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Abstract

Despite its vital importance, health promo-
tion has not occupied its due place in public 
health in Uganda. The country is engulfed into 
a rising wave of both communicable and non-
communicable conditions. This rising burden 
of both communicable and non-communicable 
conditions turns health promotion and pal-
liative care essential health care packages; 
though there is little to show that these two 
important programs are getting vital support 
at policy and service delivery levels. A new 
theoretical framework that is anchored into 
sociocultural issues is essential in guiding the 
design and delivery of both health promotion 
and palliative care in Uganda. The salutogenic 
theory puts socio-cultural issues at the centre 
of developing health promotion and palliative 
care and, seems to solve this dilemma. In this 
chapter, illustrations from indigenous com-
munities in Uganda are employed to demon-
strate the challenges to the health promotion 
and palliative care agenda in the country and 
how they can be addressed. Uganda Ministry 
of Health should develop robust structures 
within public health for development of health 
promotion and palliative care in the country. 

Research should be conducted on the effec-
tiveness of the current strategies on health pro-
motion and palliative care and their cultural 
sensitivity and appropriateness. Given the 
limited resources available for development of 
health care in Uganda, as an overall strategy, 
health promotion and palliative care should 
be anchored in public health and its (public 
health) resources.
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21.1	 �Background

There is a dramatic shift in low-income coun-
tries from communicable to non-communicable 
diseases [1–3]. As noted, by 2030, the burden of 
non-communicable diseases, including neuropsy-
chiatric disorders, will constitute seven of the ten 
leading causes of disease burden globally and its 
impact will be more felt in low-income countries 
where health systems are more fragile as compared 
to the ones in high-income countries [1, 4, 5]. It 
is estimated that within a generation, the share of 
disease burden attributed to non-communicable 
diseases in some poor countries of the world 
will exceed 80%, rivalling that of rich countries 
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[3]. And, this burden is likely to affect more the 
younger generation in poorer resource contexts 
than in the high-income countries [3].

The most prevalent globally of these non-
communicable conditions are: cardiovascular 
diseases, cancers, chronic respiratory disease and 
diabetes [6]. And, a similar trend seems to be 
unravelling in Africa [6]. Globally, it is estimated 
that these conditions, contribute to large mortal-
ity, accounting for 36 million deaths in 2008 
(63% of total fatalities) [7]. Majority (four-fifths) 
of these deaths occur in LMICs [7]. It is also 
estimated that, if these trends go unchecked (as it 
is the case in most LMCs), by 2030, deaths due to 
NCDs will be the most common causes of mor-
tality in low-income countries. More specifically, 
diabetes cases in sub-Saharan Africa are pro-
jected to increase from 4.8% prevalence (19.8 
million) in 2013, to 5.3% (41.5 million) in 2035 
(IDF, 207). In the same vein, cancer cases are 
also projected to nearly double (1.28m new cases 
and 970,000 deaths) by 2030 (in 2012 there were 
645,000 new cases and 456,000 cancer-related 
deaths in Africa) [8]. The most obvious risk fac-
tors are a combination of increasing and ageing 
populations, the adoption of risk-factor lifestyles 
(largely due to sedative life style), and deficient 
diagnostic, preventative and curative treatment 
services [9].

Unfortunately, in many of the low-income 
countries that have started to witness this shift, 
the health system is not prepared enough to deal 
with this challenge [2, 3]. Many of the non-
communicable conditions are chronic in nature 
necessitating the need for a fundamental repro-
graming of the public health sector and palliative 
care.

21.2	 �The Public Health 
and Palliative Care Context 
in Africa

The need for palliative care in low-income coun-
tries in general and Africa in particular is already 
overwhelming [10, 11]. Evidence is available 
that there is a large gap between the number of 
people in need of palliative care services and 

those who are able to actually receive it [12]. At 
present, only a few countries have any form of 
palliative care program and this gap may be 
larger in Africa [7]. There are no obvious strate-
gies to meeting this need due to already over-
stretched health systems in low-income countries 
and the ever-increasing political dilemmas (such 
as political turmoil and mismanagement) that 
affect service delivery.

