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Objectives: The aim of this study was to provide evidence about the design and implementation of policies for advancing the sustainability of knowledge translation (KT) initiatives
and policies in Uganda’s health system.
Methods: We searched for and reviewed evidence about KT sustainability issues in Uganda, the impacts of options, barriers to implementing these options, and implementation
strategies to address such barriers. In instances where the systematic reviews provided limited evidence, these were supplemented with relevant primary studies. Documents such as
the government reports and unpublished literature were also included in the search. Key informant interviews and a policy dialogue were conducted, and an expert working group
guided the study.
Results: The KT sustainability issues identified were: the absence of a specific unit within the health sector to coordinate and synthesize research; health worker not familiar with KT
activities and not often used. Furthermore, Uganda lacks a mechanism to sustain its current national health frameworks or platforms, and does not have a system to ensure the
sustained coordination of existing national health KT platforms. The policy options proposed include: (i) the identification of a KT champion; (ii) the establishment of an operational
KT framework; (iii) KT capacity building for researchers and research users, as well as policy and decision makers.
Conclusions: The sustainability of KT will be influenced by the prevailing context and concerns within healthcare both in Uganda and internationally. Furthermore, the availability of
resources for KT advocacy, communication, and program design will impact on the sustainability of Uganda’s KT activities.
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This article is on a national framework for the sustainability of
health knowledge translation (KT) initiatives in Uganda. It is
consequently based on an evidence brief from the best available
literature on the design and implementation of policies for the
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sustainability of KT initiatives in Uganda’s health system. Sev-
eral different terms are used in this study: “knowledge transla-
tion” refers to the dynamic and iterative process involving the
synthesis, dissemination, exchange, and ethically sound appli-
cation of knowledge to improve health, provide more effective
health services and products, and strengthen healthcare systems
(1). Similar terms used in related literature include “knowl-
edge brokering”, “knowledge exchange”, and “knowledge mo-
bilization”, refer to the same knowledge sharing activities (2).
KT strategies are used in public health to promote Evidence-
Informed Decision Making (EIDM).

In the context of this study, EIDM refers to the incorpora-
tion of the best available research evidence into public health
policy and program decision making. The term “sustainabil-
ity” is defined as the ability to maintain programming and its
benefits over time at a certain rate and level. It involves the
existence of structures and processes that allow a program to
leverage resources to effectively implement and maintain
evidence-based policies and activities. Sustainability includes
organizational and systems dimensions (3;4). It also per-
tains to program sustainability, which is defined as the
ability to maintain programming and its benefits over
time (5).
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Figure 1. Uganda health system.

Current Healthcare Status and System in Uganda
The World Bank Report of 2017 indicates that Uganda is a low
income country with income per capita of USD 653. Conse-
quently, the Uganda Health Sector Development Plan 2015/16-
19/20 points out that the average national literacy rate is at
73 percent, whereas the maternal and infant mortalities are at
336/100,000 and 43/1,000 live births, respectively. The health
sector is pluralistic with 55 percent of the services provided by
the government owned facilities and conversely 45 percent are
privately owned. The services are decentralized with the cen-
tral system being responsible for policy and referral care while
the district system is responsible for implementation of health-
care services (6). A diagrammatic presentation of the Ugandan
health system is in Figure 1.

The total health expenditure in Uganda is only USD 53 per
capita, with households contributing 38 percent, donors 47 per-
cent, government 15 percent, and health insurance less than 1
percent. Moreover, the contributions by households are largely
out-of-pocket and are far above the maximum of 20 percent
recommended by World Health Organization (WHO) for the
households not to be pushed into impoverishment. The funding
from donors is mostly off-budget (6). The World Bank points
out that the hospital beds per 1,000 people in Uganda was last
measured at 0.50 in 2010. Hospital beds include inpatient beds
available in public, private, general, and specialized hospitals
and rehabilitation centers. These include beds for both acute
and chronic care (7).

