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Foreword 
This Comprehensive Support Supervision (CSS) Strategy 2020 has been designed to step up efforts 
and redefine support supervision at all levels of health care in Uganda for a more efficient and 
effective use of available resources. The Ministry of Health’s (MoH) previous approach to support 
supervision did not effectively address the persistent gaps in quality of health care and needed closer 
and more regular interface between supervisors and supervisees. The increase in the number of 
administrative units in the country has also made it necessary to change the support supervision 
mechanism used in Uganda.  

Uganda’s parliament established regional referral hospitals (RRHs) in 1995 as semi-autonomous 
institutions responsible for providing specialized health care services to the districts in their 
catchment area. The National Health Policy (NHP) 2000 and Health Sector Strategic Plan (HSSP) 
(2001-02, 2005-06) established Community Health Departments (CHDs) at RRHs to also provide 
CSS to the districts, though they have been inactive. The MoH will refocus efforts to strengthen the 
CHDs, which should pave the way for improved regional planning, coordination, resourcing, and 
organization of support supervision field activities. Technical support supervision, which is critical 
for most lower level health facility service providers (especially in the health centers (HCs) IV and 
the general hospitals), will be emphasized. In addition, management will also be strengthened to 
improve performance at all levels in the sector. Support supervision field visits will be conducted 
regularly and will be documented with reports that will be shared. Follow-up actions will be 
conducted as needed.    

Providing services that meet required standards is very important to meet the expectations of our 
health service consumers. Under this strategy, assessments will focus on the performance according 
to the expected service standards, and those who meet targets will be recognized and rewarded.  
All service providers should therefore strive to provide services that meet the required service 
standards in the National Health Service delivery system.  

I thank the different stakeholders that have supported the development of the CSS Strategy 2020. 
Special thanks go to United States Agency for International Development (USAID), World Health 
Organization (WHO), REEV Consult International, civil society organizations (CSOs), and MoH staff 
for their highly valuable contribution toward this work. I also urge all our different stakeholders, 
support agencies, and health service providers in both private and public institutions to effectively 
use the new strategy for better quality of services in the country. 

For God and My Country 
 
 
 
Dr. Jane Ruth Aceng 
Honorable Minister of Health 
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Operational Definitions 
 Conceptual skills: Skills the supervisor needs to analyze situations and problems, make 

decisions, and resolve conflicts. 

 Emergency support supervision: Supervision provided in response to a specific emergency 
or problem such as an epidemic outbreak, any other disaster or even a strike. This supervision is 
crucial as it supports critical interventions/responses. In Uganda’s case, emergency support 
supervision played a key role in the rapid response to the Ebola and Marburg epidemics, earning 
Uganda international recognition and invitation from WHO to participate in supporting other 
countries such as Liberia and the Democratic Republic of Congo during the 2012 outbreak of 
Ebola. 

 Facilitative or supportive supervision: The supervisors are part of the Quality 
Improvement Team, which guides staff to identify weaknesses and gaps in quality of service 
delivery and to jointly identify solutions. 

 Governance: The process through which government, partners, and other organizations 
interact, relate to citizens, and make decisions. Governance in the health sector refers to a wide 
range of steering and rulemaking functions carried out by governments/decision-makers as they 
seek to achieve NHP objectives that are conducive to universal health coverage (UHC). 
Governance is a political process that involves balancing competing influences and demands. It is 
central to improving health sector performance and achieving UHC. 

 Interpersonal skills: Skills needed to relate effectively and develop a good rapport with other 
people. As a supervisor, this means having respect for others and exhibiting maturity, integrity, 
and sensitivity in handling people. It also requires showing interest and a desire to work with 
others and being able to resolve conflicts. 

 Integrated support supervision: Joint teams of independent experts (multidisciplinary) 
provide comprehensive supportive supervision to the various levels of the health service 
delivery and administrative units of the health sector. 

 Inspectorate approach: The supervision focuses on finding faults. 
 Quality of care: The degree to which health services for individuals and populations increase 

the likelihood of desired health outcomes and are consistent with current professional 
knowledge of best practice.  

 Self-assessment or peer-based supervision: The supervisor’s role is indirect; staff that 
belong to the same team meet regularly to discuss their performance with little or no external 
role. 

 Support supervision: The process of guiding, helping, and teaching health service providers at 
their place of work and encouraging them to perform their work better, using various but 
appropriate approaches (e.g., joint problem-solving) which emphasize two-way communication 
between supervisor and supervisee. A key feature of support supervision is the full participation 
of all staff involved, including both supervisors and supervisees. Support Supervision takes a 
teamwork approach where all contribute to the resolution of existing problems.  
The supervisees bring their experience of the workplace and the community they live in while 
the support supervisors contribute their technical knowledge and the experience in this work.  

 Technical skills: The in-depth knowledge of work being supervised which becomes the 
foundation of the supervisor’s role.  
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 Technical support supervision: Provides support in a specific area of specialization to solve 
an identified problem/challenge (such as in clinical procedures; leadership and governance; 
administration and management; planning techniques; disease prevention; etc.). 

 Village Health Team: Community volunteers selected by communities to provide correct 
health information, mobilize communities, and provide linkage to health services. 

 



ix
ix 

 

Executive Summary 
Supervision, monitoring, and inspection in the health sector is currently conducted as a 
comprehensive function by joint teams of independent experts in health sector management, clinical 
and public health. The structures for comprehensive supportive supervision include: top and senior 
MoH management, MoH area teams, semi and autonomous institutions; state house health 
monitoring unit (HMU); regional performance monitoring teams which are being transformed into 
the CHD Teams), district health teams (DHTs); implementing partners; health sub district (HSD) 
teams and QI teams.  

In the current approach to support supervision, MoH supervises the national and RRHs as well as 
the Local Governments Districts and GHs; the district health office supervises the HSD and lower 
level facilities including HC III and community services.  

The main limitations of the current approach to support supervision include; weak reporting, 
follow-up and implementation of recommendations made by the supervision teams, lack of 
comprehensive support supervision coordination especially at district, inadequate documentation of 
the outcomes of the supervision conducted to inform management decision and absence of 
accountability for support supervision. This is aggravated by the increasing number of districts and 
local governments, outstripping the supervision capacity of the central MoH.  

The goal of the CSS 2020 strategy is to improve the quality of health services and safety of clients, 
and the strategic objectives to attain this goal are to: 

1. Establish an organization structure with effective authority and span of control to deliver 
effective comprehensive supportive supervision 

2. Harmonize comprehensive supportive supervision and monitoring through developing user-
friendly supervision guidelines and tools for effective supervision 

3. Generate a skilled, dedicated and highly motivated workforce with accountability mechanisms   
to conduct effective comprehensive supportive supervision 

4. Enhance utilization of the comprehensive supportive supervision data for evidence-based 
decision making at all levels of health care  

5. Enhance advocacy for more resource allocation for the strategy and the health sector 

The MoH will pursue 25 priority strategic actions to achieve the five strategic objectives. The 
interventions are anchored on strengthening of the CHDs at the RRHs as pivotal points for 
technical and management of support supervision for the districts and lower level health facilities. 
The MoH will remain with the core function of providing strategic guidance and framework for 
support supervision. Implementation of the decentralized district health services shall be done by 
the local governments. The CSS 2020 strategy is repositioning support supervision in the health 
sector as a renewed approach with the aim of enhancing its effectiveness. The repositioning entails 
strengthening decentralization and widening participation of other key stakeholders in 
implementation of the CSS. Furthermore, the shift is to create efficiency gains in both financial and 
human resources that will be demand-driven and conducted as an on-going process to follow up.  
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The annual cost estimate of implementing the strategy at the various levels of the health sector: 
national, RRHs, HSDs and the lower level health facilities including the community is Uganda shillings 
22,959,500,000, i.e., National, RRHs, DHTs and the GoU is the principal financier.  

Implementing the CSS 2020 strategy will require all supervision teams to conform to the 
recommended guidance when carrying out supervision and related activities. They will submit end of 
comprehensive support supervision reports and costed plans bi-annually to the Commissioner of 
Health Services in the Department of Standards, Compliance, Accreditation & Patient Protection at 
the Ministry of Health for analysis and documentation. They will also be required to share them 
with the respective departments and technical health programmes for further actions.  

The MoH headquarters will use various fora among which include the: quarterly technical review 
meetings, annual district health officers’ (DHO) forum, Directors of RRHs forum; national health 
assembly and joint review mission meetings to put support supervision as an agenda item. The 
purpose is to share experiences, provide feedback on the support supervision conducted, and 
provide guidance.  

The CHDs at RRHs will produce quarterly costed plans and reports and submit them to the MoH 
through the Director of the RRH. They will also organize bi-annual meetings and a regional 
conference of the cluster districts in their jurisdiction to share the reports, provide feedback, 
discuss the issues on comprehensive support supervision and make decisions on what can be 
improved in the region. 

During the first year of implementation of this CSS 2020 strategy, the MoH shall conduct an 
assessment for active involvement of partners and projects being implemented in the health sector 
and have data analysis of inputs and outputs into the sector. The findings of the analysis will form 
the basis for additional financing for the health sector strategic needs, identification of champions to 
support supervision and exploring other funding opportunities to secure funds for support 
supervision.  

The performance of this CSS 2020 will subsequently be monitored using a set of six indicators to 
track high-level performance. The longer list of key health indicators is detailed within the 
monitoring and evaluation (M&E) framework.   
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1. INTRODUCTION 

1.1. Background 
The delivery of quality of services is the focus of the national health services delivery system. 
The health sector development plan (HSDP III 2020/21-2024/25) seeks acceleration towards 
achieving UHC with essential health and related services needed for promotion of a healthy 
and productive life, as well as emphasis on quality and patient safety. 

The Second NHP II positions the client and community at the forefront by adopting a 
client‐cantered approach that considers both the supply and demand side of healthcare 
(MoH 2010).  The National Health Sector QI Framework and Strategic Plan 2010/11-2014-
15 (HISQIF&SP) also  provides a common framework for all private and public health 
institutions, partners, and stakeholders to coordinate, plan, mobilize resources, implement, 
monitor, and evaluate QI initiatives to ensure provision of high-quality health services and 
contribute to a good quality of life and well-being at all levels of health care. 

To achieve the above strategies, the MoH implemented several quality management (QM) 
interventions which include Yellow Star Program (YSP) and the 5S (Sort; Set; Shine; 
Standardize; Sustain) focused on minimum service standards for a range of primary health 
care services in the districts as the major intervention for quality management. The YSP at a 
health facility was a sign of recognition of good performance. Support supervision was one 
of the other QM interventions in the health sector through which service delivery in both 
private and public HFs could be improved. 

