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Summary

T

he health system includes all activities whose
primary purpose is to promote, improve and
restore health. In recent years this system is looked at
as a complex adaptive system partly because people
and organisations have different goals, innovate,
learn and adapt to changes. One of the adaptations
made by the health system in its complex nature is
its ability to integrate different players to work for a
common objective. A key player in this system is the
private health sector whose role in health service
provision is attracting growing interest in low and
middle income countries (LMIC). In Uganda, the
private health sector remains the closest health
care providers to most communities. They are most
popular for ambulatory care and play a major role
in health care delivery. Of the disease episodes
people sought care at a health facility, 40.9% visited
a private health practitioner (PHP) facility, 37%
visited a public facility, 11.85% private not for
profit and 10.25% visited a traditional practitioner.
Despite the significant role played by the PHPs, they
remain isolated from district and national planning.
In Tororo district, the PHP facilities constitute 49%
of the total functional health facilities. The volume
of services offered by these facilities is not known
because they are not integrated in the district health
system. In this study integration has been defined as
bringing together common functions between and
within organisations to solve common problems,
developing commitment to a shared vision and
goals and using common resources to achieve these
goals. The HMIS was used as an entry point for
integrating the PHP into the district health system.
The author is a serving district health officer with
comprehensive knowledge of the Tororo district
health system and recognises that the PHPs make
significant contributions to the district health
system. Through the competencies he acquired
from the Fellowship Programme in Health Systems
Management, he intends to change the status quo
by integrating the PHP into the district health
system.

to explore the reasons affecting the reporting of
health data from the PHP; to explore how the PHP
can be supported to submit their health data to
the district HMIS; to support the PHP integrate
their output data into the district HMIS. This
study used an action research (AR) methodological
approach. Action research is a scientific approach
that actively involved the PHP in taking action to
change the current situation and at the same time
enabled the other actors in the research learn from
the process. It is considered appropriate when the
research questions relate to describing unfolding
series of actions over time in a given group and
understanding how and why as a group their action
can change or improve or change the working aspect
of a system. The methodological approach had two
phases. The First phase involved a study to collect
data on the characteristics of the PHP through a
health facility survey, to explore the reasons for not
reporting and how the PHP could be supported to
report using focus group discussions. A total of 53
out of 58 registered PHP facilities in Tororo district
were surveyed. Five had been closed at the time of
the survey. Three focus group discussions (2 with
medical doctors and clinical officers, 1 with nurses
and midwives) were conducted. Participants to the
focus group discussions were selected purposively
based on their duration of work with PHP facilities
(5 years and above). The second phase involved
development and implementation of interventions
to support the PHP collect and report their output
data to the district HMIS.

Tororo district PHP health facilities have presence
in both urban settings and rural sub counties
with 57% in rural sub counties and 43% in urban/
town councils. Majority of the PHP facilities (66%)
provide both outpatient and inpatient care, while
34% provide outpatient care only. Most PHP
facilities (92%) are owned by health professionals
with clinical officers owning 83.7%. while medical
doctors own 6.3%. About half, (49.5%), of health
workers in the PHP facilities in Tororo district
The major objective of this study therefore was to also work in government health facilities. Nurses
build an integrated district health management (32.9%), clinical officers (21.4%), nursing assistants
information system in Tororo district that includes (17.6%) and laboratory personnel (13.8) constitute
data from the PHP. The specific objectives were:- the majority of health workers in the PHP facilities.
to characterise the existing PHP in Tororo district; Medical services, diagnostic laboratory, and family

planning are the commonest services offered at the
PHP facilities. All 53 surveyed PHP collect data
from their clients, but 87% do not regularly report
this data to the district HMIS. Data collected by the
PHP are mainly demographic, symptoms of diseases
and disease diagnosis. Majority, 58.5% use counter
books, while 39% use exercise books and 1.9% use
paper as data collection tools. The key interventions
agreed by the PHP and district health management
team (DHMT) for improving reporting were;
distribution of Ministry of Health approved data
collection and reporting tools, training in the use of
the tools, supportive supervision, regular feedback
from the DHMT and involvement in district health
activities. In the first cycle of implementation of
agreed activities, outpatient (OPD) registers were
distributed to all the 53 PHP facilities. Training in
the use of the registers and HMIS 105 were carried
out by health information assistants and the DHMT
conducted supportive supervision to all the 53 PHP
and selected leaders of the PHP association became
members of the Tororo DHMT. By the end of
September 2016, 46 out of 53 PHP facilities(86.8%)
were submitting reports to the district health office,
however, their data could not be integrated into
the district HMIS because the Ministry of Health
had not yet coded them in the District health
information system (DHIS2).

stores. It is important to involve the leadership of
the PHP in supportive supervision of the PHP
facilities conducted by the DHMT. Recognition
of the PHP as key actors in the district health
system by district leaders throughout the period
of implementation and use of champions among
the PHP for mobilisation instilled confidence and
acceptability. Most of the PHP and the public health
providers had little or no knowledge of the Public
Private Partnership in Health Policy document, a
framework for partnership with the overall objective
of strengthening the national health system. The
DHMT found the AR an appropriate approach
for problem solving and building their capacity in
research. They were able to take action, reflect and
learn for improved implementation.
It is recommended that to sustain reporting by
the PHP into the district HMIS, the DHMT should
involve the health sub district management team
in conducting supportive supervisions to the PHP
since they are located in both rural sub counties
and the urban areas of the district and they should
incorporate the PHP leadership. Regular feed back
to PHP on their performance in data management
and involvement of the PHP in district programme
should be encouraged by the DHMT. The PPPH
policy should be urgently disseminated to all
stakeholders if meaningful partnership between
the public and private health providers is to be
realised. In the medium and long term, availability
of data collection and reporting tools (HMIS tools),
should be made a requirement for the registration
of the PHP by the Health Professional councils. The
Ministry of Health could code existing registered
PHP facilities and include them in the electronic
District Health Information System (DHIS2).

We learnt that the attrition rate among health workers
in the PHP facilities is quite high and negatively
impacts on data management. Involvement of other
actors in the health system is important during
implementation of interventions, for example,
in acquisition and distribution of data collection
and reporting tools which were only distributed to
public health facilities through the National medical
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Operational definitions
Access: The right, opportunity or ability to utilize a service or benefit from it
Efficiency: The ability to produce results with an economy of efforts and minimum waste
Equity: The absence of systematic disparities in health between social groups who have different levels of
underlying social advantage/disadvantage
Integration: Bringing together common functions between and within organisations to solve common
problems, developing commitment to a shared vision and goals and using common resources to achieve
these goals
Private Health Practitioners: A category of the private health sector offering services outside the PNFP
establishment. Private hospitals, Private Nursing homes and Private Clinics are considered in this study.
Pharmacies, drug shops and informal drug peddlers are excluded
Public Private Partnership in Health: A spectrum of possible relationships between the public and
private actors in health for integrated planning, provision and monitoring of service
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INTRODUCTION

T

he World Health Organisation (WHO) definition
of a health system includes all activities whose
primary purpose is to promote, restore and improve
health (WHO 2000). A health system’s many parts
operate at many levels, small or big depending on
the scale and scope. In recent years, due to the many
actors in the health system, and given the purpose,
scale and scope, the health system is being looked at
as a complex adaptive system partly because people
and organisations have different goals, innovate,
learn and adapt to change and partly because reorganisation occurs continually in health systems in
both formal and informal ways (World Bank 2007).
One of the adaptations made by the health system
in its complex nature is its ability to integrate
different players with different objectives to work
for a common overarching objective. In Uganda, the
national health system is comprised of many actors
and organisations. Key among these actors is the
public and private health service providers broadly
categorised into the public and private health sector.
The public health sector comprises government
owned health facilities while the private sector is
varied and diversified. The following categorisation
of the private health sector has been agreed upon
during discussions with the various stakeholders
in Uganda in articulation of the Public Private
Partnership in health (PPPH) policy; private-not for
profit (PNFP), private health practitioners (PHP)
and traditional and complementary medicines
practitioners (TCMP) (MOH 2012).

health categories that provide private health
services outside the PNFP establishment. The PHP
have a large urban and peri urban presence and
provide a wide range of services mainly in primary
and secondary care. Curative services are widely
offered while preventive services are more limited
with exception of family planning offered by three
quarters of PHP facilities. The Traditional medicines
practitioners include all types of traditional healers
including herbalists, traditional bone setters,
traditional birth attendants, hydro therapists
and traditional dentists among others. More
recently, a number of non indigenous traditional
or ‘complementary’ medical practices have been
introduced in the country. Complementary
medicine is provisionally defined as the art of using
natural, physical or psychic means or products to
cure or modify disease or promote health through
mechanisms different from standard western type
of medicine (MOH 2012).

Integration has been defined variously, but
most recently as a spectrum of organisational
arrangements relating to funding, administration,
organisation, service delivery and clinical services
designed to create connectivity, alignment and
collaboration (Coker et al 2010). Importantly
as Coker and colleagues note, integration is
not a binary state but can occur on a spectrum
ranging from minimal to partial and ultimately
complete integration. Atun et al (2008) described
integration of health programmes as the process
of bringing together common functions within
and between organisations to solve common
problems, developing commitment to shared vision
and goals and using common technologies and
resources to achieve these goals. Different forms
of integration have emerged as a response to a
number of configurations of both socio-economic
and political factors as well as reform processes
within the health system; these include integration
within a given setting, focussing predominantly
on integration at point of service, integration at
the level of planning, management and support
functions and integration of different institutional
and organisational components and across sectors
as part of a comprehensive health system based on
the primary health care (PHC) approach (Pillay et al

There has been a growing interest in the role of the
private health sector in service provision in low
and middle income countries (LMIC) including
Uganda. The private health providers in various
forms remain the closest health providers to most
communities in Uganda (Konde Lule et al 2006).
The PNFP category of providers is guided by concern
of the welfare of the population. The category
includes agencies that provide health services to
the population from established static health units/
facilities and those that work with communities and
other counter parts to provide non facility based
health services and technical assistance. The private
health practitioners comprise all cadres of health
professionals in the clinical, dental, diagnostics,
medical, midwifery, nursing, pharmacy and public
1
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2003).
In recognition of the significant contribution of the private health sector in Uganda, the Ministry of
Health in 2012, formulated the Public Private Partnership in Health (PPPH) policy as a framework to
guide partnership between the public and private health sectors with the aim of strengthening the national
health system (MOH 2012). Advances have been made in regard to the policy with the Private Not for
Profit (PNFP) health providers, but little has been made with the private health practitioners. Moreover,
this collaboration is more visible at national level and hazier at district level.
The Government of Uganda promotes and encourages PPPH policy as a way to achieve economic growth
and poverty eradication and intends to strengthen partnership with the private health sector (MOH 2012).
The PPPH Policy provides guidelines for addressing partnership concerns when taking policy decisions. In
the policy framework for the partnership with the PHP, one of its objectives is to establish functional
integration of the public and private practitioners’ services and optimise benefits from resources available
to both.
A study on private and public health sector care in rural areas of Uganda found the PHP facilities to be
the most popular for ambulatory care. Of the disease episodes people sought care at a health facility, 40%
visited a PHP facility, 37% visited a public health facility, 11.8% private-not-for profit and 10.2% visited
traditional practitioners (Konde Lule et al 2010). In Tororo district, private health practitioners’ facilities
constitute 49% of the total functional health facilities (Tororo district 2015). These facilities range from
private hospitals that provide outpatient, inpatient and diagnostic services; nursing homes that provide
outpatient, inpatient and maternity services and private clinics that offer only outpatient services. Initially
concentrated in urban areas of the district, a significant number of these health facilities are now operating
in the rural growth centres of the district. The volume of services offered by these facilities is not known
yet many clients seek medical care from them. The interest to operationalise the Uganda PPPH policy by
exploring sustainable ways of working with the PHP through addressing identified partnership concern
between the public health providers and PHP drives this study.

