Journal of Health, Medicine and Nursing www.iiste.org
ISSN 2422-8419  An International Peer-reviewaardal E-I_.!l]
Vol.32, 2016 IIS E

Assessment of the Readiness and Availability of Palliative Care
Servicesin Hospitalsin Kampala, Uganda

Eddie MwebesERichardOdoch?Pardon AkugizibwiHassard Sempeérdohn Bosco AledeChristine
Atuhairwe'
1. International Health Sciences University, Karapalganda
2. Mulago National Referral Hospital, Kampala, Udan
Corresponding author details: P.O. Box 7782 Kampadgmnda

ABSTRACT

Background: In Uganda, there are approximately 350,000 patiemth illnesses needing palliative care
(Merriman, Mwebesa & Katabira, 2012) and among wh?h®,000 persons in painare in urgent need of
Palliative care (American Cancer Society, 2014}eamr palliative care was introduced to improve ¢hality of
life of patients and their families who are facipgpblems associated with life-threatening illneafether
physical, psychosocial or spiritual (Temel, 201More still, palliative care reduces unnecessarypitals
admissions and the use of health services. Howtheryse of morphine and other controlled medicthatare
essential for palliative careare overly restrichydregulations thereby hindering access to adecpeite relief
and palliative care. Furthermore,palliative cars haen incorporated into the Uganda’s Health Sektiategic
and Investment Plans but has been hampered by alim@sources and huge shortages of health workers.
Further, Uganda has one of the most rapid growtibatifative care in Africa as well as the only ctyrin sub-
Saharan Africa graded as having “Stage 4" comprgillenpalliative care according to the Global Atlafs
Palliative Care (Worldwide Palliative Care Allianc2014). Additionally, Uganda was ranked 35th ofi80
countries for the Quality of death Index (Econonhigelligence Unit, 2015). Despite these accolatiespital
based palliative care is not universally availght@ughout the country. In 2014 the Ministry of Hegrovided
only 103 million Uganda shillings for developmerit Ralliative care in its national budget. This ismall
amount to share, and as most hospitals receivedlitige funding for palliative care, it is likelghat hospital
medical superintendents used discretionary fundsrdeide the service (O’'Brien et al., 2013). Theref the
objective of this study was to assess the readiapdsavailability of palliative Care services inspdals in
Kampala, Uganda from April, 2016 to June, 20l&thods: A cross sectional study design was ugeebults:
The study found that 7 of the 27 hospitals (26%jenaffering palliative care, 6 (22%) had a spezali staff
offering palliative care and only 5 (19%) had dfsdasignated to coordinate palliative care semvic@verall, the
level of readiness to provide palliative care i@snd to be very low with only 3 of the 27 hosptdlL1%)
demonstrating readiness as per the set criter&iléiity of pain medication in stock, availabylibf morphine

in stock and availability of a healthcare workeptovide palliative care).

Conclusion: Readiness and availability of palliative care segsiis very low among hospitals in Kampala.
Keywords: Palliative Care, Morphine, Readiness, Availability

Introduction

Each year, an estimated 40 million people worldvade in need of palliative care, 78% of them pedipkein
low- and middle-income countries with only aboufd 4f people who need palliative care currently nexé.
Palliative care is required for a wide range okdmes such as cardiovascular diseases (38.5%grq@4é50),
chronic respiratory diseases (10.3%), HIV/AIDS 5)7and diabetes (4.6%). Many other conditions neayire
palliative care include: kidney failure, chronigdr disease, multiple sclerosis, Parkinson’s disedseumatoid
arthritis, neurological disease, dementia, congéaibomalies and drug-resistant tuberculosis. lardg, there
are approximately 350,000 patients with illnessesding Palliative care (Merriman, Mwebesa & Katapir
2012), of these 210,000 persons in pain are inningeed of Palliative care (American Cancer Soci2ijl4).
The Government of Uganda provides liquid morphifrege of charge to all patients who need it in publi
hospitals. In addition medical workers receive gpeevice training in Palliative care. Despite allegh
interventions, hospitals in Kampala are referriatgjgnts to Hospice Africa Uganda (HAU) and oftepas that
they do not have oral liquid morphine despite tmedication being availed free of charge (PCAU, 3012
Uganda’s demand for palliative care outstrips wikatffered, and it is estimated that only 10% ofiqrés in
need of palliative care are being reached (Merrinlwebesa & Katabira, 2012). The WHO advocates for
palliative care as an essential component of tlegadvcare in HIV, cancer and other serious non+ooimcable
diseases where treatment therapy is lacking or Heome ineffective, palliative care is importanteT
government of Uganda recognizes that Palliativee@aa humanitarian responsibility, and that @msessential
clinical service. Since 2000, this service has hieenrporated into the Uganda’s Health Sector 8giatand
Investment Plans.
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Palliative care has not been given much attentientd minimal resources and huge shortages ofthealtkers.
According to WHO and the Uganda Ministry of Hea{#003) palliative care ought to be integrated itite