Suggestions have been made that public heath 
can effectively work in tandem with palliative 
care [13]. It is possible for public health to enter 
deeply into palliative care narratives and estab-
lish strong relationships to improve the current 
service delivery mechanisms of both programs 
(public health and palliative care) [13]. The 
essence here is using a public health approach in 
palliative care. This presupposes fundamentally 
building community capacity to own and work 
on its health issues. Such approaches have large 
benefits of being cost effective, empowering; 
improve coverage of services to the general pop-
ulation and are sustainable [13]. All that is needed 
is conceptual clarity [13]. The revised WHO defi-
nition of palliative care is anchored into public 
health and seems to take care of these concerns 
[13]. Palliative care is defined as:

Palliative care is an approach that improves the 
quality of life of patients and their families facing 
the problems associated with life-threatening ill-
ness, through the prevention and relief of suffering 
by means of early identification and impeccable 
assessment and treatment of pain and other prob-
lems, physical, psychosocial, and spiritual 
(Whitelaw and Clerk [13], p. 4).

The notion of prevention and early detection 
of suffering is highlighted in this definition and is 
key to the public health agenda. This understand-
ing did not get the due emphasis in the previous 
public health efforts [13]. Current public health 
efforts should have a new outlook that focuses on 
a comprehensive person with psychical, psycho-
social and spiritual needs.

Taking as comprehensive approach to health 
service delivery demands for a lot of resources. In 
many low-income settings however, public health 
has relatively compelling volume of resource as 
compared to other sectors and these resources 
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could be used in shaping the future direction of the 
palliative care policy [2, 13]. Deep reflections are 
needed here to create a secondary deployment 
(where palliative care is “infused” into public 
health) to create better synergies [13]. Moreover, 
within this new thinking, the need for palliative 
care should be understood as a public health issue 
[13]. This evidence (of infusing palliative care into 
public health care) is already available in some 
countries; though still in a few of them [13].

21.3	 �Health Promotion 
and Salutogenesis: Concepts 
and Theory

The concept health promotion has had more exten-
sive use in the developed world as compared to the 
low-income countries. Health promotion in Africa 
in general and Uganda in particular is not well 
articulated in the public health agenda. In this 
chapter we shall adopt the World Health 
Organisation (WHO) definition of health promo-
tion: “Health promotion is the process of enabling 
people to increase control over, and to improve, 
their health” [14]. The biggest challenge for health 
promotion in Africa and Uganda in particular has 
been: (a) lack of frameworks and models for clas-
sifying activities and determine the scope of health 
promotion [15] and, (b) most people in Africa have 
poor health status and therefore it is difficult to 
sustain development and economic viability of 
most health programs [2]. Due to the above-men-
tioned challenges, to a larger extent, most coun-
tries in Africa have had their focus on curative 
care, they have minimal resources to satisfy this 
sector (curative sector) and because of this reason, 
health promotion has been forgotten.

21.4	 �Salutogenesis in Health 
Promotion and Palliative 
Care in Uganda: Theoretical 
and Status Issues

Within the field of health promotion, perspectives 
have emerged. Some of these include positive 
psychology and salutogenesis. The interest in this 

