
 
 
 

 

 

(ACTS 1:7-8) 

 

He said to them, “It is not for you to know the times or seasons that the Father has fixed by His own authority. But you will 

receive power when the Holy Spirit has come upon you and you will be my witnesses in Jerusalem and all Judea and Samaria 

and to the end of the earth.”  

 

A debriefing session with facility and community providers by Institute for Reproductive Health (IRH) representative 
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Introduction 

OUR VISION 

Transformed lives through Christian quality health care 

OUR MISSION 

Supporting members to witness for Christ through the provision of quality health care for the Glory of God 

WHO WE ARE  

UPMB serves as a National umbrella organization to a network of 277 (18 hospitals of which 10 have Health Training Institutions 

(HTIs), 7HC IVs, 199 HCIIs and 53HCIIIs) church member health facilities belonging to the COU, SDAU and Pentecostal 

churches with a focus on: Institutional Capacity Development; Support to Health Service Delivery; Patient Safety and Quality 

Health Services; and Research Advocacy and Networking in member health facilities. Member health facilities serve mostly the 

poor and marginalized populations in the rural areas of Uganda. UPMB co-owns the Joint Medical Store with Uganda Catholic 

Medical Bureau enabling member health facilities to access medicines and medical supplies. 

OUR CORE VALUES 

1. Christ Centeredness: The organization recognizes the supremacy of Christ because success comes from seeking to glorify 

Christ. In a Christ-like manner, compassion and service to others is central in the implementation of UPMB activities.  

2. We value people: UPMB treasures human beings in the implementation of its programs and strives to work with all people 

without discrimination.  

3. Team Work: UPMB values the strength of team work to achieve its goal. Its functional teams are built within the organization and among its 

partners to efficiently implement its programmes.  

4. Professionalism: UPMB values honesty and integrity in service delivery, and strive to do the right thing at all times, and are willing to learn from 

others.  

5. Integrity: UPMB values and ensures that the actions of the staff are aligned with the organizational principles, where professionalism is matched 

with the spiritual or inner being of the staff. This involves staff doing what the organization agreed to do and taking responsibility where things go 

wrong, speaking the truth, no matter how unpopular it is and trusting and adhering to the institutions rules and regulation.  

6. Time Management: UPMB cherishes time in health service delivery and believes in managing time effectively so that the right time is allocated to 

the right activity but more importantly serving clients on time.  
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Message From The Executive Director  

 

During the financial year we continued to strengthen our capacity to develop interventions in order to fulfill our mission of 

‘Supporting members to witness for Christ through the provision of Christian quality health care for the Glory of God’’. The 

interventions focused on the inter-related and complex aspects of the health system in which UPMB affiliated health facilities 

operate. A large component of this is the human resource element of the health system. We were able to dedicate over 70% of 

our resources for program work at diocesan and health facility level.  

The high staff turnover in the UPMB affiliated health facilities produces an unstable environment in which managers and staff 

do not stay long enough to initiate positive change while the staff who remain are demoralized by the low pay, heavy workload 

and high expectations from different stakeholders. Uganda as a country seeks to address the human resources for health crisis 

through increased investments in this area and as UPMB we are complementing these efforts with our internal strategy of 

strengthening institutional capacity for human resource management. We have made significant gains in this undertaking and 

we are continuing to engage our partners and the government to strengthen this.  

We give Glory to God and confess that the year ending has been a journey of Faith and God’s Grace. 

I am grateful to all our partners and well-wishers, whose support has been very vital to the successes of the year. 

I would like to acknowledge the full support and contribution of the Board of Trustees, Board of Directors, Board Committees, 

Member Churches and member health facilities and Staff through effective leadership and guidance provided during the year. I 

continue to look forward to your guidance. 

 

May God Bless and Reward you. 

 

Dr. Tonny Tumwesigye 

EXECUTIVE DIRECTOR 
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Foreword by The Chairman Board Of Directors 

 

 

On behalf of the Board of Trustees and Board of Directors, it is with great pleasure to present to you the UPMB Annual Report 

2013/2014. 

The year was significant in the History of UPMB as the period has been marked with significant outstanding achievements. We 

thank God for seeing us through the previous Strategic Plan and for the development of the new Strategic Plan for 2014-2018. 

I am glad that the Secretariat took time to reflect on the implementation of the 2008-2013 Strategic Plan that revealed both 

strengths and weaknesses. The review provided guidance on how we should move forward and this indeed informed our new 

Strategic Plan. We seek to see this process strengthened across the entire network as anyone without vision indeed perishes. As 

we transition to the new Strategic plan, we believe that it is critical to learn from our past challenges and reinforce our strengths 

in order to deliver better services to our very vulnerable populations. To undertake this we will seek to restructure the Secretariat, 

launch more relevant programs all in the interest of taking our services to the lowest level possible. 

I want therefore to encourage all our stakeholders to place the sustainability of the Church health facilities high on their planning 

agendas while seeking counsel and guidance of our God (Isaiah 14:24). 

As we take stock of our performance over the financial year in the body of this report, I want to take this opportunity to thank 

all our partners, funders, and well-wishers who supported the work of UPMB throughout the year. 

Appreciation also goes to the Trustees, The Board of UPMB and its Technical Committees, Churches, Members Health facilities, 

Health workers and Secretariat Staff, for their commitment and diligence. 

I give God the Glory for His Faithfulness and wish you all the best in 2015. 

 

God Bless you. 

Rt. Rev. George Bagamuhunda 

CHAIRPERSON BOARD OF DIRECTORS 
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Executive Summary 

The Annual report provides a comprehensive account of the performance of UPMB for the year 2013/2014. The report details 

the achievements and challenges related to each of the strategic priorities of the UPMB strategic plan.  

The FY 2013/2014 was yet another milestone for UPMB in which the strategic plan 2008-13 was completed at the end of 

December 2013 and a new strategic plan 2014-18 commenced on 1st January 2014. This was therefore a Transition period with 

the first half being part of the Strategic Plan 2008-2013 and the last half being the start of the New Strategic Plan 2014-2018. 

The period therefore was marked with critical activities which involved the Evaluation of the SP 2008-2013 and the development 

of the New SP 2014-2018. 

The year saw the transitioning of EED, into Bread for the World (BfdW). This led to a change from Activity-based to Outcome-

based programing thereby creating the Equipping for Sustainable Quality and Uniform Health Improvement Project (EQUIP). 

Projects 

During the period, the strategic plan was implemented under different existing and new projects namely; 

1. EQUIP: This project is funded in a two and a half year cycle with support from BfdW. It supports all the program 

areas of the strategic plan though some areas are underfunded such as research, advocacy and networking. 

2. NESH: The five (5) year National Expansion and Strengthening of Sustainable HIV/TB services in Uganda 

(NESH) II Project funded by the Centre for Diseases Control and Prevention (CDC) was in its second year 

and continued to contribute towards the National HIV response through scaling-up of quality HIV prevention, care 

and treatment services to people living with and affected by HIV/AIDS and Health systems strengthening in 13 Member 

health facilities located in ten districts of Amolator, Kabarole, Kabale, Mbarara, Hoima, Kampala, Lira, Kotido, Kitgum 

and Kasese.  

3. PACKARD: The David and Lucille Packard Foundation funded ACHAP/CHAK/UPMB family planning (FP) project 

is in its second year of implementation continued to consolidate its achievements in offering short term and long term 

family planning services to communities in Busoga region.   

4. Uganda Capacity Project together with MoH trained UPMB IT Officers in installation and configuration of iHRIS 

Manage. The Bureau launched the system targeting Hospitals and HCIVs in the network. In collaboration with Uganda 

Capacity Project, Hospital Managers and In-charges (Administrators and Human Resource Managers) were trained in 

the use and management of iHRIS.  

5. Strengthening Decentralization for Sustainability (SDS) Human Resources for Health Project funded by USAID 

through Cardno commenced in January 2014 and ends in Dec 2015 and running for two years with a possibility of an 

extension based on performance. The purpose of the grant is to Recruit and Second 72 health workers to 31 affiliated 

health facilities within the USAID Districts.  

6. Expanding Family Planning Access, Availability, and Awareness (A3) project supported by the Institute for 

Reproductive Health, Georgetown University to increase awareness, availability and uptake of fertility awareness-based 

methods (FAM) of family planning namely Standard Days Method (SDM), Two Day Method, and Lactational 

Amenorrhea Method (LAM) in Eight UPMB health facilities. This is an 18 months project from 1st January 2014 to 

30th June 2015 in Kabale, Rukungiri, Kasese, Hoima, Manafwa and Mbale districts. 

7. EVIDENCE TO ACTION PROJECT (E2A) with support from USAID through Pathfinder International is being 

implemented in the catchment areas of 9 UPMB facilities in North, Central and Eastern Uganda to reduce the unmet 

need for family planning  and improved maternal and child health outcomes. The project focus is to strengthen referral 

mechanisms and increasing facility providers’ participation in FP outreach events that include FP promotion and 

insertion of long acting contraceptive methods. The project commenced in April 2014 and ends in June 2016.  

 



viii 
 

Other key milestones during the year 

a. Scholarships to support training of In-service health care workers 

Scholarships totaling up to UgX 156,241,150/= to support training of in service health workers were awarded to seven (15) 

health workers from both UPMB and JOCS scholarship Fund. There were efforts made to benefit health workers from hard to 

reach MHFs with the key challenge encountered being the high demand for scholarship in comparison with the available funds. 

b. Onsite Technical Support to Lower Level Units:  

UPMB changed its approach for supporting the lower level units to onsite technical support instead of regional technical 

workshops. This was because the health facilities had their unique capacity building needs that necessitated teams to support 

them directly. The approach also gave an opportunity for more staff to be trained.  This activity aimed at streamlining the 

Governance and Management practices especially financial, which is a major weakness in most of the health facilities. 

c. Support to hospitals in developing their strategic plans 

As part of strengthening the Governance of Hospitals, Kiwoko Hospital was supported to develop a strategic Plan during this 

financial year. The strategic plan was approved and is being implemented by Kiwoko Hospital Management. The development 

of the Strategic Plan for Kabarole Hospital was also completed during the year. UPMB also supported Board training for Kuluva 

Hospital in Madi West Nile diocese.  

d. Joint bureau technical workshop 

A Joint bureau technical workshop for Health Training Institutions (HTI) under the theme; ‘Moving towards total quality Management 

for Relevance and Competitiveness’ was conducted for HTIs affiliated to UPMB, UCMB and UMMB. The workshop was well attended 

and the training covered areas of Governance, Management, Human Resources and Accountability. 

e. New staff positions at the UPMB secretariat 

As part of the new strategic direction, Three Managerial Positions were created to support the secretariat and entire network. T 

hese include the Research and Grants Manager who is overseeing the research agenda and fundraising, Human Resources 

Manager, and the Finance Manager. Two positions were also created namely the Reproductive Health Officer and Secretariat 

Assistant positions to support reproductive health activities and the Secretariat activities respectively.  

f. Partnerships and networking 

UPMB played a significant role in partnership and health system development and direction defining engagements both globally 

and nationally. UPMB participated in the following meetings among others; The ACHAP HRH TWG in Nairobi; Developing 

National Patient Safety Policy and Strategy for Eastern and South Africa Countries in Harare; Forum on Emerging Topics in 

Patient Safety and Meetings with Johns Hopkins Medicine Leadership on Possible areas of Collaboration in Baltimore; The 

UHC-PSQ Learning Laboratory meeting in Geneva, Switzerland organized by WHO December 19 – 20, 2013; Developing the 

Leaders Guide on Patient safety and Quality Experts Consultation Meeting_20-21 March 2014, led by WHO in Geneva. 
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UPMB Corporate Governance 

During the year, UPMB maintained its legal status where the BOT remained the legal owner of UPMB and the final decision 

making organ remained the Annual Council. The BOD on the other hand has the overall responsibility for strategic direction, 

leadership and stewardship. The Executive Director is responsible for the day to day leadership and Management of UPMB. 

The members of the BOT remained unchanged during the year under review. The period saw Dr. Mpalampa Margaret 

completing her tenure as BOD member and was replaced by Dr. Catherine Nakibuule and Ms. Onapito Amanda resigned her 

position as BOD Vice Chair and this saw the appointment of Dr. Nalugya Joyce as Vice Chairperson BOD. A proposal to 

establish an Audit Committee of the BOD independent from the Finance Committee was recommended and approved by the 

Annual Council. 

The Secretariat function for both the BOT and BOD has remained with the office of Executive Director who also doubles as 

the Secretary. 

The Annual Council was held on 27th November 2013 and the Council confirmed the 2012/2013 Audited Statements of Income 

and appointed the External Auditors. The Council also approved the 2012/2013 Annual Report. 

The Board has continued to benefit greatly from the wisdom, guidance and support provided by the Trustees during the year 

for decisions related to disposal and acquisition of major assets, strategic development and local fundraising. We thank the 

Trustees for their continued immense sacrifice and commitment to UPMB.  

The BOD also reviewed and approved the new projects. 

The BOD reviewed and approved the Staff Survey and restructuring report and requested Management to implement it effective 

the next Financial Year.  

The Board continued to provide the much needed oversight functions and guidance to ensure continual improvement of 

performance and the Secretariat’s responsiveness to the needs of the Church Member Health facilities.  
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Programs 

 

Dr. Patrick Kerchan-Head of Programs 

This was a transition year with the first half having been part of the ending of the SP 2008-2013 and the last half being the start 

of the New Strategic Plan 2014-2018. Despite undertaking ongoing activities, the period was marked by undertaking key activities 

which involved the Evaluation of the SP 2008-2013 and developing of the New SP 2014-2018. 

Overall 80% of the planned activities were achieved. This was as a result of integration of some activities with the Strategic plan 

2008-2013 evaluation and also undertaking a baseline accreditation survey for the new Strategic Plan 2014-2018. Likewise, some 

of the anticipated funding came late and the activities were moved to the New Financial year.  

The report is written based on the new Strategic Plan which was redefined to focus on Four Program Areas. 

1: Institutional Capacity Development 

This strategic area focuses on the Secretariat and MHFs including HTIs. The area addresses four key components including; 

Human Resources for Health, Staffing at the Secretariat, Governance and Management capacity for MHFs and UPMB 

Secretariat. 

2: Support to Health Services Delivery. 

The focus of this strategic area is to ensure patient safety and offer quality health services in the UPMB MHFs using a systems’ 

approach. UPMB’s emphasis is addressing the increasing disease burden through health promotion interventions at community 

level and disease management strategies within the health care system. 

3: Patients Safety and Quality Health Services 

This strategic area pays attention to quality within the MHFs and at the UPMB Secretariat concentrating on quality assurance 

for health service delivery including; adherence to standards, strengthening promotion of patient safety and provision of 

guidelines and functional Continuous Quality Improvement (CQI) teams at MHFs. 

4: Research, Advocacy and Networking 

The focus is on health financing, human resources for health, demand creation for health services in the MHFs and 

improvements in communication with stakeholders.  