1.2.  Current Support Supervision  

1.2.1. Approaches 

The MoH has a supervision system that is guided by the national supervision guidelines 
(2000) and the Health Sector QI Framework and Strategic Plan. The guidelines stipulate 
three approaches of quality and effective support supervision namely: facilitative or support 
supervision, inspectorate, and self-assessment or peer-based supervision. The guidelines also 
provide for integrated, technical, and emergency support supervisions approaches to be 
applied during support supervision. 

The national health system stipulates a four-tier health service delivery system with 
decentralized governance. This results in the supervisory structure in which each level is 
responsible for supervision of the level directly below it from the MoH to the community. 
In this approach, supervision, monitoring, and inspection are conducted as one function. The 
MoH oversees supervision while other stakeholders like the HMU of state house, the health 
professional councils including: Medical and Dental Practitioners’ Council, Nurses and 
Midwives Council, Pharmacists Board and Allied Health Professional Council, are the main 
actors regarding monitoring and inspection.  
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Occasionally, joint ministerial teams and parliamentary committees participate in the 
monitoring and support supervision. At the districts and lower levels of service delivery, 
supervision and monitoring is conducted by teams from the district health and political 
offices. 

1.2.2. Supervision by the center to the district 

This kind of approach allows MoH to conduct support supervision to the national, regional 
referral and GHs, HCs IV, as well as the district health offices. In this context, whereas 
district health services are managed by the district Local Government, the DHMT, the HSD 
teams, non-governmental organizations, the private sector and community representatives, 
are all involved in implementing the three types of supervision (integrated, technical, and 
emergency) as provided by the MoH headquarters. 

Supervision at this level links the MoH Headquarters and the National and RRHs with 
district health services. It is also an opportunity for national teams to work with the district 
leadership and community representatives to support and improve the delivery of health 
services at the district and HSD levels. In addition, the supervision ensures that national 
policies and standards are complied with and administrative issues affecting implementation 
are supported.  Supervision of health services delivery takes place within the established 
chain of command illustrated in Figure 1. 

1.2.3. Supervision by district to HSD 

The purpose of support supervision is to improve the quality of health services at the HSD 
by promoting compliance with standards and addressing administrative issues that affect 
service delivery. At this level, support supervision involves members of the DHT at the HSD 
and district leaders. The HSD in most cases is at HC IV or the general hospital. 

1.2.4. Supervision by the HSD teams to lower level health facilities  

The purpose of supervision at this level is to promote compliance with standards and 
guidelines among health care providers to improve the quality of care services provided. It 
also includes monitoring and evaluating the impact of health interventions in the HSD. In the 
new health policy (2010), HC IV teams are responsible for supervising HFs and other 
service delivery points, both private and public, within the HSD. The supervision is done by 
members of the HSD Teams, and they include: community outreach and the community-
based health activities. 

1.2.5. Supervision within (intra) a health facility 

This is supervision of a facility/hospital or health center (HC) by supervisors based within 
the facility itself. It is carried out by the in-charge and heads of sections in the facility. 
Supervisors at this level ensure that standards and guidelines of care are conveyed to the 
providers and that they are being complied with. Reports in the Uganda Demographic 
Health Survey (UDHS) 2016 and United Nations Population Fund (UNFPA) 2017 indicate 
that internal supervision within health units (HCs II & III) is very weak; yet this level of 
supervision is critical given that a health facility is the major (clinical) service delivery point.  
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This weakness has largely been attributed to understaffing, a demoralized health workforce 
resulting from poor remuneration, lack of diagnostic equipment, consistent drug stock outs, 
and general poor/constrained work environment. 

1.2.6. Supervision of community health programs 

The purpose of supervising community health programs is to work with the community-
based health providers, guiding them to implement health standards and practices and 
improve the quality of services they provide. It also strengthens the interface between the 
community and the formal health systems and promotes community participation and 
involvement in provision of quality health. These services are provided by community 
representatives such as community health workers, community-based distributing agents, 
parish development committees, village health committees water, sanitation committees, 
and traditional healers. Some supervisors are community-based, such as health assistants or 
HCs services. 

 
Center (MoH, 

Development partners, 
NRH) District 

Senior Management;  National and RRHs, 
Medical Schools; Institute of Public Health; 
HUMC Professional Bodies; Joint Ministerial 
Teams; Parliamentary committees; Faith-based 
Medical Bureaus and Development Partners 

 
District (DHMT, 
Leaders) to HSD 

DHT Members, and District Leaders (RDC, 
Secretary for Health; Assistant CAO In-charge 
of Health, Political leaders) 

 
 HSD to Health Facility 

(HC III)  

Supervisors at HC IV; ADHT Member, and 
some leaders from LC IV (Secretary for 
Health; Assistant CAO in charge of Health) 

 
Health Facility -HC III 

(Internal 
supervision) 

In hospitals (core management team and 
Heads of Departments). 
In health centers in-charge and their deputies) 

 
Community Health 

Activities 

Staff of the health facility (HC III)serving that 
community; Supplementary support (could be 
provided by the DHMT; Local Politicians; Sub 
County Health Committees (SCHCs) and 
Project Staff Assistants) 

District (Political) Leaders; 
DHMT; NGOs; Private Sector 
and Community 
Representatives 

In-charges and staff at the HCs 
IV heading an HSD 

In-charges and staff at each 
health facility both public and 
private facilities 

All service providers working 
in a health facility 

Community Health Providers 
based in the catchment area of 
the health facility e.g.  (VHCs), 
TBAs, and CBDAs 

Level of CSS  Supervisor Supervisee 
Figure 1: Levels of support supervision in the health sector 

 

Sources : Situation Analysis Report, Volume 1 (2014)1  
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1.3. Rationale for a CSS 2020 Strategy 

The assessment of the supervision mechanisms in the country carried out by MoH in 2008 as 
part of the mid-term review of HSDP (2004/05–2009/10) identified pertinent gaps. The health 
sector support supervision situation analysis report (2014) identified lack of coordination and 
monitoring of supervision of the districts MoH as the most critical gap. The midterm review 
of HSDP and the support supervision situation analysis report mentioned above further 
revealed that several weaknesses exist, which include: 

 The full cycle of support supervision as a QI and motivation strategy for health sector 
performance is not followed, which limits effectiveness of the supervision.  

 Supervision is often conducted as an isolated, routine, fault-finding activity instead of 
providing an opportunity for staff to work as a team to review and improve on the work 
environment and the service delivery.  

 The support supervision is neither demand driven nor issue-based, and the reporting 
system lacks robustness, which has rendered the system highly ineffective.  

The conclusion from the above narrative was that supervision being conducted: had not been 
effective in achieving the intended objectives; and that support supervision was weak and 
intermittent; and even when it does takes place, it is a ritual with no specific record of 
previous visit and recommendations were seldom followed-up. As a result, many HFs 
continued to lack basic equipment and experienced consistent drug stock outs, and the health 
workers lost morale to provide service. In view of these major findings coupled with the fact 
that the health sector did not have a strategy to guide support supervision for service 
delivery, the MoH resolved that there is need to develop a comprehensive strategy to guide 
supervision and improve service delivery in the health sector. 

This CSS 2020 strategy will therefore facilitate the health sector to reposition from the 
traditional approach model of support supervision to the problem-solving orientation, and 
demand driven approach. The problem-solving orientation, and demand driven approach is 
intended to provide the MoH and the districts an opportunity to assess the performance of 
health service delivery systems and build the capacity of service providers to conform to the 
standards of health care provision. 
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1.4. The process of developing the CSS 2020 Strategy 

The process of developing the CSS 2020 strategy was consultative. It involved intensive 
review of relevant documents including the report of situation analysis report 2014. This 
formed the first phase of this work, in-depth key informant interviews, and consultative 
meetings. The situation analysis conducted unveiled strengths, opportunities, weaknesses, and 
threats (SWOT) of the current support supervision approaches, shown below. 

Source: Revitalizing Health Sector SMI in Uganda Volume 1 Report (2014) 

 

 

 

Figure 2: Strategic Analysis (SWOT) 

 Commitment of 
MOH leadership to 
strengthen support 
supervision 

 Existence of the 
support and 
supervision 
structures at all 
levels 

 Existence of 
training institutions 

 Good Health 
Management 
Information System 

 Availability of 
potential partners 

 

S T O W 

 Availability of 
benchmarks that 
can be used to 
lobby the central 
government for 
more resource 
allocations to health 

 Results based health 
sector funding  

 Strengthening of the 
regional hospital 
community health 
departments 

 Poor coordination 
of the CSS function  

 Unclear linkages 
between CSS 
structures, i.e.  
Area Teams; HMU 
and MDAs 

 No clear role for 
political leaders 

 Lack of supportive 
supervision 
feedback and 
follow-up 
mechanisms 

 The Increasing 
number of districts  

 Inadequate staff 
numbers, mix, 
retention and 
motivation 

 No mandate for 
RRH supervision 
over district health 
system 

 Use and funding of 
different support 
supervision tools 
by different 
stakeholders 
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2.  STRATEGIC DIRECTION  
The CSS 2020 strategy provides the overall strategic direction on comprehensive support 
supervision for the MoH and stakeholders in health sector and outlines the expected roles 
and responsibilities. In addition, it articulates the implementation and collaboration 
frameworks within which the stakeholders contribute to improving the health of the 
population. 

2.1 . Goal and Objectives  

Goal:  To improve the quality of health services and safety of clients. 

Strategic Objectives  

SO1:  Establish an organizational structure with effective authority and span of control to 
deliver effective comprehensive supportive supervision. 

SO2:  Harmonize comprehensive supportive supervision and monitoring through developing 
user-friendly supervision guidelines and tools for effective supervision. 

SO3:  Generate a skilled, dedicated, and highly motivated workforce with accountability 
mechanisms to conduct effective comprehensive supportive supervision. 

SO4:  Enhance utilization of the comprehensive supportive supervision data for evidence-
based decision-making at all levels of health care delivery. 

SO5:  Enhance advocacy for more resource allocation for the strategy and the health sector. 

2.2 . Remodelling and repositioning of support supervision 

The gist of the CSS 2020 strategy is to re-orient comprehensive support supervision to be 
anchored at the RRHs. The strategy’s success will hinge on revitalizing the CHD at the RRH 
to coordinate support supervision. The repositioning will bridge the widened gap between the 
MoH and the HFs in the districts as more districts are created. 

The strategy will prioritize the following changes: 

1. Increase technical support supervision of medical services, including clinical and other 
areas of health care service delivery. These will be anchored at the regional RRHs, and the 
MoH will continue to conduct other types of supervision. 

2. The capacity of the CHDs at the RRHs will be strengthened to coordinate technical 
support supervision to the districts and the lower level HFs. 

