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OPERATIONAL DEFINITIONS  

 

• Quality: Performance or service that meets the expectations (standard) of the consumer 

• Service Standard: The specification of the nationally accepted (minimum)  level of services to 

be provided by level of Health provision ( promotion, prevention, care and rehabilitation).   

• Service Delivery Standard: The specifications of the nationally accepted inputs and processes 

to deliver the key outputs in the health sector. They describe the manner on which the service 

will be delivered.   

• Health professional or service provider: A trained individual with knowledge and skills to 

provide preventive, curative, promotional or rehabilitative health care in a systematic way to 

people, families or communities( e.g., doctors, nurses, midwives, pharmacists and 

paramedical staff).  

• Standard: What is accepted or agreed on to be provided to  meet the expectations of the 

client   

• Quality Improvement: Application of a systematic approach and techniques that lead to 

change to the expected level of performance. 

• Quality statement:  A concise statement of a prioritized aspect of a standard that describes 

what is required to ensure measurable quality of care for children and adolescents  

• Quality of care: Is “the extent to which health care services provided to individuals and 

patient populations improve desired health outcomes. In order to achieve this, health care 

must be safe, effective, timely, efficient, equitable and people-centred”  

• Standard of health provision or health management: Is a general description of what is 

expected to be provided to achieve high- quality care in each domain of the framework. It 

has two main components: the quality statements and quality measures  

• People:   Throughout the Health and Care Standards and supporting guidance the term 

‘people’ is used. This is intended to include: those who use healthcare services; their parents, 

guardians, caregivers and family; their nominated advocates; potential users of healthcare 

services. The term ‘people’ is used in general throughout this document but occasionally the 

term ‘patient’ is used where it is more appropriate.  

• Client: Individuals and institutions that use the services provided. Internal clients are the staff 

while the external clients are those benefiting   

• Health Services: Activities related to the wellbeing of a person(s). This term includes the role 

of institutions individuals, and other health related service providers .  
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FOREWORD  

 

The World Health Organisation (WHO) recommends developing and implementing national 

quality health service standards and monitoring systems as one of the actions necessary to 

make progress toward Universal Health Coverage (UHC) by 2030, The Ministry of Health 

(MoH) therefore prioritises development and effective implementation of health standards, 

as a critical area of focus for every aspect of health service delivery in the country.  

This third edition of MoH Health Service Standards has been developed to provide a more 

guidance on implementing the health service standards in the health sector for both public 

and health service providers. The standards-driven approach is key in defining the quality of 

services provided and is more important in facilitating coming-up with possible solutions to 

mitigate gaps occurring in the national healthcare system.   

The Ministry of Health has taken steps to conduct rigorous Health Facility Quality of 

Healthcare    Assessment Program (HFQAP) in the country. I have confidence that the 

development of the MoH Comprehensive Health Service Standards Manual shall add value 

to the assessment being undertaken in the health sector. Special attention has to be given 

to creating awareness and effective implementation of health service standards at all level 

of care and support in the Uganda including the community.   

The relevance of monitoring and evaluation of implementing health service standards 

cannot be over emphasised. The MoH implores all stakeholders involved in implementing 

health service standards to build capacity and effort to improve documentation, reporting 

and general use of data for quality improvement as we implement health service standards 

in the country. 

I wish to take this opportunity to express my appreciation to all the different actors that have 

made the development of the MoH Comprehensive National Health Service Standards 

Manual a reality. I believe, with hope, that the purpose for which this work has been done 

shall be achieved.   

 

For God and My Country  

 

Dr. Henry G. Mwebesa 
DIRECTOR GENERAL HEALTH SERVICES     
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CHAPTER 1:  INTRODUCTION 

 

1.1 About the standards 

In 2020, Government of Uganda agreed to update the “Uganda Comprehensive Health Service 
Manual”.  This provided an opportunity to align standards with current global guidance and 
priorities underpinning the planning and provision of healthcare services in the country.  These 
updated Standards are still designed to be implemented in all health care organisations, settings 
and locations, and by all providers and services in Uganda.  

The Comprehensive Health Service standards Manual aims to ensure that patients and service 
users receive comprehensive health care that meets their individual needs, and considers the 
impact of their health issues on their life and wellbeing. It furthermore aims to ensure that risks 
of harm for patients during health care are prevented and managed through targeted 
strategies.  Comprehensive health care is the coordinated delivery of the total health care 
required by a patient. This care is aligned with the patient’s expressed goals of care and healthcare 
needs, considers the impact of the patient’s health issues on their life and wellbeing, and is 
clinically appropriate. 

Within this manual, a standard is a statement of an expected level of service which demonstrates 
delivery of person-centred, safe and effective health care, and promotes understanding, 
comparison and improvement of that care.  The Standards will be used for national consistency 
and for local improvement.  Every person in Uganda who uses health services or supports others 
to do so, whether in hospital, primary care, their community or in their own home has the right 
to receive excellent care as well as advice and support to maintain their health.  All health services 
in Uganda need to demonstrate that they are doing the right thing, in the right way, in the right 
place, at the right time and with the right staff.  The standards come into force from 1st June 2021.  

Uganda prioritises quality as a way of reinforcing human rights- based approaches to health.  Yet, 
evidence from shows that health services are highly fragmented, poorly coordinated and uneven 
in quality.  Ugandans often find health care services unsatisfactory and unacceptable because of 
perceived lack of sensitivity to their needs including imposition of the ethical values of health 
providers. Though pockets of excellent practice exist, overall, services need significant 
improvement hence the need to move towards a standards-driven approach to improve the 
quality of care for all people. 

1.2 Legislative Framework  

The Ministry of Health (MoH) is mandated and permitted, under the Local Government (LG) Act 
(1997), to set national standards to guide health service delivery, as well as the quality of health 
care in the country. Every practice or procedure in health service delivery shall be governed these 
standards.  The MoH is required to keep the standards under review and may publish amended 
statements whenever it considers it appropriate.  

Service delivery in Uganda is through tiered hierarchical levels of care with increasing scope and 
complexity from the Village Health Teams (VHTs) at community level to the national referral 
hospitals. In between these levels are Regional Referral Hospitals (RRHs) and general hospitals, 
and Health Centres (HC) IV, III, and II. Other centrally supporting services are through private or 
semi-autonomous institutions such as National Medical Stores (NMS), Joint Medical Stores (JMS), 
the National Blood Bank, Uganda Virus Research Institute and the NDA, among others.  
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1.3 Purpose of the standards 

These standards set out the expectations that all services should be patient centred and driven 
by their needs. These Health and Care Standards shall form the cornerstone of the overall quality 
assurance system within the national health system in Uganda. The main purpose of the standards 
is to provide a defined reference entity for the gaps in the national health system and direction 
for improvement towards meeting the expectations of the consumers.  The standards shall be the 
centre of focus for equitable, effective and safe healthcare services in Uganda. This commits all 
health service providers towards: 

 

1. Providing the highest possible quality care 
and excellent experience so that users have 
positive impressions that they receive care in 
safe, supportive and healing environments 

2. Placing people at the centre of everything 
that the service does to improve health 
outcomes and reducing inequalities  

3. Getting high value from all health services by 
reducing inappropriate variation in using up to 
date evidence-based practices consistently 
and transparently 

4. Promoting co-production of Health by public, 
patients and professionals as equal partners 
so that people understand and are involved in 
their care and are enabled to contribute fully 
to their own health and wellbeing  

5. Help people in charge of services identify 
what they are doing well, and where they 
need to improve for day-to-day services to be 
effective and safe. Service standards should 
facilitate assessment for QoC, recognise 
improvement and also enable gaps to be 
addressed   

 

 

1.4 What is new in these standards  

The Ministry of Health and other key stakeholder developed a core list of health service standards 
in the previous version of the National Service Standards (2016) for the Health Sector.  These 
standards still remain pertinent and are considered to drive impact on the current health 
outcomes.  This updated version has considered the following undertakings in the health sector.  

• The manual has particular focus on disease prevention, health promotion, and education. There are  
new adapted WHO guidelines  that explore the provision of health services to the on-going needs of 
people in the community.  The 3rd Sustainable Development Goal (SDG) brings forward global guidance 
and newly developed standards towards improving QoC for Reproductive health, maternal, the new-
born child and, adolescent health care (RMHCAH).  This created opportunity to incorporate the 
RMNCH new health service standards, as well as service standards for the elderly in the newly added 
section for age specific care service standards. The manual further expounds on service standards for 
the persistent challenge of communicable diseases of HIV, TB and Malaria on one side and on the other 
side, the emerging non-communicable diseases (NCDs) in the health sector.  

• In this updated version, these standards have been systematically re-structured according to the  levels 
and service delivery levels.  The revised guidelines thus move from standards along topics of WHO 
health system building blocks toward standards for the health system out-comes at service 
management levels (district and health facility management) and services delivery.  Implementing the 
standards at management level will be critical for the system to support quality-driven healthcare 
within the dictum that quality grows from inside organisations - it cannot be imposed.  This is in line 
with the arrangement in other quality guidelines and tools 
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• Client focused health service standards have been prioritised and these shall provide the specific, 
significant changes and processes needed to improve quality and the experience of care. Client 
centred care is prioritised because it is being carried out by a minority of providers in the country and 
yet it is indicated in the current drive to reduce the rising disease burden of preventable communicable 
and non-communicable conditions.  This further encourages community participation in health service 
management to improve the QoC in the health sector. 