2

2
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2 PERSPECTIVE

The author of this work is a serving district health officer (DHO) in Uganda, a position he has held since
2003. The author has comprehensive knowledge of the Tororo district health system and he recognises
that the PHP make significant contributions to the district health system and yet they have been left out in
planning. For any local health system to be effective in providing improved access to health service delivery,
contributions of key actors have to be harnessed. Through the competencies the author has acquired from
the Fellowship Programme in Health Systems Management (FPHSM), he intends to change the status
quo by integrating the PHP into the district health system. The current Uganda national PPPH Policy
offers an opportunity to cause this change. The author believes that the process of integration will require
participation of the PHP in identification of key issues that will need to be addressed for sustainable action.
An integrated district health system with the full participation of the PHP is anticipated to improve access
to health services in the district.

Organisation of the Tororo district health system
Tororo district is located in Eastern Uganda and is 220kms from Kampala, the country’s capital city. The
district covers a land area of 1,211 km2 and borders with the republic of Kenya in the East. It also shares
borders with the districts of Busia in the South, Bugiri in the West, Butaleja in the Northwest, Mbale in the
North and Manafwa in the Northeast. It has a total population of 526,378 people, the majority, (89%) lives
in the rural areas (Uganda Population census 2014). Tororo district has 21 administrative units comprised
of 17 rural sub counties, 2 town councils and 2 divisions in the municipality. There are 119 health facilities
both public and private that provide different ranges of services in the district as shown in Table 1.
Table 1: Health facilities in Tororo district, 2015
Level

Public

PNFP

PHP

Total

Private clinics

2
3
17
35
0

2
0
2
2
0

2
0
0
0
54

6
3
19
37
54

Total

57

6

56

119

Hospital
HC IV
HC III
HC II

Source: Tororo district health Office, 2015.

At the district level, the key actors are varied. They are local, national or international including public
and private health providers. The public health care providers form a 4 tier system namely:-the village
health teams (Health centre1), Health centre II at parish level, Health centre III at sub county level, HCIV
at constituency level and the General Hospital. The key actors are coordinated by the (DHO). The district
health system actors also interact with other actors in the district that comprise the departments of
Education, Agriculture, Community Development, Works and Technical Services. Outside the district, the
actors include the central government ministries of Health, Local Government and Ministry of Finance
Planning and Economic development, the cultural and religious institutions and non-governmental
organisations (NGOs) involved in provision of health related services. Management of the district health
system is carried out by the district health management team (DHMT) headed by the DHO. The PHP are
also represented in the district health management team. Figure 1 illustrates the position of the DHO and
its relation to district actors.

33
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Figure 1: Position of the district health office and relations to other actors
Ministry of Local
Government

Cultural and religious
institutions

District Local Government
Departments (Education,
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Production and Natural
Resources)

Ministry of Finance

Ministry of Health

Tororo District Local
Government

District Service
Commission

District Health Office
(DHO)

NGOs in health:
− National
− Local

Health sub districts
(HSDs)
General Hospital /HCIV
HC IIIs and IIs
Community Village Health Teams

4

Private Health
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3. Analysis of organisational performance

Two frameworks were used to analyse the performance of Tororo district health system: the WHO
Health System Framework (WHO 2007) and the Multipolar Framework (Marchal et al 2014). The first
was adapted to analyse the actual service delivery and management operations. This framework focuses
on service quality, volume of services offered, service planning and organisation, system coordination,
health workforce performance, management of financial resources, management of infrastructure and
information management. The approach of this framework is to define a discrete number of ‘building
blocks’ that make up the health system. These are: - service delivery; health workforce; information; medical
products, vaccines and technologies; financing; leadership and governance (see Figure 2). The building
blocks serve two main purposes. First they allow a definition of desirable attributes- what a health system
should have the capacity to do in terms of, for example, financing. Secondly, by setting out the entirety of
the health system agenda, they provide means for identifying gaps for support. If it is argued that health
systems need to be strengthened, it is essential to be clear about the problems, where and why investments
are needed, what will happen as a result and by what means change can be monitored (WHO 2007).
Figure 2: WHO Health Systems Framework 2007
Service delivery
Health work force
Information

Improved Health
Responsiveness

Medical products/
vaccines

Social and financial
risk protection

Financing

Improved efficiency

Leadership/
Governance
Source: WHO 2007

3.1 Summary findings from the assessment of the Tororo district health system
using the adapted WHO Health Systems Framework
The detailed findings from the assessment of the Tororo district health system using this framework can be
found in Annexe IV of this report. Here below, a summary of key findings are presented.

Actual service delivery
Most of the criteria of good quality service are not met in public health facilities. For example, timeliness
of service is generally poor in most public health facilities with an average waiting time of 3 hours; this
contrasted with the shorter waiting time of about 35 minutes in private health facilities. Continuity of
service is interrupted in most public health facilities and is nonexistent in private health facilities. There
is lack of patient centeredness approach by health workers in both public and private health facilities. The
volume of services provided by the public health facilities does not meet the needs of the community
especially for preventive services. Emergency obstetric care services do not meet the existing demand from
pregnant women who get complications. Though health services are geographically accessible, acceptable
5
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and close to the people, the services are not available
all the time. The first line health services have staff
with limited competencies and poor skill mix.

the relations and interactions between multiple
actors that make organisations complex. It is argued
to be more suitable to deal with the social complexity
of health organisations. It allows for an analytical
strategy to understand the organisational dynamics
(Marchal et al 2014). The Multipolar Framework
enables the analysis of the dynamic interactions
between the four functions of any organisation of
goal attainment, interaction with the environment,
maintenance of organisational values and culture
and service delivery as it is shown in Figure 3.

Management operations
The district has a weak performance management
system for its health work force. Only 118 out of
the 487 health workers had performance plans for
the year 2013/14. Performance monitoring is rarely
conducted. Staff absenteeism rate is high at 42%, yet
only 57% of the approved posts is filled by trained
health workers. The public health facilities have
approved budgets and work plans, but rely heavily
(89%) on funds from the national government.
However, it was not possible to assess financing in
private health facilities. The majority of the public
health facilities do not have functional medical
equipment. Most public health medical buildings
are dilapidated and in need of repair/rehabilitation.
The assessment revealed no clear maintenance plan
exists in the district for the current infrastructure
(buildings and equipment). The district health
management information system (HMIS) is
functional with 96% of public health facilities
submitting the required monthly HMIS reports to
the district health office. However, the reports are
usually incomplete. Public health facilities rarely
use the data they collect to guide them in planning.
The private health facilities do not submit the
data/information collected from their clients to
the district HMIS. The monthly summary data for
outpatient (HMIS 105), the monthly summary data
for inpatient (HMIS 108) and the weekly summary
data on disease surveillance (HMIS 033), are not
submitted by the PHP as required by the Ministry
of Health.

Figure 3: The Multipolar Framework
Interaction with
environmnet

Maintaining
positive values
and organisational
culture

Goal
Attainment

Service
provision

Adapted from Marchal et al (2014)

Analysis of the interaction between service
provision and goal attainment
From the service analysis, the processes underlying
the delivery of services are weak and therefore may
play little role in enhancing the goal of attaining a
good standard of health for the community. Quality
of service is still poor as shown by the long waiting
time of 3 hours in public facilities and poor outcome
of care. Continuity of care for antenatal services is
weak with only 46% of pregnant women attending
the 4th antenatal visit. The services are not meeting
the needs and demand of the community in terms
of the volume. For example, only 58% of children
under one year are fully vaccinated, despite the fact
that health services are provided free in all public
health facilities The hidden costs in transport,
feeding for referred patients are still prohibitive.
The processes underlying service provision are not
effectively reaching the organisational goal in terms
of quality and volume.

3.2 Summary findings from the
assessment of the Tororo district
health system using the Multipolar
Framework
The second framework used for analysing the
district health system performance was the
Multipolar Frame work. This is a heuristic to
tackle the complexity of performance of public
service oriented health care organisations. The
framework acknowledges that the performance of
health care systems is a major challenge given its
multidimensional nature. It facilitates analysis of
66
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Analysis of the interaction between service
provision and the environment
Some of the resources acquired from the
environment such as drugs, medical equipment
and human resources are being utilised to provide
services. For human resources, the number is
inadequate especially in HCIIs and IIIs which
are closer to the people :-( proportion of posts
filled at this level is only 32% for HCII). Despite
this deficient numbers, analysis also reveals high
level of absenteeism at 42% which translates into
inefficient use of the available human resource.
Irrational use of drugs in public health facilities is an
example of inefficiency in resource use. Community
participation in decision making is reflected by the
presence of health unit management committees
in all health facilities that participate in planning
and monitoring of resources. At the district level,
the District Council is the organ that allocates key
resources for health services delivery. The council
approves health budgets and work plans. The
health unit management committees are links
between the health facilities and the communities.
The membership is appointed by the local sub
county councils from each parish. Their meaningful
participation in decision making at facility level is
still limited. Some of these committees rarely meet
because they are lowly remunerated especially
at HCII and III levels. Services are not provided
in an integrated manner. In HCIIs closer to the
community, not all components of the minimum
health care package are being provided. Antenatal
care, family planning and deliveries of pregnant
mothers are not offered at this level of care making
the services not responsive to the needs of the
community. The HCIIs are manned by nursing
assistants who are not polyvalent.

health sub district management to health facilities
make the monitoring of values such as respect for
the patient and patient autonomy difficult. The
health workers level of motivation is low .This could
explain the high staff attrition in the district. Poorly
motivated health workers are likely to be rude to
patients and the community members. They are
likely not to be committed and this will affect service
provision quality. There have been limited efforts by
management to design motivational strategies for
health workers. One such effort is to provide decent
accommodation at the health facility for health
workers but this requires funding which is also
limited. Staff performance appraisal with proper
feedback to them can be a good motivator but this
is still a weak system at the district level.