country’s health systems and provided at all leweélsare including in all hospitals but Uganda’sailie system
has centered on preventive of immunisable illnessebinfectious diseases, curative interventiohdd and

maternal health services in accordance to the oriigtal needs. In 2015 Hospice Africa Uganda (HAEN

NGO offering specialist-level Palliative Care sees received 1,633 patients referred from hospitatampala
for Palliative Care- a 39.4% increase in patiefierrals over a 2 year period (HAU, 2015). Of thesferrals

467 were for oral liquid morphine to be dispensEus suggests that some hospitals do not haveakedlicare
including adequate relief of severe pain (O’'Brignaé, 2013). To make matters worse, there are 42y
Hospices outlets in Uganda that offer specializallidtive care. Thus this unmet need for PalliatBare exerts
tremendous pressure on health care costs, yet thikeservices are not offered patients have uncitadife pain,

suffer unrelieved symptoms, have more morbidityprpquality of life and early deaths in addition ttoe

psychological and financial burden on their fansilf@APM, 2013).This study therefore assessed thdimess
and availability of palliative care services amdmgpitals in Kampala, Uganda.

Methods and M aterials

Settings

The study focused on both public and private haspitithin Kampala City. In-charges/ medical dimgstof the
27hospitals within the city were interviewed betwe#ganuary, 2016 to June, 2016. The time period was
purposely selected to ensure that the time frandeustudy was as close as possible to the cuireatand met

the inclusion criteria for the study

Design and sampling procedures
This was a descriptive cross-sectional study tbatiged on in-charges/medical directors of publid private
hospitals in Kampala.

Data collection and management

Data was collected from in-charges/ medical dinectof public and private hospitals in Kampala usang
researcher administered questionnaires. The guoesiies were developed by the researcher basingpas
used for measuring readiness and availability of by the Ministry of Health, Uganda.

Outcomes and exposure variables

The study had two main dependent variables; readiaad the availability of palliative care serviteghe
hospitals.Availability of Palliative Care at a hospital denotes thatseice was committable, operable, and
usable upon demand by patients seeking the serReadiness for Palliative Care denotes a level of
preparedness of a hospital to offer an essentigicgeat a particular point in time. The indeperndariables in
this study were: Health facility based factors &fehlth Systems factors.

Sample size estimation

Kampala city has a total of 27 hospitals (publid anivate) and all of them were included in thedgtu

Ethical considerations

The study was approved by International Health r@&eUniversity Research and Ethics Committee aed th
respective hospitals authorities.

Results

Of the 27 hospitals interviewed, public hospitéke IMulago hospital and faith-based hospitals weassified
as public/private not-for-profit (PNFP) hospitaladaall other hospitals were classified as private grofit
(PFP)hospitals. The majority, 15(56%) of the 27gitads visited were for private for profit and themaining
12(44.4%) public or PNFP hospitals.

Availability of palliative care services

The study found that 7 out of the 27 hospitals (R&%re offering palliative care (Table 1). Only 6shitals
(22%) had a specialized staff offering palliativerec and only 5 hospitals (19%) had a staff desaghat
coordinate palliative care services.
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Table 1: Availability of palliative care services

Variable Frequency Percent (%)
Doesfacility offer palliative care?

Yes 7 25.9
No 20 74.1
Doesfacility stock mor phine?

Yes 7 25.9
No 20 74.1
Doesfacility have staff specialized in offering palliative care?

Yes 6 22.2
No 21 77.7
Isthere a staff coordinating palliative care?