3. More “health regions” will be split, created, or re-organized beyond the traditional 17 to 
ease access.  

4. Technical comprehensive support supervision will be based on demand and evidence to 
solve identified challenges/problems. 

These shifts will improve both financial and human resource efficiencies given that it will be 
demand-driven, and the supervision teams need not be large.  
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The “shift” in the strategic approach to supportive supervision should emphasize relationship-
building and human interactions that facilitate and promote open communication, reflection, 
and joint problem solving. This non-traditional approach of conducting supervision is 
envisaged to include task assistance, which requires supervisors to provide work-related 
advice or conduct learning activities such as coaching as well as social and emotional support.  

The supervisor will also offer quality interpersonal interactions, listening to both work-related 
and personal challenges of the health workers and helping reframe their issues or providing 
counselling if they are feeling overwhelmed, confused, or stressed. Support supervision will 
continue as an ongoing process to follow up, for example, newly introduced services 
standards to ensure compliance and that they are data driven. 

The strategic objectives of the CSS 2020 Strategy will be implemented with several interventions 

summarized in the logical framework in Figure 4. Figure 3 summarizes the mechanisms to deliver 
these changes. Each of the priority strategic interventions is described under the strategic objective 
it contributes to.   

Figure 3: The change pathway through which this strategy will deliver the objectives 
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SO1: Establishing an organizational structure with effective authority and span of 
control to deliver effective comprehensive supportive supervision 

1.1 . Strengthen the supervisory mandate of community health services 
departments at the RRHs 

To achieve SO1, the MoH will table a paper to the cabinet to approve the supervisory 
mandate of the RRHs to coordinate support supervision of decentralized health services in 
the respective jurisdictions, as indicated in the existing policy framework establishing the 
CHDs at the RRHs. 

1.2 . Review and provide support supervision structure in line with the legal 
authority and span of control  

The MoH will review and provide a support supervision structure and implementation 
guidelines in line with its mandate. This will enable support supervision to be more effective 
and address the weaknesses and gaps affecting provision of quality health service in the 
health sector. The new strategy will focus in particular on the three overarching 
constraints in the current approaches: 1) misunderstood hierarchy and authority, 2) 
unclear mandate of administrative entities, and 3) undefined level of engagement of private 
sector health providers in support supervision. 

The CHD at the RRHs, the DHOs, and HSDs will be strengthened through redeveloped 
coordination mechanisms for implementing support supervision. CHDs will have support 
supervision structures with the right skills mix as well having access to continuous capacity 
building, including provision of support supervision-related equipment, materials, and other 
logistics.  The MoH will use the support supervision structure to sensitize health workers 
and help ensure a shared vision among HCWs and all relevant stakeholders. 

1.3 . Establish supportive supervision champions at all levels of health service    
delivery 

Comprehensive supportive supervision champions will work at all levels of health service 
delivery to spearhead implementation of the CSS 2020 strategy.  Guidelines to further 
clarify the implementation of the CSS 2020 strategy have also been developed. The 
implementation guidelines detail the roles and responsibilities of different stakeholders, 
partners, and various levels of health services delivery to ensure improvement in 
management and health service delivery. 

1.4 . Populate the structures at HSD with the right skills mix 

HSD forms the organizational structure in the district that links to the sub-counties. The 
HSD headquarters (HC IV, General Hospital - Public or private not-for-profit) will plan for 
regular quarterly support supervision with the right quality of skills involved in the process. 
The issue of attracting technical support supervision from the RRHs shall be addressed, and 
the regular engagement of the lower health facilities will be prioritized as key in this 
support supervision strategy. 
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1.5. Involve local leaders (political and other leaders) on the newly developed tools 
and guidelines  

Local leaders are expected to be involved in the support supervision process since they are 
key partners in improving the quality of support supervision. They are also expected to 
participate in planning and implementation of support supervision at all levels of the local 
government structure. 

1.6. Develop coordination mechanisms for implementation of supportive 
supervision 

The MoH is responsible for coordinating implementation of support supervision in the 
health sector. RRH CHDs will coordinate support supervision at the sub-national level, 
DHT will take the lead at the district level, and the HSD will be responsible for the 
subcounty-level coordination. Both planning and implementation for support supervision 
will use the same mechanisms of engagement. Responsibility for documentation and 
reporting will be shared from the lowest health facility and conveyed up to the highest level 
at the MoH headquarters. The capacity shall be built at each level for effective coordination 
and implementation of support supervision in the health sector. 

SO2: Harmonizing comprehensive supportive supervision and monitoring through 
developing user-friendly supervision guidelines and tools for effective 
supervision 

2.1. Develop user-friendly, harmonized, and precise standards for all stakeholders 
engaged in comprehensive supportive supervision 

The situation analysis revealed that different stakeholders have been using a variety tools 
by for support supervision in the health sector. Furthermore, the tools were found to be 
voluminous and disjointed. Additionally, the indicators are not standardized. Taken 
together, these factors have been severely undermining the effectiveness of support 
supervision efforts. 

2.2. Develop and popularize CSS standards and checklists for services delivered at 
all levels for stakeholders buy-in  

The MoH will review and popularize a standard user-friendly support supervision tool that 
all stakeholders will use during support supervision at various levels of service delivery. The 
tool will be able to collect comparable data across the various HFs in the country based on 
the monitoring and evaluation indicators, enabling comparable measurement of 
performance across the HFs in the country. This will also allow ranking of performance by 
the various HFs in the country based on agreed indicators. 

2.3. Strengthening internal CSS mechanisms within the HFs 

Internal CSS mechanisms will be strengthened in the HFs through training in technical 
service areas, training of trainers, and training of facilitators. Operational research will be 
conducted to strengthen capacity of supervisors and health service providers.  
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SO3: Generate a skilled, dedicated, and highly motivated workforce with 
accountability mechanisms to conduct effective comprehensive supportive 
supervision 

3.1. Provide motivators like housing, lunch, and transport for critical HCWs 

There is widespread shortage of health workers, and the available few largely perform 
below expectation because of the working conditions. The health workforce is 
characterized by inadequate staffing and skills mix, reinforcing low retention and low 
motivation. Provision of motivators like housing, lunch, transport, and others could help 
mitigate these challenges by attracting critical health care workers. 

3.2. Re-introduce revised health facility score card  

MoH will revive the league table performance ranking of the HFs, with support supervision 
being a high “weighted” attribute that is re-introduced into the health facility score card.  
This is similar to the local government national assessments conducted annually, enabling 
high scoring HFs to eventually be recognized/rewarded. 

3.3. Institute a system to recognize high-performing staff 

MoH will institute systems for recognizing high-performing staff during comprehensive 
support supervision, emphasizing recognition of staff who demonstrate outstanding  

performance in support supervision and health care delivery. 

3.4. Identify and utilize dedicated senior citizens with relevant skills 

Senior (retired) officers from within and outside the health profession will be invited to be 
part of the support supervision whenever conditions allow. They are potentially strong 
contributors due to their wide experience and sufficient free time to participate in and 
strengthen support supervision implementation efforts. An updated database will be 
developed and made available at each level implementing support supervision. 

SO4:  Enhance utilization of the comprehensive supportive supervision data for 
evidence-based decision-making at all levels of health care delivery 

4.1. Develop a system for electronic monitoring 

An electronic monitoring system will make data available in real time, improving the 
reporting and feedback systems and enhancing decision-making. 

4.2. Develop a CSS portal (dashboard) for information sharing, decision-making   

There is need to accelerate the ongoing establishment of a reliable human resource for 
health (HRH) information system. The main strategic actions include identifying and 
harmonizing all HRH related systems; creating facilities for exchanging information; and 
developing and enhancing capacities to manage and use support supervision information for 
evidence-based decision-making and health service improvement. 
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4.3. Analyze data to inform decision-making   

This will involve using data collected during support supervision to inform decisions at 
national, regional, district, and community levels of the heath sector.  MoH will invest in 
educating staff at various levels to understand support supervision vis-à-vis issues such as 
remuneration structures along the organization hierarchy. Support supervision will be 
positioned as a “management letter,” as it is in the audit function. MoH will establish a 
communication function to enhance the dissemination of data generated from the health 
management information systems (HMIS) and will also develop appropriate Information, 
education and communication (IEC) messages that will influence policy and also position 
support supervision. This communication will not only enhance the image of the sector but 
also generate an HMIS that is reliably utilized for evidence-based decision-making.    

4.4. Share the information at various levels in the reporting and feedback systems 
Unavailable relevant information when and where required hinders planning and other 
health service functions. The MoH will enhance utilization of the support supervision data 
for management decisions at all levels of health care delivery. 

SO5:  Enhance advocacy for more resource allocation for the strategy and the 
health sector 

5.1. Strengthening advocacy and lobbying for increased intra-sector budget for 
support supervision 

MoH will prioritize comprehensive support supervision in intra-sector budgeting. MoH will 
earmark funds for support supervision in the ministerial policy statement and ensure that 
the integrated financial management system captures the code and earmarks the support 
supervision budget line as a sign of commitment to implementation of the support 
supervision strategy. This will help ensure robustness of support supervision as a core 
function and protect it against possible budget cuts.   

5.2. Strengthening accountability systems 
The MoH will institute strong mechanisms for sanctioning errant staff who fail to account 
for funds disbursed to their facilities. This will strengthen the accountability systems and 
promote rational use of available resources, resulting in increased efficiency gains in 
resource outlays and effectiveness in service delivery.   