chapter will be salutogenesis though positive 
psychology, which is also of much relevance 
here. The originator of salutogenesis (Aaron 
Antonovsky) described health systems in the 
Western world as “pathogenic” [16]. His descrip-
tion seems to be of much relevancy to the health 
systems in the developing world such as Uganda. 
Simply put, Antonovsky [17] referred to this mal-
aise in the health system as “disease care system” 
([17], p. 12). His perspective is a sharp opposi-
tion to the pathogenic orientation, which is domi-
nant in Western medical thinking [18]. 
“Antonovsky rejected a dichotomous categorisa-
tion of the health status (e.g., well vs. diseased, 
healthy vs. ill as inappropriate) to represent the 
complexity of health status” [18]. His view was 
that health is more reasonably understood as a 
continuum; every person is at a given point in 
time somewhere between health and disease 
poles in the continuum [18]. In this regard, he 
coined the “construct of generalised resources 
against stress” (which is defined as a property of 
the person, a collective or situation which, as evi-
dence or logic has indicated, facilitated success-
ful coping with inherent stressors of human 
existence” ([17], p. 15; [18], p. 326). Related to 
this the construct of “sense of coherence”, which 
is a generalised orientation towards the world, 
which perceives it, on ease/health continuum, as 
comprehensible, manageable and meaningful 
([17], p. 15). “When confronted with a stressor, 
people with a strong sense of coherence are likely 
to be motivated to cope (meaningfulness), to 
believe that coping resources are accessible” 
(manageability) [18]; also see Antonovsky [17]. 
This thinking is useful for those at the dyeing 
stage of their life.

Since hospitals are traditionally characterised 
by an orientation to diagnosing, curing and car-
ing for severely ill people [19] they have a limited 
contribution to the public health agenda. This 
understanding calls for new frameworks for 
health promotion and palliative care in Uganda. 
The curative approach fails to recognise that 
death, dying, loss and care giving exist to some 
extent beyond the domains of individualistic 
therapeutic intervention and a public health care 
approach brings better results [13]. It requires the 

21  Sociocultural Aspects of Health Promotion in Palliative Care in Uganda



306

reorientation of health services in Uganda into 
more public health and health promotion 
domains; as demanded by the Ottawa Charter 
[14]. This has not happened to a remarkable 
degree yet in many countries.

21.5	 �The Cultural Context 
and Issues Related to Death 
and Dying in Uganda

21.5.1	 �Meaning of Death

During the dyeing process, many people within 
indigenous communities are preoccupied with the 
meaning of Good Death. Drawing from sociality, 
good death culturally means dying while sur-
rounded by people, especially, your children, 
wives(s) and close relatives. Though having less 
pain is part of good death this is not the most impor-
tant consideration of good death as emphasised by 
modern health workers. In our study in Mpigi [20], 
we saw our informants having a negative attitude 
against long periods of hospitalisation that are nor-
mally synonymous with chronic diseases (also see 
[20, 21]). Long stay in hospital is seen as affecting 
sociality since the patient is normally away from 
his/her children, spouse and close family members. 
What was evident from the narratives expressed by 
people in our project in Mpigi is that the cultural 
conception of death was different from the “scien-
tific view” of good death and this has implications 
on the way health promotion and palliative care 
should be delivered. Searching for meaning in life is 
part of the salutogenic approach and this makes it 
important for any health service to focus on the sub-
jective experience of the people targeted. Within 
salutogenesis, it is postulated that there is a connec-
tion between spirituality (religion and meaning 
making) and health. Within salutogenic and the 
health promotional framework, dimensions of 
health are referred to in terms of the physical, men-
tal, social and spiritual; a notion of huge relevance 
to health and palliative care programs in Uganda 
[22, 23]. This calls for comprehensive and inte-
grated programs that can address physical, mental, 
social, and spiritual aspects of human functioning 
and, these are inextricably intertwined.

Though Uganda is getting more urbanised 
(over 76% of the Ugandans live in rural area), the 
influence of culture (and tradition) is still so 
strong among indigenous communities in 
Uganda. Health promoters have to manage diver-
sity; the patient, family and the community where 
they live [24]. The cultural values of the patient 
and family within the locations/contexts must be 
given attention [24]. Uganda is quite cosmopoli-
tan in terms of tribes (over 50 tribal groupings), 
age, gender and other socioeconomic variables. 
In many of the societies, health promotion and 
palliative care should pay attention to these mul-
tiple components including race, ethnicity, gen-
der, age, differing abilities, sexual orientation, 
religion, spirituality, and socioeconomic status 
[24]. The beliefs, norms and practices should be 
the target of the health promotion activities as 
they are likely to guide behavioural responses, 
decision-making and action and other key vari-
ables related to acceptability of health promotion 
and palliative care.