Yes 5 18.5
No 22 81.5

Source: primary data

Funding and support for palliative care servicesin hospital

Only 2 of the 27 hospitals (7%) reported that thag a budget for palliative care (Table 2). Ter?42df the 27
hospitals had had their staff undergo in-servia@ing in palliative care in the past 12 monthslyGhhospitals
(15%) had guidelines for the practice of palliatoare and 3 (11%) had received supervision foiidiait Care
from the Ministry of Health in the past 12 months.

Table 2: Funding and support for palliative care servicesin health facility

Variable Frequency Percent (%)
Does hospital have a budget for pain relief medication?

Yes 25 92.6
No 2 7
Does hospital have a budget for palliative care?

Yes 2 7

No 25 92.6

In the past 12 months has staff received any in-service training in
palliative care?

Yes 10 22.2
No 17 77.7
Doesfacility have guidelines for palliative care?

Yes 4 14.8
No 23 85.2
Hasfacility received supervision from MOH in the past 12 months?

Yes 3 111
No 24 88.9

Source: primary data

Readiness of palliative care services

Readiness was measured using three questions wvgoichht for the availability of pain medication, the
availability of morphine and a health worker whaulcbprovide palliative care at the time of intewie The
majority of hospitals, 26 (96%) had pain medicaiioistock. Only 5 hospitals (19%) had oral morphimstock
and only 4 (15%) had a healthcare worker availebferovide palliative care (Table 3).
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Table 3: Readiness of palliative care services

Variable Frequency Percent (%)
Are pain medications available today?

Yes 26 96.3
No 1 3.7
Isoral morphine available today?

Yes 5 18.5
No 22 81.5
Is a health care worker who can provide palliative care available

today

Yes 4 14.8
No 23 85.2

Source: primary data

Overall readiness of palliative care servicesin hospitals
Overall, only 3 of the 27 hospitals (11%) were retmprovide palliative care services (Figure 1).

Figure 1: Overall readiness of palliative care servicesin hospitals

B Not Ready m Ready

Challenges and way forwardsto improve palliative care servicesin health facilities

Lack of specialized staff in palliative care (47%)e cost of establishing palliative care servibeing high
(18%) and hospital management not being interesiegalliative care (15%) were reported as the main
challenges faced by hospitals (Table 4 below).Heurtl5 hospitals (43%) reported that there werelans for
starting or improving palliative care at the hoapifThis is a sign that many hospitals were notrested in
providing the service at the time of data collectiBlowever, some hospitals stated that they redursgning of
their health workers in palliative care, 6 (17%}l accreditation with the PCAU, 4 (11%) as the wanward.
Four hospitals (11%) stated that Palliative care twing considered in the institution’s stratedanpfor the
next period.
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Table 4: Challenges and way forwardsto improve palliative care servicesin health facilities

Variable Frequency Percent (%)
Challenges

Cost of establishing the service is high 6 17.7
Lack of specialized staff 11 47.1

Its costly to patients 4 11.8
Patients do not have interest 1 2.9
Facility management has no interest 5 14.7
Not being accredited by PCAU 2 5.9

Waysforward to start or improve palliative care services
None 15 42.9

Strategic plan been formed 4 11.4
Inclusion/expansion of budget 2 5.7
Training healthy workers 6 17.1
Accreditation by PCAU 4 11.4
Stocking pain medicine 2 5.7
Opening Palliative Care clinic 2 5.7

Hospital characteristics and availability of palliative care services
Only 1 (6.7%) of the 15 private-for-profit hospialvas offering palliative care while a half (50%)public/
PNFP hospitals were offering palliative care. Otylge of facility (P=0.024) and total number of patis per

month (P= 0.012) were significantly associated \aithilability of palliative care (Table 5).
Table 5: Hospital characteristics and availability of palliative care services

Variable Availability of palliative care p-value
Yes (%) No (%)

Type of health facility

Public/ Not For profit 6 (50) 6 (50) 0.024*

For profit 1(6.7) 14 (93.3)

Total number of patientsin a month

<1000 0 (0) 8 (100)

1000-5000 2 (18.2) 9 (81.8) 0.012*

8000-132000 5 (62.5) 3 (37.5)

Total Saffing

7-25 2 (22.2) 7 (77.8) 0.829

26-50 0 (0) 3 (100)

51-1880 4 (28.6) 10 (71.4)

Doesfacility stock oral morphine

Yes 4 (57.1) 3(42.9)

No 3 (15) 17 (85) 0.050

Doesfacility have staff specialized in offering palliative care

Yes 3 (50) 3 (50)

