diplomatic resources available to the international community. 

Short-term Recommendations: 

In the short term – from the present through the announcement of results following the 2006 presidential and parliamentary
elections – there is little that the donor community can do programmatically to ensure that the playing field for multi-party electoral
competition is effectively level. The international community must recognize the possibility that elections can be relatively free but
not fair, and develop appropriate responses. However, there is much to be done during this period to ensure that deficiencies of
electoral mechanics do not provide an easy cover for Movement efforts to manipulate the voting or counting processes. Seen form this
perspective, continued programmatic support for the Electoral Commission is worthwhile. More importantly, the diplomatic
community should engage quickly? loudly? Actively? and publicly in reaction to any observed attempt on the part of the Movement
(state or NRMO) to use violence and intimidation during the campaign period. Further, the behavior of the military and other
security forces should be closely monitored. In our view, given the fundamental distortion of the electoral enabling environment and
the unparalleled ability of the NRMO to access state resources and facilities, any large scale international electoral observation effort
would likely be counter-productive and serve to legitimate outcomes. Support for civil society-led electoral process monitoring and
electoral observation, for the conduct of a parallel vote tabulation (PVT) exercise, or for media capacity building related to election
monitoring could be contemplated without lending credibility to a problematic process. 

Medium-Term Recommendations: 

Absent a state seriously committed to democratic reform, three primary areas of thematic engagement are recommended for the next
three to five yeas of USAID programming in Uganda. These are best characterized under the headings of anticorruption, political
process and fragility/conflict. Each of these areas is best addressed through support to one or multiple institutions. Unless there are
significant positive developments during the lead-up to the 2006 elections, the analysis outlined in this assessment suggests the
desirability of a progressive disengagement from direct support to central government institutions in the DG sector (with the
exception of Parliament, and several other minor exceptions discussed below), and an increased emphasis on support to civil society,
the media and the operation of political parties in Parliament. Over the longer-term we are recommending a renewed emphasis on
demand-side programming, and only a very limited and selective engagement on the supply side. On the demand-side, we emphasize
the desirability of support to civil society, the media, and political parties (the latter with certain caveats), while on the supply side we
emphasize selective engagement with those state institutions that have significant formal authority that can be used to resist the
predations of executive interference. Parliament, Local Government and the Judiciary emerge as the only state institutions that
presently have sufficient institutional autonomy to warrant direct support, though all three are under threat. 
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In Aug 2005, the Geneva-based Global Fund to Fight Aids, Tuberculosis and Malaria suspended all of its five
grants worth about Shs280 billion to Uganda over “serious mismanagement” of the donations. The Justice Ogoola
Commission was mandated to examine the allegations. The following article from the Monitor Saturday on 15th
April 2006 gives the reader an interesting further insight to the challenges faced when working in Uganda.

Highs and lows of the Justice Ogoola Commission

JUDE LUGGYA & PETER NYANZI KAMPALA

On Wednesday, Justice James Ogoola decried the shaky morality of Ugandans as he closed the hearings into the mismanagement of
Global Fund money meant to fight HIV/Aids, tuberculosis and malaria. “What we have been doing amounts to no less than an audit
of our country’s moral standing,” he said, adding that the moral fibre of the country was in a shaky condition. Thus ended the
commission’s hearings that opened in September last year, a month after the Geneva-based Global Fund to Fight Aids, Tuberculosis
and Malaria suspended all of its five grants worth about Shs280 billion to Uganda over “serious mismanagement” of the donations
until the country cleaned up.

The judicial inquiry, headed by Principal Judge Ogoola and including such high profile figures as central bank governor Tumusiime
Mutebile, is part of the clean-up exercise. Or else Uganda stood to lose its globally recognised status as a star fighter against
HIV/Aids. The suspension in August was based on an audit review by the international audit firm PricewaterhouseCoopers (PwC)
of one of the five grants. The audit revealed cases of serious mismanagement by the Project Management Unit (PMU), the body
detailed to oversee the use of the money under the Ministry of Health. Having heard from about 150 witnesses and having collected
more than 450 documentary exhibits, the commission now heads off to write its report that should be ready in about two months.

The commission looked into PwC allegations on procurement, staff recruitment, disbursements and expenditure of funds by the
PMU, which were allegedly not in line with Global Fund and government policies and procedures. As it turns out, prominent
politicians were mentioned in one way or another going all the way to President Museveni. Most politicians were mentioned as
patrons of little organisations formed supposedly to fight HIV/Aids but it appears the money was being used to reward campaign
agents who staffed these bodies. For most witnesses who appeared, it was about suspect accountability. 