21.6	 �Aetiology and Cultural 
Frameworks

Within the salutogenic theory, existential issues 
are given due attention. One goes into meaning 
making, contact inner feels in order to mobilise 
generalised resources. The subjective experience 
of diseases such as cancer and HIV/AIDS is cul-
tural based [25]. They are cognitively and lin-
guistically expressed within cultural frameworks 
and therefore the medical model (pathogenesis) 
becomes less meaningful to those afflicted by 
disease. Among indigenous communities, causal-
ity of disease is largely attributed to external fac-
tors or different aspects in the natural environment, 
both living and/or non-living [25]. Studies under-
taken in the field of mental health indicate that 
over 80% of the people in Uganda seek help from 
spiritual/traditional healers [20, 26, 27]. Because 
of the differences in perspectives between mod-
ern and traditional healers, there develops polar-
ised relationships between the two (modern and 
traditional healers). This polarisation normally 
delays appropriate treatment seeking:

J. Mugisha



307

Cancer is about a neighbour who might not be 
happy with your achievements. The medical stories 
don’t make sense to our people and that is why they 
keep home till death (Personal Communication, 
Anthropologist Makerere University Medical 
School).

There is always a failure by the health system 
to undertake a meaningful co-construction 
between the patient, the family, the traditional 
healers and the modern health systems. The pal-
liative care and health promotion field fail to deal 
with medical domination of the traditional sys-
tem. Many of the people they are targeting within 
indigenous communities have existential needs 
for which they have little trust in the modern 
health system. With the salutogenic field, it is 
postulated that the way people view themselves 
and the world has implications for their health 
and more importantly, their quality of life. Hence, 
the need to shift attention to the subjective expe-
rience of the people and to change their existing 
perspectives to health care. We cannot afford to 
ignore the backyard issues that seat at deepest 
part of people’s values and belief systems. Our 
study in northern Uganda; the Wayo-Nero 
Strategy (https://www.mhinnovation.net/innova-
tions/wayo-nero-strategy) aimed at reducing the 
treatment gap for mental disorders by utilising 
indigenous institutions in post-conflict areas. 
Many people targeted in the three districts in 
northern Uganda were able to access services 
using this strategy. The Wayo (aunti)-Nero 
(uncle) are traditional counsellors and their ser-
vices were harnessed to deliver modern health 
care but also spiritual care. This made the inter-
ventions more acceptable to the people since we 
were using a cultural resource.

21.6.1	 �Communication About Death

The subjective experience of diseases such as 
cancer and HIV/AIDS is culturally based [25]. 
They are cognitively and linguistically expressed 
within cultural frameworks. Again in our 
research work in Mpigi, we see a challenge 
where indigenous communities have great fear 
and respect for death and never refer to death 

directly. Instead, they circumvent around its 
(death) meaning using their oral skills. In our 
study in Mpigi among indigenous communities 
in Uganda (see [19, 20]), our research topic was 
on the meaning of completed suicide. We as 
researchers were not born in this culture and 
never knew that “Baganda” do not refer to death 
directly. Once we did that cultural tension 
emerged. Death as a subject cannot easily be 
avoided in palliative care. However, discussing it 
among indigenous communities must be done 
with a lot of cultural sensibility [20]. In our proj-
ect, we adapted the concepts that could mean 
death but less offence to culture and tradition 
(see [19, 20]). This experience is of high rele-
vance to the current health promotion and pallia-
tive care workers in Uganda.