• The current approach requiring Community Health Department at RRHs to support districts in the 
region has been considered in the manual especially for the operational process of implementing the 
health service standards. The newly created super specialised health service delivery centres are a 
reflection on the wide scope for service standards that requires to be addressed. The comprehensive 
work on service standard is certainly likely to end-up with a voluminous tool which may not be practical 
to use by the health service providers but shall require to consider to develop a digitalised web-based 
version where all details are available and accessible to the different stakeholders by a click of a button. 

1.5 Intended Users  

The health service standards are the primary foundation for health service delivery in-order to 
meet the expectations of the health service consumers.  The standards are expected to be 
implemented across a wide range of health service delivery levels of care and support centres at 
national and subnational levels in the national  health system. 

• Health Service providers in both public and private health facilities are primary implementers 
of health service standards. They are expected to appreciate, implement and even monitor 
the implement the health service standards at all level of care and support in the health sector.  
Health service standards have to be linked to QoC in order to improve quality of services in 
the country.  

• Health service providers  are expected apply service standards in the clinical audits and other 
quality improvement approaches to demonstrate the required change in quality of care to 
meet the desirable health outcomes. 

• Health policy makers, managers, supervisors and providers use the health service standards 
to monitor and supervise health service delivery in the health sector . The Service Standard 
manual should facilitate  this process to enable relevant tool to be developed and 
implemented in order to assess -quality of service delivery  being provided and highlight areas 
for improvement.;  

• The Health Professional Councils shall use the health service standards to ensure that quality 
of health care services are implemented more especially in the private health care sector of 
the national health system. The health service standard manual shall be used to support this 
process and subsequently improve the QoC among the private health service providers.  

The target audience for this manual thus include but not limited to: Policy makers at national and 
sub-national level; District Leadership (political and administrative); Health managers at national, 
district and facility levels; Health Development Partners (HDPs);  Line-ministries, Departments and 
Agencies (MDAs) related to the health sector; Public and Private Health Institutions and Providers; 
Health Professional Councils and Associations; Health Training Academic institutions; Civil Society 
Organizations (CSOs); Community based organizations (CBOs) and; Health service users  
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1.6 Structure and Components of the Updated Standards Manual 

There are two main sections of the quality standards manual: The Health Service Standards by 
delivery level provides the minimum standards a facility (based on the national referral tiers) 
needed to by the facility to provide the basic services packages and is located in Section 2.  Section 
3 provides the Service Delivery standards arranged in seven domains shown below.  These 
domains have been prioritised as critical areas for quality improvement in the country to enhance 
practice towards revitalising primary health care and achieving universal health care coverage. 

 

 

 

Note:  Standards for referral Hospitals, Community health departments and national level 
are not part of this document because they are being updated as an electronic based version   

Figure 1:  Lay out of Document 

Health Management:   Health Services Management  

Minimum Health Care Packages 

 

Chapter 3:   

Health Service  
Standards by 
Domain of Health 
Care Services 

Chapter 2:  

Health Service 
Standards by Level 
of Health Service 
delivery   

Chapter 1: 
Introduction 

Community Health Services: Provides basic package 
of services delivered at community level 

Health Facility Minimum Health care Package : Provides 
basic package of services delivered at the community 
level  

District Health services Management : Provides the quality 
standards for delivery of districts level services 

Health Facility Management :  Provides quality standards for 
health facility (whether hospital or any level of health centre) 
governance, leadership and management.  

Ancillary/Support Services Management:  Provides 
quality standards for the ancillary and supportive 
services and is linked to Domain D  

Client centred Care: Provides quality standards for all 
health care providers in provision of client centred care. 

Age-Specific Health Care:  Provides quality standards for 
additional consideration based on specific age groups 
within client centred care  

Chapter 4:   

Health Service 
Standards  Delivery 
Framework 
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1.7 Application of the Standards 

The standards of care manual is intended to serve as a resource for policy-makers, health care 
professionals, health service planners, programme managers, regulators and professional bodies 
or technical partners involved in care, to help plan, deliver and ensure the quality of health service 
delivery. These standards help to improve quality by using measures of best practice to identify 
priorities for improvement, and can provide information on how best practice can be used to 
support high-quality care or services.  Although the standards are not targets, technical programs 
should have due regard to them when designing and delivering interventions, as part of 
strengthening continuous improvement in quality.  Organisations from the private sector may 
also consider using the quality standards to ensure that the services they provide are of high 
quality over the next 5 years.  

These standards do not set out specific clinical practice detail, which are described in clinical 
guidelines, Standard Operating Procedures (SOPs) and care protocols.  Clinical guidelines that 
apply in Uganda include the relevant suite of National Clinical Guidelines from the different 
programs or departments, from self-coordinating agencies with specific statutory functions (e.g., 
NDA, NMS) and professional bodies (e.g., the professional councils).  The standards do not cover 
all legislative requirements and compliance with these standards does not indicate compliance 
with legislation.  However, all these have a common purpose to protect service users and to drive 
improvements in services provided to them. Therefore, these National Standards complement 
the work of other health regulatory bodies for this purpose and application of the standards shall 
result into:  

• Transparency and accountability in service delivery.  
• Appropriate information for the planning and decision making process.  
• Fairness and equity in service provision.  
• Harmonization of SDS and citizen expectations across LGs.  
• Building a culture of quality management.  
• Management of expectations of the clients.  
• Regulation, management and control of public and private service providers.  
• Can be used in day-to-day practice to encourage a consistent level of quality and safety 

across the country and across all services.  
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CHAPTER 2: HEALTH SERVICE STANDARDS BY LEVEL OF HEALTH-CARE 

FACILITY  
Please note that both the number of each type of facility and the staffing levels shown in the table below  are as of December 2020. The 
Ministry is now developing a revised the National Health Policy and so the numbers, levels and types of staff may change over time.  

Level Target  No. of beds Staffing Health Care Services Provided 
Basic Buildings  

Infrastructure requirements are available in the MoH Health Infrastructure designs 

VHT  Village  
(1,000 people) 

0  5 Community based preventive and promotive health services, 
surveillance/screening for diseases, referral, treatment support.  

Community based provision with home visits 

HC II  Parish  
(5,000 people) 

2 (Emergency 

delivery) 
4  

 

In addition to above Preventive, promotive, outpatient, curative 
health services and emergency delivery.  

Outpatient Dept, Emergency delivery room, Placenta pit, medical waste pit. 4 Staff 
housing units and ancillary structures 

HC III  Sub-county 
(20,000 people) 

14 (4 maternity, 
4 children, 4 

Female, 2 Male) 

19  In addition to above Preventive, promotive, outpatient, 
curative, maternity, inpatient, laboratory services.  

Outpatient Dept, Emergency delivery room, Placenta pit, medical waste pit, 10 Staff 
housing units and ancillary structures 

HC IV  County  
(100,000 people) 

24 
(8 Maternity, 6 

Children, 6 
Female, 4 Male) 

50  In addition to above, obstetric ultrasound, emergency / simple 
surgery (caesarean sections and lifesaving surgical operations), 
blood transfusion services and mortuary.  

Outpatient Department, Drug store with HSD offices, Operation theatre, Maternity, 
General ward (well partitioned for male, female and paediatrics),  Mortuary, Placenta 
pit and medical waste pit, Incinerator 
18 Staff housing units and ancillary structures 

General  

Hospital  

District  
(500,000 
people) 

100 – 250 
(25 ObGy, 25 

Paediatrics, 25 
Medical, 25 

Surgery) 

185  In addition to above provides services for general medical and 
surgical conditions1, specialist services in Medicine, Surgery, 
Paediatrics, Community Medicine; and Obstetrics & 
Gynaecology, Laboratory and radiology, Community/public 
Health department It also provides in-service training and basic 
research.  

Medical Buildings,  isolation wards, Outpatient Department (laboratory, pharmacy, 
emergency), Administration offices, Operation theatre (2 rooms), Female ward (>15 
beds), Male ward (>15 beds), Paediatric ward (>15 beds) o Maternity ward (> 15 
beds), Mortuary, Placenta pit and medical waste pit, Incinerator, Support Services 
(Stores, Kitchen, Laundry, Central Sterile Supply Dept), 80 Staff housing units and 
ancillary structures 

Regional  

Referral  

Hospital  

(RRH)  

Region  
(2 million 
people)  

500 350  In addition to above provides psychiatry, ear, nose and throat, 
ophthalmology, dentistry, intensive care, radiology, pathology, 
higher level surgical and medical services.  It also provides in-
service and pre-service training and internship.  