The Sector Development Plan further underscores the
shortage of health workers as a major challenge in improving
the health of the population with the doctor to population ratio
is 1:18,000. In addition, the ratio of traditional medicine prac-
titioners to population is between 1:200 and 1:400. Worse still,
the health worker to population ratio in Uganda is 1.55 health
workers per 1,000 persons compared with the WHO guideline
of a minimum of 2.28 per 1000 persons (6). The public direct

investment in health research is negligible despite the resolu-
tion by WHO. Accordingly, the proportion of the health sector
budget earmarked for research is unknown but seemingly very
low. The national share of expenditure on research and devel-
opment as a percentage of GDP is 0.3 percent (8). Moreover,
the level of research funding is not yet 2 percent of the MoH
budget as per the Bamako Plan of Action by WHO. Worse still,
government has failed to operationalize the Uganda National
Health Research Organization; the only full time staff is the
Director General (9).

The purpose of evidence informed policy making is to op-
timize patient and population health outcomes (10;11) and the
approach has the potential in low and middle income countries
to reduce morbidity and mortality. Bridging the gap between
“knowing” and “doing”, however, is undoubtedly a challenge
(7). A systematic review by Lavis et al. (2005), for instance,
highlights the difficulties policy makers face in accessing and
using research evidence for policy making (12). Translating the
best available research evidence into programmatic change is a
complex process (11). Barriers to EIDM include a lack of fi-
nancial incentives at different levels within healthcare systems;
limited access to research evidence; and the lack of equipment
needed for implementation in healthcare organizations. The re-
quired equipment includes tools and materials such as com-
puters (including those with high capacity for data mining and
manipulation) and internet servers. Furthermore, existing stan-
dards used by healthcare teams may not be in line with the rec-
ommended practice. Individual healthcare professionals may
also lack the knowledge, attitudes, and skills needed to criti-
cally appraise and use evidence. Lack of time among health
personnel and a resistance to change are also known barriers to
EIDM (10;13;14).

In their study on healthcare technology transfer in Latin
America, Coe and Banta (1992) observed that there is no link
between the development of activities for generation of knowl-
edge and evolution of technologies in developing countries.
They attributed this to limited human, financial resources, and
technological dependence on developed countries. Coe and
Banta also elaborate that 97 percent of the Worlds’ expenditure
for research and development was spent in developed countries
and less than 1 percent in Central and South America. More so,
0.3 percent of the gross national product was spent on research
and development compared with a global average of 2 percent.
This study further recommended that to meet these challenges,
there must be a strong commitment by institutions from differ-
ent sectors such as Ministries of Health, Councils for Science
and Technology, Schools of Medicine and Public Health, other
national agencies, and international organizations (15).

This study focuses specifically on the issue of the sustain-
ability of KT activities related to the health systems build-
ing blocks: health services delivery including health educa-
tion, human resources for health (for example, issues such as
health worker staffing) and commodities (such as equipment
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Figure 2. Results of document search and screening.

and medicines) in Uganda. Other health systems issues consid-
ered are the healthcare information system, the effective financ-
ing of health services, leadership, and governance.

METHODS
We searched for and reviewed evidence about KT sustainability
issues in Uganda, the impacts of options, barriers to implement-
ing these options, and implementation strategies to address
such barriers. This entailed review of published documents rel-
evant to the national framework for the sustainability of health
knowledge translation initiatives in Uganda from 2010 to 2017.
The year 2010 marked the beginning of some knowledge trans-
lation initiatives for supporting evidence informed health sys-
tem policy making in Uganda (16–19). The 2005 Arksey and
O’Malley methodological framework for scoping reviews was
used to develop our research questions, identify relevant docu-
ments, screen and select the documents (20).