Analysis of the interaction between
safeguarding values and culture with the
environment
There is no difference in the locally accepted norms
in the district with the values held by the health
workers. Society demands respect, accountability
and commitment. The values in the national health
sector strategic plans are similar to the values held
by the district. However, limited conflicts often
arise with religious institutions when it comes
to their values held on modern family planning
methods. The DHO has built partnerships with
different national and local NGOs. Through these
partnerships, clear roles and responsibilities and
mechanisms for conflict resolution are spelt out.

Analysis of the interaction between
safeguarding values and culture with service
provision
The health managers at the different levels of the
public health facilities are to ensure that health care
provided matches the values of the organisation. The
development of the client charter is a management
action of enforcing offer of care that matches
the professional values (Tororo district 2012a).
However, this document has not been widely
disseminated in the communities. The limited
support supervision activities from the district and
77
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4 Synthesis of the problems and choice of the
priority problem

F

rom the analysis of the performance of Tororo district health system, the quality of health services
in public health facilities is poor. This is seen from the long waiting time experienced by clients, the
lack of continuity in service provision; and inability to provide patient centred care. Further analysis of
this poor quality of service using the Multipolar Framework, reveals a dynamic relationship with factors
in the environment such as human resource for health availability in the district-in this case the high
absenteeism rate, and the low staffing level. The prevailing organisational culture and values also seem to
have a relationship with the poor service quality. In an organisation where values are not monitored, and a
rigid culture that does not encourage innovation, quality of service is likely to be compromised.
Performance management is a critical human resource management tool in monitoring the performance of
the health workforce. From the assessment, Tororo district health workers have limited knowledge on the
benefits of performance management. Most of them have no performance plans to guide their activities.
A big number of health workers therefore have had no performance appraisal done and consequently
have not yet been confirmed in service. This may have a bearing on staff motivation. The assessment
findings reveal a high attrition rate among health workers, which may be a result of poor motivation.
Poorly motivated health workforce is likely to be less productive and may have minimal contribution in
achieving organisational goal in addition to providing poor quality service to the community.
Tororo district health system does not synthesise data/information from the private health providers and
in particular, the PHP. Although the district public health facilities collect and report their health data
through the available HMIS tools, PHP in Tororo district do not submit the data they collect through the
established HMIS. This situation leads to incomplete data reporting by the district, yet the PHP attend
to a big proportion of the district population who seek care from their facilities. The inability to integrate
data from the PHP, negatively affects planning for health service delivery. Health information is important
in tracking progress of achieving organisational objectives and goal and has been identified as one of the
‘building blocks’ of the health system.

4.1 Choice of the priority problem
A priority matrix was used to choose the priority problem by the Tororo DHMT. We adopted commonly
used criteria for setting priorities such as the importance of the problem as perceived by the DHMT, the
potential impact of the problem on the district health system, the potential to solve the problem by the
DHMT, community perception of the problem. These criteria were brainstormed on and agreed by the
team members. In addition to these criteria, the professional interest of the author was taken into account.
In making the group decision, the DHMT used a modified Nominal Group technique as it makes group
decision more effective and efficient (Chandan 2008). A weight of 1 to 3 was assigned for each criterion
with 1 the lowest weight and 3, the highest. Each DHMT member was asked to assign a weight for each
criterion for each of the identified priority problem in the priority matrix table. The average weight for each
criterion was then calculated for each of the priority problem. The priority problem with the highest total
weight score at the end of the exercise was then selected. The results of this exercise are shown in Table 2.

8
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Table 2: Priority matrix for choosing the priority problem
Criteria

Poor quality of
health service

Weak
performance
management

Limited
integration of data
from the PHP

Importance of the problem

3

3

3

Potential impact on the local health system

3

3

3

Potential to solve the problem by the DHMT

2

2

3

Community perception of the problem

3

2

2

11

10

11

Total

Tororo DHMT considered limited integration of data from the PHP into the HMIS as the problem of choice.
Their choice was likely to have been influenced by their potential to solve this problem in comparison to the
other two identified problems.

4.2 Analysis of the priority problem
Using a problem tree, the DHMT analysed further the possible causes of limited integration of data from
the PHP into the district HMIS. The problem tree provides an overview of the known causes and effects to
an identified problem (Figure 4).

Problem

Effect

Figure 4: Analysis of the possible causes of limited integration of data from PHP into district HMIS
Incomplete data for
planning and decision
making by the district

Limited integration
of data from PHP

PHP have no
motivation

PHP in existence
not known by
DHMT

DHMT do not
supervise PHP

No incentives for
data submission

No survey of PHP
conducted by
PHP

PHP have no capacity
to submit data

Causes

PHP do not see
benefits in data
collection

PHP not
trained in
HMIS

PHP lack data
collection and
reporting tools

Lack of knowledge of
existing partnership
framework by PHP and
DHMT

PPPH
framework not
disseminated

No feedback to
the few PHP
submitting data

Most PHP in Tororo district do not submit data to the district HMIS. In 2014, out of the 54 registered
PHP health facilities, only two submitted the required monthly data to the district HMIS.
The possible causes for this phenomenon could be the lack of information about the need and benefit of
submitting data to the district HMIS by the PHP. This knowledge gap could be due to lack of supervision
of the PHP by the DHMT. They may not be motivated to report because they lack incentives to do so.
9
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Incentives could include feedback from the DHO. The PHP may not have the capacity to collect, and compile
the required data for submission. This could be because they have not received any training in HMIS. They
may also not have data collection and reporting tools to facilitate data collection and reporting. Although
the Public PPPH Policy exists as a framework for partnership between the private and public health
providers, there may be lack of knowledge about this by both the PHP and public health providers as this
policy framework has not yet been disseminated at the district level.

10
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5 Analysis of possible solutions

Possible solutions to the selected priority problem of limited integration of health data from the PHP
into the district HMIS were developed from the results of analysis of the problem. This analysis revealed
possible causes of the problem, which the DHMT used to identify possible solutions. In the first step,
brainstorming was used to identify a number of solutions based on the results of the cause and effect
analysis of the problem. These were then debated and a consensus reached on the following solutions:conducting supportive supervision to the PHP to help and guide them in data collection and reporting,
working together with the PHP to design acceptable data collection and reporting tools, training of PHP
in use of the HMIS.

The second step was to prioritise the solutions using an agreed set of criteria:- technical capacity of the
DHMT to implement; financial capacity of the DHMT; acceptability of the proposed solution by the PHP
and contributions from other partners. For each criterion, members of the DHMT were asked to assign a
weight score 1 to 3 against each of the proposed solution. A weight score of 3 was considered the highest
and 1 was the lowest. The average weight score for each criterion was calculated for each of the proposed
solution. The last step was to total the average weight score for all criteria for a proposed solution. The
solutions with highest total scores were then selected by the DHMT.
Table 3: Priority matrix for choosing possible solutions
Criteria

Supportive
supervision

Design data tools

Train PHP in HMIS

Technical capacity of DHMT

3

3

3

Financial capacity of DHMT

3

2

2

Acceptability by PHP

3

3

3

Contributions from partners

3

1

3

Total

12

9

11

The DHMT agreed that supportive supervision and training of PHP in data HMIS are possible solutions
for the problem of PHP not submitting their data to the district HMIS.

11
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6. OBJECTIVES
6.1 The Research Question

The research question is expressed as: “How can the HMIS data from the PHP in Tororo district be
integrated into the district health management information system?

6.2 Major objective
The major objective of this study is to build an integrated district health management information system
in Tororo that includes data from the PHP.

6.2.1 Specific objectives
1) To characterise existing PHP in Tororo district;
2) To explore the reasons affecting the reporting of health data from the PHP to the Tororo district HMIS;
3) To explore how the PHP can be supported to submit health data to the Tororo district HMIS;
4) To support the PHP integrate their output data into the Tororo district HMIS.

12
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6. METHODS
7.1 Methodological Approach

An action research (AR) approach was used. This was chosen because it is a scientific way to resolving
important organisational or social issues together with those who experience these issues. Secondly, AR
is participative. Members of the system which is being studied participate actively in the cyclical process.
Thirdly, AR is concurrent with action. And finally, AR is both a sequence of events and an approach to
problem solving (Coughlan and Coghlan 2002). Action research is considered appropriate when i) the
research questions relate to describing an unfolding series of actions over time in a given group, community
or organisation; ii) understanding as a member of a group how and why their action can change or improve
the working aspects of a system; and iii) understanding the process of change or improvement in order
to learn from it (Coughlan and Brannick 2014). Tororo DHMT, in their quest to integrate the PHP into
the district health system found AR as an appropriate scientific approach that would actively involve the
PHP in taking action to change the current situation and at the same time learn from the process for
sustainability. The action research cycle is presented in Figure 5.
Figure 5 Action research cycle
Data collection
and analysis

Feedback to
participants

Planning
interventions

Reflection

Evaluation

Implementing

Source: Coughlan and Coghlan, (2002)

Data collection and analysis is an important step in the AR cycle to generate information that will be
used in planning for the intervention. After this information is gathered, it is given as a feed back to
the stakeholders for validation and therefore used for planning interventions in the AR cycle. In this
step, participants agree on the indicators that they will use for monitoring the planned interventions.
Implementation of interventions will follow the step of planning. During implementation, information on
agreed indicators is collected and any emergent issues noted by the implementers. Evaluation is another
important step in AR. Objective assessment must be made on the implementation process to determine
effectiveness of the planned interventions and lessons learnt incorporated for the next step of reflections
in order to guide the next cycle of the AR. Journal keeping is important in. The journal is a systematic
and regularly kept record of events, dates and people. It has been noted to be a significant mechanism for
developing reflective skills.
This methodological approach had two phases. The first phase involved a study to collect data on the
13
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characteristics of the PHP operating in Tororo district; to explore the reasons why they do not submit
their information to the district health management information system; and how they can be supported
to collect and submit this information. The second phase involved development and implementation of
interventions to support the PHP collect and report information from their clients to the district HMIS.