They had problems with vouchers, receipts, workshop attendance lists and other such things. For example, dfcu Bank, the institution
that held the Fundís dollar account, applied low exchange rates when it came to buying the Fund’s dollars and provide shillings in
return. The bank was providing Shs1,705 for every dollar instead of the open market rate of Shs1,720. The commission wondered
why PMU was “held hostage” by dfcu yet it was offering them a raw deal. PMU boss Tiberius Muhebwa said that attempts to open
a dollar account in another bank were thwarted by the government’s accountant general. Even when some dollars were translated
into Shs3 billion and banked on the PMU shilling account in Stanbic Bank at some point, dfcu allegedly complained to Health
Minister Jim Muhwezi. On May 18, 2005, Maj. Gen. Muhwezi convened a meeting in his office and allegedly told the PMU
financial co-ordinator, Mr Moses Opondo, who was negotiating the exchange rates with dfcu, to leave the business to be handled “at
strategic level”. Meanwhile, Kampala lawyer Kituuma Magala, who introduced the deal to dfcu, pocketed some Shs450 million as
commission. He earned a commission whenever transactions were made. 

Under relentless questioning, dramatic scenes were inevitable. In mid-December a witness, Mr Nathan Kalema, fainted while
testifying. Apparently his blood pressure shot up as he struggled to explain how his organisation - Malaria, TB, HIV Concern
(Mathivco) - spent Shs45 million it got from the Fund. When witnesses were not collapsing or exchanging hot words with the
commissioners, they were busy passing the buck. Almost every witness, especially from the Ministry of Health, feigned ignorance of
whatever went wrong. Permanent Secretary Mohammed Kezaala, the ministry’s accounting officer, came under particular spotlight
as his colleagues from the ministry dumped all dirt at his footsteps. “My lord, I have to pray everyday I leave home for office,” he told
the commission in recounting the pressures of his job. However, Mr Kezaala’s explanations as to why Dr Muhebwa, who was second
best, was given the job instead of top candidate John Mutumba, were as unconvincing as they were inaudible. It later emerged that
Minister Muhwezi “only advised” Kezaala to hire Muhebwa for the PMU top job instead of Dr Mutumba because he was already
heading a “mind-boggling” $40 million Nutrition and Early Childhood Project. 
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The less-than-cordial working relationship amongst some PMU staff was all on display. The commission heard that Muhebwa and
Opondo had similar terms of reference, which could have fanned bad blood between the two officials. For example, Opondo at one
time accused Muhebwa of having “forced” Mr Julius Mugisha, the son of Primary Health Care Minister Alex Kamugisha, to the
PMU finance department as a data management officer. Muhebwa rejected the charge saying instead that Opondo was involved.
And when Mugisha’s dad appeared, he robustly defended his son like only a good father could. “What is wrong with my son working
in the ministry I head?” Dr Kamugisha demanded, then added for good measure: “Should the President first sack me for my son to
get a job?” There was obviously no element of irony, at least in the minister’s mind. Another junior minister in the Ministry of
Health, Mr Mike Mukula, defended himself regarding alleged use of Fund money this way: “My lord, I want to simplify it and say,
as a minister, I do prescribe and dispense political medicine.” Dispensing financial medicine is the business of PS Kezaala. Disgusted
by it all, Justice Ogoola described the two ministers’ testimonies which occurred on the same day as a “heap of garbage” while
Commissioner Mutebile used the phrase “utter rubbish”.

And then finally came a most poignant moment when Muhwezi testified. “My personal message to you is that it is in times like
[these] that men stand out from boys,” the born-again judge addressed the minister. “It is in crises like [these] that statesmen stand
out from politicians. And you, Jim Katugugu Muwhezi, you have the opportunity to look into that [WBS-TV] camera... with a
straight face and tell the President who appointed you...[and] the people who elected you to lead them for all this time, that you are
sorry.” To which a calmly defiant Muhwezi responded: “I would like also to say...when there has been a call for patriotism and
statesmanship, I have been there. I don’t know, my lord, where you were at that time but the peace and tranquillity and rule of law
which prevails today, I was part of.” The minister was talking about the nearly five years he spent in the bush fighting alongside
then-guerrilla chief Museveni against the Obote II regime in the early 1980s. 

The Fund monster did not leave Museveni alone. He was twice cited as having used his office to influence the use of the Global Fund
money. Muhwezi told the commission that his boss told him to find money to treat Mr Matthew Rukikaire, a former privatisation
minister then hospitalised in a Nairobi hospital. Some Shs 40 million was promptly picked from the Fund basket and used to settle
Rukikaire’s bills. A letter from Museveni introducing the Uganda National Farmers Association to Muhwezi for it to get Shs5 billion
from the Fund was presented only this past week. The June 28, 2004, letter bore some fruit as the association took away Shs200
million out of the Shs5 billion. But it was when officials of the various sub-recipient NGOs started appearing to testify that the real
stories of mismanagement came to light. The Ministry of Finance is the principal recipient. NGOs, which were supposed to help
people affected by HIV/Aids, were using most of the money to pay staff extra allowances and to supervise construction of goat pens.
That said, all eyes are now on Ogoola’s commission to help, through the recommendations in its report, “mend the moral fibre of
Uganda”. 

The Monitor website: http://www.monitor.com
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