5.3. Fast track the establishment and operationalization of the national health 
insurance scheme 

The national health insurance scheme will enhance the budget of the ministry, making funds 
and resources available to deliver timely, quality health care. The MoH will also ensure high 
levels of both political and financial accountability to instil confidence to garner support 
from stakeholders. 
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5.4. Harmonise CSS work plans and budgets and pool all resources allocated to 
CSS  

Harmonising CSS work plans and budgets and pooling all the resources allocated to it will 
be essential for CSS.  Through partner coordination and engagements, MoH and the 
districts will leverage partner resources for a more effective utilization of supportive 
supervision resources. Specifically, MoH will ensure that, in addition to PHC funded 
supervisions, implementing partner-supported supervisions are sequenced to draw 
synergies as well as value for money. The increased resources will necessitate strengthening 
internal accountability systems and rationalization of available funds. 
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     Figure 4: Logical framework for the support supervision strategy for the health sector 

 
A Healthier Population 

                                                                                                                                                     
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accountability mechanisms 
to conduct SS 
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data for evidence-based 
decision making at all levels 
of health care delivery 

5. To enhance advocacy for 
more resource allocation for 
the strategy and the health 
sector 

 

Strategic interventions per strategic objective 
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mandate of Community 
Health Services 
Departments at the RRHs 

ii) Review/provide SS structure 
in line with the legal 
authority and span of control  

iii) Establish SS champions at all 
levels of health service 
delivery 

iv) Populate the structures at 
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v) Educate local leaders 
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tools and guidelines 

vi)  Develop coordination 
mechanisms for 
implementation of SS 
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stakeholders on the new 
approach 

i) Develop user-friendly, 
harmonized, and precise 
standards for use by all 
stakeholders engaged in CSS 

ii) Popularize CSS standards for 
buy-in by all stakeholders 

iii) Strengthen internal CSS 
mechanisms within the HFs 
with training in technical 
service areas, training of 
trainers, and training of 
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capacity  
of supervisors and health 
service providers 

iv) Develop checklists for 
services delivered at all 
levels 

i) Provide motivators like 
housing, lunch, and 
transport for critical 
HCWs 
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iv) Recruit participation among 
dedicated senior citizens 
with relevant skills 

v) Open and fill positions at all 
levels (but de-link 
remuneration from these 
positions) 
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3. IMPLEMENTING THE STRATEGY 
This strategy comprises four components for the organization and effective management 
and implementation of the support supervision function. These are: 1) organizational focus; 
2) organizational structure indicating span of control and reporting system; 3) emerging 
issues from the organizational structure; and 4) human resources strategies for enhancing 
efficiency and effective delivery of results from the SS. Annual costed plans will support 
activity implementation. 

3.1 . Governance and Management Framework 

The health sector is emphasizing technical assistance in addition to integrated support 
supervision to enhance support supervision and increase organizational visibility of all the 
partner agencies.   

3.1.1. National-Level Support Supervision 

The Minister of Health is responsible for political, administrative, and overall supervision 
in the health sector, specifically all governance and stewardship; strategic and enterprising 
leadership; mobilization of resources; and supervision of health services in the country. 
The ministry is hence responsible for day-to-day health sector operation. The Director 
General Health Services (DGHS), assisted by the Department of Standards, Compliance, 
Accreditation & Patient Protection, which is directly responsible for support supervision, 
will provide overall guidance in the health sector.  

A DGHS team will supervise national-level institutions, which include national-level 
referral hospitals and semi-autonomous institutions such as National Medical Stores 
(NMS), National Drug Authority (NDA), Uganda virus research institutions, etc. The 
DGHS team will include a member of the Top Management Committee, representatives 
from the relevant line ministries, the Sectoral Committee of Parliament, and other senior 
officers who can assess and guide performance of institutions at that level. The frequency 
of supervision should be at least once a year, and this can be reviewed as needed. 

 The Ministry of Health departments and technical health programs will 
develop costed support supervision plans and continue to provide targeted support 
supervision, coaching, and mentoring at HFs at the various levels. They will also build 
regional and DHT technical capacity to provide technical support supervision, 
coaching and mentoring so they can in turn provide the supervision and training to 
the hospitals and lower-level HFs. The Ministry of Health headquarters will use 
various fora, such as quarterly technical review meetings, the DHOs forum, the 
directors of RRHs forum, and the NHA and JRM meetings to share experiences and 
provide feedbacks on the CSS conducted.   

 The semi-autonomous specialized agencies and statutory bodies will play a 
big role in provision of focused support supervision. These include National Medical 
Stores (NMS), Uganda Blood Transfusion Services, Uganda AIDS Commission, 
Uganda Virus Research Institute, NDA, Uganda National Health Research 
Organization, Health Service Commission, Medical and Dental Practitioners’ Council, 
Nurses and Midwives’ Councils, Pharmacists Board, and the Allied Health 
Professional Council.  
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Other stakeholders and partners who will contribute to provision of support supervision 
include health department partners, members of parliament on the committee of health, 
CSOs, the private health sub-sector including medical bureaus, and the joint medical 
stores of the private not-for-profit (PNFPs) and associations of private HFs. 
 
The partners and stakeholders will produce bi-annual reports and share these with the 
Commissioner Health Services in the Department of Standards, Compliance, and 
Accreditation & Patient Safety at MoH. They will also conform to the guidance in this 
CSS in supervision of their health-related activities. 
 Inspection will ensure implementation of standards and health regulations. The 

MoH will organize coordinated inspection field visits, to be spearheaded by the MoH 
department responsible for inspection. The respective department will provide the 
institutional framework for inspection. The key actors will include the professional 
bodies and other established government agencies in place to enforce implementation 
of standards and regulations in the health sector. 
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Figure 5:  MoH macro structure as of April 2020 in relation to support supervision 
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3.1.2. Regional Level 

The operational policy framework in place recognizes the strategic position of the RRHs. 
In the current supervision set up, the linkages between the RRH with the MoH (above it) 
and the district (below it) in the supervision processes will be strengthened so that the 
RRH, in addition to providing clinical services to referred clients, will provide support 
supervision to the lower level (district) health work force.  

The CHD at the RRH will be revitalized and strengthened to oversee CSS in the region 
and coordinate support supervision to the districts and lower health care structures. 
This supervision method will be more effective, as the RRHs have a comparative 
advantage over the national teams in understanding the epidemiological profiles of the 
districts under their jurisdictions (see Appendix IV for current health regions and their 
composition districts). Under the proposed strategy, the CHD will report quarterly on 
the CSS conducted with details on the specific activities carried out, issues that emerged, 
actions taken on the issues, and recommendations. They will also produce and send 
quarterly costed plans and reports to the MoH through the RRH director. 

The CHD will organize and hold bi-annual meetings/conferences of cluster districts in 
their jurisdiction to share experiences and provide feedback on whether districts and the 
CHD are meeting standards, targets, and activity indicators. Rewards will be given 
annually to high-performing districts and regions.  

The priority actions will focus on rationalizing the referral hospital “Health Regions” of 
Uganda structure to expand those that are too small and reduce those that are too big 
to increase the effectiveness of the proposed strategy. 

3.1.3. Local Government Level 

The district health team, headed by the DHO, will oversee support supervision at the 
district level. This team shall have jurisdiction for supervision of both public and private 
HFs within the district, comprising GHs, HCs IV, HCs III, HCs II, and community 
services. Political leaders and administrative officers, CSOs, and associations of private 
health providers in the district will also provide CSS to ensure quality health services in 
their districts. The implementation guidelines of this strategy explain the process of CSS 
provision at the local government level. 

3.1.4. Internal supportive supervision 

This strategy seeks to strengthen the capacity of health facility managers to conduct 
internal supportive supervision as means to manage the low numbers and management 
inefficiencies in the available health workforce. The approach will emphasize two-way 
communication, joint problem solving, and mentoring as opposed to fault-finding. This 
internal supervision will inform coaching or mentorship needs for staff, which can be 
provided internally or externally from supervisors at the higher-level facilities, HSD or 
district or region. 
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3.1.5. Community Level 

Supervision has a critical link between community health services and the health facility.  
Facility-based supervisors from the respective community catchment area and the DHO 
supervise community health services. Alternative supervision will include MoH teams, 
joint supervision (which multiple community health workers meet with the facility health 
worker in the health center or community); peer supervision (experienced community 
health workers implement peer-to-peer learning, support, and problem-solving); and 
community supervision (community leaders, health unit management committees, or 
CBOs meet to discuss performance and provide feedback from community). IPs also 
provide support to supervise and train community health workers.  

3.1.6. Supervision of the Private Health Service Providers   

While private health providers are a developing market force, they need strong 
supervision in addition to the existing regulations from government. Private health 
service providers serve many health service consumers in the community. The MoH, the 
Uganda Medical and Dental Practitioners Council (UMDPC), the NDA, and other key 
actors will adopt best practice service standards to improve support supervision of 
private health service providers including HFs, pharmacies, and drug shops. All 
supervision will be within the district health system plan. The Uganda Traditional and 
Complementary Medicine Practitioners (TCMP) Bill, which has yet to be passed, will 
provide guidance for TCMP supervision. 

3.2 . Other organizational factors for successful implementation of the 
strategy   

3.2.1. Appropriate Skills Mix 

Successful implementation of this RRH-based CSS will require appropriate skills for 
support supervision at the various levels of health delivery.  

The following are some of the skills that will be crucial for support supervision for the 
next five years. 

Table 1:Skills sets required for support supervision 

Skills sets and experience required for technical staff Skills sets required for the strengthened 
CHD  

 Epidemiology surveillance and reporting 
 Disease diagnosis and treatment 
 Operating diagnostic equipment 
 Posting of morbidity records 
 Primary health care management 
 Information, education, and communication (IEC) 
 Research & analytical skills 
 Monitoring & evaluation 
 Knowledge management & learning 
 ICT skills 

 Organization management and partnership 
development 

 Advocacy for resource mobilization 
 Financial management 
 Policy and public sector engagement 
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The CSS 2020 strategy will be regularly reviewed to identify and address skills gaps at 
operations, management, and governance levels. This will contribute to the strengthening 
of human resource capacity with health care staff who are highly skilled, dedicated, and 
motivated to conduct effective supervision.  

3.2.2. Adoptive leadership to promote buy-in of the strategy 

The strategy requires adoptive leadership to secure buy-in of health workers and all 
stakeholders at the various levels, and to ensure they understand the technical support 
supervision structures across the health sector.  During implementation of this strategy, 
some of the undertakings will likely lead to undesired results. These fall into four 
categories: 1) financial, 2) operational, 3) strategic, and 4) socio-political. These risks and 
proposed mitigation measures are detailed in Table 1.   

Table 2: Risk rating and mitigation measures  

Risk 
Category Risks Rating Mitigation measure 

1. Financial risk 
Failure to mobilize adequate 
resources to implement the 
strategy 

Medium 

1.1 Intensifying resource mobilization initiatives 
 

2. Operational 
risk 

Creating sufficiently 
dedicated and highly 
motivated staff for 
conducting effective support 
supervision 

Low 
  

2.1 Intensifying resource mobilization initiatives 
2.2 Building partnerships through engaging private 

health providers to bridge skills gaps in conducting 
support supervision 

3. Strategic 
risk 

Changing donor and/or 
partner priorities and focus Low 

3.1 Align support supervision initiatives to emerging 
development priorities 

3.2 Carefully negotiate the termination and arbitration 
clauses to secure the life of any given 
program/project. 

3.3 Raise awareness among all health workers of the 
benefits of the SS operational structures for the 
health profession compared to other frameworks, 
such as LG Act, which tend to place them outside 
the health profession hierarchical setup. 

3.4 Revitalize and strengthen the CHSD, given its 
better understanding of the local epidemiological 
profiles at the RRH, to coordinate technical CSS of 
the district and lower levels of the health care 
delivery system. 