7.2 Data Collection
A cross sectional study was used that employed both quantitative and qualitative methods of data
collection. A health facility survey was conducted to collect quantitative data on the characteristics of the
PHP facilities in the district (refer to objective one). The characteristics of interest were: - geographical
locations of the facilities, type of services offered, size of the facility, ownership, cadres of health workers,
magnitude of dual practice and medical records management. Qualitative data was collected through focus
group discussions to explore the reasons why the PHP do not report data to the district HMIS and to
explore how the PHP can be supported to report (refer to objectives 2 and 3). Table 4 shows the relationship
between objectives, methods and tools developed for this research.
Table 4: Relations between objectives, methods and tools
Objectives

Methods

Tools

Data collected

Facility survey

Structured
Questionnaire
guide

-Geographical locations
-services provided
-Health workforce characteristics
-Medical record management

Focus group
discussion

Questionnaire
guide

-Collaboration level
-Importance of PHP
-Reasons for non-reporting

Focus group
To explore how the PHP can be discussion
supported to report

Questionnaire
guide

Appropriateness of HMIS 105,
033b,108
-What DHMT should do to
support PHP collect and report
data

Planning and
implementation
To support PHP integrate their of agreed
output data into district HMIS interventions

Journal

-Experiences and lessons learnt

Objective one:

To characterise the PHP in
Tororo district
Objective two:

To explore reasons why PHP
do not submit data to the
district HMIS
Objective three:

Objective Four:

7.2 .1 Sample size for the health facility survey and focus group discussion
Fifty three (53) out of the 58 registered PHP health facilities (94%) in the district were enrolled in the study
after five facilities were discovered to have closed at the time of the study. There was however no records at
the district health office on unregistered and operating PHP health facilities. Three focus group discussions
were held with the PHP as follows:- two groups comprising medical doctors and clinical officers, and
one group comprising nurses and midwives. Medical doctors and clinical officers were put in one group
considering that these two cadres offer similar services of history taking, examining patients and making
diagnosis. Likewise nurses and midwives were combined in one group considering their roles in health care
services. Each group comprised 8-10 members purposely selected based on their knowledge of the health
system. The focus group discussions were held in a quiet environment and audio recorded verbatim by the
principal researcher who personally guided the discussions in English. The English language is the formal
language of communication used by health workers in Uganda.

14
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7.2.2 Data analysis

intervention, participants discussed and agreed
on indicators to be used for monitoring. The third
step was implementation of the agreed planned
interventions. During this step, the DHMT
collected information on the agreed indicators for
measuring the progress and noted any emergent
issues during this period. The fourth step was
for evaluating the process of implementation of
planned interventions. Reflections were made
by participants and the DHMT on any emerging
issues, success and failures. This review process
was done in order that the next cycle of planning
and action may benefit from the experience of the
cycle completed. Evaluation is key to learning in
action research. A journal was maintained by the
author who noted all observations and experiences.
This, with time, helped to learn to differentiate
between different experiences and ways of dealing
with them.

Quantitative data was analysed using the Epi- info 7
software. Univariate analysis was used to determine
service types and health workforce characteristics.
For qualitative data, themes and sub- themes that
emerged were identified and responses from the
different groups were compared for similarities and
differences.

7.2.3 Quality assurance
To ensure quality of the collected data the following
measures were taken:
a) The principal researcher selected and trained
research assistants for the data collection. The
research assistants were health inspectors and
health assistants employed by the district.
b) All completed questionnaires were examined
for completeness and consistence by the
principal researcher.

7.4 Ethical considerations

c) The questionnaires for quantitative data
were pre-tested among the supervisors of
the private clinics in Tororo Municipality and
required adjustments were made.

The key ethical consideration in an action research
involves authentic relationship between the
action researcher and the members of the system
as to how they understand the process and take
significant action (Coghlan and Brannick 2001).
The researcher/ participants may not engage in
an activity that disadvantages another participant
without their knowledge and consent. This
guideline was built into the research project right
from the start. Approval was sought from Makerere
University School of Public Health Higher Degrees
Research and Ethics Committee. Participants were
given a detailed explanation of the study by the
research assistants and informed consent agreed.
Confidentiality of the data collected was strictly
observed. Names of the participants were not
recorded on the questionnaire forms or the tape
recorder.

d) Data from the focus groups were collected by
the principal researcher who audio recorded
the discussions and transcribed the data.

7.3 Choice of the solution and steps
of implementation
The data collected from the cross sectional
survey, was analysed by the DHMT and findings
summarised. The second step was to give feed back
to the participants on the findings from the study.
Participants discussed the findings and agreed on
what activities should constitute interventions
to support the PHP integrate their information
into the district HMIS. In this step, for each

15
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8. Integration of data from the PHP

Ownership of PHP health facilities
Most facilities 49/53 (92%) are owned by health
professionals. Majority of these 41/49 (83.7%) are
owned by Clinical officers and 8/49 (6.3%), owned
by medical doctors.

This chapter describes the process of the integration
of data from the PHP into the district HMIS. It is
presented in two sections. The first section outlines
the findings from the health facility survey and
focus group discussions. In the second section, the
intervention development and implementation for
integration of data from the PHP, informed by the
findings from the health facility survey and focus
group discussions are described.

Type of services offered by the PHP health
facilities
The commonest services offered are medical
services, diagnostics laboratory, family planning
and antenatal care (Table 6).

8.1 Findings from the health facility
survey

Table 6: Services offered by PHP

Characteristics of Private Health
Practitioners in Tororo district
A total of 53 PHP facilities that were registered with
the professional councils in 2015, were surveyed to
determine their characteristics.

Services

Medical clinic
Diagnostic Laboratory
Dental clinic
Maternity
X-ray/scan
Physiotherapy
Family planning
EPI Services
Antenatal services

Type of facility
The majority of PHP facilities are both outpatient
and inpatient. Most PHP facilities with inpatient
facilities 32/35 (91.4%) have less than 20 beds and
only 3/35 (8.6%) had more than 20 beds (Table 5)
Table 5: Distribution of PHP facilities by type
Facility type

Frequency
(n=53)

Percentage

Outpatient and in
patient

35

66

Outpatient only

18

34

Total

53

100

Frequency Percentage
(n=53)

48
25
5
7
5
1
34
1
11

90.5
47.2
9.4
13.2
9.4
1.9
64.2
1.9
20.7

Cadre of health professionals working in the
PHP health facilities
A total of 210 health professionals were employed
in the PHP facilities at the time of the study (Table
7). Nurses, clinical officers and nursing assistants
constitute the majority of health professional
cadres working in the PHP facilities.
Table 7: Cadre of health professionals working in
the PHP health facilities.

Duration of existence of the PHP facilities
About half 25/53 (47.2%) of the facilities have been
operational for between 1-5 years, 16/53 (30.2%)
have been in operation for more than 5 years and
12/53 (22.6%) facilities, less than 1 year.
Geographical location of PHP health facilities
in Tororo district
There were more PHP facilities in the rural subcounties 30/53 (57%) than in the urban/ town
councils 23/53 (43%).

16

Cadre:

Frequency
(n=210)

Percentage:

Doctors
Clinical officers
Nurses
Midwives
Nursing Assistants
Lab Personnel

18
45
69
12
37
29

8.6
21.4
32.9
5.7
17.6
13.8

TOTAL

210

100
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Dual practice by health professionals
Out of the 210 health workers working in the
PHP facilities, 104 (49.5%) also work in either
government or non government health facilities.

“I think we are accessible, easily accessible because
we are easy to approach and we are within reach of
most of our clients, unlike public health facilities for
which people have to travel long distances and then
the personnel there may not be easily accessible”.
(CO FGD 1).

Medical records management
Most PHP health facilities keep data of their clients,
but do not submit them the district HMIS. Data are
not summarized. The information that is collected
from clients by the PHP are demographic, symptoms
of disease and the disease diagnosis (Table 8)/

“The community or public themselves have given
the private sector a vote of confidence in the
proportionate number that go to these private
health providers. They are big and cannot be
ignored.” (Dr FGD 1).

The majority of the PHP 31/53 (58.5%) use counter
books, 21/53 (39.6%) use exercise books and only
1/53 (1.9%) use a computer for data collection and
storage.

“Because most of the people assume in government
there is no very good care and yet if the person has
his money and comes to the private sector you will
just carry that person like a baby because you need
that person to come back the next day. (Nurse
FGD 1).

Table 8: Records management
Variable
Keeping client data

Frequency Percentage

Yes
No
Subtotal

51
2
53

96.2
3.8
100

32
19
51

62.7
37.3
100

Participants’ views on the collaboration
between the PHP and the public health
providers
Many of the participants of the FGDs believe that
there is some minimal level of collaboration between
PHP and public health providers as observed below.

Where client data stored

Cupboard shelves
Boxes
Subtotal

“There is some work on supervision, the public
health workers come and supervise the private
health providers.” (CO FGD 3).

Submit data to district

Yes
No
Subtotal

10
43
53

“Me I would say that there is minimal collaboration
between these actors, at least there is some
collaboration between public and private health
providers. Then also there is minimal between
private and some donor agencies and then almost
no collaboration between health care providers and
herbalists.”(Dr FGD 3).

18.9
81.3
100

8.2 Findings from the focus group
discussions
The focus group discussions were conducted to
explore the reasons why the PHP do not submit data
to the district HMIS (objective 2) and to explore
how the PHP can be supported to submit the data
they collect to the district HMIS (objective 3).

Participants’ view on how collaborations
among actors in the local health systems can
be improved
Participants thought that the best way to enhance
collaboration was through sharing information
between the private health providers and public
Participants views on the importance of PHP health providers, the DHO recognizing PHP as
in the health system
important service providers, Involvement of PHP
Most participants in all the 3 groups thought the health in the implementation of government health
PHP are important in the health system because programmes and effective PHP representation in
they serve a large number of people, they are easily district health events and meetings.
accessible, they have good customer care and their
“In my own view, first of all recognize that we
number is also big compared to government or
the PHP are important. Then the other thing
public health facilities.
is that we should be involved in planning and
17
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Participants’ awareness of the existence of
the Public Private Partnership in Health
policy.
All participants in the FGD acknowledged that they
had never seen or read the policy document on the
PPPH from the Ministry of Health.
“We have not read it.” (Nurse FGD 2).

budgeting. Let me give an example, the other day
the Minister was talking of giving out 2 million
mosquito nets so when they come, the will give
them to government health facilities and forget
that there are Ugandans who come to private
facilities and they also need those nets.” (Dr
FGD 3).
“On top of that we need to be represented at
every important forum, every meeting, every
committee just like other units are usually
represented so that we are always in the picture,
in the eyes of the district and also in the picture
of what is happening at the district. I think, if we
can do that we can have true collaboration.” (Dr
FGD 1).