No 4 (19.1) 17 (80.1) 0.290

Saff coordinating palliative care

Yes 3 (100) 0 (0)

No 4 (16.7) 20 (83.3) 0.091

*Significant variables with P-value <0.05
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Funding and support and availability of palliative care servicesin health facility

Five out of 10 hospitals (50%) with staff that rieeel in-service training in palliative care andy@gl out of 17
(11.8%) hospitals without any staff trained in f@dive care in the past 12 months were offerindigtale care
(Table 6). Additionally, in-service training in fiative care in the past 12 months (P=0.045) wasotfily factor
under funding and support that was significantlyoasated with availability of palliative care. Alther aspects

of funding and support were not associated withlabgity of palliative care.

Table 6: Funding and support and availability of palliative care servicesin health facilities

Variable Availability of palliative care P-value
Yes (%) No (%)

Does hospital have a budget for pain medication

Yes 7 (28) 18 (72)

No 0 (0) 2 (100) 1.000

Does hospital have a budget for palliative care

Yes 1 (100) 0 (0)

No 6 (23.1) 20 (76.9) 0.459

In the past 12 months has staff received any in-service training

in palliative care

Yes 5 (50) 5 (50)

No 2 (11.8) 15 (88.2) 0.045*

Doesfacility have guidelines for palliative care

Yes 2 (50) 2 (50)

No 5(21.7) 18 (78.3) 0.269

Hasfacility received supervision from MOH in the past 12

months

Yes 1(33.3) 2 (66.7)

No 6 (25) 18 (75) 1.000

Facility accredited

Yes 2 (100) 0 (0)

No 5 (20) 20 (80) 0.060

*Statistically Significant variable (P <0.05)

Hospital characteristics and readiness for palliative care services

The study further found that only number of patesgen in a hospital per month (P=0.038) and stgatial
morphine (P=0.012) were associated with readinaspdlliative care services (Table 7 below). Ahet factors
did not show any statistical association with reads of the health facility to offer palliative ear
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Table 7: Hospital characteristics and readinessfor palliative care services

Variable Readiness of palliative care P-value
Not Ready (%) Ready (%)

Type of health facility

Not For profit 9 (75) 3 (25) 0.075

For profit 15 (100) 0 (0)

Total number of patientsin a month

<1000 8 (100) 0(0)

1000-5000 11 (100) 0 (0) 0.038*

8000-132000 5 (62.5) 3(37.5)

Total Saffing

7-25 9 (100) 0 (0) 0.346

26-50 3 (100) 0 (0)

51-1880 11 (78.6) 3(21.4)

Does facility stock morphine

No 20 (100) 0 (0) 0.012*

Yes 4 (57.1) 3 (42.9)

Does facility have staff specialized in offering palliative care

No 20 (95.2) 1(4.8) 0.115

Yes 4 (66.7) 2 (33.3)

Saff coordinating palliative care

No 21 (95.5) 1(4.6) 0.079

Yes 3 (60) 2 (40)

*Statistically Significant variables (P <0.05)

Funding and support to health facilitiesand readiness for palliative care services

In-services training in the past 12 months (p=0)G¢id having guidelines for palliative care (p=@p#ere the
only factors found to have statistically signifitassociation with readiness of health facilite®ffer palliative

care services (Table 8). All other factors undeding and support were non-significant.

Table 8: Funding and support to health facilitiesand Readiness for palliative care services

Variable Availability of palliative care p-value
Not Ready (%) Ready (%)

Does hospital have a budget for pain medication

Yes 22 (88) 3(12)

No 2 (100) 0 (0) 1.000

Does hospital have a budget for palliative care

Yes 1 (50) 1 (50)

No 23 (92) 2(8) 0.214

In the past 12 months has staff received any in-servicetraining in

palliative care

Yes 7 (70) 3(30)

No 17 (100) 0 (0) 0.041*

Does facility have guidelinesfor palliative care

Yes 2 (50) 2 (50)

No 22 (95.7) 1(4.3) 0.049*

Hasfacility received supervision from MOH in the past 12 months

Yes 3 (100) 0 (0)

No 21 (87.5) 3(12.5) 1.000

Facility accredited

Yes 1 (50) 1 (50)