At the internal level, advocacy efforts are aimed at improving communication between UPMB and the Church; UPMB and the 

Member Health Facilities; and among Member Health Facilities. There is also an emphasis on Operational Research and ensuring 

that Partnerships are strengthened for networking purposes. 
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Implementation of the new Strategic Plan 

To implement the new strategic Plan, a project and/or program mode has been adopted and different projects were developed 

relevant to each of the strategic objective namely; 

a. EQUIP: The year saw the transitioning of EED, that was previously the main strategic plan funder into Bread for the World 

(BfdW) and a change from a programmatic to project mode with the Donor pushing for a focused approach to 

implementation with predetermined measurable deliverable. This however did not affect our operations and the new Partner 

(BfdW) committed to continue funding the UPMB SP for two and a half year (Jan 2014 to June 2016) through the €1,035,000 

(about UGX 3,596,625,000) Equipping for Sustainable Quality and Uniform Health Improvement – Project (EQUIP)  

b. NESH: The five (5) year National Expansion and Strengthening of Sustainable HIV/TB services in Uganda 

(NESH) II Project funded by the Centre for Diseases Control and Prevention (CDC) was in its second year of 

implementation and Notice of Award (NOA) amounting to $3,918,868 received for the period September 2013 

and March 2015. NESH contributed to National HIV response through scaling-up of quality HIV prevention, care and 

treatment services to people living with and affected by HIV/AIDS and Health systems strengthening in 13 Member health 

facilities located in ten districts of Amolator, Kabarole, Kabale, Mbarara, Hoima, Kampala, Lira, Kotido, Kitgum and 

Kasese.  

c. PACKARD: The Packard Foundation funded ACHAP/CHAK/UPMB family planning Project was in its second year of 

implementation in which UgX 91,077,840 was received to offer short term and long term Family Planning services to 

communities in Busoga region.   

In the FY 2013-14 the Health Department was able to attract three new projects that included; 

d. SDS: Strengthening Decentralization for Sustainability Human Resources for Health Project funded by USAID - UGX 

2,118,964,951 for two years from January 2014 to December 2015) with a possibility of an extension based on performance. 

The purpose of the grant was to recruit and manage 72 health workers for 31 UPMB affiliated health facilities.  

e. Expanding Family Planning Access, Availability, and Awareness (A3) project in partnership with Institute for Reproductive Health 

Georgetown University (Bill and Melinda Gates Foundation funded) “a $100,000- 18 months project from 1st January 2014 

to 30th June 2015 that aims to increase awareness, availability and uptake of fertility awareness-based methods (FAM) of 

family planning namely Standard Days Method (SDM), Two Day Method, and Lactational Amenorrhea Method (LAM). 

This project aims at ensuring that women and men have expanded access to and use of fertility awareness-based methods 

(FAM) information and services thus improving healthy timing and spacing of pregnancies. Eight UPMB health facilities 

namely; Rugarama Hospital; Kagando Hospital; Kolonyi; Chrisco; Azur; N. Kigezi; St. Paul and Rwesande HC IVs) were 

selected to participate in this project. 

f. Evidence to Action (E2A) project in partnership with Pathfinder International and USAID funded a $180,000- 27 months 

(April 2014 to June 2016) with the goal of reducing unmet need for family planning and improved maternal and child health 

outcomes in the catchment area of the program implementation. The project focus is to strengthen referral mechanisms 

and increasing facility providers’ participation in FP outreach events that include FP promotion and insertion of long acting 

contraceptive methods. The project is being implemented in the catchment areas of 9 UPMB facilities in North, Central and 

Eastern Uganda. 
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Program Area 1: Institutional Capacity Development 

 

 

 

 

 

Mrs. Dorothy Mukiibi-Human Resources and Administration Manager 

This strategic area focuses on the Secretariat and MHFs including Health Training Institutions (HTIs). The area addresses four 

key components including; Human Resources for Health, Staffing at the Secretariat, Governance and Management capacity for 

MHFs and UPMB Secretariat. 

Human Resources at the secretariat 

Through undertaking different activities, the year has seen UPMB achieve major milestones both at UPMB secretariat and 

Member Health Facilities (MHFs) in Human resource management through staffing, strengthening knowledge and skills, 

strengthening Management and Governance. 

During the year, the BOD undertook a restructuring of the Secretariat instituting a new organogram that is more responsive to 

needs of the Member Health Facilities. This led to the creation of the Human Resource and Administration, Grants and Research 

and the Finance Departments with the aim of closely reaching out to the facilities in areas of Human resource management, 

Research and proposal development and Finance Management. During the year the BOD recruited 3 professionals to assist the 

organization meet its new strategic objectives. These included; the Research and Grants Manager who is overseeing the research 

agenda and fundraising, a Family Planning/Reproductive Health Officer and a Secretariat Assistant who support reproductive 

health activities and human resources respectively.  

A number of staff were trained to address specific skills, and knowledge gaps aimed at enhancing efficiency and performance. 

The trainings included Communication, Performance management, Documentation and Strengthening of ICT and Laboratory 

Biosafety. The Secretariat held the first ever 

operations research training in March 2014 with 

the aim of building secretariat staff skills and 

competencies in operations research facilitating 

the means and opportunities for participating in 

research and development and translating 

research results into policy and practice. A total 

of 30 staff were trained and this set the 

precedence for accelerating execution of 

operations research within the strategic plan 

framework by developing a critical mass of 

secretariat staff with research skills and able to 

provide research leadership, attract resources, 

and develop institutional partnerships and 

networks. UPMB staff attending training in communication leadership & documentation 
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During the year the program area aimed at developing Human capital for improved health service delivery and systems 

strengthening. The Secretariat developed a guide to assist staff to get both internal and external mentors in order to address any 

career or performance gaps that may have been identified. 

The Secretariat was able to maintain a minimal staff turnover rate of 2.1% as per the strategic objective target of less than 5% 

per year. This has been attained through commendable good governance and leadership structures, succession planning and 

prudent HR policies, consistent funding from our partners and good HRH practices. 

Human resources at the Health Facilities 

The secretariat continued to build capacity of staff in the member facilities through provision of scholarships and bursaries. 

During the year a total of 14 scholarships were awarded through support from both the Joint Medical Stores (JMS) and the 

Japanese Oversees Christian Services (JOCS). Awarding of scholarships was done by the scholarship committee with more 

emphasis on the hard to reach facilities within the network 

a. Staffing in Member Hospitals 

For the last four financial years (FYs) there is an increasing trend in staffing numbers for UPMB hospitals.  

During the review period, UPMB received support from SDS and Mildmay Uganda to recruit and also meet the staff salaries 

for its member health facilities. A total of 72 staff were recruited under the SDS Project and posted in 31 UPMB facilities while 

Mildmay Uganda supported 16 staff in 7 MHFs thus 38 MHFs were supported in 10 dioceses.  This and other factors explain 

the increasing trend in the staffing numbers across the different levels of care from 390 in 2012/2013 to 519 staff in 2013/2014 

a 16.9% percentage increment in staffing. However, the biggest challenge facing UPMB facilities is staff turnover, which the 

secretariat works tirelessly with other players in the sector to address. Information on staffing gathered from all member facilities 

was used to compare the existing staff against the expected staff as per the recommended staffing norm and existing gaps in 

staffing identified as show in the Table 1 below. 

Table 1: Staffing levels in UPMB Hospitals 

Personnel Total expected 

staff as per the 

staff norm 

Total No. of 

staff 2013-2014 

Total No. of 

staff 2012-2013 

Staffing gap 

2013-2014 

Staffing gaps 

2012-2013 

Medical Director/ 

Superintended 

18 18 18 0 0 

Deputy Med Director 0 8 5 -8 0 

Hospital Administrator 18 19 19 -1 0 

Prin. Nursing Officer 18 10 12 8 6 

Senior Nursing Officer 90 27 20 63 70 

Consultant 18 33 24 -15 -6 

M/O Special Grade 18 6 18 12 0 

Principal Medical Officer 18 1 6 17 12 

Senior Medical Officer 18 14 11 4 7 
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Medical Officer 72 56 43 16 29 

N.O  (Nursing) 18 144 118 -126 -100 

N.O (Mid wifery) 54 62 102 -8 -48 

Senior clinical officer/ 

MA 

18 18 15 0 3 

Clinical Officer/ MA 90 56 65 34 25 

Anesthetic Off/Asst 36 32 33 4 3 

Orthopaedic Off/Asst 36 16 15 20 21 

Physiotherapist 18 12 10 6 8 

Ophthalmic CO/Asst 18 19 19 -1 -1 

Registered Midwife 180 62 49 118 131 

Registered nurse 180 107 56 73 124 

Enrolled midwife 450 99 76 351 374 

Enrolled comp nurse 0 360 388 -360 -388 

Enrolled nurse 828 319 143 509 685 

Nursing Assistant 270 228 245 42 25 

Nursing Aide 0 63 44 -63 -44 

Lab technologist 18 9 12 9 6 

Lab technician 18 29 25 -11 -7 

Lab Assistant 36 72 70 -36 -34 

Records Assistant/ Clerk 36 41 28 -5 8 

Pharmacist/ pharm 

Assistant 

18 9 6 9 12 

Dispenser 36 16 14 20 22 

Dental surgeon 18 7 6 11 12 

PH Dental Officer 36 14 16 22 20 

Dental Attendant 18 23 5 -5 13 

Total 2,718 2009 1,736 709 988 
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The SDS and Mildmay supported projects focused on recruitment and retention of Medical doctors, Clinical Officers, Lab 

assistants, Enrolled Nurses and midwives, and registered Nurses in UPMB MHFs hence positively impacting on health service 

delivery in the benefitting communities. The secretariat has also supported 240 health workers under the NESH project with 

provision of salaries and other incentives in order to motivate and retain them in our facilities. These undertakings greatly 

supported the human resource for health needs in the Member Health Facilities especially those in the hard to reach facilities 

that did not have any staff and we are optimistic that the quality of Care in these facilities will improve. 

b. Staffing Levels in HC IVs 

Table 2: Staffing levels and numbers in UPMB HC IVs 

 

Personnel Total expected 

staff as per the 

staff norm 

Total No. of 

staff 2013-2014 

Total No. of 

staff 2012-2013 

Staffing gaps 

2012-2013 

Staffing gaps 

2012-2013 

Administrator 0 8 8 -8 -8 

Senior Medical Officer 7 3 2 4 4 

Medical Officer 7 7 6 1 0 

Senior Nursing Officer 14 1 4 13 8 

Nursing Officer (Nursing) 7 9 9 -2 -3 

Nursing Officer (M/W) 28 4 8 24 16 

Nursing Officer 

(Psychiatry) 

7 0 0 7 6 

Clinical Officer/ MA 7 23 11 -16 -5 

Clinical Officer - Eye 7 0 0 7 6 

Anesthetic Off/Asst 7 4 4 3 2 

Enrolled midwife 58 21 10 37 38 

Enrolled nurse 21 36 20 -15 -2 

Enrolled psychiatric nurse 21 21 21 0 -3 

Enrolled comp nurse 0 25 26 -25  

Nursing Assistant 35 36 65 -1 -35 

Lab technologist 0 1 1 -1 -1 

Lab technician 14 6 4 8 8 

Lab Assistant 14 22 18 -8 -6 
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c. Staffing in UPMB LLU facilities: 

Table 3: Staffing levels for cadres in lower level units 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

By the end of the financial, the total number of health workers in 88.1% of Member lower level Facilities was 1,707 compared 

to the 1,379 in the previous financial. However, a total of 297 departures were registered among the Lower Level Units (LLUs) 

during the financial year. Some of the departures were covered up with recruitment to ensure continued service delivery to the 

communities. We sincerely appreciate our partners, dioceses, districts and the facilities that bridged the gaps. An increase in 

staffing numbers among UPMB facilities is attributable to a number of factors such the SDS and Mildmay Uganda Projects that 

Records Assistant/ clerk 7 11 7 -4 -1 

Pharmacist 0 3 0 -3 0 

Dispenser 7 1 3 5 3 

Total Staff 268 242 227 26 9 

Personnel Total No. of Staff 

2013-2014 

Total No. of 

staff 2012-2013 

Departures 

during FY 

2013-2014 

Doctor 30 21 2 

Clinical Officer/Medical Assistant 101 80 24 

Lab Ass /Lab Technologist 142 119 29 

Enrolled Nurse 104 74 28 

Enrolled Midwife 86 55 24 

Registered Nurse 56 41 14 

Registered Midwife 28 20 5 

Enrolled/Comprehensive Enrolled Nurse 145 122 36 

Registered/ Comprehensive Registered Nurse 22 27 9 

Nursing Assistant 301 288 60 

Nursing Aide  50 24 11 

Support staff  642 508 55 

Total 1,707 1,379 297 
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have supported recruitment of health workers in UPMB member facilities. It’s also attributed to the increase in facility report 

submission rates where data from majority of the facilities comes through to the Secretariat. 

UPMB still faces a challenge of attraction and retention of staff in MHFs. Attrition among health workers and low productivity 

are attributed to poor and delayed salaries, weak governance structures and lack of decent accommodation. There is reluctance 

of member facilities to remit subscription fees which consequently negatively impacts on planned activities. There is need to 

support leadership and governance structures to effectively manage Human Resources, develop a retention strategy to curb 

attrition of staff and proactively engage facilities on a quarterly basis to contribute membership to UPMB 

Hospital Managers Technical Workshop  

Considering the challenges noted during the Evaluation SP 2008-2013 regarding Human resources for health, the workshop 

concentrated on equipping the Managers with knowledge and skills on iHRIS. Together with Uganda Capacity Project, Hospital 

Managers and In-charges (Administrators and Human Resource Managers) were trained on computerized web-based Human 

Resource Management Information Systems known as iHRIS Manage.  

Uganda Capacity Project (UCP) together with MoH trained the secretariat Information Technology Officers in installation and 

configuration of iHRIS Manage. 

The same system was then launched targeting the Hospitals and HCIVs within the network. Together with Uganda Capacity 

Project, Hospital Managers and In-charges (Administrators and Human Resource Managers) were trained in the use and 

management of iHRIS.  

The Training objectives were;  

 To strengthen Health Facility managers with skills to design and manage a comprehensive human resources strategy 

 To enhance health facility managers with skills to track detailed information about health workers through employment, 

including but not limited to; Where they are deployed, Salary history, Promotions and transfers, Qualifications, In-

service training courses and Reasons for attrition  

 To equip health facility managers with knowledge of tracking open positions and applicants. 

The workshop concentrated on Employee management in the areas of Recording important information and maintaining a 

complete record of employees’ work history, including positions held, salary history, in-service trainings, and any workplace 

incidents resulting in disciplinary action. The workshop also emphasized Position management especially in the areas of creating 

positions with standardized descriptions, codes, and qualifications within the organizational structure and managing the hiring, 

transfer, and promotion processes. The participants were also equipped with knowledge and skills on Recruitment 

support: Record information about job applicants 

(including educational history, work history, and interview 

notes) and log hiring decisions, In-service training 

tracking: Track in-service trainings that employees have 

registered for and completed, and assess competencies and 

continuing-education credits earned from training and 

Reporting: Aggregate, analyze, and export data in a variety 

of ways to answer key management and policy questions. 