“We are not aware about this document.” (COs
FGD 3).

Data Collection and reporting
The majority of the participants in the three FGDs
observed that they were collecting data in their
health facilities. However, a few reported that they
were not collecting data. They also reported that
they have been using exercise books and counter
books for collecting data. However, they have not
been reporting data that they collected to either the
district or any organization.

“I think what can also help this collaboration
is involving the private practitioners in the
government programs. For example if there is
any activity the government is organizing they
should involve the private providers for example,
immunization, continued medical education etc, we
should also be involved. (Nurse FGD 3).

“The data is collected with few parameters and it
is not being reported either on monthly basis or
annually.” (CO FGD 3).

The participants also acknowledged that the lack of
a strong association for PHP in the district and the
absence of a desk office to link the private providers
to the DHO may be contributing to the poor
collaboration. The lack of appreciation by public
health providers on the important service offered
by the PHP is echoed by these participants:

“I think most of us have not been doing that. We
need to be sensitized, we need to be trained for
all the private health providers we need to train
them in collecting and handling data.” (Dr FGD
1).
“We have been improvising using black books
(counter books), making columns” (CO FGD 1)

“I think in the first instance, the PHP should unite
themselves at the district level, have an association
which is strong so that when they meet, they discuss
issues among themselves and when they go to the
district, they talk with one voice, they present their
views with one voice.” (Dr FGD 1).

“The data is collected with few parameters but
not being reported either on month basis or
annually”. (CO FGD 3).
“For us in Clinics we do not report, I have never
been told that I am supposed to report this data
to the district. When they, Inspectors come, they
look in your books, they don’t tell us to report the
data to the district” (Nurse FGD 2).

“But besides that in the office of the DHO we should
have a desk officer earmarked just for the private
health sector to whom we can go knowing that
this is the person looking after this very important
service.” (Dr FGD 1).

Reasons for not collecting and reporting data
The main reasons that emerged from participants
for not collecting and reporting data were lack of
information and training, lack of data collection and
reporting tools. For those who were reporting, they
complained about the absence of feedback from
the district and the limited number of personnel
available in the private facilities as evidenced by

“Another issue is that, the office of the DHO should
sensitize other bigger health facilities to appreciate
the services of the PHP because, when we usually
refer our patients to the public facilities they are not
received in a very good way.” (Dr FGD 1).
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these quotes:

“My motivation will be that when I come to the
district, I should be able to see the list of those
reporting. We need to be recognized.” (CO FGD 3.)

“We have no reporting tools. These tools are
important but if you look at the personnel we have
vis-a-vis the number of clients we have the time for
entering data may not be there.” (CO FGD 3).

Views on the current HMIS 105, 108, 033b
The HMIS 105 is a monthly summary reporting form
for data collected from outpatients. This summary
form is expected to be submitted on the 4th day
of the following month to the district health office
by all health facilities. The HMIS 108 is a monthly
summary reporting form for data collected from
inpatients, and is also submitted to the district
health office on the 4th day of the next month. The
HMIS 033b is a form for reporting on diseases of
epidemic importance. Reports from HMIS 033b
are expected to be submitted to the district health
office on a weekly basis.

“We can collect and report data if we are taught
how to do it.” (Nurse FGD 2).
“There is something, a record book. We wish we
could have that book. I think in principle let us say
this, there are things which can easily be given to
the private clinics especially the tools. We should
not have to reproduce them.” (Dr FGD 1).
“But also we give this information but we don’t get
feedback and I think we need continuous training.”
(Dr FGD 1).

Participants thought that these tools can be used
How the PHP can be supported to submit
their data to the district HMIS
by them and that they do not need to be modified
Many participants seemed to agree that in order to suit the private health providers as evidenced by
to improve on data collection and reporting, there the quotes below:
is need to create awareness about the benefits and
“The desire of my heart is for me to equal any other
importance and that data collection and reporting
recognized health service provider in this country.
tools should be availed to the PHP. Training of
And therefore what is required of them should be
PHP on data collection and reporting, provision of
required of me and what is required of me should be
supportive supervision by the DHMT and regular
required of them. To me, the way I see HMIS 105,
feedback from the district health office were the
108 and 033b, I think they capture comprehensive
other support the PHP thought they needed.
information and anybody using them even if they
were private practitioners will help to capture the
“It should be our responsibility first to know that it
picture of what is required of me.” (Dr FGD 1).
is important to report because we are key players.
Therefore, it is important for us to report so that
“My contribution here is that a separate line for
this information can be used at various levels.” (Dr
PHP health facility reporting format would mean
FGD 3).
that we are aiming at a separate choice and that
would give you double standards. But I think we
“I would like to point out that reports are not made
all want to be at the same standard.” (CO FGD 1).
out of nothing. They are made from documentation
done at health units, registers including diagnosis
“Because we are collaborating between the private
and notes. So I think that for us to encourage
and public sectors so we should use the same tools.
ourselves to report, we first of all need to have
What is not applicable to you in the form you do not
registers and that will indirectly raise the standard
fill.” (Nurse FGD 2).
of practice.” (Dr FGD 1).

8.3 Intervention Development

“Also trainings in data collection and analysis.
Because some of us do not know what is required
to be reported and how it is done. That book
contains so many things to be filled.” (CO FGD 3).

Tororo DHMT, used the findings from the focus
health facility survey and the focus group discussions
to develop interventions for supporting the PHP
submit their data to the district HMIS. To structure
the intervention development, an hypothesis and
theory of change were developed.

“Supervision because at times if you don’t supervise
we can make mistakes” (Nurse FGD 2)
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8.3.1 The Hypothesis
Trained, supervised and motivated PHP, using the MOH data collection and reporting tools will submit timely
and complete data to the district HMIS.

8.3.2 The theory of change
The Tororo DHMT will gather information from the PHP on why they do not submit data to the district HMIS.
They will also agree on how the PHP can be supported to integrate their data into the district HMIS. We
believe that bottlenecks such as limited knowledge in data management by the PHP and lack of appropriate
and acceptable reporting tools would be identified. We therefore anticipate that if the capacity of the PHP
providers in data management and use is enhanced through training and appropriate, acceptable reporting
tools agreed upon, the PHP providers will be motivated to report. To sustain this motivation, we believe that the
DHMT should provide incentives to the PHP. The incentives will be agreed upon by the DHMT and the PHP. We
anticipate that supportive supervision, quarterly feedback on reporting performance and recognition of good
performance, can sustain this motivation.
The sustained motivation to report through incentives, is anticipated to lead to timely and complete reporting
by the PHP in the district HMIS. We believe that this will eventually lead to a comprehensive district HMIS
that can be used for effective planning and decision making at the district level. The outcome pathways for the
planned intervention are depicted in Figure 6. The long term outcome considered to be realistically achievable
by this intervention is that the PHP submit complete and timely data to the district HMIS for decision making.
The intermediate outcomes are placed underneath the long term outcome to show the causal pathways. Three
key interventions namely, developing an appropriate data reporting tool, introducing incentives and capacity
building of PHP shall stimulate the change of PHP submitting monthly reports to the district HMIS.
The following key assumptions have been made for this theory of change: An acceptable, user friendly data
collection and reporting tools will ease data recording and reporting by the PHP to the district. The current
HMIS reporting tools used by the public health facilities may not be user friendly to the PHPs. The DHMT
will review these tools together the PHP to agree on acceptable and appropriate tools.
Improvement of knowledge and skills in data management and use will lead to completeness and timelines
in reporting. Motivated PHPs are expected to submit accurate, timely and complete data to the district
HMIS. At the moment there seems to be little or no motivation by the PHPs to submit the data they collect
to the district HMIS. Some of the key reasons why they do not report include lack of time for complex or
demanding tool, not seeing the value because of lack of feedback, lack of stationery and personnel to do
the work. The DHMT will together with the PHP towards improving monthly data reporting by the PHP
in the district HMIS.
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District with complete and
timely data from PHP service
providers for decision making
Intervention: Develop a
monitoring and evaluation plan
PHP submit data to
the district HMIS
Intervention: Agree on
incentives to be provided by
DHMT to PHP providers
DHMT gives
feedback to PHP on
their HMIS reports

PHP motivated to
submit their data to the
district HMIS

PHP have acceptable and
appropriate data reporting tools

PHP providers are knowledgeable
in data management and use

Intervention: Meet and agree
with PHP on acceptable and
appropriate data reporting tools

Intervention: Build capacity of PHP
in data management

Figure 6: Schematic representation of the Theory of change
The development of activities for interventions was done in a meeting with the PHP. In this meeting, the
findings of the health facility survey and the focus group discussions were disseminated and validated. The
PHP and the DHMT agreed to implement a number of activities shown in Table 9. The DHMT agreed to
deploy health information assistants to provide training to the PHP on data collection and reporting as a
more cost effective method. The Tororo PHP resolved to form an association with the objective of bringing
them together, and using it to advocate for any support that they may wish to get from government and
other organisations. The members elected an interim executive committee of four persons and tasked
them with drafting a constitution for the new association.
Table 9: Activities agreed for implementation together with the PHP
Activity

Frequency

Monitoring indicators

Distribution of MOH approved data
collection
and reporting tools
Training of PHP in use of the tools

As and when required No. of facilities with the required
tools
Monthly

No. of facilities with trained staff
on use of tools

Supportive supervision to PHP facilities

Quarterly

No. of facilities supervised

Recognition of PHP through involvement in As and when required No. of district health activities
where PHP involved
In district health activities
Feed back to PHP

Quarterly
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8.3.3 Intervention implementation
(a) Distribution of data collection and reporting tools
The support from USAID Private Health Support Programme was important in securing outpatient
department (OPD) registers. This would not have been easily done through the National Medical Stores
(NMS). The tools were distributed to the PHP.
Lesson learnt: It is important to lobby for support from other partners in the implementation process.
The reporting tools were however not provided by this partner. The DHMT agreed to use the reporting
tools HMIS 105 from the public health facilities to support the private for profit health facilities.