No 23 (92) 2(8) 0.214

*Statistically Significant variables (P <0.05)
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Discussion
Availability of palliative care services, funding and support; and readiness for palliative care
services. Study findings revealed that only 26% of the hadpitn Kampala were offering palliative care seggic
This low percentage could be attributed to the Highden of communicable diseases in Uganda coupiid
high cost of palliative care (Maponga et al., 200¥his view is reflected in the response of onetlod
respondents;

“Of course being private we are not subsidized mods we are not sure but | think it would be exghem

because we have to charge for every single sewichave to offer. It might be much more expenkiae t

hospice because we would charge for every singlecg2

This would raise the overall cost of care makingraffordable and therefore non-profitable particiyl for the
private for profit hospitals.This finding is compate to the 17% got from a study of 107 hospital€alifornia,
US (Pantilat & Billings, 2003). Similarly, The Anmiean Hospital Association (2007) reported that d3po of
USA hospitals were having a palliative care progreanThe similarities in the findings may be atttéaito the
high cost of providing palliative care making thensce unattractive for most hospitals. Additiogall
availability of palliative care in hospitals maysalbe influenced by the perceptions of hospitaBhagement
about palliative care (Rodriguez, Barnato & Arnd2007). Further, only 30% of the hospitals survesggbrted
stocking morphine, a vital drug in management ekse pain. Contrary to this finding, Harding et §2014) in
theirreview ofpharmacy stock among 120 Presiddat®rgency Plan for AIDS Relief (PEPFAR)-funded Heal
facilities in Uganda and Kenya to determine theilakdity of medications for pain and symptom canttfor
patients with HIV, found that morphine was avaitalir only 7% of the facilities, and was the leasikable
medication. The difference in the findings of thetstudies could be attributed to the sources wdifuy for the
facilities. PEPFAR funding support has strict gliiges (Harding et al., 2014) on utilization of thends making
it difficult to procure medications or other itemst included in the funding guidelines. This mighatve resulted
in the lower level of morphine stock among the PARFunded facilities. Further, only 7.4% of the pials
surveyed reported having a budget for palliativee cgervices. This is rather depressing given tbasarvices
can be offered effectively without adequate fund{@jBrien et al., 2013).Additionally, lack of budgéor
palliative care services could be attributed to lilgh burden of communicable diseases in Ugandahwhuts
emphasis on saving lives rather than improving igualf lives of persons with chronic diseases ldancer.
Hence low level of budget allocation for palliativere among the hospitals surveyed.

Compared to availability of palliative care, reasia of hospitals to offer palliative care was eloaver as only
11% of the hospitals surveyed in Kampala were fotnbe ready to offer palliative care services.sTihiplies
that only a small proportion of the hospitals ttexiorted having palliative care were actually preddo provide
the care whenever demanded.The readiness to dfitive care is also closely linked to the awvaility of
appropriate medications for the management of sepain in hospitals. Clark (2007) in the multi-rmezth
review of hospice and palliative care developmenbiag 47 countries in Africa found a close relatlips
between the 29 countries that reported no morphgeein the period 2000-2002 and their readinessfey
palliative care services.This correlates to thdifig of this study which found a significant retatship between
the readiness to offer palliative care in hospitald the availability of morphine for the managetmn&rsevere
pain. This is understandable since it would be issgae to control pain in palliative care withotriosig opioid.
Further,lack of interest from hospital administratwas highlighted as one of the challenges fapnogision of
palliative care services in this study. Lack oknasst is likely to affect the budgeting processhef hospital, a
key process in determining availability of pain rioadion, staffing and other resources needed twigeo
palliative care.

Hospital characteristics, funding and support; and availability and readiness for palliative care services:
A systematic review by Jang and Lazenby (2013)rtsioed that hospital inpatient care gave bettgroojpinity
for opioid availability and the management of paid symptoms at the end of life when compared tatime-
based palliative care. Findings of this study iatkcthat the type of hospital was associated witilability of
palliative care services.Additionally, the resudtoowed that palliative care was provided mainlyploplic and
private not-for-profit hospitals (85.7%). This cdube due to the fact that these hospitals are matiging the
services for profit and therefore less concernetth \wiarginal interest from providing the service ikmlthe
private for profit hospitals. Further, public anotfor profit hospitals are more likely to attrdahding or other
support for palliative care from donors and higbfile companies. On the contrary, private healttilitees
mostly depend solely on the investment of the owrserd cost recovery from patients who use the taspi
services and therefore may look at provision ofigiale care as untenable.