21.6.2	 �Masculinity and Help Seeking

Society always sets different expectations for 
men and women [20]. The cultural meaning of a 
“real man” sets expectations that men even under 
great pain should undertake controlled emotional 
expression (should suppress pain inwards) (see 
[19, 20]). But this may again come with other 
risks as the pain may become more severe; 
patients may become depressed or traumatised 
by diseases among other risks [20]. Culturally, 
accepting uncontrolled emotional expression is 
turning into a “woman”. The most obvious chal-
lenge with masculinity in this context is that it 
limits sharing of information between the client 
and the palliative health care worker because of 
the high possibly of normalising pain; one has 
to be a man. The man is expected to be tough 
and this has to be demonstrated even in situations 
of great pain. Interestingly, strict adherence to 
masculine norms in indigenous communalities 
is rewarded by society with respect before and 
after death. “The man is praised for being a man 
and not a woman and that means keeping quite 
over most of the pain” (Personal Communication 
with Senior Lecturer Anthropology Makerere 
University). Too much emotional outpour is cul-
turally disrespected and only expected of women. 
“For a woman it is ok to cry before the public 
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but for the man you are expected to do other-
wise” (Senior Lecturer Anthropology Makerere 
University).

Masculinity also comes with a belief in self-
reliance, the need to do things by yourself and 
these trends can be seen in urban areas where 
communalism has lost grip on society and there 
is more individualism. In our study in Mpigi 
[20], we established individualistic traits in 
urban areas where people are more inclined to 
self-efficacy. Researches in mental health indi-
cated that, those inclined to masculine ideology 
and, have strong individualistic construes rarely 
seek formal health care. Palliative care to them 
has a connotation of communalism-sharing your 
problems with others. “Yah, there are those who 
want to die with their private life and the way our 
palliative care is structured with several nurses 
and village health workers, it cannot work for 
such people” (Lecturer Social Work Kyambogo 
University).

21.6.3	 �Community Gate-Keeping 
and Health Promotion

Most studies largely undertaken in the developed 
world have looked at the notion of gatekeeping 
in terms of research-the structures, which the 
researcher(s) has to deal with to access potential 
respondents for the study [20]. In this study I take 
a different view. I look at gate-keeping agencies 
as community structures, which the program has 
to deal with to access clients [20]. In indigenous 
communities, cultural institutions/structures are 
the custodians of culture and play a major role 
in its survival [20]. They also play a major role 
in the survival of community members including 
infirmities that might befall individuals, fami-
lies or the larger community and they are always 
called upon when negative life events befall a 
community [28]. Many of the cultural leaders 
are at the same time the political leaders of the 
community as they play multiple roles [29, 30]. 
Several studies conducted in Uganda indicated 
that they increase acceptability and coverage of 
community programs [29, 30]. They have been 
instrumental in popularising HIV/AIDS [31] and 

malaria campaigns at community level. Though 
palliative care has exploited some of the commu-
nity leaders attached to the HIV/AIDS programs, 
this has been undertaken to a limited extent and 
many of them have not been trained in pallia-
tive care as a methodology. In many communi-
ties in Uganda, there are no community-based 
palliative care workers despite the program 
having a national coverage. “The coverage of 
community workers is still marginal and needs 
to be addressed. And many of them lack the 
core palliative care skills and health promotion. 
HIV/AIDS is not necessarily palliative care” 
(Personal Communication, Lecturer Palliative 
Care Kyambogo University, Uganda).

In our Wayo-Nero Mental Health Care Project, 
we managed to bridge the treatment gap for com-
mon mental disorders using the Wayo (aunt)-
Nero (uncle) as traditional institutions (https://
www.mhinnovation.net/innovations/wayo-nero-
strategy). The Wayos and Neros used their influ-
ence as cultural leaders to deliver the program 
including health messages. There are lessons to 
learn from the Wayo-Nero project by the health 
promoters in palliative care in Uganda in increas-
ing addressing sociocultural issues in health.