Administration offices, Outpatient Dept (with lab,  pharmacy, emergency), Intensive 
Care Unit, Radiology, Operation theatre (2 rooms), Female ward (at least 15 beds), 
Male ward (>15 beds), Paediatric ward (>15 beds), Maternity ward (>15 beds), 
Community/Public Health department, Infectious disease isolation ward, 
Mortuary, Placenta pit and medical waste pit, Incinerator, Support Services (Stores, 
Kitchen, Laundry, Central Sterile Supply Department, Maintenance workshop), 200 
Staff housing units and ancillary structures 

Specialist 
and 
National  

Referral  

Hospital  

National 
(10 million 

people) 

Minimum  

600  

1,500  In addition to above provides Super specialist services e.g. Nephrology, Neurology, Endocrinology and Metabolic Diseases, Gastroenterology, 
Respiratory Medicine, Neonatal care, Intensive care, Nuclear medicines, Neurosurgery and Cardiothoracic surgery. Diagnostic services e.g. MRI and CT 
Scan, Advanced clinical laboratory services in Microbiology, Haematology, etc. In addition, provides postgraduate and under graduate training, 
internship and advanced research.  
The standards for  this level are detailed and per case   

 
1 World Health Organization, The Hospital in Rural and Urban Districts, WHO TRS 819, Geneva, 1992.  
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CHAPTER 3: HEALTH SERVICE STANDARDS BY 

DOMAIN OF HEALTH CARE SERVICE 

 

A. Community Health Services  
Rationale 

Community health services are the broad range of services that are provided outside of the health facility system, 
mainly by the Village Health Team (VHT), but also include outreaches, home visits and community emergency 
responders provided by other community health workers in the private sector.  The VHT comprises of village 
health workers (VHW) or community health workers (CHW) who chosen by and responsible to the community’s 
members in their villages of residence. They are the frontline public health workers serving as a 
liaison/link/intermediary between health facility services and the community to facilitate demand, access, quality 
and cultural competence of service delivery.   They build individual and community capacity by increasing health 
knowledge, self-sufficiency and collective action through a range of activities such as home visiting outreach, 
community education, informal counselling, social support and advocacy.  

Package Standard 

A.1. Health promotion and education 
in the community  

1.1. Early antenatal care attendance and 
obstetric risk factors. 

1.2. ORT preparation and administration. 
1.3. Routine Immunization. 
1.4. STI /HIV/AIDS prevention. 
1.5. TB prevention and early care seeking  
1.6. Malaria prevention and control. 
1.7. Prevention of home injuries and 

accidents. 
1.8. Prevention of zoonotic diseases and 

other disease outbreaks or epidemics. 

A.2. Environmental Health and 
Sanitation  

2.1. Home visiting and educate the 
community on model homes 

2.2. Promote personal hygiene and 
environmental sanitation.  

2.3. Organize community sanitation days.  

A.3. Sexual and Reproductive Health 
Services and Rights  

3.1. Home visit to support ANC and PNC, 
recognition of danger signs, referral.  

3.2. Distribute community RH supplies  

A.4. Management of Common 
Childhood Illnesses  

4.1. Integrated Community Case 
Management (ICCM)  

4.2. Appropriate referral  

A.5. Immunization Services  

5.1. Mobilising community to attend 
integrated outreach services.  

5.2. Participate in outreach activities. 

A.6. Nutrition Services  

6.1. Infant and young child feeding 
counselling services including; 

• The Baby Friendly Community 
Initiative for breastfeeding. 

• Growth monitoring and Promotion 
services for U5. 

6.2. Participate in Child Days Plus. 
6.3. Case management 

• Screening malnutrition with MUAC  

• Monitoring the use of RUTF 

• Referral of malnourished cases 

• Management of underweight using 
the PD Hearth approach 

6.4. Follow up on Micronutrient 
supplementation  

6.5. Food Nutrition and health 
education/promotion  

6.6. Establish community support groups for 
improved nutrition services  

6.7. Establish food demonstration gardens.   

A.7. Integrated Essential Clinical 

care  
7.1. Identify patients with severe/danger 

signs in the community and refer them 
to nearby healthy facilities.  

7.2. First Aid services.  
7.3. Follow up patients who have been 

discharged from the health facility and 
those on long term treatment.   

7.4. Manage patient referral arrangements 
(e.g., Bicycle Ambulance).  

A.8. Prevention and Control of 
Communicable Diseases  

8.1. Participate in Home Based Care.  
8.2. Community Based Directly Observed 

curative and preventive Treatment.  
8.3. Identify, collect sputum/refer persons 

with chronic cough.  
8.4. Tracing and linking contacts of TB and 

preventive treatment 
8.5. Referral of TB patients/ samples for 

treatment response monitoring 
8.6. Home based malaria preventive.  
8.7. Screening, identification and referral of 

persons with other diseases 
communicable disease  

A.9. Prevention and Control of Non-

Communicable Diseases  
9.1. Health Education on prevention of Non-

Communicable Disease (NCDs).  
9.2. Identify and refer persons with NCDs.  
9.3. Community sensitization on disability, 

injury, eye and ear care.  
9.4. Identify and refer individuals with 

rehabilitation needs.  
9.5. Support early mental illness treatment  
9.6. Public education on Mental Illness.   
9.7. Psychosocial support for mental illness.  

A.10. Community Based Management 
Information System for VHTs 

10.1. Manage village registers and village 
maps.  

10.2. Record and report births, deaths and 
disabilities in the community   

10.3. Promote household sanitation facilities 
(latrine and hand washing facilities). 
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B. Health Facility Minimum Health-care Package  
 

 Health Centre Hospital 

II III IV Gen RR NR 

B.1. Health Promotion and Education Services         

1.1. Health promotion and education services to raise public awareness 

of personal and community responsibility for better health (Raise 

Health Literacy levels).  

 

✓ ✓ ✓ ✓ ✓ ✓ 

1.2. Community education on early detection and prevention of 

communicable diseases and non-communicable diseases.  

 
✓ ✓ ✓ ✓ ✓ ✓ 

1.3. Training model homes.   ✓ ✓     

1.4. Advocacy for identified health issues.   ✓ ✓ ✓ ✓ ✓ ✓ 

1.5. Community mobilization for the utilization of health services.   ✓ ✓ ✓ ✓ ✓ ✓ 

1.6. Implement health campaigns.   ✓ ✓ ✓ ✓ ✓ ✓ 

1.7. Dissemination of IEC materials   ✓ ✓ ✓    

1.8. Supervision of VHTs   ✓ ✓ ✓    

B.2. Environmental Health and Sanitation Services         

2.1. Education on environmental sanitation in households, institutions 

and public places.  

 
✓ ✓ ✓ ✓   

2.2. Promotion of personal hygiene practices in households, institutions 

and public places.  

 
✓ ✓ ✓ ✓ 

✓ ✓ 

2.3. Establish and demonstrate community-appropriate sanitation 

technologies.  

 
✓ ✓ ✓ ✓   

B.3. School Health Services         

3.1. Participate in the joint planning for school health programs.   ✓ ✓ ✓ ✓   

3.2. Implementation framework of the School Health policy.   ✓ ✓ ✓ ✓   

3.3. School Health outreaches.   ✓ ✓ ✓ ✓   

B.4. Epidemics and Disaster Preparedness and Response (IDRS)        

4.1. Disease surveillance   ✓ ✓ ✓ ✓ ✓ ✓ 

4.2. Reporting notifiable conditions, events and diseases per the IDSR 

protocols.  

 
✓ ✓ ✓ ✓ ✓ ✓ 

4.3. Investigations of epidemics.      ✓ ✓ ✓ 

B.5. Reproductive, Maternal, Neonatal, Child and Adolescent Health         

5.1. Antenatal care        

5.1.1. Registration, examination and Blood Pressure recording.   ✓ ✓ ✓ ✓ ✓ ✓ 

5.1.2. Routine lab tests for pregnant mothers    ✓ ✓ ✓ ✓ ✓ 

5.1.3. Identification of high-risk cases.   ✓ ✓ ✓ ✓ ✓ ✓ 

5.1.4. Nutrition Assessment and Counselling.   ✓ ✓ ✓ ✓ ✓ ✓ 

5.1.5. Provision of iron, folic acid and Tetanus Toxoid immunization.   ✓ ✓ ✓ ✓ ✓ ✓ 

5.1.6. Treatment of common illnesses in pregnancy.   ✓ ✓ ✓ ✓ ✓ ✓ 

5.1.7. Intermittent Presumptive Treatment for malaria.   ✓ ✓ ✓ ✓ ✓ ✓ 

5.1.8. Routine ANC distribution of LLINs for pregnant mothers.   ✓ ✓ ✓ ✓ ✓ ✓ 

5.1.9. HIV Counselling and Testing for eMTCT.   ✓ ✓ ✓ ✓ ✓ ✓ 

5.1.10. ARVs for eMTCT    ✓ ✓ ✓ ✓ ✓ 

5.2. Emergency basic obstetric care services;         

5.2.1. Normal deliveries (emergencies only).   ✓ ✓ ✓ ✓ ✓ ✓ 

5.2.2. Partograph use, labour monitoring and action   ✓ ✓ ✓ ✓ ✓ 

5.2.3. Manual Vacuum Extraction     ✓ ✓ ✓ ✓ ✓ 
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 Health Centre Hospital 

II III IV Gen RR NR 

5.2.4. HIV Counselling and Testing for eMTCT.   ✓ ✓ ✓ ✓ ✓ ✓ 

5.2.5. Management of minor obstetric complications according to Life 

Saving Skills guidelines.  