(b) Training in data collection and reporting by the Health Information Assistants (HIA)
Twenty two (22) district HIAs were invited to the DHO and briefed on their new roles of training the
PHP in using the outpatient (OPD) registers and HMIS summary forms 105. The HIAs gave hands on
training for the 53 PHP facility staff at their respective health facilities. The HIAs were identified by
the DHMT as the suitable trainers because they have been using the OPD registers and summarising
monthly OPD data in the HMIS in their respective public health facilities. The use of HIAs was
anticipated to minimise the costs of organising training of the PHP.
(c) Supportive supervision
The DHMT conducted supportive supervision with the objective of further helping and guiding the
PHP in data collection and reporting and to get acquainted with the progress and challenges that they
could be facing in using the OPD registers. A supervision report was compiled and disseminated to all
stakeholders during a reflection meeting.
(d) Involvement of the PHP in district activities
The Executive Committee of the Tororo district Private Health Providers Association was invited to
participate in the monthly DHMT fulfilling their demand to be involved in district activities.
(e) Meeting with stakeholders to reflect on the interventions
The DHMT together with the USAID Private Health Support programme, organised a reflection meeting
with key stakeholders that included the district leaders, the media and the PHP to reflect on issues that
could have contributed to the success and challenges met during implementation of interventions. The
following were highlighted:
• Getting information from the PHP about their perceptions and how they could be supported is
important in the ownership of key interventions. The district leaders played a big role in bringing
confidence to the PHP and making them understand that this was a district intervention. Working
with long serving PHP as champions helped in instilling confidence in other providers to participate
in the action research.
• Some health information assistants did not conduct the training as expected simply delivering the
OPD registers to the PHP facilities. The HIAs thought that this was an extra burden given to them
and required payment. The DHMT resolved to closely monitor the training being conducted by the
HIA in the subsequent cycle of implementation.
• Some PHP were still suspicious when the DHMT went for supervision, they closed their clinics.
This led the DHMT to integrate some members of the PHP in subsequent supportive supervision
to increase confidence.
• The majority of the public health workers need to be oriented on this new strategy of working
together in partnership with the PHP. The PPPH policy should also be disseminated to them.
• The creation of the Tororo district Private Health Providers Association and eventual drafting and
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adoption of its constitution were important
for the association in gathering support
from the USAID Private Health Support
Programme.
• Members of the Tororo DHMT acknowledged
that their knowledge and skills in action
research have also significantly improved as
a result of this exercise.
• PHP facilities with more than 5 years in
existence had a more stable workforce than
those that were newly opened which had
a high attrition of staff. They were then
considered as not yet stable. Only facilities
that had been in existence for over five years
were included in the district health facility
inventory and recommended for coding by
the MOH to enable their data to be entered
into the DHIS2.
Table 10 summarises the status of monthly reporting
by the PHP in Tororo district by September 2016

8.3.4 Enabling/ facilitating factors for the
intervention

Table 10: Status of monthly reporting by the PHP
as at September 2016

The local media attended all meetings organised
in relation with the intervention, providing wide
coverage and helping popularise the intervention
through the local FM radio stations.

There were contextual factors that facilitated the
implementation of this intervention. The Uganda
national PPPH policy provided a perfect framework
as it clearly stipulates the objectives of partnership
with PHP and possible areas of collaboration.
The existence of a large number of the PHP facilities
both in the urban and rural parts of the district lent
credence to any initiative geared toward working
with them.
The district political leadership was very supportive,
aware that the majority of the community gets
service from the PHP.
The Identification and use of champions among
the PHPs who have been in private health practice
for many years, and had long expressed their
isolation from the public health providers, eased
communication with the rest of the PHP.

Reporting
period-2016

No. of facilities submitting
monthly HMIS 105 reports
(N=53)

April

3

May

3

June

2

July

14

The USAID Private Health Support Programme
facilitated meetings and delivery of data collection
tools which required financial resources that could
have not been raised by the DHMT. The Provision
of onsite support by the HIAs helped in keeping the
PHPs aware of what was agreed upon.

August

25

8.3.5 Barriers

September

46

Most of the private clinics have high staff attrition.
In the space of one month, some facilities had lost
the health workers who were trained in use of the
data collection and reporting tools.
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9. DISCUSSION

I

n this chapter, the findings from health facility
survey, focus group discussions and the
intervention implementations are discussed.

The majority of the health workforce in the PHP
health facilities is nurses, clinical officers and
nursing assistants. Medical doctors are few in the
district and they find it easier to move within and
across districts in Uganda, more than other health
professionals. It is rather difficult to have enough of
these professionals where they are required, partly
because of this internal migration (MOH, 2011).
This could explain why only 6% of the PHP had
medical doctors.

The majority, (64.2%), of the PHP facilities provide
both outpatient and inpatient services. The register
of PHP facilities at the district health office (Tororo
district 2015) however, shows that most of these
facilities were registered to provide only outpatient
services. It is not clear why PHP registered to
provide outpatient services only were also providing
inpatient services. Their action could be driven
by the desire to increase income but needs more
investigation.

As in other studies (Konde Lule, 2006; Mandelli,
2005; Okello et al, 1997), medical services,
diagnostic laboratory services, family planning and
antenatal services were the most common services
offered by the PHP facilities in Tororo district.
Generally, curative services are preferred by the
PHP while preventive services are offered free of
charge by public facilities. The exception was family
planning, offered by three quarters of PHP facilities
in Tororo.

There are more PHP facilities in the rural subcounties than in the urban areas in Tororo district.
Private health facilities have been documented to be
concentrated mainly in urban and peri- urban areas
of Uganda (MOH 2012). The increasing number of
PHP facilities in the rural areas of Tororo district
may be in response to the demand for health
services among the rural population and the poor
state of rural health service provision in the public
health facilities. Similarly, however, Konde Lule et
al (2010) found a significant number of PHP clinics
in 3 rural Uganda districts of Iganga, Mpigi and
Masaka.

This study confirmed that most PHP health facilities
collect data but do not submit to the district HMIS.
This also supports earlier studies (Birungi et al 2001,
Mandelli et al 2005). Consequently, the PHP have
remained isolated from the district and the HMIS
and planning.

Most, (92%), of the PHP facilities in Tororo district
are owned by health professionals. Clinical officers
own 83.7% and medical doctors 16.3%. Similar
finding was also documented by Mandelli et al (2005)
in the survey of PHP facilities in Uganda, with 86%
of these facilities owned by health professionals.
There were no PHP facilities owned by nurses/
midwives in the district. In a bid to supplement
their income, health workers in Uganda in general,
have opened private health facilities. This has led to
a large proportion of these health workers involving
themselves in dual practice: they work both in
government and their private clinics. Dual practice
has become an informal, yet integral component
of a government health worker’s incentive package
(Paina L et al 2014). The 2015 MOH Human
Resource for Health Bi-annual report acknowledged
that 40% of the public health providers were also
working in the private health sector.

Kintu et al (2005), in their study on the development
of HMIS in Uganda, also noted that reporting
from PHP has been very difficult as there has
been no sustainable motivation for them to report
and therefore information on the patients they
administer is, in most cases, not included in the
HMIS. The absence of data collection tools was
highlighted as a major reason that hindered data
reporting. The study found that the PHP actually
collect data but not in the manner required by the
national HMIS. The MOH currently distributes
data collection tools to public health facilities only.
Konde Lule et al (2010) had recommended that PHP
be given tools that are convenient to them. The PHP
in Tororo district were opposed to a separate set of
data collection and reporting tools customized for
their convenience. They insisted that national HMIS
tools should be uniform for all health providers for
integration to be meaningful and useful for district
24
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and national planning and decision making. This is
good for the spirit of integration.

in all stages of the action research provided the
PHP with a strong sense of being recognised in the
district local health system which hitherto was not
the case. As found elsewhere, for any public health
programme to succeed and survive, organisations
need to engage political commitment and support
for effective action and sustainability (Frieden
T.R., 2014). Furthermore, the use of champions
in improving health and wellbeing has been
documented as favourable to motivate participation
(Woodall et al 2012).The senior members of the PHP
in Tororo district acted as champions throughout
the whole cycle of the action research.

Lack of information about the need to report to the
district HMIS, lack of training on data collection
and reporting were the other reasons the PHP gave
for not submitting data. The MOH conducted
training for the health workers in the public health
facilities when it introduced the HMIS tools, but it
was not rolled over to the PHP. Routine updating
training of health workers in HMIS data generation
is important to improve quality of data (Abajebel et
al, 2011). A study in Tanzania (Nyamtema, 2010)
found a state of poor data collection where majority
of the health workers had never been trained.

Limitations of this study

Supportive supervision conducted by the DHMT to
PHP facilities was aimed at making them perform
better in data collection and reporting. The approach
of supportive supervision involving joint problem
solving, records review and observing clinical
practice has consistently shown a moderate to
marked effect on quality improvement (Mogasale et
al, 2010; Bosch- Cap blanch et al, 2008; Rowe et al,
2005). It also can promote quality improvements
by strengthening relationships within the system,
identifying and solving problems (Chamber M
et al, 1995). Our study showed a progressive
improvement in the rate of report submission
in subsequent months during the year 2016. In
addition, the supervision enabled the DHMT to get
a better understanding of the working environment
of the PHP and to get a feel of their additional role
of supervising the PHP.

We have been able to report on the first cycle of
the action research only due to the time given for
the Fellowship programme. Using only focus group
discussions to elicit how the PHP could be supported
to report their data to the district HMIS, may have
limited the scope of interventions proposed.