4. Socio-
political risk 

Interference with 
implementation of support 
supervision during periods of 
socio-political instability  

Medium 

4.1 Support initiatives to ensure peace and security in 
all regions of the country.  

4.2 Support systems for building local community 
capacity for health service delivery.  

 3.2.3. Enhance and promote a healthy working environment 

The strategy envisages establishing a working environment that motivates health workers 
to effectively execute their duties. The package comprises adequate remuneration and 
provision of appropriate tools, equipment, and essential supplies to enable the health 
workers to deliver services in compliance with standards and guidelines.  
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Mobility of skills at all levels, particularly from the center to the lower levels, will be 
encouraged for equitable distribution of key skills; for instance, senior personnel 
(probably senior DHO) will be recruited and posted to fill the strategic positions at the 
CHD as part of the MoH’s commitment to strengthen the CHD. 

Central to this shared vision will be a change of mindset for all health workers at the 
various levels to understand that the supervisor is that person with the required skills 
and is responsible for identifying solutions. Supervisors therefore must understand that 
they are responsible for identifying timely solutions for problems at the health facility and 
that they will be held accountable for improving quality of health care. 

This strategy prioritizes a joint problem-solving approach with emphasis on two-way 
communication between supervisor and supervisee. The full participation of all staff and a 
teamwork approach of both supervisors and supervisees to resolve problems will 
improve the skills of health service providers. This is in line with the National Supervision 
Guidelines for the Health Sector’s (MoH 2000) goal “to improve the quality of health 
services and safety of clients.” The National CSS Implementation Guidelines provide 
detailed steps for conducting CSS.   

Table 2 shows the team composition of the different levels of supervision. 

Table 3: Team composition for support supervision 

Management Level Responsibility Center  

National Referral 
Hospital (NRH) 

 MoH Senior Management Team 

Regional Referral 
Hospital 

 Area teams and purposively selected members of the MoH Senior Management 
Team (based on skills in management, clinical services, and public health services. 

Districts and GHs  RRH teams with multidisciplinary skills in the areas of management, clinical 
services, and public health drawn from the CHSD. 

 Core management team together with the various Heads of Department provide 
internal CSS at the hospital. 

HSD  DHT comprising the DHO, Principal Assistant Secretary, and relevant LG leaders 
such as the Secretary for Health 

The HFs (HC III)  HSD teams comprising supervisors at HC IV level, members of DHT, and local 
leaders (Secretary for Health and the Principal Assistant Secretary drawn from LC 
IV).  

 In-charge and his/her deputy provide internal CSS at the health facility.  
Community Health 
Activities 

 Staff of the health facility (HC III) serving that community. 
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Figure 6:  The new technical support supervision operational organogram 
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4. COSTING AND FINANCING STRATEGY 

4.1 . Costing Methodology 

The costing of the support supervision strategy accounts largely for the need to 
emphasize technical support supervision. The cost estimates were determined through 
an elaborate consultative process involving the MoH officials, partner agencies, hospital 
administrators, and HF managers from both public and private facilities. The goal was to 
determine the actual financial resource allocations for the various expenditure centers.  

The itemized operational costs for CSS comprise a cross-section of activities including 
establishing gaps in service delivery; training/skills-mix building; and coaching and 
mentorship. It also includes identifying and addressing administrative gaps in support 
supervision. The logistical costs have been estimated based on the market price of similar 
services such as travel and per diem expenses.  

The cost framework for the support supervision strategy will run over a five-year period. 
An explicit financial plan that covers the estimated costs is also presented.  
Implementation of the proposed support supervision strategy will require UGX 22.9955 
billion annually.  

Table 3 summarizes the annual cost of support supervision at the various levels of health 
services delivery. The table also shows the estimated cost of supervising a specific level of 
health service delivery and the entity that will supervise that level.   

Table 4: Cost of delivering support supervision (UGX millions) 

Item MoH RRH DHT HSD Total 
Level of Health 
Service Delivery NRHs RRH 

 
DHO and 
Gen Hosp 

HSD 
(HC IV) 

LLF and 
Community  

Travel expenses for 
the supervision 
teams* 

287.44 287.44 2,299.55 1,724.66 1,149.75 5,748.85 

Supervision 
allowances  172.46 172.46 1,379.75 1,034.80 689.85 3,449.33 

IEC materials  114.98 114.98 919.80 689.85 459.90 2,299.55 
Training/Coaching/ 
Mentorship expenses  344.93 344.93 2,759.40 2,069.60 1,379.7 

 6,898.66 

Management 
support** 229.95 229.95 1,839.60 1,379.70 919.80 4,599.11 

Total 1,149.76 1,149.76 9,198.10 6,898.65 4,599.00 22,995.50 
Note:  
*Travel expenses include motor vehicle hire, fuel, and related expenses 
** The management support services include policy analysis & formulation; information systems; coordination; orientation of new staff; and surveillance, 

among other things. 
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4.2 . Costing assumptions and considerations 

Under the proposed strategy, the Center (MoH Senior Management Team) will provide 
support supervision to the NRHs (Mulago, Kawempe, Kiruddu, and Butabika) and the 
RRHs.  

 The RRHs through the CHD will coordinate support supervision of the district 
(decentralized) health establishments. 

 The State House HMU, the Professional Councils, the statutory bodies, and the semi-
autonomous agencies will focus on monitoring and inspection following their own 
schedules and areas of competence.  

Each supervision team will be provided with transport (motor vehicles including fuel and 
allowances for the drivers) and subsistence allowances in accordance with the standard 
government rates. The required materials for supervision at a health facility as well as the 
relevant IEC materials are included in the supervision expenses. The support supervision 
teams will conduct one visit annually, and each visit is two days. 

4.3 . The resource envelope for support supervision 

The following entities will finance support supervision work: a) GoU; b) development 
partners; c) private sector; d) CSOs/NGOs/PNFPs; and e) community.   

 Government: The GoU will be the primary funding source for support supervision. 
GoU will release the funding through the recurrent budget, as elaborated in the 
Medium-Term Expenditure Framework (MTEF). The MoH will lobby government to 
increase its budget by at least UGX 22,995,500,000, which is the annual cost of 
implementing this strategy, and this amount will be earmarked1 for support 
supervision activities implementation. Table 4 shows the MTEF and attendant funding 
estimates for the health services. 

Table 5: Medium-term expenditure framework for the MoH (UGX billions) 

Vote/Budget 
Heading  

2018/19 
Total 

2019/2020 
TOTAL 

2020/2021 
TOTAL 

GoU External 
Funding GoU External 

Funding GoU External 
Funding 

MoH Head quarters 132.76 874.79 1,007.57 82.84 385.48 468.32 346.18 92.16 438.33 

Mulago National 
Referral Hospital 62.67 0 62.67 61.44 0 61.44 67.55 0 67.55 

Butabika National 
Referral Mental 
Hospital 

11.04 0 11.04 10.88 0 10.88 11.87 0 11.87 

RRHs 88.97 0 88.97 86.29 0 86.29 93.58 0 93.58 

Local Governments  335.71 1.86 337.57 335.71 0 335.71 335.73 0 335.73 

Source: National Budget Framework Paper FY 2017/18 – FY 2021/22 (MoFPED, 2017) 

                                                 
1Increasing the sector budget is not enough. It is more critical that the budget line for SS is given attention within the increased resource 
envelope.  
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 Development Partners: The MTEF captures some funding from development 
partners. However, currently most funding from development partners is off-budget 
and project-based. This suggests that project funding provides little opportunity to 
access such funds for support supervision unless it is a priority of such project 
funding. Through the joint planning platforms (MoH/health department partners), the 
MoH will therefore negotiate for improvement in coordination and pooling of funds 
for CSS activities under in sector-wide approach arrangements. 

 NGOs/PNFPs/Private Health Providers:  NGOs receive funding from various 
sources (development partners/government/bilateral agencies/NDA) to carry out 
health care-related activities. Therefore, the PNFP HFs will be expected to carry out 
support supervision in their areas of jurisdiction. 

 Community: A number of community structures throughout the country support 
health care provision. These include local council administrative structures, which 
wield significant power and authority in the local communities. It is from these 
administrative structures that Health Facility Management Committees are 
constituted. These committees are fundamental in promoting community 
participation and ownership of health services, improved quality of services, 
transparency, and better management of resources. The MoH will support these 
community structures by enhancing collaboration to strengthen their capacity to 
supervise lower-level HFs.  

4.4 . Recurring Requirements 

This section provides details of the resource envelope for implementation of the 
strategy. It is categorized into recurrent and capital centers. The health sector agencies 
are expected to ensure cost efficiencies for high quality and effective support supervision 
during implementation of this strategy. The annual recurrent and capital requirements for 
the strategy will be in the range of UGX 22,995,500,000 to meet both implementation 
and administrative expenses (Table 5).   

Table 6: Annual recurring & capital requirements (UGX millions) 

Recurring expenses 
Strategic Direction Estimated  

SO1 SO2 SO3 SO4 SO5 Cost 
(UGX) 

Project implementation costs  1,480 1,295 1,480 2,035 1,480 7,770 

Technical staff costs 1,665 1,665 1,480 1,110 1,110 7,030 

Admin staff costs 166.5 148 148 148 1,480 2,090.50 

Capital requirements 1,480 1,295 1,295 925 1,110 6,105 

TOTAL 4,791.50 4,403 4,403 4,218 5,180 22,995.50 

The estimates are based on previous experience of implementing health sector initiatives. 
The bulk of the costs (about 80 percent) will cover direct technical support supervision 
costs, technical staff costs, and capital needs, while 20 percent will cover administration 
costs.  
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4.5 . Financing Strategy 

Uganda’s health sector is heavily dependent on external financing from development 
partners.  The MoH will engage with development partners to agree on appropriate 
budget lines for support supervision across the various levels of service delivery in public 
and private health care facilities. The financing strategy seeks to expand the scope of 
health sector operations to tap into the emerging regional and global opportunities, as 
well as building partnerships in the support supervision function. The financing strategies 
are: 

 Inventory the viable partners and projects being implemented in the health sector 
 Continue and enhance development financing  
 Initiate partnerships with private health care partners in championing CSS 
 Strengthen networking with bilateral and multilateral agencies 
 Improve efficiency in support supervision through strict control of administrative 

expenditures, integrating CSS delivery with other programs, multi-tasking CSS where 
appropriate, and popularizing a “value-for-money” mindset among all sector 
personnel 

 Diversify funding sources, as shown in Figure 7 

 

 

 

Figure 7:  Log frame for the planned funding sources for the support supervision 

PARTNERS GOVERNMENTS PRIVATE SECTOR OTHERS MoH 

SO 1: 
To establish an 
organization 
structure with 
legal authority 
and span of 
control to 
deliver effective 
support 
supervision 

SO 2: To 
harmonize 
support 
supervision 
through 
developing  
user-friendly 
supervision 
tools and 
guidelines  

SO 3: To 
generate a 
skilled, 
dedicated and 
highly motivated 
work force with 
strict “reward 
and sanction” 
accountability 
mechanisms to 
conduct CSS 

SO 4: 
To enhance 
utilization of 
support 
supervision data 
for evidence-
based decision-
making at all 
levels of health 
care delivery 

SO 5: 
To enhance 
advocacy for 
more resource 
allocation for 
the strategy and 
the health 
sector 
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4.6 . Financial Sustainability 

To ensure that support supervision is recognized as a flagship activity and highly 
prioritized, the MoH will create CSS as budget item, earmarking the funds allocated to 
finance support supervision in the health sector budget. This action will “crowd out” CSS 
from the vote code “internal travel” that is often among the first victims of budget cuts. 
The goal is to create a new vote code named “support supervision.” The MoH will 
aggressively advocate to the government for support supervision as a driver of quality 
health care delivery.   