 
✓ ✓ ✓ ✓ ✓ ✓ 

5.2.6. Management of minor obstetric complications      ✓ ✓ 

5.2.7. Referral of obstetric cases / emergencies to higher level.   ✓ ✓ ✓ ✓ ✓  

5.3. Comprehensive obstetric care services;         

5.3.1. Emergency surgical obstetric services (Caesarean Section and 

Blood transfusion)  

 
  ✓ ✓ ✓ ✓ 

5.3.2. Identification and management of maternal infections        

5.3.3. Assisted deliveries (Breech, Vacuum extraction etc.)     ✓ ✓ ✓ ✓ 

5.3.4. Comprehensive Post abortion care     ✓ ✓ ✓ ✓ 

5.4. Newborn Care        

5.4.1. Health education talks to clients at Antenatal clinics, Maternity, 

postnatal ward and family planning clinics.  

 
✓ ✓ ✓ ✓ ✓ ✓ 

5.4.2. Resuscitation and management of the newborn.   ✓ ✓ ✓ ✓ ✓ ✓ 

5.4.3. Care of small and sick newborn      ✓ ✓  

5.4.4. Management of premature     ✓ ✓ ✓ 

5.5. Postnatal care        

5.5.1. Implementation of the 12 steps to successful breastfeeding.   ✓ ✓ ✓ ✓ ✓ ✓ 

5.5.2. HIV Counselling and Testing for eMTCT.   ✓ ✓ ✓ ✓ ✓ ✓ 

5.5.3. ART for eMTCT   ✓ ✓ ✓ ✓ ✓ ✓ 

5.5.4. Examination of mother at 6 hours, 6 days, 6 weeks, 6 months.   ✓ ✓ ✓ ✓ ✓ ✓ 

5.5.5. Refer of complicated Post-natal cases to the next level.   ✓ ✓ ✓ ✓ ✓  

5.6. Child Health Services.         

5.6.1. Growth Promotion and Monitoring.   ✓ ✓ ✓ ✓ ✓ ✓ 

5.6.2. Treatment of childhood illnesses following IMNCI guidelines.   ✓ ✓ ✓ ✓ ✓ ✓ 

5.6.3. Counselling caretakers and follow up of malnourished children.   ✓ ✓ ✓ ✓ ✓ ✓ 

5.6.4. Health Education on Early Child development   ✓ ✓ ✓ ✓ ✓ ✓ 

5.6.5. Immunisation    ✓ ✓ ✓ ✓ ✓  

5.7. Family Planning Services;         

5.7.1. Family Planning counselling.   ✓ ✓ ✓ ✓ ✓ ✓ 

5.7.2. Family Planning methods (short term, oral and emergency).   ✓ ✓ ✓ ✓ ✓ ✓ 

5.7.3. Family Planning methods (long term).    ✓ ✓ ✓ ✓ 

5.7.4. Management of minor gynaecological problems.   ✓ ✓ ✓ ✓ ✓ ✓ 

5.7.5. Referral of Gynaecological problems where indicated.   ✓ ✓ ✓ ✓ ✓  

5.8. Adolescents Reproductive Health Care Services        

5.8.1. Family Planning (short term, oral and emergency).  ✓ ✓ ✓ ✓ ✓ ✓ 

5.8.2. Condom distribution    ✓ ✓ ✓ ✓ ✓ ✓ 

5.8.3. Health education on RMNCAH    ✓ ✓ ✓ ✓ ✓ ✓ 

5.8.4. STI/HIV/AIDS counselling, prevention and treatment.   ✓ ✓ ✓ ✓ ✓ ✓ 

5.8.5. Tetanus Toxoid immunization and Human Papilloma Virus.   ✓ ✓ ✓ ✓ ✓ ✓ 

5.8.6. Adolescent friendly corners.   ✓ ✓ ✓ ✓   

B.6. Immunization Services         

6.1. Vaccination daily as per UNEPI schedule.   ✓ ✓ ✓ ✓ ✓ ✓ 

6.2. Immunization outreaches and campaigns.   ✓ ✓ ✓ ✓   

6.3. Health education on the benefits of immunization.   ✓ ✓ ✓ ✓ ✓ ✓ 

B.7. Nutrition Services         
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 Health Centre Hospital 

II III IV Gen RR NR 

7.1. Infant and young child feeding counselling services         

7.1.1. 16 requirements of Baby Friendly Hospital Initiative;  ✓ ✓ ✓ ✓ ✓ ✓ 

7.1.2. Growth monitoring and Promotion using the child health card   ✓ ✓ ✓ ✓ ✓ ✓ 

7.1.3. Lactation management and counselling    ✓ ✓ ✓ ✓ ✓ 

7.1.4. Anthropometric Nutrition Assessment.   ✓ ✓ ✓ ✓ ✓ ✓ 

7.1.5. Participate in commemoration of the World breastfeeding week    ✓ ✓ ✓ ✓ ✓ 

7.1.6. Child Days Plus static and outreach posts.    ✓ ✓ ✓ ✓ ✓ 

7.2. Case management        

7.2.1. Therapeutic feeding services based on IMAM guidelines    ✓ ✓ ✓ ✓ ✓ 

7.2.2. Micronutrient supplementation for mothers and their children.   ✓ ✓ ✓ ✓ ✓ ✓ 

7.2.3. Food Nutrition and health education/promotion  ✓ ✓ ✓ ✓ ✓ ✓ 

7.2.4. Supplementary feeding services      ✓ ✓ ✓ ✓ 

7.2.5. Food and medicine dietary management for patients     ✓ ✓ ✓ ✓ 

7.2.6. Parenteral and enteral nutritional services       ✓ ✓ 

7.2.7. Therapeutic feeding – ITC and OTC services (OPD/ ward, etc.)       ✓ ✓ 

7.2.8. Dietetic counselling and management in the different specialized 

wards/clinics like the renal, diabetic, and others  

 
    ✓ ✓ 

7.3. Distribution of nutrition IEC materials.   ✓ ✓ ✓ ✓ ✓ ✓ 

7.4. Community nutrition support and follow up - establish community 

support groups  

 
✓ ✓ ✓ ✓ ✓ ✓ 

7.5. Establish food demonstration gardens   ✓ ✓ ✓ ✓ ✓ ✓ 

7.6. Refer complicated malnutrition cases for treatment.   ✓ ✓ ✓ ✓ ✓ ✓ 

7.7. Follow up of malnourished children through home visiting.   ✓ ✓ ✓ ✓ ✓ ✓ 

B.8. Prevention and Control of Communicable Diseases         

8.1. STIs/HIV/AIDS services;        

8.1.1. Health Education on STIs/HIV/AIDS.   ✓ ✓ ✓ ✓ ✓ ✓ 

8.1.2. HIV Counselling and Testing (HCT).    ✓ ✓ ✓ ✓ ✓ ✓ 

8.1.3. Syndromic diagnosis and treatment of STIs    ✓ ✓ ✓ ✓ ✓ ✓ 

8.1.4. Promote and provide condoms to prevent STIs/HIV/AIDS.   ✓ ✓ ✓ ✓ ✓ ✓ 

8.1.5. Home Based Care for HIV/AIDS patients.   ✓ ✓ ✓ ✓ ✓ ✓ 

8.1.6. Diagnosis of HIV/AIDS      ✓ ✓ ✓ ✓ 

8.1.7. Treatment of HIV/AIDS     ✓ ✓ ✓ ✓ ✓ 

8.1.8. Appropriate referral for STI/HIV/AIDS care   ✓ ✓ ✓ ✓ ✓ ✓ 

8.2. TB prevention and control services;         

8.2.1. Health Education for TB prevention and control services.   ✓ ✓ ✓ ✓ ✓ ✓ 

8.2.2. Sputum collection and referral to testing centres  ✓ ✓     

8.2.3. Sputum examination      ✓ ✓ ✓ ✓ 

8.2.4. Health education and contact tracing  ✓ ✓ ✓ ✓ ✓ ✓ 

8.2.5. Tracing irregular attendees and defaulters   ✓ ✓ ✓ ✓ ✓ ✓ 

8.2.6. TB preventive treatment for TB patient contacts and PLHIV and 

other persons considered at increased risk of TB disease   

 
 ✓ ✓ ✓ ✓ ✓ 

8.2.7. Facility based and community-based DOT for patients on TB 

treatment 

 
✓ ✓ ✓ ✓ ✓ ✓ 

8.2.8. HIV testing for all presumptive and confirmed TB patients    ✓ ✓ ✓ ✓ 

8.2.9. TB treatment initiation, adherence support, monitoring response 

and retention to completion of the course 

 
 ✓ ✓ ✓ ✓ ✓ 

8.2.10. ART initiation for all TB/HIV co infected patients    ✓ ✓ ✓ ✓ 
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 Health Centre Hospital 

II III IV Gen RR NR 

8.2.11. TB screening for all patients/people attending the service delivery 

point 

 
✓ ✓ ✓ ✓ ✓ ✓ 

8.2.12. Referral of all persons likely to have TB for appropriate care.   ✓ ✓ ✓    

8.2.13. Treatment response monitoring and testing for resistance for 

patients failing on treatment, previously treated and chronic 

patients 

   