Lessons learnt
We learnt that although the PHP were collecting
data in their health facilities, these were mainly
demographic and data on type of disease diagnosed.
The PHP used exercise books and counter books to
record their data and these were not summarised.
The attrition rate among health workers in the
PHP facilities is quite high and negatively impacts
on data management. Involvement of other actors
in the health system facilitated implementation of
acquisition and distribution of data collection and
reporting tools which were only distributed to public
health facilities through the NMS. It is important
to involve the leadership of the PHP in supportive
supervision of the PHP facilities conducted by
the DHMT. Recognition of the PHP as key actors
in the district health system by district leaders
throughout the period of implementation and use
of champions among the PHP for mobilisation
instilled confidence and acceptability. Most of the
PHPs and the public health providers had little
or no knowledge of the PPPH Policy document,
a framework for partnership with the overall
objective of strengthening the national health
system. The DHMT found the AR an appropriate
approach for problem solving and building their
capacity in research. They were able to take action,
reflect and learn for improved implementation. The

In Tororo district, hands-on training of the PHPs
in filling OPD registers and reporting tools was
conducted by the HIAs from adjacent public health
facilities. Similar training approach was used in
Malawi for rolling-out the implementation of a
health management information system (Chaulugai
et al, 2005), and this experience showed that
practice-based training produced health workers
who could perform better than classroom training.
Partnership with other stakeholders is encouraged
by the Ministry of Health and is a key principle
in the national health policy (MOH, 2010). The
role of played by other partners, especially the
USAID Private Health Support programme, highly
facilitated the implementation. The participation of
district leaders, especially the local political leaders,
25
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knowledge generated through this action research such as the need to orient public health providers on
the importance/benefits of the public private partnership in health, the use of champions, the need to pay
more attention to PHP facilities that have operated for more than five years, should be incorporated in the
next cycle of the action research. After intervention the initial theory of change was reviewed as shown in
table 11 below.
Table 11: initial and reviewed theory of change
Initial Theory of change

Reviewed theory of change

The DHMT and PHP to agree on acceptable and
appropriate data reporting tools

The DHMT and PHP agree to use the MOH data
reporting tools

PHP providers are knowledgeable in data
management and use

PHP providers are knowledgeable in data
management and use

DHMT gives feedback to PHP on their HMIS
reports

DHMT gives feedback to PHP on their HMIS
reports

DHMT and PHP to agree on incentives to motivate Supportive supervision to motivate PHP to report
PHP report to the district HMIS
to the district HMIS
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10. CONCLUSIONS

T

he district health system is complex, comprising of many actors including the public and private
health providers. The author sought to work with the Tororo DHMT to solve one of the challenges; the
limited integration of data collected by the PHP in to the district HMIS. This problem was chosen because
the DHMT thought they had the technical and financial capacity to solve it coupled with its acceptability
from the PHP and its potential impact on the local health system of providing complete data for effective
planning and decision making. An action research approach was used to implement interventions to
improve reporting by the PHP; because it involves participation of the PHP themselves in identifying how
they could be supported and enabled the DHMT and all involved in the research to learn from their action
to improve on the situation.
Findings showed that, the PHP have district wide presence with 64% located in rural sub counties and
36% in urban areas of the district. Most of the PHPs offer both outpatient and inpatient services, despite
the majority being registered to offer only outpatient services. Over 90% of the PHP facilities are owned
by health professionals with the majority being clinical officers. Dual practice is common among PHP with
about 50% of those employed in the PHP facilities also working in government ones. Curative services are
commonly offered with about a third offering family planning and antenatal services. The reasons for not
submitting data to the district HMIS included:- inadequacy of data collection and reporting tools; absence
of training in the use of tools; lack of feedback from the DHO to the PHP; limited number of health
workers available for data collection and reporting. Interventions that included supportive supervisions,
training of the PHPs in use of the HMIS, acquisition and distribution of the HMIS tools and involvement
of the PHPs in district health programs were implemented.
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11. CONCLUSIONS

I

t is recommended that to sustain reporting by the PHP into the district HMIS, the DHMT should
involve the health sub district management team in conducting supportive supervisions to the PHPs
since they are located in both rural sub counties and the urban areas of the district and it is advisable they
incorporate the PHP leadership. Regular feedback to the PHP on their performance in data management
should be encouraged by the DHMT. The PPPH policy should be urgently disseminated to all stakeholders
if meaningful partnership between the public and private health providers is to be realised. In the
medium and long term, availability of data collection and reporting tools (HMIS tools), should be made a
requirement for the registration of the PHP by the Health Professional councils. The Ministry of Health
could code existing registered PHP facilities and include them in the electronic District Health Information
System (DHIS2).
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ANNEXES
Annexe I: Focus Group Discussion Question Guide
Focus Group Discussions (FGD) with the Private Health Practitioners (PHP)
I propose to hold Three (3) Focus group discussions with each group comprising 8-10 people as follows
One FGDs with Nursing/Midwifery cadre
Two FGD with Clinicians (Clinical officers and Doctors)
The proposed FGD guiding questions
A) Identification of the main actors in the national and local health system
1) Who are the main actors in the national and local health system in Uganda? (Probe for the PHP)
2) Why do you think these actors are important to our health system?
3) In your view, how can these actors best work together? (Probe for awareness of Policy on Public
Private Partnership in Health in Uganda)
B) Colla boration/partnership between the actors in the health system
4) At the district level, what can you say about collaboration between the different partners in health
service delivery?
5) In your view, how can we improve the collaboration between these important actors? (Specifically
probe for: Sharing information for planning, willingness and ability to be involved in district health
planning, what contributions they think they can make)
C) Data collection, reporting and use
6) The planning function of the district health services requires use of data collected and reported
by all actors in the health system for effective decision making and ultimately improving quality,
access and equity
7) What are your experiences in collection, reporting and use of the data that you routinely collect?
8) Do you collect and report data from your facility to the district health office? If not why?
9) What do you think could be the consequences of not reporting your facility data to the district
health office? What could be the benefits of reporting to the district health office?
D) Review of standard HMIS data reporting tools by PHP
9) (Samples of the HMIS 105, HMIS 033B, and HMIS 108) are available for reference
a) HMIS 105 (OPD, ANC, Laboratory, Maternity, Financial)-monthly
b) HMIS 033B (Reporting for notifiable diseases) -weekly
c) HMIS 108 (Reporting in patients)- monthly
d) Please comment on these forms
e) (Probe for usefulness and difficulty in completion)
f) Any suggestions on how these difficulties can be overcome?
g) (Probe for willingness to accept a shorter modified form)
h) What elements should be left out of the standard forms
i) What assistance would you want from the district health office in order to be compliant with
reporting?
E) Information sharing /dissemination of data
10 On the use of data reported from your facility to the district health office, what would you expect?
(Probe for dissemination/sharing with the PHP)
Thank you so much for your participation
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Annexe II: Questionnaire for PHP health facility supervisors or in charges
This tool will be administered to the supervisors/in charges of all PHP health facilities in Tororo district.
The PHP providers for this study exclude Drug shops and Pharmacies

SECTION A
IDENTIFICATION PARTICULARS
1 Name of interviewer………………………………………….
2 Date of Interview……………………………………………….
3 Health facility name……………………………………………………..
4 Location of facility
Sub county……………………………
Division………………………………….
Town council……………………………….
Plot number……………………………………….
SECTION B
5 SERVICES PROVIDED BY HEALTH FACILITY
1= Day care/outpatient health unit only
2= Inpatient health unit only
3= Both inpatient and outpatient
6 a If Day care, which of the following services are offered? (tick what is applicable)
1= Medical clinic
6= Xray/scan
2= Dental clinic
7= Physiotherapy
3= medical and dental
8= Family planning
4= Diagnostic laboratory
9= EPI services
5= Maternity
10 Antenatal services
SECTION C
Health facility size
6 b, If inpatient centre, then which of the following?
1= Small inpatients up to 20 beds
2= Medium size inpatient 21-99 beds
3= Big inpatient unit of 100 beds or more
SECTION D
HEALTH FACILITY OWNERSHIP
7a If facility owned by a professional health worker?
1=Yes
2= No
8a What is the cadre of this person?
1= Specialist doctor
2= General practitioner (doctor)
3= Clinical officer
4= Nurse/ Midwife
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5= Other allied health professional
8b If ownership is by non professional health worker, what is the occupation of this person?
1= Business man
2= teacher
3= Engineer/technician
4= Politician
5= Others
8c How is the owner of this facility related to the health worker/supervisor?
1= Spouse
2= Friend
3= Others (State)

SECTION E
REGISTRATIION SATUS OF HEALTH FACILITY
9 For how long has the health facility been operational?
...................................................................
SECTION F
HUMAN RESOURCES (STAFF AVAILABILITY}
10 Total numbers of staff…………….
Doctor …..
Clinical officer……..
Nurse…..
Midwife….
Laboratory personnel………
Nursing assistants……..
Support staff................
TERMS OF EMPLOYMENT OF HEALTH FACILITY STAFF
11a Number of professional staff working permanently...............
11b Number of professional staff working temporarily...................
11c For temporary staff, how many hours does each staff work in a day? (State for each cadre
separately)..............
EMPLOYMENT STATUS OF AVAILABLE STAFF IN HEALTH FACILITY
12a Total number of professional staff full time employee of health unit ……..
12b Total number who work partly with Government health facilities
12c Total number who work partly with PNFP facilities…….
12 d Total number who work with other Private health facilities......
12e Total number who works with other projects...............
SECTION G
MEDICAL RECORDS
13a How are client records kept in this health facility?
1 Yes
2 No
13b If yes, what client records do you collect?
13c How are these records collected?
1 In Books
2 on papers
3 Electronically
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14 With whom do you share the records?
1 Government/District
2 Partners/NGOs
15 How do you share these records?........................
16 Do the patients take their records away?
1 Yes
2 No
16 a If no, are the patients given a copy?.....................
16 b If yes does the facility keep copy of the patients records..............
MEDICAL RECORDS STORAGE
17 If facility keeps records how are they stored?
1 In Registers
2 In Exercise books
3 Papers that are filed
4 Others Specify
18 Where are the records stored?
1 Cupboards and shelves
2 In Boxes
3 Others specify
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Annexe III: Consent Form
Title of the study
Integration of the private health practitioners (PHP) into the Tororo District Health System.
Purpose of the study
You are invited to participate in the above named study which is aimed at strengthening the Integration of
the PHP Health information/data in the District Health Management Information System (HMIS).
This study will explore sustainable ways by which PHP will be motivated to sustainably report their data
to the District Health Information Management (HMIS).
It will also document the key characteristics of the PHP in Tororo District that will be useful for determining
areas for partnership with the public health sector.
An integrated health information system will provide comprehensive health data for effective planning
and decision making on health related issues in the district.
Procedure: If you accept to participate in this study, you will be asked some questions or the types of
services you provide, the health workforce available and management of records. This interview will last
approximately 30 minutes or less.
Confidentiality: We shall make every possible attempt to ensure that the information you provide is kept
confidential. Your name will not appear anywhere in the write up.
Benefits: There are no personal benefits from participating in the study. However, this study will help the
private health providers to improve on their practice and learn from what they are practicing in order to get
their health data integrated into the district HMIS.
Compensation: You will receive no compensation for your time during this interview.
Contact person for questions: If you have any questions about the study or any problems with the study
you may contact Dr. Okumu David Cyrus, The Principal Investigator on the following telephone number:
0772 457 360.
Potential risk and discomfort: You may refuse to answer questions that make you feel uncomfortable
and you may choose to end the interview at any time.

