
Background

Th e International Health Regulations (IHR[2005]) are a set 

of legally binding regulations for all World Health 

Organisation (WHO) Member States. Th ey aim to harmo-

nise the protection of public health while avoiding 

unnecessary disruption of trade and travel through the 

development of eff ective global alert, surveillance and 

response strategies for all priority public health events. 

Th





Capacities measured

Th e core capacities assessed for each of the fi ve 

IHR(2005) hazards (infectious, chemical, zoonoses, food 

safety, radio-nuclear) and points of entry included: 

national legislation and policy; coordination; surveillance; 

response; preparedness; risk communication; laboratory; 

and human resource capacity.

Data management and analyses

Data entry screens were developed to facilitate data entry 

using the Epi Info™ [10]. Th e data were coded prior to 

entry and following the completion of data entry, the 

database was cleaned to facilitate the running of frequen-

cies to determine the level of core capacities for each of 

the fi ve IHR(2005) hazards. Frequency tables and charts 

were used to summarize the core capacity levels by 

hazard at national, district and health facility levels. Th e 

qualitative analysis by way of strengths, weaknesses, 

oppor tunities and threats was used for the interpretation 

of quantitative data.

Results

National legislation for the IHR(2005)

Th e laws governing surveillance and response for infect-

ious diseases in Uganda were contained in the Public 

Health (PH) Act (CAP 281). Th e PH Act provided for 

cross-border surveillance and the implementation of 

control measures during a PH emergency. Th e Act 

mandated the Minister of Health to declare a disease 

notifi able. However, the list of notifi able diseases did not 

include several IHR(2005) notifi





conduct basic analysis of epidemiologic data. Th e 

majority, 69% (9/13), of the districts reported the availa-

bility of a computerized system to analyze epidemio logic 

data. On the contrary, only 16% (10/61) of the health 

facilities reported the availability of a computerized 

system to analyze epidemiologic data.

Supervision and feedback
Supervisory visits by the MoH to the districts were few 

and inconsistent. Only 15% (2/13) of the districts 

benefi ted from the supervision of surveillance activities 

by the MoH in the six months that preceded the assess-

ment. Th e dissemination of the weekly epidemiologic 

data was done through weekly newsletters, publication of 

the data in the newspapers, e-mail, and the monthly 

IDSR meetings.

Cross-border and international surveillance
Cross-border surveillance activities like screening, 

isolation, quarantine and provision of information were 

under taken in response to the SARS outbreak in 2003 

and pandemic infl uenza (H1N1) in 2009. Th e cross-

border activities were therefore not routine and barely 

lasted beyond the prevailing public health threat. 

However, there were periodic joint cross-border planning 

and simulation exercises for pandemic infl uenza under 

the East African Community (EAC) Secretariat and these 

could be used to strengthen the IHR(2005) cross-border 



there were no training programs in epidemiology for 

diploma holders like the district public health surveil-

lance offi  cers and laboratory focal persons, yet they are at 

the centre of coordinating district surveillance and 

response activities.

Laboratory capacities

National capacity to deliver laboratory services for all 
hazards
Th e national laboratory policy of 2009 provided for the 

designation of a national laboratory coordinating offi  ce in 

the MoH and the defi nition of roles and responsibilities 

of laboratories at national, regional and district levels 

with regards to infectious and zoonotic investigations. A 

fi ve-year strategic plan for strengthening national 

laboratory services was being drafted by the MoH and 

health partners. Th e laboratory standard operating 

proce dures (SOPs) for infectious and zoonotic diseases 

were available at the national level. Most (77%, or 10/13) 

of the districts had the laboratory SOPs for infectious and 

zoonotic diseases. Similarly, most (77%, or 10/13) of the 

districts had conducted an inventory of laboratory 

capacity for the various health facility laboratories. 

However, only 54% (7/13) of the districts had operational 

plans to strengthen laboratory services and only 46% 

(6/13) of the districts reported that the plans were being 

implemented. Only 39% (5/13) of the districts had a plan 

for continuing professional development of laboratory 

staff  (Figure 3).

At the health facility level, only 36% (22/61) had 

laboratory SOPs while only 26% (16/61) had conducted an 

inventory of their laboratory capacity. A paltry 13% (8/61) 

of health facilities had adequate specimen collection/

transport materials for routine investigations while 20% 

(12/61) and 15% (9/61) had adequate lab reagents and 





implementation [5]. Uganda had designated the National 

Surveillance Unit in the Ministry of Health as the IHR 

NFP. Th e scope of activities and operational communica-

tion by the IHR NFP was suboptimal, limited to the IDSR 

strategy for communicable disease control, and excluded 

PoE. Since partnerships and intersectoral collaboration 

are essential to IHR(2005) implementation, IHR focal 

point offi  ces in all the relevant sectors need to be 

designated to facilitate the establishment of core capacities 

in line with the IHR(2005) multi-hazards approach.

Additionally, advocacy for the IHR(2005) needs to be 

prioritized in the country to ensure that all the relevant 

stakeholders are aware of their obligations and for the 

mobilisation of the resources required to conduct assess-

ments and to establish and maintain the core capacities 

for the IHR(2005).

Capacities for public health surveillance

Article 5 of the IHR(2005) mandates countries to develop 

and maintain the capacities to detect, assess, notify and 

report public health events [5]. In Uganda, the IDSR 

strategy off



national system to ease the transport of all specimens 

from the peripheral level to the national level and ensure 

that the emergency specimen collection kits are available, 

especially at the peripheral level. National guidelines for 

material transfer agreements are required to streamline 

shipping specimens out of the country.

Capacities at points of entry

Th e IHR(2005) requires countries to identify and desig-

nate PoE for the implementation of measures under 

Annex 1b [5]. Th e measures are critical for preventing 

and controlling international spread of diseases. It is 

there fore imperative that Uganda designates PoE for the 

implementation of the IHR(2005) core capacity require-

ments and builds their capacity for this purpose.

Conclusions

Th e assessment highlighted critical gaps to guide the 

IHR(2005) planning process. Th e IHR(2005) action plan 

should therefore be developed to foster improved 

national and international public health security. Th is 

should incorporate the above proposed solutions to the 

gaps identifi ed with special attention to the recom-

mendations below that are key for smooth implemen-

tation of the plan.

Recommendations

A multisectoral taskforce should be constituted to 

oversee the amendment of the national laws that are 

relevant for the IHR(2005). Focal point offi  ces for the 

IHR should be designated to in all the sectors relevant to 

the IHR(2005) to facilitate effi  cient communication with 

the IHR NFP.

Th e national priority diseases list, surveillance guide-

lines, case defi nitions and reporting tools should be 

updated to incorporate the IHR(2005). Th e roster of 

experts for the national rapid response team and the 

content of the outbreak response and risk communication 

guidelines should be updated to incorporate the 

IHR(2005).

A national preparedness plan that incorporates the 

IHR(2005) should be developed. Th e national strategic 
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