4.7 . Resource Mobilization Plan 

The resource mobilization plan presents a schedule of proposed activities of the five-year 
strategy, the critical approaches to be adopted in raising funds, the year of implementing 
the specific activities, and the responsibility center(s). Funding for implementing this 
strategy will be primarily sought from GoU, with additional support expected from 
development partners. Partners expected to provide support include 1) international 
agencies; 2) governments of the East African states; and 3) private health providers. Figure 
8 illustrates the sources of funding for the respective aspects of the proposed support 
supervision strategy. 
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Figure 8: Gantt chart for implementing resource mobilization approaches 

Scan of the viable partners and projects being implemented in the health sector 

Develop project proposals for financing the health sector strategic needs  

Identify viable private health care partners who can complement MoH efforts to 
develop a holistic support supervision function   

Develop an inventory and target with partners that can champion support 
supervision  

Strengthen networking with bilateral and multilateral agencies to tap into 
opportunities for collaboration in support supervision  

Expand the sector scope to tap into emerging opportunities (children, youth, 
women  

Explore opportunities in fund management and cost cutting measures, hence 
securing funds for support supervision.  

Evaluate the resource mobilization plan  

2020/21 2021/22 2022/23 2023/24 2024/25 

27



2828 
 

5. MONITORING AND EVALUATION 
This strategy will be monitored and evaluated in accordance with the results framework and 
M&E plan (Table 6). The results framework indicates the goal, primary outcomes, 
intermediate outcomes, outputs, and impact, all of which correspond to the theory of 
change. The M&E plan further elaborates on the indicator, definition of the indicator, and 
frequency of measurement and level of disaggregation of the indicator. Other measures 
include the indicator baseline values, the mid-term values, the ex-post values, the targets, 
and the responsibility center for carrying out and ascertaining the indicator measurements. 

5.1. Performance Monitoring 

The performance monitoring approach will be anchored on the “Systems Analytical Model” 
shown in Figure 9.The approach assumes that the effectiveness of any health delivery system 
depends on the quality of human resources and adequate financial resources to support a 
highly motivated health work force. A favourable work environment with high quality, 
motivated health workers will deliver high quality services, leading to improved health 
indicators.  

Enhanced healthy living is the key outcome of the CSS strategy, and the impact will be 
enhanced productivity and national economic growth. Stringent measures will be instituted 
to sustain these health indicator profiles in the short, medium, and long term given the long-
term commitment needed to guarantee positive health outcomes. 

 
 
 
 

                  Figure 9:  Systems analysis model for performance monitoring 

INPUTS 
• Supervisors 
• Guidelines 
• Tools/checklists 
• Stationery 
• Means of transport 
• Fuel 
• Drivers 
• Travel allowances 

  

PROCESSES 
• Planning 
• Budgeting 
• Preparation 
• Supervision visit: 

Direct observation of 
care, interviews, 
inspection, feedback 
problem solving, 
coaching, training 
joint consensus in 
decision-making 

• Reporting 
• Follow-up 
  

OUTCOMES 
Direct outcomes 
• Improved health 

worker’s competency 
• Improved compliance 

with clinical standards 
• Improved effectiveness 

of care 
• Improved efficiency of 

care 
• Improved health 

worker motivation/ 
satisfaction 

Indirect Outcomes 
• Improved patient’s 

satisfaction with care 
  

28 
 

5. MONITORING AND EVALUATION 
This strategy will be monitored and evaluated in accordance with the results framework and 
M&E plan (Table 6). The results framework indicates the goal, primary outcomes, 
intermediate outcomes, outputs, and impact, all of which correspond to the theory of 
change. The M&E plan further elaborates on the indicator, definition of the indicator, and 
frequency of measurement and level of disaggregation of the indicator. Other measures 
include the indicator baseline values, the mid-term values, the ex-post values, the targets, 
and the responsibility center for carrying out and ascertaining the indicator measurements. 

5.1. Performance Monitoring 

The performance monitoring approach will be anchored on the “Systems Analytical Model” 
shown in Figure 9.The approach assumes that the effectiveness of any health delivery system 
depends on the quality of human resources and adequate financial resources to support a 
highly motivated health work force. A favourable work environment with high quality, 
motivated health workers will deliver high quality services, leading to improved health 
indicators.  

Enhanced healthy living is the key outcome of the CSS strategy, and the impact will be 
enhanced productivity and national economic growth. Stringent measures will be instituted 
to sustain these health indicator profiles in the short, medium, and long term given the long-
term commitment needed to guarantee positive health outcomes. 

 
 
 
 

                  Figure 9:  Systems analysis model for performance monitoring 

INPUTS 
• Supervisors 
• Guidelines 
• Tools/checklists 
• Stationery 
• Means of transport 
• Fuel 
• Drivers 
• Travel allowances 

  

PROCESSES 
• Planning 
• Budgeting 
• Preparation 
• Supervision visit: 

Direct observation of 
care, interviews, 
inspection, feedback 
problem solving, 
coaching, training 
joint consensus in 
decision-making 

• Reporting 
• Follow-up 
  

OUTCOMES 
Direct outcomes 
• Improved health 

worker’s competency 
• Improved compliance 

with clinical standards 
• Improved effectiveness 

of care 
• Improved efficiency of 

care 
• Improved health 

worker motivation/ 
satisfaction 

Indirect Outcomes 
• Improved patient’s 

satisfaction with care 
  



29

29 
 

 
 

5.2. Key Performance Indicators (KPIs)  

Under this strategic objective, the MoH has identified a set of aggregate indicators for monitoring. 
These indicators are: 

1. Availability: Supervisors at each level has clear guidance and tools on their role 
2. Frequency: Planed CSS visits according to set targets 
3. Ratio: Number of HWs per supervisors   
4. Data sharing: Availability of supervision data to supervised staff and health governance 

structures 
5. Resources: Percentage of funds allocated to the health sector to support supervision 
6. Compliance:  Number of timely and quarterly reports submitted. 

5.3. Strategy for monitoring, evaluation, and learning 
Under this strategy, MoH will strengthen the capacity of the CSS teams to improve the current 
HMIS used for M&E that tracks and reports on all heath care delivery issues. In addition to the 
HMIS, the MoH will continuously improve the mobile-based data collection with the use of Open 
Data Kit, among others.   

To deliver the strategic results, the MoH MEL team will: 1) draw on the results chain/logic model 
of the programs/projects; 2) articulate how activities lead to desired outcomes and impacts; 3) 
define indicators based on the logic; 4) establish baselines; 5) project anticipated impacts; 6) 
measure results based on the established logic, which also serves to validate the assumptions on 
which the intervention is based; 7) consider attribution; 8) consider results as they relate to costs; 
9) communicate the results; and 10) use the results to inform decision-making. 

To track performance of this strategy, a baseline will be established for the key performance 
indicators. The MoH will then commission an external evaluation of this strategy both at midterm 
and at the end of the implementation period to assess performance and generate lessons learned. 
Table 6 below shows the framework for continuous monitoring and evaluation of the CSS 
strategy. 
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Table 7: Monitoring and evaluation framework for the CSS strategy 

Category Indicator Indicator definition Frequency of 
measurement 

Level of 
disaggregation 

Baseline 
Value 

Mid-
Term 

5-Year 
Target 

Responsibility 
Center 

Impact: Sustained quality 
of life   

% of the population living a healthy 
life and has not contracted any 
lifestyle disease  

% of the population that has not 
contracted illness prior to 
survey in last 12 months  

UDHS, every 
five years: 
2021 

 Adult men, adult 
women, and 
youth 

None    Planning 
Department  

midterm review  No.  of mothers dying due to 
child delivery-related 
complications per 100,000 lives 
(UDHS, 2021)  

UDHS, every 
five years: 
2021 

 Female persons of 
reproductive age   

 
TBD 

 
TBD 

 
TBD 

 Planning 
Department  

Infant mortality rate (IMR) No.  of child deaths per 1000 
live births within a year  

UDHS every 
5 years/ 2021 

 Children aged 1 
year and less 

 
TBD 

 
TBD 

 
TBD 

 Planning 
Department  

Life Expectancy Life expectancy at birth   UDHS every 
5 years: 2021 

 Male and female  F= 64  
M =53 

   Planning 
Department  

% of deliveries under skilled health 
care  

% of mothers delivering with 
assistance of skilled health care 
worker out of every 100 
deliveries 

UDHS every 
5 years: 2021   

 Female persons   73%    Planning 
Department 

Goal: Improved quality 
of health services and 
safety of clients  

% of clients satisfied with health 
services received at health facility  

% of clients who approve of 
health science received at a 
health facility   

Mid-term and 
end-term 
evaluations 

 Adult male, Adult 
female, Youth   

 
TBD 

 
TBD 

 
TBD 

 Planning 
Department 

 External 
evaluation 
team 

Strategic Objective 1:  To establish an organization structure with effective authority and span of control to deliver effective support supervision  

Outcome 1.1: Well-
coordinated CSS 

Partners knowledgeable of CSS 
plan  

No.  of partners aware of CSS 
plan 

Mid- and end 
line surveys  

 Gender, age, and 
type of partner   

    

Intermediate Outcome 
1.1.1: Increased 
authority and confidence 
of those providing CSS 
at various levels  

% of persons conducting support 
supervision in accordance with the 
organization guidelines at a health 
care delivery outlet  

% of staff at various levels 
receiving and appreciating CSS 
of their supervisors   

Quarterly   Top management  
 RRHs  
 DLGs  

 
TBD 

   Quality 
Assurance 
(QA)  

Output 1.1.1.1: Number 
of staff trained, coached, 
and mentored at various 
levels of CSS 

No. of staff satisfied with  
a) training  
b)  

No.  of staff who have received 
training/coaching/ mentorship 
on administration finance, 
specifications, treatments, and 
record keeping    