✓ ✓ ✓ ✓ 

8.2.14. Complete referral/linkage of patients with drug resistant TB to 

treatment facilities 

 
✓ ✓ ✓ ✓ ✓ ✓ 

8.2.15. Treatment of patients diagnosed with drug resistant TB     ✓ ✓ ✓ 

8.3. Leprosy Prevention and control:        

8.3.1. Health education and promotion  ✓ ✓ ✓ ✓ ✓ ✓ 

8.3.2. Identification of persons with skin patches  ✓ ✓ ✓ ✓ ✓ ✓ 

8.3.3. Clinical diagnosis of persons with active Leprosy  ✓ ✓ ✓ ✓ ✓ ✓ 

8.3.4. Leprosy Contacts screening and management  ✓ ✓ ✓ ✓ ✓ ✓ 

8.3.5. Treatment initiation and follow up    ✓ ✓ ✓ ✓ 

8.4. Malaria control and prevention services;         

8.4.1. Diagnosis of malaria cases.   ✓ ✓ ✓ ✓ ✓ ✓ 

8.4.2. Treatment following the Uganda Treatment Guidelines.   ✓ ✓ ✓ ✓ ✓ ✓ 

8.4.3. Treatment of simple malaria   ✓ ✓ ✓ ✓ ✓ ✓ 

8.4.4. Treatment of severe malaria    ✓ ✓ ✓ ✓ 

8.4.5. Pre-referral treatment to all complicated cases of malaria    ✓ ✓ ✓ ✓ ✓ ✓ 

8.4.6. Health Education  ✓ ✓ ✓ ✓ ✓ ✓ 

8.4.7. Case follow up where indicated.   ✓ ✓ ✓ ✓ ✓ ✓ 

8.5. Malaria vector control services;         

8.5.1. Distribution of LLINs to the vulnerable.   ✓ ✓ ✓ ✓   

8.5.2. Education on Indoor Residual Spraying.   ✓ ✓ ✓ ✓   

8.5.3. Education on environmental management.   ✓ ✓ ✓ ✓   

8.6. Diseases targeted for eradication / elimination;         

8.6.1. Health education for prevention and control    ✓ ✓ ✓ ✓ ✓ 

8.6.2. Support to community programmes in the catchment area   ✓ ✓ ✓ ✓ ✓ 

8.6.3. Active disease surveillance activities   ✓ ✓ ✓ ✓ ✓ 

B.9. Prevention and Control of Non Communicable Diseases (NCD)        

9.1. Educate community on healthy life style, early disease detection   ✓ ✓ ✓ ✓ ✓ ✓ 

9.2. Screening and treating for NCDs (including sickle cell disease in 

endemic areas) 

 
✓ ✓ ✓ ✓ ✓ ✓ 

9.3. First aid services and referral of clients requiring further care.   ✓ ✓ ✓ ✓ ✓ ✓ 

9.4. Follow up cases and promote community-based rehabilitation   ✓ ✓ ✓ ✓ ✓ ✓ 

B.10. Injuries, Disabilities and Rehabilitative Health services         

10.1. Health Education on injuries and disability.   ✓ ✓ ✓ ✓ ✓ ✓ 

10.2. Identification and referral of People with Disabilities (PWDs).   ✓ ✓ ✓ ✓ ✓ ✓ 

10.3. Provision of First Aid  ✓ ✓ ✓ ✓ ✓ ✓ 

10.4. Prompt and urgent treatment of injuries   ✓ ✓ ✓ ✓ ✓ ✓ 

10.5. Review and follow up of PWDs  ✓ ✓ ✓ ✓ ✓ ✓ 

10.6. Management and Rehabilitation of people with injuries, disabilities      ✓ ✓ 

B.11. Gender Based Violence (GBV) and Human rights Services         

11.1. Counsel and treat minor physical and psychological trauma  ✓ ✓ ✓ ✓ ✓ ✓ 

11.2. Counsel and treat major physical, psychological trauma      ✓ ✓ 
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 Health Centre Hospital 

II III IV Gen RR NR 

11.3. Community sensitization on GBV and human rights.   ✓ ✓ ✓ ✓ ✓ ✓ 

11.4. Health education on GBV and human rights   ✓ ✓ ✓ ✓ ✓ 

11.5. Appropriate referral.   ✓ ✓ ✓ ✓ ✓ ✓ 

11.6. Medico-legal examination, documentation and expert opinion    ✓ ✓ ✓ ✓ 

B.12. Mental Health and Control of Substance Abuse Services         

12.1. Health education and awareness raising on mental health, 

neurological and substance abuse issues in the community.  

 
✓ ✓ ✓ ✓ ✓ ✓ 

12.2. Case detection, first line treatment and referral of cases.   ✓ ✓ ✓ ✓ ✓ ✓ 

12.3. Review and follow up patients with epilepsy.   ✓ ✓ ✓ ✓ ✓ ✓ 

12.4. Follow up identified mental health patients in the community.   ✓ ✓ ✓ ✓   

12.5. Outreach services to lower level     ✓ ✓ ✓ ✓ 

12.6. Formation of Support Groups for Epilepsy and other disorders    ✓ ✓ ✓ ✓ 

12.7. Appropriate referral.   ✓ ✓ ✓ ✓ ✓ ✓ 

12.8. Provision of first line treatment.      ✓ ✓ ✓ 

B.13. Prevention and care of other common conditions         

13.1. Assess, identify client’s condition and provide first aid services.  ✓ ✓ ✓ ✓ ✓ ✓ 

13.2. Treatment of other common communicable and non-

communicable diseases  

 
✓ ✓ ✓ ✓ ✓ ✓ 

13.3. Health education on other common diseases in the community.   ✓ ✓ ✓ ✓ ✓ ✓ 

13.4. Secondary care services for catchment population       ✓ ✓ 

13.5. Medico-legal examination, documentation and expert opinion    ✓ ✓ ✓ ✓ 

13.6. Essential clinical (Paediatric & medical) care for catchment 

population and referred patients 

 
    ✓ ✓ 

13.7. Appropriate referral.   ✓ ✓ ✓ ✓ ✓  

B.14. Oral Health Services         

14.1. Promotion of public oral health care through health education  ✓ ✓ ✓ ✓ ✓ ✓ 

14.2. Pain relief for dental / oral problems   ✓ ✓ ✓ ✓ ✓ 

14.3. Treatment including simple tooth extraction    ✓ ✓ ✓ ✓ 

14.4. surgical procedures.      ✓ ✓ 

14.5. Appropriate referral  ✓ ✓ ✓ ✓ ✓ ✓ 

B.15. Cancer and Palliative Care Services        ✓ 

15.1. Early identification and effective assessment.   ✓ ✓ ✓ ✓ ✓ ✓ 

15.2. Symptomatic care for pain relief.   ✓ ✓ ✓ ✓ ✓ ✓ 

15.3. Supportive physical, psychosocial and spiritual care.   ✓ ✓ ✓ ✓ ✓ ✓ 

15.4. Management of cancers       ✓ 

B.16. Laboratory and Diagnostic Services        

16.1. Laboratory services based on the laboratory menu for level     ✓ ✓ ✓ ✓ ✓ 

16.2. Basic imaging services (Portable obstetric ultrasound).    ✓ ✓ ✓ ✓ ✓ 

16.3. Radiological investigations: Plain radiographs, Barium swallow.      ✓ ✓ ✓ 

16.4. Imaging services for obstetric and other abdominal investigations.      ✓ ✓ ✓ 

16.5. Cytological and histological specimen handling      ✓ ✓ 

B.17. Surgical Services         

17.1. Minor surgical procedures including acute traumatic emergencies 

(injuries), Male circumcision, reducible hernias, Incision and 

Drainage, surgical toilet and suture.  

 

  ✓ ✓ ✓ ✓ 

17.2. Long term and permanent Family Planning methods.     ✓ ✓ ✓ ✓ 

17.3. Caesarean section.     ✓ ✓ ✓ ✓ 
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17.4. Major surgery, elective abdominal surgery, Burr holes, acute 

urinary emergencies, etc.  