Use of this system will be critical in closely monitoring gaps 

in staffing levels, define the staff work load, where to place 

staff with in the health facility and should be able to help 

us in clearly identifying the staffing needs of the Network 

facilities as we continue to strengthen the much needed 

health work force. 

UCP staff taking Hospital Managers through iHRIS 
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ICT Support  

 The IT section continued to provide end user support to UPMB & MHFs through offering technical support. Six new 

NESH sites were supported in Networking and Data entry into the OpenMRS. A total of 11 NESH site were supported 

in Open Medical Records Systems (OpenMRS). Together with the M&E team, Data Quality Assessment (DQA) was 

conducted in 10 NESH sites. 

 The UPMB Optical was supported to handle electronic records for clients by installing and training the team 

in Optical Management Information System (OPMIS). The system is intended to effectively monitor stock, 

ease quick accessibility and storage of records. 

 Over the financial year, a series of updates were performed on the website content management system 

(WordPress) and continuous update of the content on UPMB website to ensure it’s up to date and 

informative.  

 6 UPMB staff (IT, ICB, M&E, Logistics and Supply Chain, Quality Assurance and Laboratory Services) were trained in 

management and use of Rx Solutions (Medical Stores Management System) which is to be rolled to UPMB member 

facilities. 

 UPMB Secretariat, 17 Hospitals, and 6 Health Centre IVs are implementing integrated Human Resource Information 

System (iHRIS). During the financial year, Hospital managers and were trained in the management and use of iHRIS. 
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Strategic Information and IT Officers hand over ICT M&E equipment to the management of PAG HC IV. 

 

ICT Challenges  

The facilities that were being supported were faced with cases of malware. Handling these cases was challenging since antivirus 
installed at the facilities were mostly trial versions which expire in 30-90 days of installation. The facilities were advised to 
purchase the antivirus in order to protect their computers from malware. At the Bureau, troubleshooting end user networking 
related problems was hectic as there are many small switches, outdated unlabeled network cables and broken sockets in the 
network. A modern switch is required to enable centralized connectivity and the outdated cables replaced and clearly labeled. 
Migration from IQCare to OpenMRS systems for the NESH supported MHFs was challenging due to the different design 
platforms. There was no budget allocated for HRIS support to MHFs making it difficult to have a complete up to date HRIS 
system. Despite the trainings conducted, some facility HR personnel/Administrators were reluctant to implement iHRIS 
Manage. Likewise there was reluctance In-charges at the LLUs and Dioceses in sharing employee data so that is uploaded onto 
iHRIS Manage. However continued support and information sharing on the benefits of the system was critical in ensuring 
uptake and allaying fears of the hospital Managers and in charges. UPMB has drawn a plan to reach all facilities to facilitate them 
in adapting to the system. 
Onsite Technical Support to Lower Level Units:  

During the period UPMB changed the approach for supporting the lower level units through onsite technical support instead 

of regional technical workshops informed by the review of the SP 2008-2013. It was noted that these lower level health facilities 

have their unique needs that necessitated teams to support them directly. The approach also provided an opportunity to interact 

with more staff. This activity aimed at streamlining the Governance and Management practices especially financial, which is a 

major weakness in most of the health facilities. A total of 25 Lower level facilities in Dioceses of Madi West Nile, Lango, Nebbi, 

Northern Uganda, North Karamoja and Kitgum were supported and provided with UPMB charters and financial management 

tools. 
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Supervision of the Health Training Institutions 

A total of 9 out of 10 HTIs representing 90% of HTIs performed above the average (60%). The results as shown in Table 4 

will be used as basis for monitoring performance trends through the strategic period 2014 to 2018.  

 

 

Scholarships to support training of In-service health care workers 

Scholarships totaling up to UgX 156,241,150/= to support training of in service health workers were awarded to seven (15) 

health workers from both UPMB and JOCS scholarship Fund. There were efforts made to benefit health workers from hard to 

reach MHFs with the key challenge encountered being the high demand for scholarship in comparison with the available funds. 

Table 5: In-service training scholarship beneficiaries 

NO NAME SENDING INSTITUTION 

1 Acero Florence Soroti Diocese 

2 Kakuro Simon Karamoja Diocese 

3 Atia Lawrence PAG  

4 Kwizera Gerald Kinkiizi Diocese 

5 Irwebat Moses Kumi Hospital 

6 Muhindo Lydia Mitandi HC III 

7 Akello Christine  Karamoja Diocese 

8 Dr. Nabirye Loy Kabarole Hospital 

Table 4 HTI Summary Results By Core Sections  

Core Area 
Kagando 

NTS 

Kisiizi 

NTS 

Kiwoko 

NTS 

Kiwoko 

LTS 

Kuluva 

NTS  

Ngora 

NTS 

Mengo 

LTS 

Mengo 

NTS 

Ishaka 

NTS 

Ishaka 

LTS 

Governance & 

Training 194 169 190 191 195 185 199 205 177 219 

Financial 

Management 73 52 121 121 97 107 113 114 69 69 

Total Scores 
267 221 311 312 292 292 312 319 246 288 

Total Possible 

Score 408 

Total Performance 

in percentage 65.4 54.2 76.2 76.5 71.6 71.6 76.5 78.2 60.3 70.6 
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9 Ndikumwami Hubert Nkabura Bwindi Community Hospital 

10 Okiring Joseph Kumi Hospital 

11 Tumusime Christopher Ruharo Mission Hospital 

12 Atibun Daniel St. Luke Katiyi HC III 

13 Mugumya Gilbert Tadeus Wentz Medical Centre 

14 Naggayi Olivia Mengo hospital 

15 Jane Nabaggala Kiwoko hospital 

 

The MOH-Development Partners Pre-service Bursary scheme 

A total of 1,478,900,000 (One billion four hundred Seventy Eight million and Nine hundred Thousand Uganda Shillings) was 

secured for support of 283 bursaries for pre-service health workers training in the UPMB member HTIs. During the year 150 

students successfully completed pre-service health training from 10 UPMB member HTI’s under the MOH- Development 

partners scheme. A total of 25 students under the bonding arrangement were allocated to UPMB member institutions as follows: 

Table 5: MOH-Development Partners Pre-service Bursary scheme beneficiaries 

NO NAME OF STAFF CADRE INSTITUTION 

1 Birungi Samuel Enrolled Nurse Kinkiizi Diocese 

2 Musiime Emily Enrolled Nurse Kinkiizi Diocese 

3 Tusiime  Prospel Lab Assist. Kinkiizi Diocese 

4 Tusingwire Monica Enrolled Nurse Kisiizi Hospital 

5 Aruho Patience Enrolled Midwife Kisiizi Hospital 

6 Ampumuza Moreen Enrolled Midwife Kisiizi Hospital 

7 Ashaba Honest Enrolled Midwife Kisiizi Hospital 

8 Asiimwe Shibah   Kisiizi Hospital 

9 Nuwamanya Christine Enrolled Nurse Kisiizi Hospital 

10 Kesiime Allen Enrolled Midwife Kumi Hospital 

11 Tukahirwa Dallen Enrolled Midwife Kumi Hospital 

12 Amodoi  Betty Lab Assist. Kumi Hospital 

13 Kabugho Olivia Enrolled Midwife Ngora Hospital 

14 Nziabake Juliet Enrolled Midwife Ngora Hospital 
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15 Nyamusana Meresi Enrolled Comprehensive Nurse Kagando Hospital 

16 Nalutaaya Lydia Enrolled Comprehensive Nurse Kiwoko Hospital 

17 Nakyowa Prossy Enrolled Comprehensive Nurse Kiwoko Hospital 

18 Bwesige Ezra Enrolled Comprehensive Nurse Kiwoko Hospital 

19 Nantale Esther Enrolled Comprehensive Nurse Kiwoko Hospital 

20 Nakanwagi Milbert Enrolled Comprehensive Nurse Kiwoko Hospital 

21 Lugona John Enrolled Comprehensive Nurse Kiwoko Hospital 

22 Byamukama Gabriel Enrolled Comprehensive Nurse Kiwoko Hospital 

23 Kyabasinga Livingstone Enrolled Comprehensive Nurse Kiwoko Hospital 

24 Nakitende Moreen Enrolled Comprehensive Nurse Kiwoko Hospital 

25 Soyekwo Difas Enrolled Comprehensive Nurse Kiwoko Hospital 

 

UPMB commends the health facilities that have owned up the placed staff and supported them like other staff since this initiative 

began. We are sure they have supported in bridging the gaps that would otherwise compromise the quality of care delivered to 

clients. UPMB encourages Dioceses to take responsibility of managing human resources in their facilities using the documented 

guidelines and procedures.  

Corporate Governance training and Strategic Plan development for Health Facilities 

Kiwoko Hospital was supported to develop a Strategic Plan 

that was approved and is being implemented by the 

Hospital Management. UPMB supported a Board training 

for Kuluva Hospital in Madi West Nile on good 

governance. Since the training, significant steps have been 

undertaken to improve the Governance and management 

of the hospital including the development of a five years 

strategic plan, which process is currently ongoing.   

 

 

 

Kuluva Hospital Board of Governors at the Heritage Park- Arua training venue 
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Joint Bureau Technical Workshop 

A joint bureau technical workshop for Health Training Institutions (HTIs) targeting the Principal Tutors and their Chairpersons 

BOD under the theme; ‘Moving towards total quality Management for Relevance and Competitiveness’ was conducted for HTIs affiliated 

to UPMB, UCMB and UMMB. The training covered areas of Governance, Management, Human Resources and Accountability 

and encouraged sharing of experiences, bonding and Team building. 

 

 

 

 

 

 

 

Principal Tutors and Chairpersons of School Governing Councils from UPMB, UCMB and UMMB member HTIs during the joint Bureau 

Workshop 2014 

Health Unit Management Committee Training  

In an effort to strengthen management capacity of the member health units, UPMB is piloting an innovation in terms of model 

HUMC trainings that involves establishing a competent HUMC in each diocese capable of mentoring other HUMCs in the same 

Dioceses on issues of effective management for lower level facilities The pilot is being implemented in Dioceses of Kinkiizi, 

South Rwenzori, Ruwenzori, Soroti Mbale and Kumi. A rapid assessment and support exercise was conducted for the above 

model HUMCs and results were promising. Model HUMCs in Kinkiizi, South Rwenzori, Ruwenzori were passed as competent 

and ready to mentor other HUMCs in their respective Dioceses and process for the activity is underway. HUMCs in Soroti, 

Mbale and Kumi are being supported to get ready to in the nearest future. 

Zonal Coordination Committee (ZCC) meetings  

Two regional meetings were held in South Western and North East A 

Zones which were aimed at sharing UPMB updates, reviewing progress 

on resolution from ZCC meeting in the FY 2012/13, rollout of the 

computerized web-based Human Resource Information Management 

system (HRIS) to LLHUs and DHIS2 and to give feedback on the UPMB 

Network performance. The meetings resolved significant information 

gaps considering that most of the members were new and did not have 

information about regarding commodities available at JMS and the 

Districts. Critical information included coordination with the Districts 

and the reporting mechanisms, linkages with the Secretariat and the Public 

Private Partnerships for Health Policy. 

Participants of the Regional Coordination meeting – South Western Zone   

 

Kuluva Hospital Board of Governors at the Heritage 

Park- Arua training venue 
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Cross site visits within the UPMB network 

During the period one cross site visit was supported that involved all In-charges from the diocese of Kinkiizi to South Ankole 

Diocese. The visit included Ruharo Mission Hospital, and Mbarara Community Hospital. Cross site visits are encouraged as a 

way of member health facilities learning from each other in order to improve their Health Service delivery and Quality. Critical 

lessons learned during the visit included; recognition of time management as a resource for development; good hygiene and 

cleanliness attracted clients; smart uniformed staff, bearing identification cards displayed professionalism; good hand over 

mechanism that was observed at all times ensured patient safety; networking with other organization or service provider further 

led to growth and development of the clinics; and timely reporting to donors was vital in any organizations growth and 

development. The visiting team strongly recommended that such visits be intensified and lessons learned be shared amongst the 

network members. Visits by other facilities are slated for the new financial year. 

 

Feedback session during a Cross-site Visit at Ruharo Mission Hospital by Kinkizi Team 

Program Area 2: Support to health Services delivery 

With Support from the Centres for Disease Control and Prevention (CDC) 

significant progress towards scaling up HIV/AIDS service delivery and health 

system Strengthening in Uganda has been made through the support of thirteen 

health facilities of Amai, Kabarole, Rugarama, Riharo, St. Stephens, Kagando 

Hospitals, AZUR Christian Health Centre IV, JOY Medical Centre, PAG health 

centre IV, KDDO Health Centre III, New Life HC III, Rwesande Health Centre 

IV and St. Pauls Health Centre IV across 10 districts of Amolator, Kabarole, 

Kabale, Mbarara, Hoima,, Kampala, Lira, Kotido, Kitgum and Kasese. The 

project aims at contributing to the National Sustainable HIV response through 

scaling-up of quality HIV prevention, care and treatment services to people living 

with and affected by HIV/AIDS and Health systems strengthening. To attain this 

goal, the project is supporting Health facilities to provide quality HIV prevention 

services as per the National guidelines to communities in targeted districts and 

provide quality HIV care, treatment and support services to communities in the 

targeted districts. 

Dr. Luke Lakidi-Program manager HIV/AIDS 
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The project is also strengthening District Health systems are to provide sustainable quality integrated HIV services as per the 

national guidelines  

Key Project Highlights 

A. Supporting Health facilities to provide quality HIV prevention services 

i. HIV Counseling and Testing (HCT) 
NESH is continuing to make HCT service more available to communities in the project target districts. 80,754 individuals were 

reached with HCT Services, 3,651 new infections identified and linked to care. NESH has scaled up HCT services provision 

through introduction of new innovations like Provider Initiated Counseling and Testing (PICT) and establishment of multiple 

testing points in facilities for identify new infections 

 

 

 

 

 

 

 

ii. Elimination of Mother to Child transmission 

To prevent vertical transmission of HIV from infected mothers to their infants during either labour and delivery or breastfeeding, 

NESH is supporting facilities provide quality EMTCT Services for Elimination of Mother to Child Transmission of HIV. A total of 

7,081 pregnant women were counseled and tested at 1st ANC, 348 women tested HIV positive, 480 HIV positive pregnant women 

initiated on Option B+, 606 Exposed Infants received a 1st PCR test while 36 exposed infants tested HIV positive and initiated on 

ART. 