In determining the research questions, the breadth of cover-
age and its defined relevant aspects were ensured. The research
questions were: what are the relevant documents to the national
framework for the sustainability of health knowledge transla-
tion initiatives so that KT can inform health policy, strategies,
practices, public opinion, and social transformation? What is
the available literature on advocacy on the importance and use
of KT? How can KT be institutionalized? How can capacity be
built for researchers and research users? The results of the doc-
ument search process and screening are presented in Figure 2.

The review followed several steps: (i) Selection of Web
sites of relevant government institutions, international and na-
tional nongovernmental organizations using Google. Given that
different Web sites were organized differently, specific search
strategies were devised for each Web site depending on its
specific navigability. In addition, the following keywords were
used in various combinations with Boolean operators (and, or):
Uganda, knowledge translation, sustainability, national frame-
work, initiatives, and health system (21). (ii) Identification and
characterization of published documents relevant to the sustain-
ability of health knowledge translation initiatives (Table 1). (iii)
Checking of reference lists of selected documents to expand
the list of documents included. More so, to minimize selection
bias, two independent reviewers (A.K. and R.B.) screened all
documents and selected the most appropriate to answer the re-
search questions. Documents that were at the draft stage were
excluded. Furthermore, two independent reviewers (R.B. and
B.M.) carried out the final analysis.

Key informant interviews were conducted in mid-2013 and
a policy dialogue was held in early 2014 and 2015. An expert
working group guided this research. Additional information on
how this policy brief was prepared is available as Supplemen-
tary Material.

THE PROBLEM
Uganda has no explicit sustainable system for KT activities
that would ensure that KT can inform health policy, strate-
gies, practices, public opinion, and social transformation. The
Uganda National Health Research Organization which is re-
sponsible for health research sometimes plays a key role in
KT activities—the Director General of Uganda National Health
Research Organization (UNHRO), for example, is one of the
investigators of the SURE project. However, in many other KT
undertakings in Uganda, UNHRO is not involved (22).

Causes of the Problem
The stakeholder interviews and the Ugandan-based KT stud-
ies identified several causes for this problem (22;23). These are
presented in this section, and the findings supplemented by ma-
terial from additional published literature.

Lack of Advocacy and a Limited Capacity to Use Evidence:. The interviews con-
ducted with stakeholders revealed that there is no specific unit
in the Ugandan health sector with responsibility for coordinat-
ing and synthesizing research. The use of KT is not well es-
tablished in the country. Furthermore, the connection between
researchers and KT intermediaries on one hand, and decision
makers on the other hand, is inadequate. Advocacy work for
health research and KT in the health sector in Uganda is lim-
ited, and the communication of research findings is not well de-
signed for the needs of particular audiences, particularly those
of decision makers.

INTL. J. OF TECHNOLOGY ASSESSMENT IN HEALTH CARE 34:1, 2018 122

https://doi.org/10.1017/S0266462317004482 Published online by Cambridge University Press

https://doi.org/10.1017/S0266462317004482


Sustainability of health KT initiatives in Uganda

Table 1. Institutions / Organizations Whose Web Sites Were Searched and When

Institution/organization Web site

A:International

1. EVIPNet http://global.evipnet.org/
[accessed on 18 March 2017]

2. McMaster Health Forum https://www.mcmasterhealthforum.org/
[accessed on 23 March 2017]

3. World Health Organization (WHO) Country office http://www.who.int/countries/uga/en/
[accessed on 15 March 2017]

4. World Health Organization. The Mexico statement on health research
knowledge for better health: strengthening health systems from the ministerial
summit on health research, 2004. Geneva. WHO.

http://www.who.int/rpc/meetings/58th_wha_resolution.pdf [accessed on 23
March 2017]

5. United Nations Children’s Fund http://www.unicef.org/uganda/
[accessed on 10 March 2017]

6. United Nations Programme on HIV/AIDS http://www.unaids.org/en/regionscountries/countries/uganda
[accessed on 10 March 2017]

7. United States Agency for International Development https://www.usaid.gov/uganda
[accessed on 10 March 2017]

8. Centers for Disease Control and Prevention http://www.cdc.gov/globalhealth/countries/uganda/ [accessed on 10 March
2017]

9. World Bank Country office http://www.worldbank.org/en/country/uganda
[accessed on 10 March 2017]

10. National Institute of Health Care and Excellence. About National Institute of
Health Care and Excellence: National Institute of Health Care and Excellence
(2013)

http://www.nice.org.uk/
[accessed on 23 March 2017].