 
   ✓ ✓ ✓ 

17.5. Gynaecological operations e.g., abdominal hysterectomy     ✓ ✓ ✓ 

17.6. Specialist surgery for ENT, ophthalmological, orthopaedic      ✓ ✓ 

B.18. Mortuary Services         

18.1. Autopsy services limited to external examination.     ✓ ✓ ✓ ✓ 

18.2. Post mortem imaging and percutaneous needle sampling     ✓ ✓ ✓ 

18.3. Embalming      ✓ ✓ ✓ 

18.4. Refrigerated storage       ✓ ✓ 

B.19. Inservice Training Services         

19.1. Training attachment for medical students.      ✓ ✓ ✓ 

19.2. Specialist training / mentorship outreaches to lower levels      ✓ ✓ ✓ 

19.3. Supervise medical interns and all trainees in the hospital.      ✓ ✓ ✓ 

B.20. Research         

20.1. Operational research for evidence-based decision making.    ✓ ✓ ✓ ✓ ✓ 

20.2. Dissemination of research findings    ✓ ✓ ✓ ✓ ✓ 

20.3. Biomedical research      ✓ ✓ 

B.21. Quality Improvement          

21.1. Quality Improvement Committee    ✓ ✓ ✓ ✓ ✓ ✓ 

21.2. Work Improvement Team  ✓ ✓ ✓ ✓ ✓ ✓ 

B.22. Emergency Medical and Trauma Care         

22.1. Triage, recognition and resuscitation    ✓ ✓ ✓ ✓ 

22.2. Advanced care     ✓ ✓ ✓ 
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C. District Health Office Management 

Rationale 

Leadership and governance involve ensuring strategic policy frameworks exist and are combined with effective 
oversight, coalition-building, the provision of appropriate regulations and incentives, attention to system-design, 
and accountability. Effective leadership, governance and management are fundamental requirements for the 
sustainable delivery of safe and effective Person-centred care and support. Good governance integrates the inter-
dependencies and clinical practice to provide consistently high-quality care with minimal variation in provision 
across the system. 

The management arrangements ensure that an organization/facility fulfils its statement of purpose by planning, 
controlling and organizing the service to achieve its goals in the short, medium- and long-term. Leaders and 
organizational arrangements support all members of the workforce to exercise their personal and professional 
responsibility for the quality and safety of the services they are delivering. This provides an environment in which 
the workforce can do the right thing or make the right decision at the right time.  

Standards 

C.1. DISTRICT HEALTH LEADERSHIP  

C.1.1. District Health Office (DHO) reflects its core functions of population health management and has core 
processes, focal points and teams responsible to execute the population health and public health core 
functions.  
1.1.1. Ensuring the community has information on all available health services in the district, delivery 

options and available resources 
1.1.2. Local health priorities to reported to national authorities 
1.1.3. Defining the role of the private sector in district health 
1.1.4. Monitoring of donor activity in health in the district 
1.1.5. Enforcing all health legislation, regulation and standards in the district  

C.1.2. DHO ensures governing hospital boards/ management committees of Health Centres and other public 
health platforms are functional.  
1.2.1. Establishment of health services governance or management structures in the district with 

inclusion of community members in district health management structures 
1.2.2. All governing boards meet monthly, DHO presents their cases to the District administration, and 

ensures corrective action on non-compliance.  
1.2.3. Minutes of governing board meetings include review of action points from previous meeting, 

performance review using KPIs and way forward action points.  
1.2.4. Financial and programmatic performance targets are reviewed using facility-level Key 

Performance Indicators (KPIs), quarterly.  
1.2.5. Priorities of governing boards are defined and joint programmatic performance targets are 

reviewed based on district KPIs combined from Health Centres.  

C.1.3. DHO ensures Health Centres are staffed to required levels.  
1.3.1. DHO and Health Centres are led by qualified personnel  
1.3.2. DHO keeps updated record of staffing of; DHO and Health Centres (filled positions and 

vacancies)  
1.3.3. DHO ensures that DHO and Health Centres are staffed with the required number and 

qualification/cadre.  
1.3.4. DHO ensures equitable allocation (professional mix and number) of health professionals among 

the Health Centres in the District based on patient volume.  
1.3.5. DHO recognizes and motivates high performing DHO and primary health care facility staff.  

C.1.4. DHO ensure adequate finance allocation and provides financial oversight to Health Centres (Budget vs 
actual reports compiled by the DHO)  
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1.4.1. DHO reviews income statements and balance sheets, and provides feedback to all Health 
Centres quarterly.  

1.4.2. DHO monitors execution of internal financial audits of Health Centres every six months.  
1.4.3. DHO in coordination with District finance plans and executes external financial audits for all 

Health Centres annually.  

C.1.5. DHO provides oversight and facilitates procurement of goods and services by Health Centres.  
1.5.1. DHO compiles procurement needs (goods and services) including essential drugs by each 

general hospital and health centres.  
1.5.2. DHO monitors that procurement are executed timely by hospital and health centre and 

maintains checklist showing list of items requested vs procured.  
1.5.3. DHO has ensured implementation of Logistics Management Information System (LMIS) in 

Health Centres.  
1.5.4. The DHO oversees zero stock out rates across all essential drugs Health Centres.  

C.1.6. DHO ensures that Health Centres have basic infrastructure requirements: buildings, communications, 
electricity and water.  
1.6.1. DHO keeps a record of status of buildings, communications, electricity, and water availability for 

each health care facility.  
1.6.2. DHO develops a plan of action in consultation with facility governing boards, District 

Administration and other relevant stakeholders to fill identified infrastructure gaps in building, 
communications, electricity, and water.  

C.2. SERVICE DELIVERY LEADERSHIP 

C.2.1. DHO ensures availability of essential package of basic health care services at Health Centres. 
2.1.1. DHO maintains an updated record of essential package of basic health care services available in 

each Health Centres. 
2.1.2. DHO ensures essential package of basic health care services are available in each Health 

Centres. 

C.2.2. There is a referral and linkage system between Health Centres in the District hospital. 
2.2.1. All Health Centres use standard referral protocol including standard referral forms and 

registers. 
2.2.2. DHO organizes referral feedback meeting quarterly between Health Centres where data on 

referral, feedback, and unnecessary referrals are reviewed. 
2.2.3. Ambulance administration policy is in place and operational. 

C.2.3. DHO coordinates quarterly clinical audits in all Health Centres to ascertain adherence to clinical 
guidelines, SOPs. 
2.3.1. DHO identifies clinical audit areas for each health care facility in collaboration with Regional 

Referral Hospitals and national programs.  
2.3.2. DHO monitors Health Centres conduct clinical audits on the areas identified quarterly.  
2.3.3. DHO ensures implementation of quality improvement activities in all Health Care facilities based 

on clinical audit findings. 

C.2.4. DHO coordinates clinical mentoring between hospitals and health centres. 
2.4.1. DHO working with the RRH organizes clinical mentoring sessions for all health centres monthly. 

(Clinical mentoring may include one-on-one case management and observation, chart reviews, 
attachments, and didactic sessions).  

2.4.2. DHO organizes knowledge and skills assessments of mentees semi-annually in collaboration 
with primary hospital to monitor the outcome of mentoring.  

2.4.3. DHO organizes trainings or mentoring sessions in collaboration with the hospital based on 
knowledge and skills gap identified. 

C.2.5. DHO monitors outbreak and public health emergencies (Surveillance report and Emergency response 
plan) 
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2.5.1. District Case surveillance for reportable diseases is in place.  
2.5.2. Resources and systems to respond to public health emergencies are in place 

C.2.6. DHO coordinates and implements Quality Improvement Activities  
2.6.1. District QI Work-plan is in place.  
2.6.2. QI Committee meets quarterly (minutes and action plan) 
2.6.3. QI quarterly support supervision (reports and action plan) 
 

C.3. COMMUNITY ENGAGEMENT LEADERSHIP 

C.3.1. Community health workers in both private and public sector are organised in health teams.  
3.1.1. All CHW have undergone training and started implementation of activities.  
3.1.2. All CHW are functional (meet regularly and document minutes of meetings).  
3.1.3. All constituency health assemblies are in place  
3.1.4. District organizes annual mobilization review meetings on community health and monitors 

performance quarterly 

C.3.2. Establish and maintain community feedback mechanisms (LC meeting minutes, Community score card 
report, use of IT).  
3.2.1. DHO working closely with the District and sub-County administration organises  
3.2.2. DHO working closely with facility management committees and hospital boards ensure biannual 

community meetings where community provides feedback on quality and access to services.  
3.2.3. A system of community score card is established and maintained at Health Centres quarterly.  
3.2.4. DHO in consultation with Health Centres, coordinates the implementation of activities 

responding to feedback from the community  

C.3.3. DHO coordinates community contribution and ownership on community based public health 
interventions.  
3.3.1. DHO has identified health projects which can be implemented with monitory and in-kind 

support from the community and are included in district health plans.  
3.3.2. DHO coordinates monetary and in-kind community contributions in infrastructure and 

equipment projects  
3.3.3. DHO oversees and coordinates all monetary and in-kind contributions of the community and 

reports back to community on achievements 

C.3.4. Inter-sectoral coordination mechanisms established.  
3.4.1. DHO ensures integration of health sector related activities with other sectors' plans such as 

education, agriculture, infrastructure, electricity, water, finance, civil service, and others.  
3.4.2. DHO implemented joint planned activities with other sectors.  
3.4.3. District level inter-sectoral planning committee monitor jointly planned activities and makes 

decisions to address potential bottlenecks quarterly 

C.3.5. Coordinate and align activities of development partners, and civil society organizations.  
3.5.1. DHO maintains updated mapping of development partners, and civil society organizations 

working in the health sector.  
3.5.2. DHO works with the District administration to organize joint planning and review meetings with 

development partners, and civil society organizations working in the health sector quarterly 

C.3.6. Private health facilities work in alignment with priorities of the District and operate within the national 
regulatory framework.  
3.6.1. DHO has included all private facilities related with the health sector in the District such as; 

private health facilities, food and drink provides, schools, industrial sites, etc. in its regulatory 
plan.  