 

1548 1511

1954
2068

62 66 101 11985 115 127 153101 187 142 176
6 12 6 12

Jul-Sept 2013 Oct-Dec2013 Jan-Mar2014 April-June2014

ANC 1st Visit Tested Positive
Initiating Option B+ Exposed Infants who had 1st PCR
Tested +ve <18months

Jul-Sept 2013 Oct-Dec2013 Jan-Mar2014 April-June2014

11,123 

18,626 

24,196 
26,809 

530 963 1,002 1,156 

HIV Counseling and Testing 

# tested # tested HIV+
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 UPMB Stall-HIV Prevention 

Officer during the exhibition at the EMTCT Launch 

iii. Voluntary Medical Male Circumcision (VMMC) 

As part of combination prevention, NESH is supporting VMMC service delivery at 13 facilities under NESH. By the close of 

the year, 11,635 (91% of the targeted 12,750) males had been reached with VMMC for HIV prevention.  To achieve this, the 

project addressed cultural and religious myths about VMMC through community sensitization forums and encouraging 

community participation during mobilization for VMMC. The project has continued with continuous capacity development for 

VMMC, 49 health workers trained in VMMC service delivery as per the National guidelines. Although NESH has managed to 

achieve 91% of its target, UPMB is supporting VMMC service provision in only NESH supported facilities. There is still need 

to scale up the VMMC service provision to other facilities under UPMB 

B. Supporting Health facilities to provide quality HIV care, treatment and support services 

i. HIV Care and Treatment 
 

NESH has continued to strengthen the capacity of facilities to provide accessible and quality ART services as per the national 

guidelines through technical support, mentorships and supporting the human resource function at the facilities. By the close of 

the Financial Year 13,661 patients were supported and active in HIV care. Of these, 5,487 were active on pre-ART care while 

8,174 were active on ART. 3,065 new HIV positive patients recruited into HIV care and 1,940 newly started on ART. The unmet 

need for care and treatment services is still high. Pediatric enrollment of patients into care has been low, the project is looking 

at scaling up community interventions to encourage mothers come for ANC early, get tested and the positive clients given 

treatment. This will reduce the PCR positivity rate from 5.9% (36/606) towards virtual EMTCT. This calls for increased support 

to community based interventions through existing structures of community volunteers, VHTs and linkage facilitators.  
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ii. TB/HIV 

NESH is strengthening integrated TB/HIV management at the facilities through scaling up screening for suspected TB cases 

and treatment of the identified infections. 10,754 patients in care were assessed for TB, 3,528 suspected cases obtained and 346 

TB cases obtained and treated. 

 

 

 

 

 

 

 

iii. Care and Support Services 

Currently, there are few interventions targeting Key populations (KPs) and yet they act as a constant source of new infections. 
NESH plans on scaling up interventions to KPs such as fisher folks, Commercial Sex Workers and truckers in a test and treat 
strategy as recommended in the revised National ART guidelines December 2013. Nutritional support interventions have hardly 
been implemented, NESH plans on scaling up Nutritional support interventions like site capacity assessments and placement of 
RUTF in more facilities to increase access to nutritional support 

iv. Orphans and Other Vulnerable Children (OVC) 

Vocational training and master artisan apprenticeship: 18 OVC (11F, 7M) were supported to receive vocational skills 

training and master artisan apprenticeship. Vocations of training included hair dressing, tailoring, and motor vehicle mechanics. 

14 of the trainees have completed and received certificates.  

633 876 765 791436 433 528 543

1,645 

3,289 

4,378 

5,487 

3,798 

7,296 
7,903 8,174 

July-Sept Oct-Dec Jan-March April-June

Care and Treatment Performance

New care Enrollment New ART enrollments

Active in Pre-ART  care Active on ART

July-Sept Oct-Dec Jan-March April-June

4,519 

9,363 
8,188 

10,754 

204 858 1,481 984
48 61 113 124

TB/HIV Achievement

# in HIV care assessed for TB # Screened for TB
# on TB Treatment
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Graduation of OVC from Kabarole Hospital at St. Joseph 

Technical Institute Virka Kabarole 

Educational support: 25 (12F and 23M) OVC from four Health Facilities were provided secondary school scholarships.100% 

retention of all the OVC in school was attained, 3,328 OVC were provided with scholastic materials to help increase retention 

of OVC in school. Materials provided included books, pens, pencils, mathematical sets and color pencils.  

Food and Nutrition Security: 486 OVC households affected by HIV/AIDS were provided with improved seeds to ensure 

food security and nutrition. Seeds provided included vegetables such as kale, sukuma wiki, cabbage, egg plants and spinach. 

Other seeds provided included maize and beans. However, many households are still faced with the challenge of not having 

enough farm land to ensure food security of their households.  

Psychosocial support (PSS): 2,381 OVC received PSS services. PSS services mainly include routine counseling, adolescent 

support groups and children support group activities such as group discussions, play therapy, music dance and drama  

Household Economic strengthening:   

801 OVC households were actively engaged in saving some 

of their income through Village Savings and Lending 

Associations (VSLAs). Some of these households were also 

able to access loans through these groups in order to meet 

family needs such as school fees payment and also start 

Income generation activities.  

 

 

 

Care givers share out shavings at the end of the VSLA saving cycle at JOY Medical Centre 
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C. Strengthening District Health systems to provide sustainable quality integrated HIV services 

i. Quality Assurance 

Increasingly, Quality Assurance is taking ground both at UPMB and at the facilities. NESH has supported facilities to form 

and institutionalize quality assurance teams. The teams have implemented continuous Quality improvement under patient 

tracking and Reporting, VMMC Service delivery and improving clinic flow. NESH has continuously provided mentorships 

and technical support to facilities under PMTCT, HCT, SMC and Care and treatment. 

ii. Laboratory Services 

NESH is supporting 13 facility Laboratories to perform Laboratory tests as per the National guidelines.  16 facility staff were 

mentored in inventory management, 7 facilities with no equipment have been linked to other testing facilities for CD4 tests, 

Clinical Chemistry, heamatology and viral load. UPMB through NESH is the implementing partner in-charge of a regional hub 

at Kagando hospital in Kasese district. The hub supports up to 25 lower level facilities with capacity to perform CD4, 

hematology and clinical chemistry plus GeneXpert to help in quick diagnosis of TB strains resistant to Rifampicin. NESH is 

supporting facility laboratory reporting and ordering. The figure shows facility reporting rates in relation to timeliness the last 

12 months 

 

 

 

 

 

 

 

 

 

Supply Chain 

NESH is supporting facilities in in web-based ordering and reporting for Logistics and by the close of the year, 100% of 

facilities were adhering to order deadline. With support from MAUL and JMS, NESH is supporting the supply chain function 

at the facilities to enhance efficiency and accessibility to selected laboratory supplies and reagents, ART and OI drugs. This is 

to avoid wastage and stock outs. 
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. 

 

 

 

 

 

 

 

Strategic Information 

NESH has continued to support facility M&E systems through M&E technical support, Capacity building for facility based 

M&E teams, hardware and software support and maintenance to contribute to a National M&E system. The project rolled 

out OpenMRS to the six new facilities (PAG HCIV, KDDO, New Life Clinic, Rwesande HCIV, St. Paul HCIV and Kagando 

Hospital) to enhance patient monitoring, tracking and electronic reporting. NESH has further supported district based 

reporting through printing and dissemination of National approved HMIS tools to the supported sites and providing regular 

technical assistance to support  facilities compile and submit accurate and timely reports to their respective districts and other 

stakeholders . Currently 100% of all the facilities are using the approved National HMIS tools. The following will continue to 

be critical Pillars in our Expansion Plan; 

 Scaling up services to most of our member units starting with the high volume Hospitals and Health Centre IVs 

together with a mix of high performing Health Centre IIIs and or Health Centre IIs.  

 Health facilities that do not currently have support and yet already have clients and populations that are in dire need 

of services will be the top priority for roll-out.  

 Continued building of the critical capacity both at the secretariat and the facilities. 

 Collaboration with other IPs currently implementing programs within our facilities in capacity building and ensuring 

that there is improved coordination and harmonization paving way for relatively smooth transition without 

compromising service delivery 
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HIV Care and Treatment – ART: Hospitals and HC IVs FY 2013-2014 

TABLE 6: HIV CARE AND ART             

 

Total 

  

0 - 4 Years 5 years and above  

Male Female Male Female 

Number of new patients enrolled in HIV care  
154 137 1551 2764 

 

4,606 

Number of pregnant women enrolled 

into care  
    

   1054 

 

1,054 

Cumulative Number of individuals on ART ever 

enrolled in HIV care  286 279 3368 5292 

 

9,225 

Number of HIV positive patients active on pre-ART 

Care 52 56 1771 4962 

 

6,841 

Number of HIV positive cases who received CPT at last 

visit 211 200 4398 8970 

 

13,779 

Number eligible patients not started on ART 
5 8 77 100 

 

190 

Number of new patients started on ART  
129 98 751 1528 

 

2,506 

Number of pregnant women started on ART 
   561 

 

561 

Cumulative Number of individuals on ART 
232 221 2925 4574 

 

7,952 

Number of HIV positive patients assessed for TB 
140 179 4330 9100 

 

13,749 

Number of HIV positive patients started on TB  
1 0 115 92 

 

208 

Number of people who accessed ARVs for PEP  0 1 34 36 71 
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Table 7: HIV care and ART in LLHUs 2013-2014  

HIV CARE AND ART             

 

Total 

  

0 - 4 Years 5 years and above  

Male Female Male Female 

Number of new patients enrolled in HIV care  
152 164 2,636 5,067 

 

8,019 

Number of pregnant women enrolled into 

care  
    

   1,167 

 

1,167 

Cumulative Number of individuals on ART ever enrolled 

in HIV care  828 908 14,159 26,725 

 

42,620 

Number of HIV positive patients active on pre-ART Care 
196 307 8,990 15,971 

 

25,464 

Number of HIV positive cases who received CPT at last 

visit 1,767 1,714 30,473 48,853 

 

82,807 

Number eligible patients not started on ART 3 44 576 1,613 2,236 

Number of new patients started on ART  
120 162 1,852 3,629 

 

5,763 

Number of pregnant women started on ART 
   1,238 

 

1,238 

Cumulative Number of individuals on ART 
438 453 8,905 16,928 

 

26,724 

Number of HIV positive patients assessed for TB 
1,745 1,814 31,975 52,909 

 

88,443 

Number of HIV positive patients started on TB  
5 25 302 345 

 

677 

Number of people who accessed ARVs for PEP  
1 0 116 205 

 

322 
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Reproductive Health-Family Planning 

With support from the David and Lucille Packard foundation, Institute of Reproductive health at George town University and 

Pathfinder international, UPMB is rolling out several innovative family planning interventions to reach out to unreached 

populations as it contributes to the nations efforts of achieving the Family planning 2020 goal. All the three projects have used 

evidence based, bottom up, needs based collaborative approach to enhance integration and sustainability. 

 

Technical assistance to facilities in provision of Long term methods of family planning  

Provision of an expanded mix of family planning methods has enabled UPMB to meet the needs of more women and couples 

thus improving the quality of the services. UPMB has incorporated a mix of three FAM methods into the existing Family 

planning programs namely Standard Days Method® (SDM), Two Day Method®, and Lactation Amenorrhea Method (LAM)  

which are  Expanding Family Planning Access, Availability, and 

Awareness  thus improving healthy timing and spacing of pregnancies. 

By incorporating FAM methods into their method mix, UPMB Family 

planning programs will enhance their contributions to achieving the 

goals of the programme of Action approved by 197 countries at the 1994 

International Conference on Population and Development (ICPD), 

which called for expanding method choice. Some of the project start up 

activities included not only rolling out trainings for both facility and 

community based providers in the FAM methods but also training 

service providers from MHU 

Service providers who completed a TOT as master Trainers in Natural Family planning methods (L) 
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UPMB is also strengthening referral mechanisms and increasing facility providers’ participation in Family Planning (FP) outreach 

events that include FP promotion and insertion of long acting contraceptive methods that require more client resources to 

access. This is aimed at reducing the unmet need for family planning and improving maternal and child health outcomes in the 

catchment area of the program implementation. This will support the expansion of FP access and choices through integration 

of FP provision into the repertoire of existing health workers   through the following: improving the quality and sustainability 

of and access to FP services and information at the community and facility level to increase utilization for family planning 

services and methods; strengthening the capacity of facilities to improve the CPR by at least 5% per year for modern FP methods; 

and generating and disseminating knowledge and evidence-based interventions for the expansion of FP access and choices as 

well as boost maternal and child health. In this way, participating member health facilities will be able to make modern FP 

methods widely accessible through multiple service delivery channels referring to evidence-based technical guidance and 

providing client-centered services. By improving access and availability of high quality family planning in the selected sites, we 

hope to contribute significantly to the country’s   contraceptive prevalence rate (CPR).   

Best Practices modeled by UPMB family Planning Projects 

 

Men as Equal partners in deciding on Reproductive Health choices 

 

Using Community Health Workers (CHWs) to give FP information to communities 
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Bicycles provided by UPMB to Community Health 

Workers for community mobilization and sensitization 

with local language FP messages 

 

 

 

 

Using Religious leaders as agents of change  

 

Involving the Public Sector-Scaling up PUBLIC-

PRIVATE Partnerships - Assistant District Health 

Officer – Rukungiri opening a training session for CHWs 

on Family planning organized by UPMB 
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UPMB Stall-staff demonstrates use cycle beads at the National FP Conference. 
 
These best practices are among the ones currently adopted as final recommendations at the just concluded national FP 

conference. 

Distribution of Family Planning commodities in the UPMB network 

UPMB has been in collaboration with UHMG since March 2011 in the increasing availability of Reproductive health 

commodities within the UPMB affiliated Health Facilities. During the financial year 2013/2014, the distribution of RH 

commodities to the member facilities was as detailed in the table below: 

No Product Description Unit of measure Quantity Distributed  

1 Combined Oral Contraceptives (Microgynon) Cycle 2,930 

2 Progesterone Only Contraceptives (Microlut) Cycle 1,980 

3 Male condoms Piece 167,652 

4 Female condoms Piece 1,000 

5 Jadelle (5-year,2-rod levonorgestrel ) Implants Piece 200 

6 Implanon (3-year, 1-rod etonogestrel) Implants Piece 244 

7 Depo-provera Injection vial 2,100 

8  Manual Vacuum Aspirators (MVA) Kit 15 

9 Copper-T IUDs Piece 462 

10  Cycle beads  Piece 1,706 

 

Achievements: 

 Twenty six facilities directly served and others served by other partners. 

 Introduction of natural family planning commodities 

 Facilities that couldn’t afford to collect the commodities from the secretariat were served during the Regional meetings. 
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 The construction of a new storage unit improved storage space availability. 

Challenges: 

 Ad hoc orders and acting as a buffer supplier results into poor forecasting for RH commodities. 

 Low distribution coverage of 9.3% resulting from lack of a regular distribution mechanism. 

 Stock outs at the UHMG 

 Way forward: 

 Sensitize the DHCs to encourage LLUs especially HCIIs that have more stock out days than the other levels of care to 

place orders through the DHC.  

 The bureau to consider facilitating delivery of aggregated orders from the DHCs. 