Consent to participate in the study:
I have read the information above describing the procedure, benefits and risks of participating in the study
title; Integration of the PHP into the Tororo District Health System.
I agree to participate as a volunteer in this study;

Name and Signature of participant: 				

Date:

..................................................				.............................
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Annexe IV: Assessment of the Tororo district health system using the adapted WHO Health
framework
Actual service delivery Assessment findings
Care: Service quality

Timeliness of service
provide

Generally poor in most health facilities. Average waiting time is 3hrs compared to
the standard of 30 minutes (observation). In private clinics, waiting time is as low as
35 minutes

Continuity of service

In most health facilities, service continuity is interrupted. Patients are not regularly
followed up to ensure they adhere and complete treatment. TB treatment completion
rate is at 48% compared to national standard of 85%(HMIS 2013/14). Only 46%
of pregnant mothers attend antenatal care 4th visit. No data from from the PHP
facilities

Patient centeredness

Observed to be lacking among clinicians and midwives. Patients are not treated with
respect. Confidentiality and autonomy of patients rarely observed. Reported to be
good in the private for profit facilities , which could explain why many people who
can afford prefer their services

Conformity of processes In most HCII and III, guidelines and standard operating procedures (SOP) are lacking
of care
because they have never been distributed. Uganda Clinical Guidelines (2012) are
available but rarely used. This could be attributed to the poor reading culture of
many health workers. Most health workers expressed ignorance of the presence of
known guidelines even at the Hospital and HCIVs. These guidelines and SOPs are
totally lacking in PHP health facilities.
Safety of care

Observed poor infection control procedures especially HCII and HCIII. Colour coded
bins are not appropriately used in laboratories in HCIII and IV(observation). In 2014,
Five case of needle prick injuries reported (HMIS 2013/14)

Appropriateness of care

This refers to whether patients receive the right type of care. The, ratio of caesarean
section /total deliveries was 523/1046,(4.9%) quite below the standard of 10-15%
(HMIS 2013/14).Many women who need emergency obstetric service do not access
it. This could be due to the non functionality of the three HCIV theatres in the district
despite presence of medical doctors in these facilities
Inpatient admission/ Total OPD cases was 32360/797338 a ratio of 1:4 (HMIS
2013/14)

Outcome of care

The outcomes are poor as indicated by the high maternal deaths of 10 and prenatal
deaths of 80 in 2013/14 year. The UDHS 2011 data for eastern region, where Tororo
district is located, showed a high neonatal mortality rate of 24/1000 births compared
to the national rate of 27/1000. The Infant mortality rate reported in he UDHS 2011
for eastern region is 47/1000 live births while the under 5 mortality is reported at
87/1000 live births. These indicators reflect a poor outcome of health care.

From the above analysis the most of the criteria of good quality service are not met in the district public
health facilities
Actual service provision: Volume

Volume of preventive
services eg
Immunisation, Family
planning and antenatal
service

The immunisation coverage is low. Only 58% of children less than one year is
fully vaccinated, Antenatal care 1st attendance is at 96% but reduces to 46% for
4th attendance (LQAS report 2012). Contraceptive prevalence rate is at 21% and
the unmet need for FP is reported at 26% (UDHS 2011). Some private health care
providers offer FP and ANC, but no data is currently available in the district health
office. The low coverage for prevention services could be due to irregular service
provision through outreaches and health facilities. The number of available health
workers in health facilities is also small.
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Volume of outpatient
clinic services provided

OPD per capita utilisation is at 1.6 compared to the national standard of 1. This
is could be as a result of the removal of user fees allowing more people to access
services in health facilities. No data from private health for profit health facilities

The volume of services provided by the public health facilities is not meeting the needs of the community
especially for prevention services. Emergency obstetric services do not meet the existing demand from the
pregnant women who get complications
Service planning and organisation

Geographical accessibility Over 90% of the population live within 5 km distance of a health facility (Tororo
district development plan 2010/11-2014/15) Geographical access is very good
because of the many HCIIs opened at parish levels and presence of HCIIIs at sub
county level
Financial accessibility

Health services are provided free of charge in public health facilities in the district.
However, inpatients have to cater for feeding .Cost sharing/user fees abolished
in2002

Acceptability of services

Services generally acceptable by the community. For hospital services 60% of
clients expressed satisfaction (Tororo hospital 2013). However no data for patient
satisfaction rate for lower health facilities. An average of 5 complaints received by
the district health office through mtrac in 2014, raising question about degree of
acceptability of services in public health facilities

Localisation

First line health services are decentralised and close to the people (HCII at parish,
HCIII sub county level)

Availability of services in In HCIIs and IIIs, opening hour at 10.am. Most facilities not opened on weekends.
time
Services are therefore not permanent. This could be attributed to limited
staff accommodation in health facilities. Over65% of health workers are not
accommodated at the facilities
Competencies of
personnel

Poor skill mix in HCII and III. In HCII mostly nursing assistants. Better skill mix
in HCIV and hospitals. Midwives are available in HCIII,IV and hospital not at
HCII(Tororo district staff list 2015)

Though health services are geographically accessible , acceptable and close to the people, the services are not
permanent(not available all the time) and the first line health services have staff with limited competencies
and poor skill mix
Actual service provision : System coordination

Integration of the health The first line and second line health services are integrated in the local health
care organisation into the system. The integration of the PHP is very limited. The referral system from first
local health system
level to second d level is still weak. Many patients still go for first level services at
the HCIV and Hospital. The minimum health care package is not provided in an
integrated manner. Polyvalent health workers are available mostly in HCIII IV and
hospital. This weak integration could be attributed to weak management system at
the district and health sub district levels
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Management operations

Health workforce
management capacity

Human Resource requirements are identified annually by the district health office as
evidenced by availability of recruitment plans 2013/14
Staff list is available showing positions filled and vacant by health facility. Staff list
though is incomplete
Data on Human resource exists in an electronic data base (HRIS) but not updated
for each employee. Only one staff trained on the use of this database since 2010.
The system cannot provide up to date information on employees for management
decision
Weak performance management system. Only 116 out of the 487 health workers
have performance plans for the year 2013/14 ( Tororo District Human Resource
report 2013/14. This is attributed to limited knowledge by majority of health
workers on the importance of performance plans
Performance monitoring is not conducted quarterly as required as a result of
absence of performance plans. This has a direct effect on the annual performance
assessments which though carried out are of poor quality not base on agreed plans.
The poor quality of performance appraisal reports has led to over 38 health workers
due for confirmation , not having their services confirmed ( Tororo District Service
Commission, 2015)
Training and development policy does not exist. The last training needs assessment
for health workers was conducted in 2012 by the Human resource department of
the district Local government. The limited skills at the district health office could
explain the irregular training needs assessment for health workers. There was
therefore no training and development plan. Training and capacity development has
been done on managerial advice.
Continuing medical education is captured as an activity in health facility work plans
but are rarely conducted. The health facility managers have not been able to conduct
this facility citing limited financial allocation in the health facility budgets

Staffing

The proportion of approve posts filled in public health facilities is 59% Only 483
out of the 816 established posts are filled (Tororo DHMT 2013/14) . A total of 333
posts are still vacant. This is attributed to the ceiling imposed on the wage bill by
the Ministry of Finance Planning and economic Development that cannot allow
recruitment of additional health workers.
In HCII and III closer to the population the staffing levels are worse with HCII at
32% and HCIII at 57%. The staffing is better at the second line health facilities with
HCIV at67% , General hospital at 73%. The DHO has a staffing level of 73%. The
position of assistant DHO (MCH) and that of Senior health Inspector are not yet
filled
Absenteeism rate is high in Tororo district public health facilities estimated at 42%.
The high rate of absenteeism could be attributed to laxity in supervision at the
district and health sub district levels. Supervision carried out only once in 3 months.
The use of attendance registers to record daily attendance has been abused as there
has been no strict internal monitoring mechanism put in place by the district health
office.

There are many vacant posts in the district. Absenteeism rate is high despite the limited number of staff.
Performance management is little understood by both health managers and staff. This is likely to affect service
volume and quality
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Management of Financial Public health facilities and the district health office have approved budgets and work
Resources
plans(Tororo district budget and work plan 2014/15). Budgets are approved by
District council. The district health office has an accounts department with qualified
accounting staff able to maintain the required books of accounts. Financial reports
on income and expenditure are produced monthly, quarterly and annually. The Local
government has an Internal Audit department that regularly audits finances of the
public health facilities including the DHO’s office. Annually The Auditor General
carries out external audit activities in the public health facilities.
The Auditor General’s Report 2013/13 did not highlight serious issue of financial
mismanagement in the Health department.
Management of Supplies Procurement plans for drugs and health supplies prepared annually for all public
and procurement
facilities with guidance from the National Medical Stores (NMS). HCIIs and IIIs
receive prepacked orders from NMS whereas HCIV and Hospitals make their orders
every 2 months. The HCIIIs order from NMS HIV test kits, ARVs laboratory supplies
and drugs for treating Tuberculosis
In FY 2013/14 timely ordering was at 100 %
Most health facilities experienced stock outs of tracer medicines in 2013/14. Of the
55 public health facilities, 38 reported stock out of one or more tracer medicines
(HMIS 2013/14). The stock outs were mainly due to poor quantifications of the
needs by the health workers mostly at HCIII and IV and irrational drug use especially
HCIIs and IIIs. The irrational drug use may be attributed to the limited trainings the
health workers have received in prescription, stock management and also irregular
technical support from the health sub district and district management team
Infrastructure

Most public health facilities do not have functional medical equipments.
The equipments are too old and need replacement
Ten (10) out of 15 OPD blocks in HCIIIs do not meet the MOH standard design and
therefore do not offer adequate space for service delivery. The district health office
has planned to construct new OPD in their 5 year development plan (Tororo DHMT
2015/16)
No clear maintenance plans in the district work plans for buildings that require
maintenance. This could be as a result of poor prioritisation resource allocation by
the district health office

Information and
knowledge management

The HMIS is functional. The proportion of health facilities submitting monthly
reports on time is 96%, proportion of health facilities submitting complete report
is 98% (MOH 2014). Data quality was observed to be poor in most heath facilities.
There is wide discrepancy on data reporting in monthly HMIS summary and the
data in facility registers (MOH 2013). Poor attitude of health workers towards data
management was noted as partly causing this discrepancy. Computers are available
in HCIVs and Hospital for data entry and analysis. In HCIIs and IIs data is still
manually summarised. Limited use of data collected in HCIIS and IIIs as evidenced
by lack of reports on dissemination of data at facility levels. Internet connectivity
is reliable with support from the Ministry of Health. This has supported web based
transmission of data. Health workers’ skills in data analysis are still limited especially
at HCIIs and HCIIIs. No data is reported from the PHP in the district especially
monthly HMIS summary report 105, Inpatient HMIS summary report 108 and
weekly HMIS surveillance reports 033B

Incomplete data and limited use of this data for decision making. The district health system does not
synthesise information from the PHP health facilities. This is likely to undermine the output performance.
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