Quarterly  Gender, age, and 
geographical area  

    QA 

Strategic Objective 2:  To harmonize SS and monitoring through developing user-friendly supervision guidelines and tools for effective supervision 
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Category Indicator Indicator definition Frequency of 
measurement 

Level of 
disaggregation 

Baseline 
Value 

Mid-
Term 

5-Year 
Target 

Responsibility 
Center 

Output 2.1.1: 
Partnerships with 
governments, private 
sector, and development 
partners established 

No. of public and private alliances 
(partnerships) established 

MoUs with different agencies  Annual  Technical 
Administrative  
Emergency  

    MoH 
 RRHs  
 Districts  

Output 2.1.1.2: 
Increased participation 
of partners in SS  

Partners participating in CSS at 
various levels  

Funding size for CSS from 
partners  

Annual  Technical 
Administrative  
Emergency 

    MoH 
 RRHs 
 Districts  

No. of joint support plans 
submitted by partners 

% of funding budget allocated to 
CSS 

Annual  Technical 
Administrative  
Emergency 

    MoH 
 RRHs 
 Districts 

No. of partners who participated in 
developing CSS guidelines  

Partner staff attending national, 
regional, and district meetings 
to promote CSS 

Biannual   Development 
partners  

 Public agencies  
 Private 

organizations  

 
TBD 

   MoH 
 RRHs 
 Districts 

Strategic Objective 3: To generate a skilled, dedicated, and highly motivated work force with strict “reward and sanction” accountability mechanisms to conduct SS  

Outcome 
Outcome 3.1: Increased 
number of persons/ 
agencies involved in CSS 

No. of people involved in CSS at 
various levels  

No. of persons  Quarterly   Top management 
 Commissioners  
 Districts Staff and 

LGs Staff 

  
TBD 

 
TBD 

 QA  

 No. of days spent on CSS No.  of days spent per individual   Quarterly   Top Managers 
Commissioners 

 District staff 
 Local 

Government 

    QA  

Intermediate Outcome 
3.1.1: Increased 
involvement of private 
sector personnel in SS 

% of personnel in the private 
sector involved in CSS 

Ratio of total no.  of private 
sector personnel out of total 
personnel involved in SS 

Quarterly  Private sector 
personnel  

 Public sector 
personnel  

TBD TBD TBD 
 

 QA  

No.  of stakeholders investing own 
resources to conduct CSS 

Persons or entities that have 
carried out CSS using own 
resources  

Quarterly    National level  
 Regional level  
 LG level  

TBD 50 100  Country SS 
 Team 

Leaders 
 Program SS 

Teams 
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Category Indicator Indicator definition Frequency of 
measurement 

Level of 
disaggregation 

Baseline 
Value 

Mid-
Term 

5-Year 
Target 

Responsibility 
Center 

Output 3.1.1: Number of 
personnel sanctioned for 
failure to conduct CSS 

No.  of personnel sanctioned out 
of the total number involved in 
CSS 

Persons sanctioned for failure to 
conduct CSS  

Annual  National 
 Regional  
 LGs 

50  
30 

50  Planning 
Department 

Output 3.1.2: Number of 
personnel rewarded for 
conducting effectiveness  

No.  of personnel rewarded for 
conducting effective support 
supervision  

No.  of persons rewarded out of 
total number persons involved 
in CSS 

Annual  National 
 Regional  
 Local 

Governments 
(LGs) 

180 50 150  Planning 
Department 

Output 3.1.3: Auditing of 
CSS report is regularly 
conducted.  

No.  of CSS reports produced and 
audited  
 

An audit of CSS reports  Quarterly  Top management  
 LGs 

TBD    Finance 
Department  

Intermediate Outcome 
3.1.4: Strengthened 
accountability of funds 
spent on CSS 

% of persons without audit of CSS 
accountability report  

% of non-accounted for funds 
out of total funds for CSS 

Annual  Top management 
 Commissioners  
 Districts Local 

governments 
(DLGs)  

    Finance 
Department   

Strategic Objective 4:  To enhance utilization of support supervision data for evidenced-based decision making at all levels of health care delivery  

Output 4.1.1.1: Efficient 
and reliable health 
management information 
system strengthened  

% compliance to HMIS in making 
decisions in CSS 

HMIS is easy to utilize  Quarterly  Top management  
 Regional Districts   
 LGs  

TBD    Planning 
Department  

No.  of timely and quarterly 
reports submitted  

HMIS reports submitted and 
used for making critical 
decisions  

Quarterly   Top  
 regional districts 
 LGs   

    Planning 
Department 

Intermediate Outcome 
4.1.2: Health sector 
support supervision 
flagship functional and 
recognized 

No. of decisions for consultation 
about technical, administrative, and 
emergency issues 

Meetings held with new 
stakeholders on CSS 

Quarterly   TBD    MoH,  
 RRHs 
 District  

Output 4.1.2.1: Health 
management knowledge 
products disseminated 
to various facilities at 
various levels of support 
supervision  

No.  of HMIS knowledge products 
disseminated  

IEC items published in both 
print and broadcast media that 
meet health CSS guidelines 

Quarterly   Public facilities 
 private facilities  

    QA  

No. of stakeholders accessing and 
utilizing HMIS/CSS knowledge 
products 

Persons receiving HMIS 
knowledge products through 
the health sector CSS system   

Annual   Top Management  
 Regional level 
 Districts and  
 Lower LGs   

TBD    National  
 Region  
 District  
 Private 

providers  
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Category Indicator Indicator definition Frequency of 
measurement 

Level of 
disaggregation 

Baseline 
Value 

Mid-
Term 

5-Year 
Target 

Responsibility 
Center 

No. of keynote addresses made at 
high-level events/international 
conferences quoting HMIS/CSS 
data  

Health personnel making a 
presentation at a high-level 
event using HMIS/CSS data  

Annual  National  
 Region  
 District  
 Private providers 

TBD    QA  

Output 4.1.2.3: 
Competent, dedicated, 
and motivated staff in 
place 

No. of staff meeting discussing 
agreed CSS targets   

Health sector staff who have 
attained the set minimum score 
on annual CSS performance 
rating 

Annual  All staff TBD    Human 
Resource 
Department 

 Finance 
Department  

No. of times in years a staff has 
been support supervised  

Average no.  of times health 
staff has been coached/ trained/ 
mentored  

Mid-term and 
Ex-Post 
Evaluations  

 All staff     Human 
Resource 

 Department 
Finance 
Department 

Strategic Objective 5: To enhance advocacy for more resource allocation for the strategy and the health sector  

Outcome 5.1: 
Conducting advocacy 
campaign aimed at 
enhancing budget 
allocation to the health 
sector  

% of national budget allocation to 
health sector  

Increase or reduction in 
proportion of health sector 
budget over the strategy period  

Annual  Discrete   TBD TBD  Finance 
Department  

Intermediate Outcome 
5.1.1: Increased 
sensitization and 
advocacy for 
government to 
understand the role of 
CSS 

Increased recognition of CSS as a 
flagship function for health care 
delivery 

Per capita expenditure on health 
care  

Annual NA 
 

TBD    Finance 
Department  

Intermediate Outcome 
5.1.2: Increased 
recognition of CSS as a 
flagship activity within 
the MoH budget   

% of funds for the health sector 
allocation to CSS 

Funds allocated to support 
supervision as a percentage of 
health sector budget  

      Finance 
Department  

 QA 
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Appendix II: List of MoH Officials Consulted 

Names Designation 

Hon. Jane Ruth Aceng  Minister for Health 

Dr. Diana Atwine  Permanent Secretary 

Ronald Ssegawa Gyagenda  Under Secretary 

Dr. Henry Mwebesa  Director General Health Services  

Dr. Charles Olaro  Director Health Services for Curative Services  

Dr. Joseph Okware  Director Health Services for Health Governance & Regulations  

Dr. John Baptist Waniaye  Commissioner Health Services Emergency Medical Services  

Mrs Kiboko Olobo Petua  Ag. Commissioner Health Services Nursing 

Dr. Byakika Sarah Commissioner Health Services Planning, Financing and Policy 

Dr. Jesca Nsungwa Sabiiti  Commissioner Health Services Maternal and Child Health Services 

Mr Tom Aliti  Commissioner Health Services Health Sector Partners and Multi-Sectoral 
Coordination) 

Dr. Martin Ssendyona  Ag. Commissioner Health Services Standards Compliance Accreditation and Patient 
Protection Department (SCAPP-D) 

Dr. Michael Mulowoza  Reproductive Health (RH) Advisor 

Dr. Julius Amumpe  Quality Improvement Advisor (SCAPP-D) 

Dr. Benson Tumwesigye  Quality Improvement Advisor (SCAPP-D) 

Dr. Betty Atai Ngabirano Systems Improvement Advisor (SCAPP-D) 
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Appendix III: Participants at a Consultative Meeting 

First Name Telephone Organization Title E-Mail 

Dr. Vincent Oketcho 0772664378 Intra Health COP voketcho@intrahealth.org 

Dr. Susan Wandera Kayiizi 0772441483 Intra Health D/COP swandera@intrahealth.org 

Dr. Okware Joseph 0772405094 MoH CHS/QAID okware.joseph@yahoo.com 

Dr. Nassanga Ruth 0772503088 Mpigi DLG DHO nassangaruth@yahoo.com 

Dr. Florence. Tugumisirize 0772486949 Fort Portal RRH HD ftuguminsirize@yahoo.co.uk 

Dr. Matene Chris 0772552633 Mitooma DLG DHO chrismatene@yahoo.com 

Dr. Onyachi Nathan 0772433809 Masaka RRH HD Onyachnathan@yahoo.com  

Dr. Ngobi Aggrey-Byansi 0772410746 SHRH/ Intra Health PO-PM angobi@intrahealth.org 

Dr. Diana Nambatya 
Nsubuga 0772779715 Living Goods Country 

Director 
dnsubuga@livinggoods.org 

Dr. Sekadde Moorine 0783857463 MoH PO-NTLP Moorine.sekadde@gmail.co
m 

Dr. Nyankori Fred 0772689026 UMDPC D/ Registrar nyakorifred@yahoo.com 

Dr. Ssemaganda Elijah 0776574998 HMU Ag.AD elyjahsm@gmail.com 

Dr. John B Waniaye 0772503598 MoH CHS/EMS wanlbu@hotmail.com 

Charles Isabirye 0772893011 SHRH/ Intra Health SA-PST cisabirye@intrahealth.org 

Badru Buyondo 0708560000 SHRH/ Intra Health RHRMO bbuyondo@intrahealth.org 

Augustus Nuwagaba 0772402609 REEV Consult Consultant anuwagaba@yahoo.com 

Charles Rwangoga 0782370783 REEV Consult Consultant charlesrwangoga37@gmail.c
om 
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Appendix IV: The main features of the different levels of supervision 

Level 
Main features 

Frequency Duration Supervisors Supervisees Tools Reporting Responses and follow 
up actions Monitoring and evaluation 

Center to 
district 

Every 4 
months 

At least 
five 
working 
days in 
each 
district 

Multidisciplinary teams: 
MoH senior management, 
the NRHs, the medical 
schools, Institute of Public 
Health, development 
partners, and RRHs. Each 
team should consist of at 
least 3 members with a 
mix of Management, 
Clinical and Public Health 
skills 

District 
leaders, the 
DHMT, 
(HSD), 
NGOs, the 
private 
sector and 
community 
representati
ves 

Checklists 
and HMIS 
returns 

Providing feedback as follows: 
• On-site verbal feedback to the 

supervisees during the process of 
supervision. 