 

Program Area 3: Patient Safety and Quality Health Services 

 This report reflects on major achievements and challenges in patient safety, quality 

improvement, client satisfaction, registration of facilities, accreditation, standard operative 

procedures, support supervision of member facilities, universal health care and its link to quality 

as well as national, regional and international partnerships.  

 

 

Dr. Kenneth Kabali – Quality Assurance Officer 

 The quality team developed an accreditation tool for both lower and higher level facilities which the rest of the UPMB 

team reviewed and approved.  We measured our baseline strategic plan quality-standing through an accreditation survey 

of almost all facilities i.e. 92% in the network. We have since analyzed gaps from the baseline accreditation done April- 

June 2014 and shall be supporting health coordinators to offer focused technical assistance.    

 We planned for diocesan support for our health coordinators to ensure continuity of their supervision efforts. Following 

the new focus on medication management as opposed to use of the yellow star form, over 50% of coordinators are now 

fully trained medication supervisors. Thanks to Securing Uganda’s Right to Essential medicines (SURE) program, all 

coordinators have received internet modems and computers to aid documentation, reporting and communication with 

UPMB, Diocese and the district.  

 We have seen higher level facility compliance rates with quality standards and remain committed to working with all 

facilities to improve the quality of care and patient safety.  

 We have also worked with agencies like regional center for quality in health (RCQHC) to ensure our health facility in-

service staffs acquire the competencies needed to uphold professional quality standards.  

 During the year we worked very closely with the ministry of health quality assurance department (QAD) on the pre 

joint review mission visits last September 2013 but also in the period April to June 2014 to develop the Health facility 

Quality assessment program (HFQAP) which will replace our yellow star tool.  Our work with stakeholders through 
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the national quality improvement steering committee has given us great strides towards creating a quality improvement 

‘best practices’ repository that will go live possibly in the next financial year.  

 Our NESH project facilities implementing HIV comprehensive care program were trained and mentored in Continuous 

quality Improvement with support by ministry of health officials. In January to March 2014 the same facilities received- 

continuous quality improvement (CQI) training biased towards safe male circumcision. This has enabled staffs create 

improvement activities for failing systems/programs.  The facilities were able to develop quality improvement and 

management plans with terms of reference which are being monitored. We will be planning to scale up such training to 

other facilities. 

 The bureau has been engaging with Health partners since November 2013 in a bid to forge a better universal health 

coverage plan especially for the indigents in rural areas. These efforts will slowly but surely ensure our goal of patient 

safety and quality aligns itself well with universal health coverage. I firmly believe that we have set a proper background 

to propel us in achieving our quality health care objective as a department and bureau.  

Patient Safety:   

During the year we sent out patient safety situational analysis tool for mainly hospital and HCIV self-assessment. Hospitals and 

HCIVs including Kiwoko, Kisiizi, Kumi and PAG responded. The patient safety analysis tool was to indicate to us and the 

hospitals major challenges in regard to the WHO 12 core Patient Safety areas. Through the Executive Director and the research 

and grants offices, a concept note to Armstrong Institute of Johns Hopkins University was written and as a result of this, Kiwoko 

Hospital was identified to partner with Johns Hopkins University Armstrong institute of Patient Safety in the months ahead to 

ensure agreed patient safety concerns through targeted activites are addressed. This will be the second Hospital to engage in 

Patient Patient Safety through a Partnership based model and It is currently considering learning from its sister network hospital 

Kisiizi Hospital which was a first wave Hospital especially in having alcohol based hand rubs for use in the Hospital being 

produced locally. 

Picture showing Hand washing and Alcohol based hand rub in use at Kiwoko hospital 
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Scaling up of Patient Safety activities will be high in our next year’s plans as we endeavor to ensure that our health facilities are 

safe to the patients and clients who seek services in them. 

Quality improvement: 

Six hospitals, i.e.  Ruharo, Kabarole, Amai, PAG, New life Kitgum and Azur got deeper understanding of in quality improvement 

after the MoH trainers trained and mentored staffs in our facilities. Through acquisition of this new knowledge, Azur Christian 

Health Center (CHC) IV was able to set the objective; to ensure the improvement team interprets and conforms to SMC delivery 

standards prescribed in the key  safe male circumcision (SMC) documents by mid-April 2014 through continuous medical 

education (CME) having started in February 2014. Before then, an interactive discussion and brainstorming session of their 

training action plan, the SMC team deemed themselves inadequately knowledgeable on key quality SMC management documents 

leading substandard SMC service delivery.  At the moment SMC services are top notch at the facility. 

About 90 health workers (average of 15 staffs) were introduced to the MoH quality improvement approach of 5s i.e. (sort, set, 

shine, standardize, sustain) in the training and mentorship visits of facilities mentioned above.  

  

Pictures showing health workers receiving training on 5S; to the left Azur CHC IV, and Amai hospital to the right. 

Support Supervision 

Higher level facilities: We have seen higher level facility (Hospitals and HCIVs) compliance rates with quality standards improve 

judging from certificates given at the November 2013 symposium (see graphs below).  Using our older support supervision tool 

with 179 standards, 81% of hospitals complied with over 60% of standards and the August 2013 facility average was 72%. The 

general performance of hospitals is satisfactory and for this reason in the next fiscal year we are moving away from integrated 

supportive supervision to focused technical and perhaps ‘emergency’ supervision. It is evident from last August support 

supervision that of the 11 core areas that finance and medication management, quality improvement concepts were still lagging 

behind. In terms of medication supervision performance, of 15 higher level facilities, Kolonyi and North Kigezi HCIVs came 

on top (see graph below). Maximum score is 25 representing 5 marks for each of the five medication quality areas i.e. prescribing, 

dispensing, stock, store and ordering and supply management. 
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Lower level facilities;  

In the past year we had transitory challenges from yellow star support supervision to medication management supervision. As 

such only over a third (84/254, 33.1%) of lower level facilities were supervised with focus on medication management. Transitory 

challenges included untrained medication management DHCs who constituted about half (17/34) of the workforce (see table 

below), delayed orientation of trained DHCs up to January 2014, pending accountabilities of trained DHCs, delayed functionality 

of the   ministry of health (pharmacy division) District Supervision Data System (DSDS) up to March 2014 as well as delayed 

(August 2014) UPMB edit and report submission rights.  All this while, no yellow star supervision was funded.  

This means supervision results can be entered directly in to the DSDS database system. Additionally, almost all dioceses have 

received a desktop or laptop computer and the secretariat team is more than ever using every single opportunity to visit lower 

level facilities. 
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With focus on Nebbi diocese,  we  did a study  to underline the milestones achieved and challenges over three months (December 

2013-Feb 2014) of medicines supervision in four lower level  private not for profit (PNFP) facilities in West Nile- Nebbi. This 

is a descriptive study of observed overall facility medicines management performance, strengths, challenges and quality 

improvements in 5 dimensions i.e. ordering and reporting, dispensing, prescribing, stock management, and storage management 

quality. In September 2013, the diocesan health coordinator was trained in medicines management for two weeks. In December 

2013, a week long orientation, supervision and mentorship exercise took place in four diocesan facilities i.e. Nyariegi HCII, 

Padwot-Midyere HCIII and Goli HCIII in Nebbi district and Zumbo HCIII in Zumbo district.  

Using facilitation from UPMB, supervision and re-assessment was undertaken again in February 2014.  Percentage score means 

for each of the five quality dimensions in December and February were analysed. Stata 12 was used to test for mean differences 

of paired data at orientation and re-assessment. Results showed that overall, facilities’ medicines management improved (55.8%-

59% P=0.747). The HCIII’s with an 8-14% improvement range performed better than the HCII with 1%. While prescribing 

[21.7% (27.3- 49% P=0.208)], dispensing [12.8% (70.2%-83% P=0.388)], storage [5.5% (71.5% - 77.0% P=0.685)], stock [1.9% 

(45.1%-47% P=0.829)] registered improvement, ordering and reporting declined [-6.5% (65.5%-59% P=0.608)]. Statistically 

there was no difference in means at orientation and re-assessment. Strengths included good dispensing time, drug package 

materials and labelling. Challenges included pest infested stores, incorrect and irregular filling of stock cards and stock book, 

long lead time and late distribution of orders by Joint medical stores (JMS). We conclude that medicines supervision of West 

Nile PNFP Health facilities is promising. Further mentorship efforts on stock management, ordering and reporting as 

interdependent quality dimensions are needed. Equally, JMS distribution mechanisms remain to be explored. 

 

The graphs are an excerpt from the DSDS database reports July 2013-June 2014.  Goli HCIII and Erepi HCII came on top. 

Maximum score is 25 representing 5 marks for each of the five medication quality areas i.e. prescribing, dispensing, stock, store 

and ordering and supply management Other than medication supervision, DHCs are being prepared to focus supervision efforts 

on areas of improvement that will be identified form the baseline accreditation scores. 
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Standard Operative Procedures (SOPs)  

A mammoth task to develop SOPs to augment facility efforts for the patient safety movement and therefore quality of care was 

undertaken. The UPMB board health committee reviewed the 225 SOPs in July 2013 developed by the QA desk and commended 

the work. It recommended further review by overall UPMB team and health facility managers and specialists in order to create 

templates that the entire network can use to tailor each to their facility. The SOPs are yet to undergo further review before we 

can have them uploaded on the website. In the meanwhile, facilities can continue to request on a case by case basis. The general 

SOP list exists on our website for reference. 

Training staff at all Levels responsible for M & E 

A total of 184 Health Facilities benefited with the on-site M&E support and Mentorship which was conducted at diocese level. 

The technical supported focused on areas of data management – especially in HMIS, data quality assessment and assurance as 

well as reporting. The supported was tailored for M& E staff data managers, HMIS focal persons, records Officers and Records 

assistants at diocese and facility level. Emphasis was put on poorly reporting diocese – Keys areas of focus included validation 

of data collected for compilation of UPMB Annual Report for FY 2012-2013, data management and reporting among others. 

Dioceses that benefited from the on-site support and Mentorship included South Rwenzori, Mbale, Busoga, Karamoja, North 

Karamoja, Mityana, West Buganda, Mukono, North Kigezi, Sebei, Kumi, Soroti, Lango and Rwenzori. 

Provide on-site support to Records/M&E Officers of MHUs 

During the FY, UPMB strengthened the M&E system at secretariat, diocese and facility level. On-site support to records/ data 

managers/ M&E Officers was provided for all the hospitals and HC IVs through the M&E technical support visits supported 

by the projects for the sites implementing the projects. The secretariat rode on project resources to provide on-site support. 

M&E ICT equipment were also procured and distributed to dioceses and facilities to strengthen the M&E system throughout 

the entire network. 39 desktop computers (25 under EQUIP Project, 12 under NESH and 2under Packard FP Project) were 

procured during the FY. 11 laptops (5 donated by the SURE program and 6 procured by the NESH Project) were distributed 

to MHFs and dioceses. Other M&E equipment procured included 6 internet routers, 6 switchers and 6 UPS.  

Benefiting dioceses include Rwenzori, Kinkiizi, Lango, West Ankole, Namirembe, Ankole, Kitgum, Soroti, Kumi, Luweero, 

Mbale, North Ankole, North Kigezi, Sebei, Karamoja, Busoga, Mityana, Muhabura, West Buganda, Northern Uganda, Bunyoro 

Kitara and Soroti. Facilities that benefited include Ngora Hospital, Chrisco Butiru HC IV, Kolonyi Saleem HC IV, Mengo 

Hospital, New Life HC II, JOY Medical Center, St Stephens Hospital, St Paul HC IV, Rwesande HC IV, PAG HC IV and 

Mukono Hospital. 
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Program Area 4: Research, Advocacy and Networking  

 

Constance Sibongile Shumba: Research and Grants Manager 

The Research and Grants sub-division is responsible for overseeing operations research and resource mobilization for programs 

development including providing overall oversight of UPMB’s monitoring and evaluation and quality assurance processes. 

UPMB programs continue to expand and the new areas of intervention and the growing network bring challenges that require 

us to test new initiatives and interventions with a scientific rigor and monitor the overall programs performance. We identify 

challenges and opportunities with scaling up our health programs and institute processes to meet targets for program 

interventions including effectively using available data for improvement in care, service or programs including advocacy and 

communication efforts. Along with this responsibility come numerous successes and challenges and 2014represents the first 

year into the operationalization of UPMB’s strategic plan 2014-2018 which sets ambitious targets to integrate operations 

research, advocacy, networking and resource mobilization within UPMB. This is to ensure sustainable health service delivery 

and in line with our vision, contribute to transformed lives. We have made considerable progress in achieving the objectives 

outlined in the strategic plan and our efforts are oriented towards our clients and health services. Our research, advocacy and 

networking endeavors continue to assist in making evidence-based program decisions and systematically improving program 

quality and performance.  
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1. Operations Research 

The sub-division is at the forefront of coordinating operations research as an integral part of the UPMB 2014-2018 strategic 

plan priorities which are; 1. Institutional Capacity Development; 2. Support to Health Service Delivery; 3. Quality and Patient 

safety in Health Care; 4. Research, Advocacy and Networking. Our operations research aims to generate new practically-usable 

knowledge to improve programs development and implementation by exploring management, administrative, cultural, social, 

behavioral, and economic factors that exist as bottlenecks or have a catalytic effect on outcomes and impacts of our programs. 

This also helps us to improve the policies that underpin the programs and use the evidence to influence policy processes as well 

as step-up our resource mobilization efforts. 

During the FY 2013-2014, we conducted the following; 

A. Baseline assessments 

Two baseline assessments were successfully undertaken in 2013/2014 and UPMB prides itself on having in-house capacity to 

design assessments, develop tools and analyze data as appropriate. 

i. Packard Foundation Family Planning Project Baseline assessment: 

In January 2014 we successfully conducted a baseline assessment for the Packard Foundation pilot project on family planning 

using both quantitative and qualitative approaches. The findings were used to guide project strategies and outcomes with the 

view of improving family planning uptake in the Kaliro and Iganga districts. As a pilot project, the findings, will also be used 

to generate evidence for scaling-up similar interventions to learn ways of building evidence for effective implementation and 

impact. Two draft papers on the findings of this assessment have been prepared and will be published in 2014/2015 in peer-

reviewed journals to inform evidence.  

ii. UPMB Strategic Plan Baseline Assessment 

We also conducted a Baseline assessment for the 2014-2018 UPMB Strategic Plan between from 27th April to 14th July 2014 to 

provide a basis for monitoring & evaluating the strategic plan. The assessment gave a holistic view of member health facilities 

in relation to identified performance indicators and provided a quantitative yardstick for comparative evidence to facilitate 

performance improvement within the network. Overall, the baseline assessment findings will assist in developing strategies to 

guide improvements in service delivery including ensuring availability of a competent workforce and resource mobilization 

during the strategic period. As part of the baseline, we assessed clients’ level of satisfaction with services provided by member 

health facilities and health worker satisfaction with their jobs at member health facilities. We also sought to understand the work 

and characteristics of health facilities and Diocesan Health Coordinators (DHCs). A comprehensive health facilities’ 

accreditation survey was also conducted as part of this baseline assessment and key findings of this component are highlighted 

in the QA sub-section of this report. The assessment covered 254/278 (91%) of health facilities and found that member health 

facilities are located predominantly in rural areas (73%) and majority (68%) are Health Centre IIs. 
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Overall client satisfaction within the UPMB network stood at 83.5%. The most highly rated dimensions by client were 

confidentiality (92%) and the way health workers provided care (88%) while the least rated dimensions were those relating to 

payments (65%) and rights (63%). With respect to payments, the amount payable and the explanation of charges were particularly 

found to be unsatisfactory. Other dimensions of care such as waiting time, physical facilities, support staff and consent processes 

were all rated above 80%. 