11. Treading Economics.com http://www.tradingeconomics.com/uganda/health-expenditure-total-percent-of-
gdp-wb-data.html [accessed on 15th February, 2017]

B: Local Uganda

1. National Council for Science and Technology http://www.uncst.go.ug/
[accessed on 22 March 2017]

2. Uganda National Health Research Organization unhro.org.ug/
[accessed on 23 March 2016]

3. Makerere University School of Public Health http://www.musph.ac.ug/ [accessed on 21 March 2017]
4. Makerere University School of Medicine http://chs.mak.ac.ug/som/ [accessed on 21 March 2017]
5. Uganda National Academy of Sciences http://ugandanationalacademy.org/

[accessed on 22 February 2017]
6. Ministry of Health http://www.health.go.ug/ [accessed on 20 March 2017]
7. National Planning Authority http://npa.ug/ [accessed on 20 March 2017]
8. The Parliament of Uganda http://www.parliament.go.ug/new/

[accessed on 22 March 2017]
9. Uganda AIDS Commission http://www.aidsuganda.org/ [accessed on 21 March 2016]
10. Uganda Bureau of Statistics http://www.ubos.org/UNHS0910/home.html

[accessed on 21 March 2017]
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There are also limited opportunities for researchers, pol-
icy makers, practitioners and implementers to meet on common
ground. KT is still in its infancy in Uganda and, therefore, not
well understood or well received. Ugandan policy makers and
practitioners, including top and mid-level health services man-
agers, have received limited training in evidence-based decision
making. Within Uganda’s decentralized healthcare system, dis-
tricts and municipalities make by-laws and other policies, but
they do not have specific units that can address their KT needs
(22;23).

A study of research, evidence and policy making in Uganda
has noted the limited capacity among policy makers and practi-
tioners in research processes, interpretation, synthesis, and ap-
plication of evidence. This same study emphasized that policy
makers, practitioners, and decision makers in Uganda are re-
luctant to use evidence. Other studies have echoed these find-
ings, and stressed the importance of capacity building in KT
among policy makers and practitioners to increase the uptake
of evidence (24;25). In his assessment of provincial and na-
tional efforts to link research to action, Lavis (2006) points
out that KT is still new and that there is need for skills-
development programs for researchers to develop their capacity
to execute evidence-informed KT strategies. Similarly, skills
development programs are also needed for research users to
enhance their capacity to acquire, assess, adopt and apply re-
search to enhance the use of KT (25). It is likely that when the
use of research evidence increases substantially, issues related
to the sustainability of KT platforms will be given far greater
attention (22).

Lack of a Framework for KT:. Currently, the country frameworks and
platforms for KT lack both a sustainability mechanism and a
system mechanism to ensure the sustained coordination of ex-
isting national health KT platforms. Instead, multiple players
continue to work within their own domains (22). In their re-
search on examining the knowledge infrastructure of health-
care systems, Ellen et al. (2011) and Lavis (2013) argue
that a framework should include the broad domains of re-
search production, and activities linking research to action and
evaluation (26;27). Jacobson et al. (2003), in contrast, pro-
pose going further, and argue that a framework should con-
sist of five domains: the user groups, the issue, the research,
the knowledge translation relationship, and the dissemination
strategies (28).