3.6.2. DHO organizes periodic inspections in private facilities based on regulatory standards and set up 
a system for follow- up.  

3.6.3. DHO organizes joint consultations with private facilities semi-annually 
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C.4. PERFORMANCE MANAGEMENT LEADERSHIP 

C.4.1. DHO develops district-based plan and targets.  
4.1.1. DHO develops 5-year strategic plan for health.  
4.1.2. DHO develops District based annual plan and targets aligned with strategic plan and allocates 

targets to Health Facilities.  
4.1.3. DHO organizes quarterly DHT review meetings with the participation of Health Facilities and 

stakeholders to review implementation of activities and provide feedback 

C.4.2. System for performance review established and operational in Health Facilities.  
4.2.1. DHO and all Health Care Facilities staff conduct monthly performance reviews based in 

balanced score card and semi-annually.  
4.2.2. DHO monitors implementation of result based performance review in Health Facilities semi-

annually and ensure performance review results are used for human resource and management 
decisions 

C.4.3. Performance of Health Care Facilities is monitored using evidence from KPIs.  
4.3.1. DHO and health facility managers and boards use KPIs to monitor performance and take 

corrective action on a monthly basis.  
4.3.2. DHO makes quarterly assessments of facility and community based activities.  
4.3.3. DHO monitors HMIS data including; timeless, quality, and completeness of data in each of the 

Health Facilities and provide feedback on a quarterly basis. 
4.3.4. Assessing effective coverage of services and reporting on district health performance to 

stakeholders 

C.4.4. DHO compiles and disseminates national policies, guidelines and manuals used as references for 
performance management.  
4.4.1. DHO compiles and disseminate national and regional policies, guidelines, and manuals to all 

Health Facilities.  
4.4.2. DHO monitors availability and use of a list of policies, guidelines and manuals at Health Care 

Facilities quarterly 
4.4.3. Undertaking research on operational or clinical topics of concern to the district and 

dissemination of relevant health research and best practices in the district 

C.4.5. Supportive supervisions to Health Care Facilities (Supportive supervision report)  
4.5.1. DHO uses standardized integrated supportive supervision checklist customized to each level of 

Health Facilities and community level.  
4.5.2. DHO conducts integrated supportive supervision quarterly, jointly with relevant stakeholders, 

and written feedback is given to all Primary Health Care Facilities in not more than 2 weeks after 
the visit.  

4.5.3. DHO puts in place a system for tracking action on feedback provided through supportive 
supervisions 
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D. Health Facility Management  

Rationale 

Health care facility managers must oversee financial, technical and administrative operations within 
the health facility and catchment area.  They must plan, organize, implement, evaluate and monitor 
all facility programs and departments.  Part of this involves identifying problems and process deficiencies in order 
to develop appropriate corrective actions. Therefore, they must ensure the reliability and functionality of all 
facility assets, services and personnel. High facility performance relies on professional management assured by 
competent teams covering a wide skillset. Scope and content of facility management, financial management and 
different administrative functions are facility level specific and will differ depending on ownership, autonomy 
levels, provider payment mechanisms etc. 

High quality facility services are safe, effective and people-centred. Tied with this, health services should be 
timely, equitable, integrated and efficient. facilities reorganize processes and reorient their logistical efforts to 
make care accessible, acceptable and continuous from the patient’s point of view. High quality care also means 
that people are informed and empowered to take decisions regarding their health care.  Improving the quality of 
services delivered in health facilities has potential to improve the performance of facilities and increase demand 
of services by users, as well as improve the overall trust that patients have in health institutions.  

Standards  

D.1. HEALTH FACILITY LEADERSHIP, MANAGEMENT AND GOVERNANCE  
Strong health governance at all levels is necessary to ensure that resources devoted to the health facility ensure adequate access to health care 

and improved health of catchment population. When governance is carried out efficiently, effectively, and equitably, responsive and sustainable 

health services lead to positive health outcomes in the catchment population. Lack of transparency can undermine the effective use of health 

care funds.  Social accountability helps to hold providers accountable, ensuring that enough resources are devoted to priority health needs. 

Information gaps impede health officials’ capacity to identify and respond to demand for improvements in health service delivery. Health 

data should be widely available to the institutions and organizations overseeing health implementation, civil society organizations and 

communities, to enable them to track health system performance, progress towards health targets and to inform advocacy and decision-

making.  

D.1.1. The Health Facility Governing Board/Committee is established and performs  
1.1.1. Formalised governance arrangements (duly appointed board or management committee) that 

(i) meets at least quarterly with documented progress reviews and the action points also 
reported to DHO (ii) links with community served (iii) has representation of health partners and 
private sector 

1.1.2. The Body approves and strategic plans for the health Facility to achieve its goal of improving its 
community’s annual health and welfare and evaluate its achievement versus plan every quarter.  

1.1.3. The health Facility director/in-charge organizes and lead the heath facility management 
committee comprised of different case teams.  

1.1.4. The health Facility in-charge presents the detailed status of health Facility financial reports to 
the health Facility management committee  

1.1.5. The health Facility has procurement plan approved by the health Facility governing body  
1.1.6. The health Facility finance is at least annually audited by the worked finance office  
1.1.7. Documents show a clear, dated and signed organizational chart with clearly documented  

D.1.2. Facility meets the legislative and licensure requirements 
1.2.1. has valid licenses to operate the facility and covering all the services offered by the facility 

issued by relevant licensing or regulatory body  
1.2.2. integrated facility, community health and clinical governance systems are established, and used 

to improve the safety and quality of health care for patients 
1.2.3. safety and quality systems are integrated with facility governance processes to actively manage 

and improve the safety and quality of health care for patients 
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1.2.4. the workforce has the right qualifications, skills and supervision to provide safe, high-quality 
health care to patients 

D.1.3. There are systems designed and used to support patients, carers, families and consumers to be 
partners in healthcare planning, design, measurement and evaluation 
1.3.1. clinical governance and quality improvement systems to support partnering with users 
1.3.2. partnering with patients in their own care 
1.3.3. Leadership works as a team to set shared direction, identify performance and development 

gaps, select priorities, detect root causes, design strategic plans, and take action to tackle long-
standing challenges and improve their organizational performance.  

1.3.4. Evaluating reports, and reviewing feedback, suggestions and complaints 

D.1.4. The facility has signage (directions) to ensure easy accessibility to services.  
1.4.1. Well labelled signs to direct patients, visitors and clients to different departments.  
1.4.2. Signage is in the appropriate and relevant languages of the communities served or uses icons to 

aid in comprehension.  

D.1.5. Planning is based on the catchment area in consultation with community members and/or 
stakeholders (e.g., Implementing Partners, CSOs, CBOs, Traditional and Complementary Medicine 
Practitioners, Private sector).  
1.5.1. There is a clear up to date catchment map, disaggregated population, information on disease 

burden and health providers in the catchment area displayed. 
1.5.2. At least monthly facility/departmental meetings held and progress on the action points 

documented 

D.2. FACILITY FINANCE AND ASSETS MANAGEMENT  
A good health financing system raises adequate funds for health, in ways that ensure people can use needed services, and are protected from 
financial catastrophe or impoverishment associated with having to pay for them. How a service uses the resources available to it impacts on 
the quality and safety of the care and support it provides, both now and in the future. The demand for resources to provide care and support 
is increasing, driven by changes such advances in medical science and technology.  

Safe, high quality care and support is intrinsically linked to how resources are used including how they are planned, managed and delivered. 
Whether services are publicly or privately funded, their resources are limited. Therefore, the effective, responsible stewardship of resources, 
including decisions on how they are allocated, is a fundamental factor in delivering high quality, safe and reliable care and support. A well-
run service knows how it is using resources, and, as new evidence and technologies emerge, continuously seeks opportunities to provide better 
care with equal or fewer resources. For publicly-funded services, the way resources are used must be transparent and understandable to service 
users, the public and the workforce.  

D.2.1. Service providers plan and manage the use of resources to deliver high quality, safe and reliable 
healthcare efficiently and sustainably. 
2.1.1. Budgeting, reporting and auditing processes are consistent with statutory requirements and 

standards.  
2.1.2. There are written policies and procedures for accounting functions basing on current Local 

Government Finance and Accounting Regulations OR Financial Management policy and 
procedures (Private Sector). Guidelines for use of Primary Health Care (PHC) funds as well as 
other applicable guidelines and SOPs are available and implemented in a timely manner.  They 
are also used for expenditure tracking.  

2.1.3. There is a documented budgeting process that is used by an appropriately trained person. The 
budget is prepared in a timely manner and is used for expenditure tracking including display of 
quarterly releases on the public notice board. All Expenditures made in line with approved 
current/up to date workplans and budgets.  

D.2.2. Procurement processes are consistent with statutory requirements and accepted standards.  
2.2.1. There is a Procurement plan that follows the prescribed procedures for procurement and the 

procurement and disposal of assets regulations.  
2.2.2. The facility has a documented list of approved suppliers and a system for monitoring the quality 

of goods delivered 
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D.2.3. Reporting and auditing processes are consistent with statutory requirements and accepted standards.  
2.3.1. All cash books posted up to date with all cash advances are properly accounted for and paid 

back.  
2.3.2. Monthly and quarterly returns compiled in time.  
2.3.3. Monitor interruptions of service delivery due to cash flow problems and address and report 

these to the relevant authority without delay.  
2.3.4. Financial audits are done according to statutory requirements.  
2.3.5. There is an assets register, which is routinely maintained.  