• On-site written feedback in a supervision 
report book at the District Health 
Offices and HSD offices. 

• Immediate verbal feedback to other 
levels. 

• Supervision team 
will work with the 
DHMT to address 
some problems that 
can be solved on 
site.  

• DHO will be 
responsible for 
following up actions 
at the district level. 

• Central level team 
leader will be 
responsible for 
following up actions 
at the central level 

M&E system at MoH to assess: 
 

• Adherence to guidelines, e.g. 
supervision work plans, budgets, 
and schedules 

• Effectiveness of the supervision 
system 

• Achievements of the supervision 
system 

District to 
HSD 

At least 
quarterly  

Two 
working 
days are 
recomme
nded for 
each HSD 

A multidisciplinary team 
constituted from DHT 
members and district 
leaders. It may include 
the Secretary for Health 
and the Assistant Chief 
Administrative Officer 
(CAO) in charge of health 

In-charges 
and staff at 
the HC IV 
heading an 
HSD 

An 
integrated 
checklist 

• On-site verbal feedback: Direct verbal 
feedback should always be given during 
the supervision process. 

• On-site documentation: A written 
report should always be made in the HSD 
supervision report book. 

• Written supervision reports: A brief 
supervision report should be written 
within 2 days by the supervisors and 
copied to the respective HSD, the 
secretary for health, and the CAO. 

• DHMT monthly supervision meetings: 
DHO should organize monthly meetings 
for all managers of HSD to share 
experiences on major supervision findings 
during the previous month. 

• DHO takes overall 
responsibility for 
ensuring that 
supervisors follow 
up on agreed 
actions in the 
different HSD 
supervised. 

• In-charges of HSD 
will be responsible 
for following up 
implementation of 
actions at the HSD 
level. 

DHT should develop a mechanism to 
monitor and evaluate whether:  

 
• the supervisory activities are being   

implemented according to 
schedules. 

•  the supervision system is 
improving compliance with 
standards by service providers. 

• actions are being taken on issues 
identified during the supervision 
visits; etc. 

HSD to 
HFs 

Supervise 
each 
facility in 
the HSD 
every 6 
months 

One 
working 
day 
should be 
devoted 
to each 
health 
facility 

A multidisciplinary team 
constituted from 
supervisors at the HSD, a 
DHT member, and some 
leaders from LC IV (e.g. 
Secretary for health and 
ACAO). 

In-charge 
and staff at 
each health 
facility 

Checklists 
and HMIS 
returns 

• On-site verbal feedback during the 
supervision process. 

• On-site documentation: A written 
report should always be made in the 
supervision report book at the health 
facility. 

• Written supervision reports: Supervisors 
should keep a brief supervision report 

• In-charges of HSD 
take responsibility 
for following up 
recommended 
actions for HFs in 
their respective 
HSD, in close 
collaboration with 

• DHMT and HF in-charges 
meetings assess: 

• Supervision work plans in HSD 
• Dissemination of schedules by 

HSD to units being supervised 
• Adherence to supervision 

schedules 
• Prompt release of supervision 
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Level 
Main features 

Frequency Duration Supervisors Supervisees Tools Reporting Responses and follow 
up actions Monitoring and evaluation 

like the one left at the facility. 
• DHMT monthly supervision meetings by 

DDHS for all managers of HSD to share 
experiences. 

the DDHS, 
Secretary for 
Health and CAO 

resources 
• Effective utilization of resources 
• Actions taken on issues identified 

during the supervision, 
• whether the supervision system is 

making improvements in the quality 
of care, etc. 

Within HF At least 
monthly 

At least 
one day 

 In hospitals, the 
core management team 
together with heads of 
departments. 

 In HCs, the I/C 
and his/her deputy  

All service 
providers 
working in a 
health 
facility 

Checklists 
and HMIS 
returns 

• On-site verbal feedback: Direct verbal 
feedback should always be given during 
the supervision process. 

• On-site documentation: A written 
report should always be made in the 
supervision report book kept in the 
health facility or hospital departments. 

• Monthly senior staff meetings: 
- In hospitals, heads of departments 
should summarize supervision reports 
in the department for monthly senior 
staff meetings. 

- Supervisors at the HC level make a 
brief supervision presentation for 
discussion at monthly staff meetings. 

• The supervisors in 
the health facility 
and in hospital 
departments/ 
sections are 
responsible for 
follow up action 

• There should be a mechanism for 
monitoring and evaluating the effect 
of the supervision using indicators 
such as:   

• Utilization of service data at point 
of collection 

• Good provider-client 
interpersonal relationship 

• Consistent supply of logistics 
• Improved teamwork among staff 
• Actions taken on issues identified 

during supervision 

Community 
health 
activities 

At least 
quarterly 

At least 
one 
working 
day is 
ideal for 
supervisio
n of a 
communit
y health 
activity 

Staff of the HF serving 
that community. 
Supplementary support 
provided by the DHMT; 
local politicians; sub 
county health committees 
(SCHC); project staff 
(such as staff from 
reproductive health 
programs or water & 
sanitation program); and 
community development 
assistants 

Community 
health 
providers 
based in the 
catchment 
area of the 
health 
facility, for 
example 
members of 
VHCs, 
TBAs, 
CHWs, and 
CBDAs 

Discussio
n guide 
and 
observatio
n 
checklists 

• On-site verbal feedback: Direct verbal 
feedback should always be given during 
the supervision process. 

• On-site documentation: The community 
health provider(s) should always make a 
written report in a supervision report 
book. 

• A verbal and written brief should be 
given to other levels responsible for 
providing interventions, e.g. to the 
DHMT, SCHC, or district leaders. 

• Supervisors are 
responsible for 
ensuring that on-
site problem solving 
has been provided 
and interventions 
from other levels 
have also been 
followed up 

• The Supervision system should be 
monitored and evaluated for 
effectiveness on issues such as: 

• Availability of supervision plans for 
community health programs in HFs. 

• Provision for a supervision budget 
at the HF. 

• Adherence to supervision 
schedules. 

• Problems solved during 
supervision. 

• Written reports at the community 
level. 

• Referred issues followed up. 
• Quarterly reports submitted to 

the SCHC and the HSD. 
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Appendix V:  Referral Hospital “Health Regions” of Uganda 

Health region/Zone Location Catchment districts 

1.  Arua Health 
Region/Zone 

Arua 
 

1. Adjumani  
2. Arua 

3. Koboko  
4. Maracha 

5. Yumbe  
6. Moyo 

7. Nebbi 
8. Zombo 

2.  Gulu Health 
Region/Zone 

Gulu 1.Gulu 
 2. Pader 

3. Agago 
4. Kitgum 

5. Lamwo 
6. Amuru 

7. Nwoya 
 

3.  Lira Health 
Region/Zone 

Lira 1.Lira  
2. Amolatar 

3. Alebtong  
4. Dokolo 

5. Apac  
6. Kole 

7. Oyam 
8. Otuk 

4.  Soroti Health 
Region/Zone 

Soroti 1. Amuria 
 2. Soroti 

3. Katakwi 
4. Serere  

5. Kaberamaido 
6. Kumi  

7. Ngora 
8. Bukedea 

5.  Moroto Health 
Region/Zone 

Moroto 1. Moroto 
2.Kotido 

3. Napak  
4. Kaabong 

5. Abim 
6. Nakapiripirit 

7. Amudat 
 

6.  Mbale Health 
Region/Zone 

Mbale 1. Mbale 
2. Bududa 
3. Sironko 
4. Manafwa 

5. Bulambuli  
6. Budaka 
7. Pallisa 
8. Kapchorwa 

9. Kween  
10. Bukwo 
11. Tororo  
12. Butaleja 

13. Busia  
14. Kibuku 

7. Jinja Health 
Region 

Jinja 1. Jinja  
2. Kamuli 
3. Kaliro 

4. Buyende  
5. Iganga  
6. Luuka 

7. Bugiri  
8. Mayuge 
9. Namutumba  

10. Namayingo 
11. Kayunga 
12. Buikwe 

8.  Naguru Health 
Region 

Naguru 1. Kampala  
2. Mukono 
3. Buikwe  

4. Buvuma 
5. Mpigi 
6. Gomba 

7. Butambala 
8. Wakiso 
9. Luwero  

10. Nakasongola 
11. Nakaseke 

9.    Makindye Kiruddu  Makindye Division 

10.  Nakawa Nakawa Nakawa Division 

11.  Kawempe Kawempe  Kawempe Division 

12.  Mubende Health     
Region 

Mubende 1. Mubende 2. Mityana  3. Kibaale 4. Kyegegwa 

13.   Masaka Health 
Region 

Masaka 1. Masaka  
2. Kalungu  

3. Lwengo 
4. Rakai 

5. Bukomansimbi  
6. Lyantonde 

7. Sembabule 
8. Kalangala 

14. Mbarara Health 
Region 

Mbarara 1. Mbarara 
2. Isingiro 
 

3. Ntungamo  
4. Ibanda 

5. Kiruhura 
6. Bushenyi 
7. Buhweju  

8. Sheema  
9. Mitooma 
10. Rubirizi 

15. Kabale Health 
Region 

Kabale 1. Kabale  2. Kisoro  3. Rukungiri 4. Kanungu 

16. Hoima Health 
Region 

Hoima 1. Hoima  
2. Masindi 

3. Buliisa  
4. Kiryandongo 

5. Kiboga 6. Kyankwanzi 
 

17. Toro Health 
Region 

Fort Portal  1. Kabarole  
2. Kyenjojo 

3. Kasese 
4. Ntoroko 

5. Bundibugyo  
6. Kamwenge 

7.Bunyangabu 

 
Source: Adopted from Referral Hospital “Health Regions” of Uganda: In the SMI Revitalization Strategic Plan- 2015-2020 (MoH 

2014) 
 
 
 