 

Majority (80%) health workers reported that they were generally happy with their jobs from the health worker survey. 
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However, a lower proportion (68%) agreed that they intended to continue working at the current health facility during the 

coming years. 

 

The majority (66%) of health workers had worked in the respective health facilities for three years and less and 26.9% had 

been employed at the present facility for less than one year possibly pointing to high attrition. 

 
Key challenges were found to be poor working conditions and dissatisfaction with salaries as only 65.6% agreed that the work 

environment and facilities were conducive and safe. This could indicate concerns about issues of infrastructure, equipment, 

supplies and other essentials needed for one to perform well. 
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The results show that levels of satisfaction with salaries, benefits and welfare provisions were generally low; with only 28.6% of 

the health workers agreeing that their salaries and benefits were fair compared to those of other staff elsewhere who held similar 

positions and responsibilities. These issues of improvements in working conditions and salaries will need to be addressed during 

the strategic period. 

 

We are very excited that the strategic plan baseline assessment was successfully conducted and acknowledge its important role 

in helping UPMB to develop evidence-based decisions. We will continue to explore the robust dataset in order to guide our 

support supervision efforts during this strategic period. 

2. Advocacy 

UPMB advocacy efforts are focused on health financing, human resources for health, demand creation for health services in the 

MHFs as well as communication. External advocacy is targeted at communities that use our health services; the government 

agencies at the local and central level and donors and health development partners. 

a. High-level advocacy meetings 

i. Joint Bureau meetings  

UPMB participated in four joint bureau meeting for networking and advocacy that were held quarterly between UPMB, UCMB 

and UMMB increasing financing and improving human resources for health for member health facilities by government, donors 

and development partners. Some of the key issues discussed included the Belgian Technical Corporation’s (BTC) support to 

increase the PHC Conditional Grant and the Essential Drugs to PNFPs facilities. NUHITES Human Resources for Health 

support to PNFPs and functionalization of the PPPH Policy. 
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As a result of advocacy efforts of UPMB to address the ever forwarded need for improving staffing levels in member health 

facilities, 25 staff mentioned above were placed in our Hospitals upon expression of interest.   

ii. House of Bishops meeting 

As part of UPMB’s advocacy program, aimed at increasing communication and streamlining UPMB Programs with the 

Church Structures, the Secretariat participated in the House of Bishops meeting where the following resolutions were then 

agreed upon; 

a. Support UPMB in advocacy for health financing for the MHUs (with Christians, Government of Uganda, 

Development Partners and friends of the church) 

b. Oversee implementation of UPMB programs through supervision structures of the Church (DS and DHC) working 

directly with UPMB 

c. Promote the UPMB brand in their constituencies using existing fora (annual meeting, during church service etc.) 

d. Ensure stronger collaboration between the two UPMB founder Churches (Church Of Uganda and Seventh Day 

Adventist) 

e. Support UPMB in advocacy for the Implementation of the Public-Private-Partnership for Health Policy 

f. Appreciate and Support UPMB as the Technical Arm of the Church 

 

3. Resource mobilization  

To increase the UPMB Programme Budget, we continue to gain momentum in our efforts to mobilize resources for the UPMB 

network. The emergence of a coherent and balanced portfolio of funding initiatives that will improve people’s health, will 

underpin a more efficient and effective health service. In order to ensure the delivery of our strategy, we are always looking for 

new funding opportunities that categorically buttress our strategic priorities with a view towards more collaborative and 

interdisciplinary approaches to service delivery. Some key achievements include;  

 “A3 Project: Expanding Family Planning Access, Availability, and Awareness”-implemented in partnership with Institute for 

Reproductive Health, Georgetown University funded by the Bill and Melinda Gates Foundation ($100,000) over 18 

months from 1st January 2014 to 30th June 2015 in eight member health facilities in Western and Eastern Uganda.  

 “Evidence to Action (E2A) project” in partnership with Pathfinder International funded by USAID ($180,000) over 27 

months from April 2014 to June 2016 with the goal of reducing unmet need for family planning and improved maternal 

and child health outcomes in 9 member health facilities across the country.  

These achievements occurred against the backdrop of the global economic recession and resource constraints, but we are grateful 

that the good Lord has continued to sustain us and we are able to continue providing real benefits within the UPMB network 

aligned with the government’s roadmap for the Ugandan health system.  

4. Communication, Visibility and Branding 

UPMB strengthened its visibility by robust branding and communications through the development of signage for member 

health facilities and development of various information, education and communication materials and use of social media. 

Information dissemination is at the core of the sub-division’s processes enabling UPMB to build on existing scientific knowledge 

and develop collaborations with colleagues both nationally and internationally in order to advance our programs.  

a. Production and dissemination of the Bi-annual Newsletter 

One issue of the UPMB newsletter was produced during the FY with the production of the second issue in pipeline. 300 copies 

for the first issue were produced and disseminated to Partners, UPMB facilities, MOH, Medical Bureaus and other stakeholders 
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at the close of the FY. A Copy of the first issue was uploaded onto the UPMB website. 500 copies of the second issue are to be 

produced and disseminated to UPMB stakeholders. UPMB is grateful to JMS for the supported rendered towards ensuring that 

more copies are produced. The issues mainly capture activities, events and information from the UPMB Secretariat, Dioceses 

and Facilities for sharing with different stakeholders. The newsletter issue was positively received throughout the network. 

UPMB encourages members from the network and partners to contribute articles for publication. 

b. Production and dissemination of the UPMB annual report  

During the financial year, 300 copies of the FY 2012-2013 annual report were produced and disseminated to the various 

stakeholders during the annual symposium and this was also uploaded onto the UPMB website. The annual report highlights 

the key achievements of UPMB during the 2012-2013 financial years, performance of UPMB and its member health facilities, 

activity implementation and key challenges encountered during the financial year. 

c. Regular maintenance and update of the UPMB website  

During the FY, various updates were made on the UPMB website; Job opportunities at the Secretariat and within the network; 

Photos from the Annual Symposium were uploaded; important documents such as the Annual report 2012-2013, Strategic plan 

2014-2018, HR guidelines for hospitals and Health facilities. 

d. Peer reviewed publications and conference presentations 

We aim to publish peer-reviewed scientific journal papers, participate in peer review of articles for various scientific journals, 

present at national and international conferences and collaborate with national and international scientific colleagues. The 

information we collect as a division also enables us to better communicate the value of operations research to others, from the 

community to policy level and improve the visibility of the UPMB network. Wider dissemination of our operations research 

findings to non-scientific audiences is vital for improving public understanding of science and promoting the benefits and value 

of health research to non-scientific stakeholders. This includes national and international press; radio or television interviews; 

reference to operations research in newsletters or online; presentations to lay audiences (general public, patient groups, school 

talks) and press releases describing significant research findings.  

5. Networking  

a. Partnerships 

In the past one year we have formed and nurtured a number of critical partnerships with both local, regional and international 

agencies. With our strong ethos of collaboration, we seek to achieve maximum value for money through alliance with other 

agencies on areas of common interest. These active national and international collaborations formed in the past year include; 

 Partnership with Johns Hopkins Medicine, Armstrong Institute on Patient safety with emphasis on patient safety in 

the context of universal health coverage.  

 Continued participation in National Quality Improvement Coordination Committee meetings as part of our quality 

improvements efforts 

 Participation in one week Advocacy workshop by the UN working group on life-saving RMNCH commodities in 

April/May 2014 

 Participation in national stakeholder meeting on Community Health Insurance by the Uganda Community Based 

Health Financing Association  

 Partnership with HealthPartners on scaling-up health insurance in UPMB network 

 Inter-bureau partnerships for advocacy on issues concerning the bureaus 

 Participation in the Policy dialogue on patient safety 

 Participation in the Policy dialogue on Public Private Partnerships for Health 
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 Sustained partnership with Christian Health Association of Kenya through the Packard Project on family planning 

where UPMB is a sub-grantee. 

 Partnership with University of Denver Colorado, on Disaster Preparedness and Response 

 Partnership with the London School of Hygiene and Tropical Medicine and University of Ghent on Gender-Based 

Violence in humanitarian crisis. 

Strategic partnerships with Africa Christian Health Platform with support from Packard foundation, Institute of Reproductive 

health at Georgetown University and USAID through Pathfinder international, have assisted UPMB to roll out several 

innovative, integrated, evidence-based and sustainable family planning interventions in 19 member health facilities to reach out 

to marginalized populations as it contributes to the nations efforts of achieving the Family planning 2020 goal of increasing 

access to voluntary family planning services for women and girls. 

As we forge ahead, we welcome new partnerships and collaborators in developing our programs to enable us to reach the 

majority of those we serve in rural and remote areas and build our evidence base through operations research. We are committed 

to ensuring that our partnerships and research priorities reflect national strategic priorities, inform and contribute to policy and 

service delivery needs in health care. 

b. Attendance at National and International Forums 

UPMB played a significant role in Partnership and health system development and direction defining engagements both globally 

and nationally. UPMB participated in the following meetings among others; The ACHAP HRH TWG in Nairobi from 5-9th 

May 2014; HPAC Meetings; Developing National Patient Safety Policy and Strategy for Eastern and Southern Africa Countries 

in Harare; Forum on Emerging Topics in Patient Safety and Meetings with Johns Hopkins Medicine Leadership on Possible 

areas of Collaboration- Baltimore, USA; The UHC-PSQ Learning Laboratory meeting in Geneva, Switzerland organized by 

WHO from 19–20th December, 2013; Developing the Leaders Guide on Patient safety and Quality Experts Consultation 

Meeting, 20-21st March 2014, by WHO in Geneva; Christian Connections for International Health (CCIH) meeting at 

Georgetown University with US Agency for International Development, Evidence to Action (E2A) team, December 2013; 

and Developing Coordinated Public-Private Partnerships and Systems for Financing Health In Africa held in Lilongwe, Malawi 

from 26-28th March 2014.  

 

The Executive Director (centre) with Experts at the Developing the Leaders Guide on Patient safety and Quality 

Experts Consultation Meeting 20-21 March 2014 at WHO in Geneva 
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The Human Resources Manager with Participants of the ACHAP HRH TWG, 5th-9th May 2014 in Nairobi 

 

FINANCE  

 

Mrs. Marina Baganizi-Finance Manager 

We thank God who has brought us to the end of yet another fruitful year. We thank our donors who have continually 

partnered with UPMB to improve health service delivery in our nation. Many lives have indeed been saved due to their 

interventions. 

The two main sources of funds have been donor funding and internally generated funds. During this period there was 

significant efforts to diversify the Income base.  

 

INCOME: 

From the table and chart below more partners have come on board this period compared to the previous years. The table 

below summarizes the Income by Partner. 
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Table 1: Income 2013/2014 

Income By Source  Jul 13 -Jun 14   Jul 12 - Jun 13  

INTERNAL INCOME          844,062,299           718,139,068  

JMS          140,000,000           125,000,000  

EED           682,093,103  

BfdW          395,536,625           702,752,200  

BfdW/EQUIP          576,202,794                               -    

PACKARD            91,077,840           177,857,500  

MILMAY            53,699,051   

SDS           307,551,536   

IRH            92,096,778   

EVIDENCE 2 ACTION            82,510,588   

NESH (funded by CDC)      7,624,334,412     10,031,088,485  

    10,207,071,923     12,436,930,356  

 

 

 

The year just concluded did not necessarily receive less 

funding than the previous one only that these were the 

funds so far received due to the different reporting periods. 

The chart above shows that NESH dominates the income 

by contributing 75% followed by BFdW with 9% and 

internally generated income at 8% while the rest account for 

8% of the total income. 

Expenditure: 

UPMB continues to show value for all monies received as 

seen from the graph below 76% is spent on health programs 

while Capital costs and Admin together consume only 10% 

while admin Personnel takes 14%. This means Uganda will 

be a better health service provider because of UPMB in the 

next five years. This will in turn create a more healthy 

nation! The table and graph below displays the expenditure 

analysis.  

INTERNAL 
INCOME

8%
JMS
1% BFdW

9%

PACKARD
1%

MILMAY
1%

SDS
3%

IRH
1%

EVIDENCE 
2 ACTION

1%

NESH 
(funded by 

CDC)
75%

Jul 13 -Jun 14
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UPMB EXPENDITURE ANALYSIS 2013/2014    

  Admin   Personnel - 

Admin & 

Programs  

 

Equipment  

 Program   Total  

NESH   PROJECT 

EXPENSES 
             

511,284,875  

               

2,283,018,081  

               

275,081,900  

           

4,050,459,313  

           

7,119,844,169  

PACKARD 

FOUNDATION 
               

38,216,452  

                     

90,730,714  

                                   

-    

               

187,935,419  

               

316,882,585  

 

INTENALLY GEN 

FUNDS - PERSONNEL 

COSTS 

             

198,147,040  

                  

198,147,040  

 

INTENALLY GEN 

FUNDS - ADMIN 

COSTS 

                    

402,025,486  

                 

402,025,486  

BfdW - EQUIP 

PROJECT EXPENSES 
                  

7,049,252  

                   

293,003,117  

               

117,990,000  

               

399,878,926  

               

817,921,295  

 SDS PROGRAMME 

EXPENSES 
                     

362,825  

                     

49,307,917  

                                   

-    

               

181,973,670  

               

231,644,412  

 IRH-PROJECT                         

31,000  

                        

6,026,794  

                                   

-    

                 

35,868,461  

                 

41,926,255  

MILDMAY PROJECT                                  

-    

                                       

-    

                                   

-    

                 

79,795,944  

                 

79,795,944  

TOTAL              

755,091,444  

               

3,124,112,109  

               

393,071,900  

           

4,935,911,733  

           

9,208,187,186  

 

 

Admin
6%

Admin 
Personnel 

14%

Equipment
4%

Program
76%

Fund Utilisation 2013/2014
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Achievements: 

 CDC, still funds with more than 70% of the contributions to the organization’s portfolio. UPMB is now in the third 

phase of implementing HIV/AIDS prevention and care programs with the previous two successfully closed out. The 

project still has three more years to go. This however, necessitates annual continuation re application. 