Funding and Other Resources for KT
The current scattered KT efforts in Uganda are largely donor
funded; no KT efforts receive earmarked government funding
(22). This means that, at present, there is no stable funding or
capacity to expand and sustain the current/past level of capacity
or current priority setting and governance, or the defined rela-
tionships between the Ministry of Health and other stakehold-
ers (21). However, this finding is not unique to Uganda; sim-

ilar situations prevail in the six SURE project countries. Gov-
ernment funding for KT is limited but Lavis (2013) notes that
institutions involved in KT could raise money through peer-
reviewed grant competitions such as those held by the McMas-
ter Health Forum in Canada. McMaster Health Forum is a re-
search institution operating at regional/provincial levels and at
national level that harnesses information, convenes stakehold-
ers and prepares action-oriented leaders to meet pressing health
issues creatively (28).

Holmes et al. (2012) further suggest that organizations in-
volved in KT could use current resources while at the same
time developing the internal and external resources and part-
nerships needed to develop and implement KT (29). Health
programs dependent on international funding are hard to sus-
tain because of the complexities of sustaining resource flow,
and this increases the difficulty of aligning health programs
and the powerful stakeholders involved (3). Research funders
might seek to promote KT directly by developing their own
knowledge translation strategies, and disseminating informa-
tion about funded and completed research. This could include
involving end users in the prioritization of research topics (i.e.,
commissioned research), and funding implementation research,
that is, the scientific study of methods to promote the use of re-
search findings in practice (20). This may be a useful approach
given that national agencies may be more motivated to engage
in local KT activities than international funding agencies which
may not be familiar with the realities of specific KT-related is-
sues at the country-level (7).

POLICY OPTIONS
In this section, we present three policy options. These are
based on the findings of our problem analysis, our interviews
with stakeholders and the results of Ugandan-based KT stud-
ies (22;23), supplemented by findings from additional litera-
ture and the issues raised in a deliberative policy dialogue. The
three options presented are complementary, with the primary
aim of ensuring the optimal use of research evidence as a vi-
tal input in policy making, policy process evidence, informed
decision making, and, ultimately, more efficient and effective
care. These options, we suggest, could be considered by pol-
icy makers, practitioners, and other stakeholders as they de-
velop a national strategy for the sustainability of KT initiatives
in Uganda. It should be noted that only a minimal amount of
published research evidence was found that related to these op-
tions, including their feasibility and impacts. Material from our
key informant interviews and the deliberative policy dialogue
were, therefore, significant elements in the process of selecting
and describing these policy options.

Policy Option 1: Advocacy on the Importance and Use of KT
The UNHRO could work closely with people across the
health sector to identify potentially useful KT champions. The
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champion could carry out advocacy work or dissemination or
the promotion of KT evidence. Currently, the country lacks a
clearly identified champion for the promotion of KT sustain-
ability. Gruen et al. (2008), in their systematic review of an in-
tegrated approach for the sustainability of health program plan-
ning, cite evidence from several studies indicating that one of
the main factors negatively affecting the sustainability of pro-
grams is the absence of a KT champion (3). They suggest that
it is strategically advantageous to have such champions from
the upper or middle management of an organization. One type
of KT champion, for example, could be a politician who has
expertise in the health sector and who recognizes the value of
using research evidence.

Information needs to be disseminated on what KT can pro-
vide to the President of Uganda, the Ugandan Cabinet, Parlia-
ment, and to politicians in general, policy makers, practitioners,
and implementers. The sector could solicit a political commit-
ment to request evidence in the health sector and the media sec-
tor could also be involved. Knowledge brokers could hold regu-
lar media conferences about KT. Clear, simple language should
be used in communications from researchers, knowledge bro-
kers, social media, and Web-based communication channels
should be considered. One of the key elements of this policy
option could be exploring of the linkages between KT in the
health sector and KT in other sectors. The linkages could be
building points for a framework for inter-sectoral cooperation
for the delivery of holistic health services and possible bene-
fits of comprehensive and efficient services. The health sector
could also rally support from health professionals and civil so-
ciety organizations to mobilize resources for KT (22).