WHO (2004) states that 50% of HIV patients; and 8ff%ancer patients will experience severe paiinduthe
terminal phase of their disease. The availabilityopioid medications for the management of sevezia |5
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therefore a cornerstone in palliative care, andwhHeO (1990, 1996) encourages a public health agbrda
palliative care and pain management. This studpdabat the availability of oral morphine at thespitals was
associated with readiness to offer palliative csgevices. This is consistent with PCAU (2013) afserthat
hospitals need regular access to pain managemetitatien in order to provide palliative care toipats who
require the care. However, the readiness of thithilities was poor with only 11% of the hogt# surveyed
ready to provide palliative care services. Poodirezss to provide palliative care among Kampalaphals
could be attributed to high cost and difficulty pnocuring oral morphine, a key medication in pélia care.
This therefore leads to persistent stock-outs ef ifedication hence low level of readiness for miowi of
palliative care. The challenge of persistent stmekof oral morphine was highlighted by one of tespondents
below;
“We get it from people; they always come with theat morphine because we request the patients tieecwith
it andasl speak now | dont think it's in stock”
Therefore, a concerted effort is needed to increasmss to oral morphine in order to improve hagit
readiness for palliative care services. This figdia similar to the outcome of ethnographic studySouth
Africa which found a positive relationship betweawailability of opioid in hospitals and readinesstioe
hospitals to offer palliative care (Beck, 2001).urtRer, similarity in findings of the two studiesud be
attributed to the influence of the availability ofal morphine on other factors for readiness. Fstaince,
stocking morphine would dictate that a trained peren prescribing and administering the medicatimn
employed at the hospital. This in essence imprtiveseadiness of the hospital to offer the services

Consistent with Rampanjato et al., (2007) finding€entral Africa, many respondents in this studignitified
poor awareness and myths about oral morphine aa@ediment to palliative care provision in Kampalais is
reflected in the statement of one of the resporsdeatow;

“...There is the fear of oral morphine addiction iefnis probably not well foundéd
Three other differentkey informants outlined thiage tfear of addiction was real. For instance, amokey
informant stated;

“...oral morphine is thought to be too strong andem you (clinician) give it to somebody it fastdeath”.
These myths and misconceptions about morphine @spithl-based factors which influence availabibtyd
readiness for palliative care.

Additionally, barriers to the stocking of essentizdicines at hospitals can affect the availabditg readiness
to provide palliative care. While these were nagtlieitly explored it is possible that these factars at play in
causing widespread unavailability of opioids in Kaata's hospitals.

Further, having health workers who had receiveddrvice training in palliative care over the la&t honths
was associated with both availability (P=0.045) asadiness (P=0.041) of palliative care servicesoapitals.
This finding is consistent with Rampanjato et @007) assertion that availing health workerdwihowledge
about palliative care is paramount if palliativeecaervices are to be made available to the papaldtack of
specialized staff in the area of palliative caresviadicated as one of the factors affecting thevigion of
palliative care services in hospital. Similarlystady by Uys (2003)among trained professional rains& urban
and rural sites in South Africa showed that lacladéquately trained palliative care health workedsto gross
under-management of pain when patients were adhtidtehospitals. A hospital with staff trained inlljzdive
care is likely to confidently offer the servicett®e patients. This finding is further supportedabgtudy of 23
Emergency Department nurses in Central Africa wisicbwed that poor pain control was prevalent in 28%
the hospital nurses with no formal education ompaanagement (Rampanjato et al., 2007). Additigntiese
nurses were also unable to properly recognize sympif pain which made it difficult for them to edtively
manage pain. Further, availability of palliativereauidelines (p=0.049) in the hospital was assediavith
readiness of palliative care services. This cdwddattributed to the fact that availability of tgeidelines
provides a valuable consultation reference resoarcavhich to base the provision of palliative caesvices.
This builds capacity of the staff as well as thlwinfidence in the staff to always be ready to offeltiative care
services.

Despite the gains made by Uganda in provision bfgpiae care, this study found a low level of dadility of
palliative care and very low level of readinessgalliative care among the hospitals in Kampalg diherefore,
there is urgent need for the Uganda’s Ministry afalth to embark on a national campaign to imprdwe t
availability and readiness for palliative care agtime country’s hospitals.
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