21.7	 �Looking at the Future

The salutogenic field provides an important 
theoretical framework for health promotion in 
Uganda. “Africans are notoriously religious, and 
each people has its own religious system with a 
set of beliefs and practices” [32]. Mbiti further 
observed that “religion permeates into all the 
departments of life so fully that it is not easy or 
possible always to isolate it” [32]. And most of 
the time African people are entangled in both 
modern and traditional religious systems [20, 
32]. Quite more modern religious writers such 
as Gyekye [33] observed that African heritage is 
intensely religious. “The African lives in a reli-
gious universe: all actions and thoughts have a 
religious meaning and aspired or influenced by 
a religious point of view ([33], p. 3). The views 
expressed above by the two African writes Mbiti 
[32] and Gyekye [33] though have been in print 
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for a while still largely represent the religious 
systems of African people. They indicate the reli-
gious standpoint of African people and any effec-
tive program should address their spatial needs 
[20]. There is a possibility to use the current 
cultural resources (both modern and traditional) 
to improve public health and the delivery of 
health promotion and palliative care. HIV/AIDS, 
malaria and other communicable diseases have 
attracted quite a lot of resources from the donor 
community. Some of these resources can be used 
to develop a national framework for delivery of 
health promotion and palliative care in the coun-
try. Indigenous (e.g. spiritual healers and herb-
alists) and modern cultural (e.g. churches and 
church leaders) resources could be tapped into to 
deliver both health promotion and palliative care 
more effectively and with a high level of cultural 
acceptability. Drawing again from our saluto-
genesis framework, these historical roots that are 
embedded on religion and religious associations 
have implications in strengthening the members 
of these societies in their sense of coherence 
[34]. Cultures seem to define the resources that 
are appropriate to deal with a stressful situation 
[34]. The cultural context is likely to shape the 
type of the stressor experienced by the individual 
and also the choice of appraisal and coping strat-
egy employed [34]. The spiritual/religious social 
networks can be important sense of community 
coherence.

The Ottawa conference in 1986 called for 
reorientation of health services. It was further 
observed that there has been slow progress in 
making health promotion a core business for 
health services and there was a need to reframe, 
reposition and renew efforts in this field [35]. 
Part of these efforts includes being more active in 
health systems development [35, 36]. This slow 
development is more felt in Africa and Uganda in 
particular. The Uganda Ministry of Health needs 
to make pragmatic steps in making health promo-
tion a priority sector within the ministry. This is 
more critical today with the aging of the popula-
tion in Uganda and the rising impact of chronic 
diseases in the country [35]. New policies and 
budget frameworks that are sufficient and effi-
cient should be developed and operationalised. 

Unfortunately, many Ministries of Health in 
Africa and this is also the case with Uganda lack 
a health promotion structure [15]. As noted these 
Ministries always have an IEC Unit, perform tra-
ditional health education functions and not tied to 
the overall global framework of health promotion 
[15]. Health promotion should not be seen as an 
added cost but as a cost saving strategy (espe-
cially when one focuses on disease prevention, 
patient empowerment and community manage-
ment and participation).

Research should be undertaken to establish 
the cost and effectiveness of health promotion 
activities that are part of the health promo-
tion and palliative care agenda currently and 
in future [35]. Government agencies such as 
universities and especially schools of Public 
Health should take leadership in this. The World 
Health Organisation’s Ottawa Charter for Health 
Promotion from 1986 is still the gold standard 
for health promotion worldwide [36]. Academic 
institutions (though none exists in Uganda) can 
set up centres of excellence on health promotion 
to foster critical thinking about health promo-
tion in the country. They can also ensure that the 
gold standard envisaged in the Ottawa charter is 
engendered though this has to be done with cau-
tion [15]. The Alma Ata Declaration is deemed 
more impactful on the continent due to its strong 
focus on primary health care [15] while the 
Ottawa conference is quite lacking in this since 
its focus was more on industrialised countries. 
It has argued that that there is a possiblity for 
the two instruments (Alma Ata Declaration and 
Ottawa Charter) to cross-fertilise each other. The 
Alma Ata Declaration can be used for compre-
hensive primary health care while the Ottawa 
Charter can be more useful in tacking the dou-
ble burden of emerging non-communicable and 
communicable diseases [15]. This also requires 
changing the political will and ideology in many 
countries [36].