Policy Option 2: Institutionalize KT
An operational framework could be put in place to institution-
alize KT. UNHRO and the entire sector could explore different
governance and financial arrangements, outputs, and activities
and evaluate how these can be delivered. This policy option
could also involve the development of a KT framework which
could be a platform for a clearing house or a coordination struc-
ture/unit or both. The government structure for handling KT
activities could either be UNHRO itself or a public university.
The Uganda National Health Research Organization Strategic
Plan 2010–2014 provides for the establishment of a national KT
platform for health research evidence and application. Large
units in the health sector, such as the Mulago National Referral
Hospital, should be provided with their own KT units. UNHRO
could work in conjunction with the Uganda National Academy
of Sciences, the Uganda National Council of Science and Tech-
nology and other institutions that are involved in KT (22).

The government could also budget for KT using consoli-
dated funds—an approach which would be in keeping with the
Algiers declaration that called for narrowing the knowledge gap
to improve health development and health equity in the African

region (30). The health sector could also explore the use of a
business model for funding KT services in institutions in need
of services from an established KT unit. This business model
approach is already successfully used, for example, by the Na-
tional Institute for Health and Care Excellence of Department
of Health in the United Kingdom that is responsible for provid-
ing national guidance and advice to improve health and social
care (31).

Policy Option 3: Capacity Building for Researchers and Research Users
In this third policy option, the sector could carry out orientation
in research and KT (especially for politicians), and facilitate
stakeholder involvement. This option would involve working
out the modalities of appointing a team with the right skills
and expertise in KT. The team could be mentored, and pro-
vided with tailored leadership skills training about the use and
sustainability of KT. Partnerships between researchers, policy
makers and practitioners, decision makers, and other stakehold-
ers should be established. Those in the health sector could con-
duct training for researchers, policy makers, and decision mak-
ers in KT, focusing particularly on the training of mid-level
managers, especially among District Health Teams. Attention
should also be given to building the capacity of researchers to
write policy briefs and to communicate the messages in them.
A strategy outlining how KT could benefit frontline workers
should be developed. The involvement of committees from the
inception of KT activities could be important as a way of en-
couraging the use of research evidence and could also help to
identify key lessons for enabling KT sustainability (22).

IMPLEMENTATION CONSIDERATIONS
There is little detailed published evidence available about the
three policy options described here. Published evidence about
the potential barriers to KT implementation, and other re-
lated implementation considerations is similarly scarce. De-
spite these limitations, in Figure 3 we have presented the key
factors identified in our analysis related to the development of
policy options for KT sustainability. This is a modification of
Gruen et al. (2008) model developed as part of their study of
the sustainability of health program planning (3) and has been
adapted both to the specific Ugandan context and to the topic of
KT sustainability. The modified model takes into consideration
both the context of the KT as well as the resources available,
and the stakeholders involved (including the above-mentioned
KT “champion”).

The sustainability of KT activities in Uganda will depend
on prevailing national and international socio-cultural, politi-
cal, economic, and geographical, Uganda’s policy contexts, and
environmental issues, as well as issues related to partnerships.
Health system concerns related to national and international re-
search policy will also affect KT sustainability in Uganda. Ex-
actly how UNHRO will implement Uganda’s national health
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Figure 3. A proposed system for KT sustainability.

research policy and strategic plan will also affect KT activities
within the country.

Furthermore, the availability of resources for KT will im-
pact on issues of sustainability and feasibility. Other key in-
terventions that could be considered are those related to KT
advocacy, communication and program design. Stakeholders
involved in the sustainability of KT in Uganda could include
funders (especially donors and the government of Uganda), the
managers and staff of current KT initiatives, and policy and
evidence informed decision makers. Other stakeholders could
include communities and community leaders affected by such
policies and decisions. The key donors in the field of KT in
Uganda have been the European Union, and bilateral devel-
opment agencies and research organizations from Norway and

Canada. Thus, so far, the government of Uganda has not di-
rectly funded KT (22).