 The 2008 – 2013 Strategic plan was concluded in the period with major achievements as stated in the Health Programs 

report. A new one to take us to the end of 2018 has already ensued and we are already in the sixth month of its operation. 

This will major on supporting and promoting Lower Level Health Units while sustaining the Hospitals as well. 

 We are grateful to the Finance committee of the Board that steered the organization thus far till they established the 

Audit committee recently. The Board also ensured that UPMB’s management is fully constituted and that all operations 

can be managed internally.  

Challenges: 

 With the introduction of extra taxes on Insurance and stationery, the operational costs have shot up against the budgeted 

amounts. 

 While the finance department is mandated to oversee the facilities’ as well as the secretariat’s financial functions, the 

workload and the given geographical challenges have not made this easy. 

 The sustainability of the facilities is still a challenge given the limited involvement of the church that owns them. 

 The need for intervention in different disaster stricken facilities is enormous citing the floods in Kasese and landslides 

in Bududa. All that is met by lack of sufficient funds to do the needful. 

 Over reliance on donor funds especially in the face of emerging social economic world issues. 

Way forward 

 Sustainability shall continually be emphasized at all levels of UPMB’s concerns in the country. All facilities are 

encouraged to keep some small fund aside to bail them out in the rainy day. Those that already have projects running 

and meeting certain costs should utilize the user fees providently. 

 The optical unit will soon be having a presence in the facilities. This will promote both service delivery and optimization 

for the unit. 

 All facilities will need to give a quarterly financial accountability for the funds received both as PHC and user fees not 

excluding any from projects. This will help to borrow a leaf from one to another. 

 More efforts are geared towards getting more funders for the different needs so far identified in the baseline survey. 

 The involvement of the dioceses and other church heads is of paramount importance in the effective and efficient 

running of the facilities together with their ongoing existence. 

 Financial Technical Assistance/Capacity building in all facilities. 

 Expenditure monitoring and reviews. 

 Support in Budget Monitoring and Reporting by the facilities. 

 Improved Grant Reporting to all funders all levels 
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Internal Audit 

  

Mrs. Monica Epiu-Internal Auditor 

The Internal Auditor offers management and the Board of Directors with an independent assessment of the quality of the 

organization’s controls and processes and to provide recommendations and suggestions for continuous improvement of the 

organization. The function offers an independent, objective assurance to the management and BOD of the organization, assesses 

and adds value to improve on the organizations’ operations, and recommends improvements to the Boards. 

Work done 

As a support function to UPMB’s core activities, Internal Audit has been involved in the above in the UPMB Network in the 

year 2013/14. This has been done mostly in the 13 NESH Sites which have been visited at least once in the year; assessing their 

levels of compliance to Internal Controls in place and encouraging them to develop Internal Controls were they are not. Internal 

Audit also performed routine audits and followed up on the recommendations given to the continuing facilities. Most of the 

facilities which benefited from these visits developed Internal Control Manuals such as Finance and Accounting, Human 

resource and Procurement Manuals and are endeavoring to follow them. Some facilities which did not have constitutions have 

developed and adopted constitutions, put in place Board of Directors, and improved on the corporate governance of the 

facilities. We look forward to this and much more in the coming year. 

Having been in place for the 2nd year, Internal Audit was involved in developing and implementing Internal Audit Programs, 

Initiating Risk assessments for the secretariat, drawing and following Internal Audit work plans, and being part of the Baseline 

Indicator Survey of Uganda Protestant Medical Bureau’s New Strategic Plan to mention but a few.  

The Board of Directors of Uganda Protestant Medical Bureau put in place an Audit Sub-Committee which started its function 

in May 2014.  

Challenges 

The function is pretty new and the burden ahead is still great as it envisages rolling out into the whole network, and yet the 

function is still manned by one staff. By what is seen from the facilities which have benefited, the earlier it is rolled into the rest 

of the network, the better. However, strengthening the function is vital.  

Some Member Health Units visited have not responded to the reports given by internal audit and so one cannot tell whether 

the function is of any benefit to them or not. It is our desire and request that the managements of these Units give the reports 

the importance they deserve.  
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Way forward 

As we look into the future with great anticipation and desire to be sustainable, it is important that we embrace the Internal Audit 

Function because it is critical to our efficient operations, effective internal controls, risk management, strong corporate 

governance, and in many cases, it will be the very survival of our Health Units. In the medical world, we know that prevention 

is much better than cure. 

Compliance/ USG Grant Management 

In general, compliance means conforming to a rule, such as a specification, policy, standard 

or law. Regulatory compliance describes the goal that organizations aspire to in their efforts 

to ensure that personnel are aware of and take steps to comply with relevant laws and 

regulations. Due to the increasing number of regulations and need for operational 

transparency, organizations are increasingly adopting the use of consolidated and harmonized 

sets of compliance controls. The activity framework that enforces compliance to USG funds 

rules and regulations. Compliance with the rules and regulations is the watchword in Federal 

Grants and Cooperative Agreements today.  

 

Mr. Herman Ssenkubuge-Compliance Officer 

Increased oversight and closer scrutiny are key concepts driving new Congressional and Agency initiatives in the Federal 

Financial Assistance area. The central theme is to assist Federal Grants and Cooperative Agreements recipients in understanding 

compliance requirements and in developing more comprehensive grants administration compliance efforts. In a bid to effectively 

manage such United States Grants it was imperative to improve service delivery and strengthen the stakeholder capacities so as 

not to run on the wrong side of Donor Compliance. To this effect, a USG Funds management Training was over the year 

conducted for the NESH Program implementing MHFs to further their knowledge on Rules and Regulations that guide 

implementation of funding from Federal sources. Periodic Technical Mentorships and Support Supervision Visits tailored to 

address operational gaps have over the year been conducted to the benefit of not only federal fund benefiting MHFs, but also 

to other MHFs in the Network. Timely Salary payments to Health Workers benefiting from Federal funding (SDS/HRH 

Programme) has in the latter part of the year been well executed since it is an indirect yardstick to effective HIV Service delivery 

by Human Resources. 

The Future; 

The Scope that Compliance takes in UPMB requires that it’s multi-dimensional than ever before. Efforts will therefore be 

tailored to meet compliance demands for the entire Network of UPMB’s Member Health Units as a means to score Health 

Systems Strengthening and Sustainability to the benefit of even the post Projects’ era. 

THE OPTICAL UNIT 

The Optical Unit is one of the avenues through which UPMB raises revenue to sustain its programmatic activities. The report 

highlights the gross income of the total sales from office, outreach and corporate clients. It also highlights the cost of sales and 

gross profit as shown below; 
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OPTICAL ANNUAL REPORT FROM JULY 2013 – JUNE 2014 

PERIOD No. OF 

PTS 

OFFICE 

SALES 

OUT 

REACH 

SALES 

CORPORATE 

CLIENTS 

COST OF 

SALES 

GROSS 

INCOME 

GROSS 

PROFIT 

JULY 2013-

JUNE 2014 

3,620 210,109,600 17,773,000 67,628,000 69,933,500 295,510,600 225,577,100 

 

Financial performance: 

 The overall performance was at 96% with regard to the revenue target for the F/Y 2013-2014  (Gross income: Ush 

295,510,600 against the projected income of Ush. 308,035,313) 

 The unit registered 13.8% increase in gross income compared to last financial year, cost of sales increased by 22% and 

gross profit increased by 11%. 

Achievements: 

 Managed to bring new insurance companies on board i.e. Africa Premier Health (APH) and International Air 

Ambulance (IAA) 

Challenges: 

 Inadequate working space. 

 Poor performance in outreach programs due to high competition. 

 Failure to carryout outreach visits to far UPMB H/F’s as recommended by Managed due to limited funds. 

Recommendations: 

 Scale up of Optical services with in Kampala and to the Member Health Facilities through outreaches and opening of 

Branches. 

 Need to improve on routine free eye checkup to all eligible clients. 

 

UPMB MEMBER HEALTH FACILITIES’ PERFORMANCE 

This section highlights the performance of UPMB member facilities during the FY 2013-2014. It highlights the contribution of 

UPMB network to the Uganda health care system and the network’s contribution to the Health Sector Strategic Plan Indicators 

(HSSIP). The section further highlights performance of dioceses and member facilities by level of care through the computation 

of Standard Unit of Output (SUO) and staff productivity. The section further captures information on reporting rates for the 

UPMB Annual Reports and HMIS through DHIS2. It also incorporates financial summaries – income and expenditure patterns 

for facilities as well as human resource for health – staffing levels in UPMB facilities. 
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FACILITY REPORTING RATES FOR FY 2013-2014 

THE UPMB FACILITY ANNUAL PERFORMANCE REPORT FY 2013-2014. 

UPMB has 278 facilities registered under the network. At the end of each financial year, UPMB compiles the outputs of its 

member facilities which are submitted to the Ministry of Health for Annual Health Sector Performance Report (AHSPR) 

together with other Medical Bureaus to highlight the contribution of PNFPs to the health care system in Uganda. The some 

outputs are used by UPMB to analysis the performance of its member facilities. Faculties are therefore expected to compile and 

submit to the secretariat the UPMB facility annual performance report. Data collected through this report is also used for 

planning, advocacy, decision making and lobby for resources from the government and development partners.  

The data is also used to track and monitor implementation of the secretariat’s strategic plan 2004-2018 through the compilation 

of performance indicators. The report supplements data collected routinely (Monthly and Quarterly) from facilities through the 

Health Management Information System (HMIS). Figures below summarize the proportion of member facilities that submitted 

complete, accurate and timely reports to UPMB for FY 2013-2014 by level of care and the trends in reporting for the previous 

4 financial years. 

The previous four financial years show steadily improving trends in reporting rates (UPMB Annual report submission) by 

member facilities. For the years, the number of facilities submitting timely, accurate and timely reports to the secretariat has 

increased from 52.3% in FY 2009-2010 to 89.2% in FY 2013-2014. This is attributed to UPMB’s continued support/mentorship 

to facility M&E/ Records/ Data Managers on data management, the HMIS and data management trainings held at diocese level 

that enabled facilities appreciate the importance and benefits of reporting to UPMB. Success can further be attributed to the 

support by TASO Uganda to train facilities In-charges and records officers in Data Management and HMIS with emphasis on 

reporting, data quality assurance and quality control. UPMB’s internet access support to the DHCs that has enabled them report 

easily to the secretariat.  

Figure 1: Reporting rates by level of care                              Figure 2: Trends in reporting - Previous 3 FYs 

Facilities have appreciated the importance of data, which has resulted into great improvements in as far has reporting is 

concerned. The FY 2011-12 and 2012-13 six and two dioceses respectively had zero percent reporting rates. This FY, no diocese 

had zero percent reporting rates. The least performing facilities (Karamoja and Kitgum) had 50% reporting rate – with each of 

the dioceses having 2 facilities. Dioceses of Bunyoro Kitara, Kigezi, Kinkiizi, Madi West Nile, Masindi Kitara, Mbale, North 

Uganda, Nebbi, North Ankole, North Karamoja, Sebei, South Rwenzori West Ankole and West Buganda all maintained 100% 

reporting rates. Dioceses that improved to 100% reporting rates include Central Buganda, Kumi, Muhabura, North Kigezi and 

Rwenzori.  This is attributed to the On-site support and mentorship on data management that was offered to the DHCs and 
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facility staff through the financial year, where reporting and data quality assurance were some of the key areas of focus. Next 

financial year, focus will be put on supporting facilities especially those in the dioceses of Busoga, Soroti, Luweero, Mukono and 

Kitgum.  

Figure 3: Proportion of LLUs submitting timely annual reports by diocese 

 

 

 

 

 

 

 

 

 

HMIS REPORTING FOR FY 2013-2014: 

The Health Management Information System (HMIS) is designed for use at all levels of health care delivery and it is the official 

Ministry of Health (MOH) reporting system. HMIS is designed in line with HSSIP indicators and it i s both manual (paper 

based) and electronic (DHIS2). 

The Ministry of Health developed a system for capturing HMIS data at facility level called District Health Information Software 

2 (DHIS2) which was rolled out country wide. All facilities are expected to submitted copies of HMIS 105 (OPD monthly 

report), HMIS 108 (In-patient monthly report, HMIS 106 (Quarterly Report) and HMIS 107 (Annual Report) to the district, 

HSD and the Diocesan health Coordinator. 

HMIS Reporting Rates FY 2013-2014 

Table 1: Facility Monthly Reporting rates for HMIS 105 (Out Patient Monthly Report) 

 Reporting Rate (%) FY 2013-2014: HMIS 105 (OPD Monthly Report) 

 Jul 

2013 

Aug 

2013 

Sep 

2013 

Oct 

2013 

Nov 

2013 

Dec 

2013 

Jan 

2014 

Feb 

2014 

Mar 

2014 

Apr 

2014 

May 

2014 

Jun 

2014 

Western 97.6 100 100 96.3 96.3 98.8 98.8 98.8 98.8 97.6 98.8 97.6 

Eastern 93.9 96.3 96.2 95.2 93.8 96.9 95.2 95.2 96.8 96.9 96.3 96.9 

Central  93.7 93.8 93.8 92.7 92.1 93.7 93.9 93.8 95.1 95.1 93.8 95.2 

Northern 87.5 92.1 92.7 90.6 90.2 90.2 93.8 89.0 93.8 93.7 88.9 93.9 

Overall 94.2 96.1 95.8 94.2 93.1 94.6 95.8 94.2 96.5 95.8 95.0 95.8 
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Source:  District Health Information Software 2 (DHIS2) 

 

Table 2: Facility Reporting Rates for HMIS 108 (In-Patient Monthly Report) 

 Reporting Rate FY 2012-2013: HMIS 108 (In-patient Monthly Report) 

 Jul 

2013 

Aug 

2013 

Sep 

2013 

Oct 

2013 

Nov 

2013 

Dec 

2013 

Jan 

2014 

Feb 

2014 

Mar 

2014 

Apr 

2014 

May 

2014 

Jun 

2014 

Western 91.2 100 97.1 94.1 97.1 92.9 97.1 94.1 91.2 88.2 88.2 100 

Eastern 67.9 85.7 75 85.7 73.3 88.2 86.7 80 86.7 86.7 86.7 86.7 

Central 64.3 78.6 73.3 73.3 60.7 80 78.6 78.6 85.7 64.3 67.9 64.3 

Northern 60.0 66.7 64.3 67.9 57.1 67.0 71.4 75 75 64.3 64.3 57.1 

Overall 74.7 85.7 81.3 81.3 75.8 82.4 83.5 82.5 84.6 76.9 78.0 80.2 

Source:  District Health Information Software 2 (DHIS2) 

Utilization of DHIS2 for capturing HMIS data is high for HMIS 105 and steadily improving for HMIS 108 compared with the 

performance of last FY. Further analysis indicates facilities in the Eastern Central and Northern regions have low utilization 

for HMIS 108.  

To improve on reporting, the Secretariat will be providing on-site mentorship and support to facilities in the above regions to 

improve utilization of the system and also encourage the culture of data demand and information use at facility level. This is 

critical in planning for health services delivery. 