While local government are rich in local con-
text which can improve the cultural sensitivity of 
their programs, they at the same time lack the 
required resources especially funds to deliver 
public health interventions [15]. However, a 
public-private partnership can boost the amount 
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of resources available at the local government 
level (Alma Ata Declaration).

Overall, efforts should be made to ensure that 
health promotion is embedded into all aspects 
of life, including home, work leisure and within 
health care [36]. A special focus on the social 
aspects of health promotion and palliative care 
makes this agenda feasible. Watson [37] sug-
gested that those involved in health promotion 
should ensure: (a) creation of a healthy working 
environment (c) integrating health promotion into 
daily activities and (c) reaching out into the com-
munity. The crosscutting theme in all these three 
aspects is culture and social aspects of health 
promotion, becomes an important theme. Given 
the limited resources in Uganda, it might be dif-
ficult to work with all units in the health sector at 
the same time. However, we could go piecemeal 
until all vital units in the heath sector are covered. 
Even in the developed countries, these variations 
exist despite having a relatively larger volume of 
resources. Hospitals still take a lion’s share of the 
Uganda health sector budget and primary health 
care where much of the health promotion takes 
place is still neglected. This should be reversed. 
The words of John Catford are also very informa-
tive here, “We look in eager anticipation to see 
how Africa moves ahead in closing the imple-
mentation gap in health promotion…Although 
Africa may light the way, the rest of the world 
will also need to shoulder the task” ([35], p. 3). 
These words have been interpreted to imply that 
the international community should play a major 
role in helping Africa to close the gap in health 
promotion [15]. While understanding is impor-
tant, the Western world should not transpose 
health promotion packages from their countries 
as it normally happens with many of the devel-
opment assistance programs in the health sector 
[15]. As noted, high-income countries differ a lot 
from low-income countries in key aspects espe-
cially in their individualist/communitarian orien-
tations [15]. A home grown package that takes 
into account the social aspects in health promo-
tion and palliative care should be developed and 
propagated. As seen in our findings, communal-
ism is still the mainstay in social organisation of 
our study communities. The health promotion 

agenda should be based on communalism rather 
than an individualist Eurocentric health promo-
tion discourse and practice [15]. This think-
ing does not serve to connote that there should 
be only an African public or health promotion 
agenda. However, it is an attempt to look at pub-
lic health and health promotion in Africa with 
contextual eyes, cultural sensitivity and lastly in 
its own right.

21.8	 �Conclusion

Uganda’s quest for palliative care national wide 
is based on false premises and constitutes a cate-
gorical fallacy. The current model spearheaded 
by hospitals to deliver health promotion and pal-
liative care misses the critical components that 
are vital in this field. Individuals and families are 
not empowered to take charge of their health 
needs and resources to support care. The saluto-
genic theory takes care of these dilemmas and 
takes health promotion and palliative care into 
communities. The existing resources for public 
health in Uganda should be synergistically tapped 
into to develop health promotion and palliative 
care through a community based model.

Take Home Messages
•	 The need for palliative care in Uganda 

and other low-income countries is real and 
growing.

•	 The existing medical model(s) that have his-
torically informed the development and deliv-
ery of health service in Uganda are faced with 
insurmountable challenges and therefore there 
is need for a paradigm shift.

•	 Culture stands in the road to providing effec-
tive palliative care and this challenge should 
be addressed through designing programs that 
are culturally sensitive and acceptable to indi-
viduals and communities.

•	 Uganda Ministry of Health needs to move 
away from tokenistic approaches to health 
promotion and palliative care to comprehen-
sive programs. Health promotion and pallia-
tive care should be accorded their due right-not 
to remain small units in the health education 
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sector at the Uganda Ministry of health but 
become fully-fledged departments.

•	 Education institutions in the country should 
build capacity for research in this field and 
also train specialists in health promotion and 
palliative care.
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