Furthermore, the sustainability of KT will be influenced
by the way leaders in the health sector in Uganda understand
and appreciate the value of evidence in informing decisions.
In addition, donor funds are affected by the broader political
economy and its impacts on donor governments and multilat-
eral institutions such as The World Bank, the European Union,
and other partnering organizations involved in implementation.
Gruen et al. (2008) point out that the demonstration of positive
effects (or otherwise) from KT interventions will also affect re-
source mobilization for KT (3).

KT advocacy or communication interventions, the training
of stakeholders, and program monitoring and evaluation are
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also likely to impact on the sustainability of KT in Uganda.
Stakeholders, KT interventions, and health system concerns
impact upon each other. An understanding of health system
concerns necessarily informs which KT interventions are cho-
sen and modifies the understanding and responses of stakehold-
ers. The health system problems inform KT interventions and
well conducted KT in turn modifies the health system prob-
lem. The perceptions of health system problems depend on how
policies and decisions are perceived. In the same vein, the def-
inition of the health system problem is subjective, depends on
the stakeholder and is complex and bidirectional (3).

This study has outlined 3 policy options for the use of KT,
KT sustainability, and further KT research. These can be ap-
plied within the Ugandan health sector as well as other coun-
tries with similar settings.

NATIONAL POLICY DIALOGUE
This policy for evidence was discussed as a background docu-
ment at a policy dialogue meeting held in Kampala, Uganda, in
early 2014. Participants at this meeting included technical staff
from the World Health Organization country office in Uganda,
the Ugandan Ministry of Health, members of the Parliament
of Uganda, and academics. The participants came from diverse
professions, and included economists, sociologists, physicians,
policy analysts, and health planners. The objectives of the dia-
logue meeting included reviewing this brief and deciding on a
way forward. At the meeting, it was observed that the concept
of KT was new to many participants attending the policy dia-
logue, and a brief summary about KT was requested by them.
The purpose of KT, as explained, was to use research findings
to inform policy.

It should be noted that a disconnect between researchers
and policy makers may occur in Uganda if researchers in our
country are guided by their research agendas without regard
to the needs of policy makers, especially those in the Ugandan
Ministry of Health (MoH). Researchers should consult with the
MoH at the design stage of their research projects to ensure a
better uptake of their research evidence. At the dialogue meet-
ing, participants proposed that a KT desk be established un-
der the control of the Policy Analysis Unit at the MoH. This
was recommended because the unit interfaces with the Ugan-
dan Parliament and has links to the MoH and other decision
makers.

Some participants suggested that searching for an individ-
ual KT “champion” carries potential risks if, for example, the
individual is a politician who might later leave their position. It
was suggested, therefore, that consideration might be given in-
stead to establishing and supporting a KT office or a wider sup-
portive institutional framework. It was also noted that to sustain
KT in Uganda, the Ugandan government should provide money
for health research in the national budget. This money could
also be supplemented by donors.

CONCLUSION
Uganda and several developing countries with similar settings
have no explicit sustainable system of KT activities that would
ensure that KT informs health policy, strategies, practices, pub-
lic opinion, and social transformation. More so, there is no
mechanism to coordinate the existing national health KT plat-
forms. The problems identified with the Ugandan KT system
were: the absence of a specific unit within the health sector
to coordinate and synthesize research; lack of familiarity with
KT activities and, rare use of it. These findings apply to the
entire healthcare system in Uganda and cut across the central
and lower levels. The sustainability of KT will be influenced by
the prevailing context and concerns within healthcare both in
Uganda and internationally. Lastly, the availability of resources
for KT advocacy, communication and program design will im-
pact on the sustainability of Uganda’s KT activities.
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