Performance of Hospitals 

During the reporting period, hospitals maintained 100% reporting rates. The FY registered an increase in the number of 

clients that sought Outpatient services. There was however a fall in other key health indicators such In-patient contacts, 

deliveries, Antenatal, family planning and immunizations. 

Table 3: Hospital outputs for the previous four financial year 

 

 

Financial 

Year 

 

Total Bed 

capacity 

 

OPD 

Attendance 

 

Admissions 

 

Deliveries 

 

ANC and 

FP 

 

Immunizati

on 

Proportion 

of hospitals 

submitting 

complete 

and timely 

reports 

2013-2014 3,091 460,747 99,747 29,912 86,998 239,690 100% 

2012-2013 2,700 452,045 107,265 30,331 88,540 296,167 100% 

2011 - 2012 1,525 478,543 45,493 39,538 74,359 195,539 76.5% 
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Table 4: In-patient summary statistics for hospitals:  

 

FY 

Total Inpatient 

Admissions 

 

 

 

 

Total  

Deaths 

Total 

Inpatient days 

Average 

length of stay 

Average 

occupancy 

 

 

Bed 

Occupancy 

 

2013-2014 

 

99,747 

  

2,023 

 

382,221 

 

3.8 

 

 

1047.0 

 

33.9% 

 

 

2012-2013 

 

107,265 

  

1,958 

 

492,799 

 

4.59 

 

1350.1 

  

50.0% 

 

Standard Unit of Output (SUO) for Member Hospitals 

The member hospitals registered a decline in the total SUO* and staff productivity. This could be explained by the increase in 

staffing numbers in member hospitals (Staff productivity being inversely related with the number of staff at the facility. 

Mengo hospital registered the highest Standard Unit of Output (SUO) during the FY while Amudat COU hospital registered 

the highest staff productivity.  

 

Figure 6: Standard Unit of output in UPMB hospitals 

Figure 7: Staff 

productivity 

per facility 

during the FY 

2011 - 2010 1,730 510,338 84,577 97,249 151,616 181,864 76% 

2010 - 2009 2,208 524,672 110,397 30,358 57,272 205,761 94% 
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* The 

standard 

unit of 

output 

attempts 

to 

attribute 

the final 

outputs 

of a 

hospital 

a relative 

weight 

based on 

previous 

cost 

analyses 

taking the outpatient contact as the standard of reference. A high weight is attahed to the in-patient episodes – which makes it 

a very critical indicator in computation of the SUO. The SUO provides information to hospital owners and managers about 

performance trends of their hospitals.  

The standard unit of output (SUO) converts all outputs to outpatient equivalents. SUO total for a given health 

facility is given by the ∑(I.P*15+OPD+Del*5+Imm*0.2+ANC/MCH/FP*0.5). The basis of this parameter rests on 

the evidence that the cost of managing one inpatient is 15 times the cost managing one outpatient, one 

immunization 0.2 times more, one delivery 5 times more and one ANC/ MCH/FP client 0.5 times the cost of 

managing one outpatient. The figure below shows the SUO for all member hospitals for the previous four financial 

years.  

Health Financing in Member Hospitals 

Income 

During the year, the cash inflow from user fee collections increased in relative and absolute terms for UPMB hospitals by a 

margin of 9% in comparison with the previous year with the collections being the major source of income for the hospitals, 

financing close to 60% of the overall recurrent cost incurred by health facilities to deliver quality health care. Data analyzed for 

the previous financial years shows that user fees are the major source of income for the facility. External donation both in kind 

and in cash continued to show an increasing trend during the period under review. Government subsidies to UPMB hospitals 

(these include PHC conditional grant to hospitals, PHC conditional grant to HSD, PHC conditional grant to training schools 

and MOH credit line drugs from JMS and NMS) declined during the FY by 4.5%. In 2013-2014 FY, further analysis indicates 

that close to 90% of the government subsidy is in form of PHC conditional grant to the hospitals (increased from 80% FY 2012-

2013) – with only 7.8% allocated to credit line drugs. 
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Figure 4: Trends in income for recurrent operations for the previous 4 FYs: 

The analysis generated on expenditure patterns for member 

hospitals represents data from all the hospitals. Employment 

costs remain the major expenditure item for the hospitals with 

54% of their incomes spent employment related costs. The 

proportion of income spent on this item has been fluctuating 

for the previous three financial years. The FY 2010-2011, 

employment costs were 46% of the total facility expenses 

which increased to 51% in 2011-2012 falling 44% FY 2012-

2013 before rising to 54% for FY 2013-14. Further analysis 

indicates that 74.3% of employment costs are spent on staff 

salaries and wages, 5.8% on NSSF, 3.2% on lunch allowance 

for health facility staff while 2.7% on welfare, staff health and 

insurance. 

Expenditure 

Expenditure on medical goods and services remains another 

highly prioritized expense item at the facilities with fluctuating 

trends just as is the case for employment cost. Expenditure on medical goods and services increased from 20% to 27% and fell 

to 22% before further falling to 20% for FY 2010-2011, FY 2011-2012, FY 2012-2013 and FY 2013-2014 respectively. 

Administration costs fell from 4% in FY 2010-2011 to 3% in FY 2011-2012, rose to 8% in FY 2012-2013 before falling to 4% 

FY 2013-2014. 

Figure 6: Trends in expenditure for UPMB Hospitals: 

The figure summaries expenditure trends for 

Member hospitals for the previous three financial 

years. Employment costs and costs of medical goods 

and services remain the major expenditure items for 

the hospitals. Administration costs, Supplies and 

services as well as capital development are also 

among the highly prioritized expenditure items. 

 

 

 

 

 

 

 

 

 

45.8% 47.9% 49.9%
59.2%

7.6% 8.3% 11.5%
7.0%22.1% 21.5%

21.3%
22.0%

24.5% 22.3% 17.3% 11.8%

0.0%

20.0%

40.0%

60.0%

80.0%

100.0%

120.0%

FY 2010-
2011

FY 2011-
2012

FY 2012-
2013

FY 2013-
2014

Member Hospitals: Trends in income for 
recurrent operations

Other incomes



55 
 

 

Performance of HC IVs:  

Table 8: UPMB HC IVs contribution to the HSSIP: 

 

During the FY, HC IVs maintained 100% report submission rates. The facilities also registered an improvement in the key health 

performance indicators such as the output patient contacts, antenatal, family planning, deliveries and immunization. There was 

however a decline in the in-patient episodes for the facilities. Improvement in the indicators could be attributed to an increase 

from six to eight HC IVs last FY. Additional HC IVs were Kairos HC IV in Mukono and North Kigezi HC IV in Rukungiri.  

Table 9: In-patient Summary statistics for UPMB HC IVs: 

FY Total 

Inpatient 

Admissions 

Total  

Deaths 

Total Inpatient 

days 

Average 

length of 

stay 

Average 

occupancy 

Bed 

Occupancy 

2013- 2014 19,432 327 81,366 4.2 222.9 45.9% 

2012-2013 23,017 468 102,285 4.44 280.2 69.9% 

 

Income sources and expenditure patterns for HC IVs 

User fees and external donations contain to remain the major source of income for UPMB facilities for the past 3 FYs. FY 

2013-2014, user fees contributed 49% of income for the HC IVs, a decline from 56% compared to FY 2012-2013. The year 

registered an increase in facilities’ external donations from 25% FY 2013-2014 to 32% last FY. Government subsidies that 

include PHC conditional grant to the hospitals, HSD and the credit line contributed 8% declining by 2%. 
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2013- 2014 486 71,821 19,432 4,265 15,330 45,479 100% 

2012-2013 401 63,121 23,017 2,653 14,338 29,557 100% 

2011 - 2012 357 69,212 9,606 4,665 10,019 38,231 57.1% 

2010 - 2011 209 75,673 15,771 4,087 8,407 40,645 - 
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Figure 8: Income sources for HC IVs                               

 

 

 

 

 

 

 

 

 

 

Expenditure patterns for HC IVs 

Employment costs and the cost of medical goods and services remains the major expenditure item for the HC IVs as is the 

case for hospitals with 48% and 21% of the total expenditure respectively. FY 2012-2013, employment costs and costs of 

medical goods and services contributed over 80% of the overall facility expenditures. Allocation to primary health care 

activities doubled for the financial year from 4% to 8%. 

Other key expenditure items include capital development activities and Primary Health Care (PHC) related activities. Financial 

summary reports from St Paul in Kasese and Kairos HC IV in Mukono were the only two facilities under HC IVs that didn’t 

receive PHC– an implication that recurrent operations of these facilities were supported by user fee collections and external 

donations. 

Figure 9: Expenditure patterns for HC IVs 
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Standard Unit of Output - HC IVs 

The standard unit of output was computed for the HCIVs as summarized in figure 10 above. Kairos HC IV registered the 

lowest outputs during the financial year. However it should be noted that the facility is newly registered with UPMB and has 

been operational for only six months. Azur HC IV registered both the highest SUO and staff productivity during the FY. 

PAG and St Paul Kasese also had good SUO and Staff productivity. Chrisco Butiru and North Kigezi HC IV are among the 

facilities that registered the lowest outputs during the FY. 

Figure 10: HC IVs SUO                                                            Figure 11: Staff productivity in HC IVs 

 

 

 

Performance of Lower Level Units (LLUs – HC IIs & IIIs) 

Income sources for LLUs 

The analysis generated for lower level units is based on 88.1% of the facilities that submitted annual reports to the secretariat. 

There has been a 4.6% improvement in LLU reporting rates from 83.8% the previous FY to 88.1% FY 2013-2014. Facilities 

registered a drop in user fee collection by 8% from 35% to 27% for FY 2012-2013 and 2013-2014 respectively – though it 

remains the major source of income for the facilities. PHC or delegated fund increased from 12% to 15%. External donations 

were the major source of income for the facilities during the financial increasing from 21% to 41%.  

Figure 12: Income sources for LLUs                                  
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Expenditure pattern for LLUs 

Expenditure on Medical goods and services were the major expenditure item for the facilities followed by employment related 

costs 49% and 28% of the overall facility expenditure.   

Figure 13: Expenditure patterns for LLUs 

 

 

 

 

 

 

 

 

 

 

Lower Level Units (LLUs) Outputs 

Lower Level Units registered lower outputs compared to the previous financial year. Facilities registered a decline in 

immunizations, deliveries and antenatal. There was however an increase in the out-patient contacts and in-patient episodes. 

Tables 11 and 12 summary the key outputs from the lower level units for the previous four financial years and the proportion 

of facilities that submitted complete and timely annuals reports for the respective years 

Table 11: LLUs Outputs for the previous four FYs 

 

 

Financial 

Year 

 

Total 

Bed 

capacity 

 

OPD 

Attendance 

 

Admissions 

 

Deliveries 

 

ANC  

 

Immunization 

Number of 

LLUs 

submitting 

complete and 

timely reports 

 

2013-2014 

 

1,524 

 

850,815 

 

63,039 

 

17,587 

 

79,625 

 

540,724 

 

88.1% 

 

2012-2013 

 

1,716 

 

775,632 

 

41,586 

 

19,434 

 

75,208 

 

560,885 

 

83.8% 

Employme
nt

28%

Admin 
costs
5%

Property 
cost
2%

Tra
ns 
& 

pla
nt

Supplies 
& Srvs

5%

Med gds & 
Srvs
49%

Capital 
costs
5%

PHC
3%

Training
1%

Expenditure Pattern for LLUs



59 
 

 

Table 12: Summary statistics for census information for LLUs 

 

FY 

Total 

Inpatient 

Admissions 

Total  

Deaths 

Total 

Inpatient days 

Average 

length of stay 

Average 

occupancy 

Bed 

Occupancy 

2013- 

2014 

 

63,039 

 

318 

 

102,582 

1.6 281.1 18.4% 

 

2012-

2013 

 

41,586 
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163,482 

 

3.9 

 

447.9 

 

26.1% 
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2011 - 2010 
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59,357 
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Can Joram Kahenano    - Member, COU 
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Annex 2: Staff Members As At 30th June 2014 

Dr. Tonny Tumwesigye   - Executive Director  

Health Department  

Dr Patrick Kerchan   - Head of Programs 

Mr. Miyonga Jonathan    - M&E Program officer 

Dr Kenneth Kabali   - QA Program Officer 

Dr. Luke Lakidi    - UPMB HIV Program Manager 

Ms. Constance Shumba   - Research and Grants Manager  

Dr. Jairus Mugaddu   - Clinical Services officer 

Ms. Claire Nankoma   - Laboratory Services Officer 

Mr. Ssemwogerere Derrick  - Monitoring and Evaluation Officer  

Ms. Judith Tindyebwa   - Orphans and Vulnerable Children Officer 

KMs. Kiconco Judith   - Reproductive Health Officer 

Ms. Zabia Namulawa   - PMTCT Preventions Officer 

Mr. John Elianu    - Prevention Officer (SMC) 

Ms. Mildred Kabayaga   - Supply Chain Officer 

Mr. Desmond Tutu Opio  - Monitoring and Evaluation Officer  

Finance Department  

Ms. Marina Baganizi   - Finance Manager  

Mr. Ssenkubuge Herman   - Compliance Officer 

Ms. Monica Driwaru   - Accountant 

Ms. Esther Nankinga   - Assistant Accountant 

Human Resource Department 

Ms. Nakyanzi Dorothy Mukiibi  -         Human Resource and Administration Manager 

Mr. David Kiyimba    - ICB Program Officer 

Mr. Odal Michael   - IT Officer 

Mr. Emmanual Akoch   - IT Associate 
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Ms. Emily Ninsiima   - Secretariat Assistant 

Ms Gladys Tino     - Executive Assistant   

Mr. Kakooza Peter    - Driver  

Mr. Lwasa Peter    - Driver  

Mr. Andrew  Waiswa   - Driver 

Mr. Lule Stephen   - Driver 

Mr. Lubowa Emmanuel    - Office Assistant  

Ms. Agnes Nabanja   - Office Attendant 

Internal Audit 

Ms. Monica Epiu   - Internal Auditor 

 

Optical Unit  

Ms Damali Namuli    - Ophthalmic Assistant/Optical Supervisor  

Ms. Esther Mbabazi   - Ophthalmic Assistant 

Mr. Katumba Eric    - Optical Technician  

Mr Joshua Mukisa    - Optical Technician  

Ms. Betty Zawedde   - Optical receptionist/ Store Keeper  

Temporary Staff 

Mr. Jackson Ssentongo   - Marketing Executive  

Ms. Divine Namuddu   - Volunteer 

Pheobe Kalenda    - Volunteer 

Mr. Wacha Davis   -  Volunteer 

Mr. Kibirango Fred   - Volunteer 

Ms. Naturinda Penelope   - Volunteer 

Ms. Alison Amongin   - Volunteer 

Mr. John Sebayiga   - Volunteer 

Mr. Martin Loftus Owor   - Volunteer 



64 
 

Percentage by Gender Male-48.75% Female-51.2% 
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