D.2.4. There are alternative financing mechanisms (where applicable) e.g., health tax or health insurance, 
user fee, income generating projects for the health facility.  
2.4.1. Alternative financing mechanism is in place.  
2.4.2. Guidelines for the alternative financing mechanism are available.  
2.4.3. Charges/service fees for private are displayed on the public notice board and criteria for 

exemption are displayed, communicated and accessible.  
2.4.4. There is an effective system for invoicing and billing patients for healthcare services rendered, 

which includes data quality checks.  

D.2.5. Supplies and provisions are ordered, received, safely stored and provided to departments in time to 
meet their needs.  
2.5.1. A suitably qualified person is designated to manage storage, distribution and control of 

equipment and supplies.  
2.5.2. There is a system for ensuring that equipment and supplies are orders, available, correctly 

stored and distributed.  
2.5.3. Secure adequate storage facilities are available and .  
2.5.4. Records are kept of goods received and goods issued.  
2.5.5. Equipment and goods are well labelled before issue.  
2.5.6. There is a system for disposing of expired stock.  
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D.3. MANAGEMENT OF HUMAN RESOURCES FOR HEALTH  
The workforce providing services consists of all the people who work in, for, or with the service provider and they are all integral to the 
delivery of a high quality and safe service. The individual members of a workforce must be skilled and competent and the workforce as a 
whole must be planned, configured and managed to achieve these objectives. There should be sufficient numbers and mix of staff, fairly 
distributed; and they should be competent, responsive and productive. The health workers have a key role in delivering a high quality safe 
service and they should be supported in doing this. Effective recruitment and human resource planning ensures that the health workers have 
the necessary competencies to undertake their role and other requirements.  The health workers need supervision and feedback to ensure they 
are doing a good job and that they are getting the right training and support to deliver a high quality, safe and reliable service. Supporting 
the health workers includes providing a safe physical environment, protecting them from the risk of bullying and harassment and listening 
and responding to their views. As aspects of healthcare provision change and develop over time, they need to be supported to continuously 
update and maintain their knowledge and skills, whether they are directly employed or in a contractual arrangement.  

D.3.1. Service providers plan, organise and manage their workforce to achieve the service objectives and 
suitably qualified personnel for all the services delivered by the facility 
3.1.1. There is a plan either as part of the strategic planning or operational that includes the current 

personnel establishment, i.e., posts available, posts filled and posts vacant.  The minimum 
staffing levels for professional personnel should be based on national staffing norms/standards 
and target to achieve 95%. 

3.1.2. The facility has current guidelines on human resource management that cover the current 
guidelines or standing orders on HR Management for Public service workers’ code of conduct, 
grievance and discipline.  

3.1.3. All health workers have duly signed and dated job descriptions / performance agreements, 
which define their responsibilities.  

3.1.4. The health facility has an up-to-date, written policy and provisions to ensure that all staff are 
identifiable, dress professionally with name badges, and that they always introduce themselves 
to children and their carers, state their name and role and use the name of the patient or carer 
when communicating with them.  

D.3.2. The facility has qualified health workers at all times for the services that are appropriate for the 
category / level of care.  
3.2.1. The desired education, qualifications, skills and knowledge are defined for all health workers.  
3.2.2. A qualified health worker is available 24 hours a day, 7 days a week (A qualified health worker = 

nurse, midwife, Clinical Officer or Medical Officer).  
3.2.3. Details of duty attendance are recorded (duty arrival and departure times) and analysed to 

allow informed decision making for absenteeism and turn over.  

D.3.3. Service providers ensure their workforce have the competencies required to deliver high quality, safe 
and reliable healthcare.  
3.3.1. An up to date (electronic / manual) Human Resource Information data base is in place.  
3.3.2. Personnel files are maintained for all health workers with (i) copies of professional certificates 

and licenses, (ii) records of in-service training (workshops, seminars, short courses, etc.) 
received and (iii) annual performance appraisals  

3.3.3. The facility has a functional library or cupboard for storage of health / medical reference and 
learning materials, including access to electronic health resources. 

3.3.4. The continuous professional development (CPD) accreditation points should be monitored and 
used to certify staff for annual practice and linked to a system to inform Health workers of 
opportunities to participate and advance education, training, research and other experiences  

D.3.4. Service providers support their workforce in delivering high quality, safe and reliable healthcare.  
3.4.1. There is provision for temporary accommodation near the health facility and a duty room is 

available for health workers with comfortable resting and changing areas.  
3.4.2. All health workers are oriented and inducted to the health facility services and to their specific 

job responsibilities at the time of appointment. This should be based on a written program for 
orienting and inducting personnel to the health facility 



 

Ministry of Health – Uganda  Page   22 

3.4.3. On-going in-service training is conducted to maintain and advance skills and knowledge of all 
health workers based on identified needs and indicated in a documented facility training plan 
and training data base.   

3.4.4. The facility provides health workers’ welfare e.g., break teas/refreshment, space to decompress 
between patients, stress reduction, etc. and support to staff involved in an adverse event.  

3.4.5. The facility has a reward and sanctions committee that guides decisions to publicly 
acknowledge performance and sanction poor performance by leadership, by peers and by 
patients and families 

 
 
 

D.4. SUPPLY CHAIN MANAGEMENT SYSTEM  
Supply Chain Management (SCM) is the oversight of materials, information, and finances as they move in a process from supplier to 

manufacturer to wholesaler to retailer to consumer. SCM involves coordinating and integrating these flows both within and among companies. 

It is the planning, administration, coordination and control of activities, resources and information involved in the flow of materials and 

products from source to final customer. The supply chain of a company consists of different departments, ranging from procurement of 

materials to customer service. It includes activities associated with inventory (materials) acquisition, storing, and use in production, transit, 

and delivery to customers. A well-functioning SCM system in the health sector ensures equitable access to EMHS vaccines and technologies 

of assured quality, safety, efficacy and cost-effectiveness, and their scientifically sound and cost-effective use. EMHS must be available and 

affordable, of assured quality and properly stored and used both by health workers and patients. They should be available at all times, in 

adequate amounts, in the appropriate dosages and at a price that individuals and systems can afford.  

D.4.1. Medication use is organised throughout the facility to meet the needs of patients.  
4.1.1. A qualified licensed person (Pharmacist or Pharmacy Technician) manages the pharmaceutical 

service.  
4.1.2. An annual medicines and health supplies procurement plan in place with the Medicines and 

supplies order and delivery schedule displayed.  
4.1.3. Medicine is dispensed according to the Pharmacy practice and medical and nursing guidelines.  
4.1.4. Health facility places bi-monthly medicine and health supplies orders timely.  
4.1.5. There is a system for recalling medicines when required and expired medicines and health 

supplies are identified and correctly destroyed or disposed of.  
4.1.6. The available medicines and health supplies management tools are current, updated 

(corresponds to each physical stock), and accurately filled (Essential Medicines and Health 
Supplies List, Laboratory Reagents and supplies list, Ordering forms, Requisition and issue 
forms, Dispensing logs, Stock cards) 

D.4.2. Medications are stored in a secure and clean environment.  
4.2.1. There is proper space for storage of medicines and health supplies which is accessible only to 

authorised personnel and medicines are not dispensed to patients from the store.  
4.2.2. An inventory management system, manual (stock cards) or automated, is in place and 

functioning properly to monitor and control stock losses as well as ensure that maximum and 
minimum stock levels are maintained.  

4.2.3. The Store is well ventilated, tidy, free of vermin (bats, termites) and pests and shelves and 
boxes are raised off the floor 

4.2.4. Store has a thermometer and temperature chart filled.  
4.2.5. Medicines stored on shelves or in boxes according to types and date of manufacture  
4.2.6. All pharmaceuticals, vaccines or medical consumables are regularly checked for expiry dates 

and checks are recorded.  
4.2.7. FEFO (first expiry, first out) and FIFO (First in, First Out) are followed  
4.2.8. Tablets, capsules and other dry medicines (such as ORS packets) are stored in airtight 

containers on the upper shelves.  
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4.2.9. Separate designated storage areas are provided for materials under quarantine e.g. expired 
stock, compounded products.  

4.2.10. Liquids, ointments and injectables are stored on the middle shelves.  
4.2.11. Supplies, such as surgical items, condoms and gloves, are stored on the bottom shelves.  
4.2.12. Supplies are arranged on the shelves in alphabetical order by generic name.  

D.4.3. There is a proper cold chain for medicines and vaccines.  
4.3.1. A dedicated refrigerator is available for those medications requiring storage at low 

temperatures and a dedicated refrigerator is available for vaccines.  
4.3.2. A monitoring log is kept of the temperature within the refrigerator and/or cold chain monitors; 

any remedial action is recorded. Standby gas cylinder or alternate source of power back up is 
available.  

4.3.3. Temperature monitoring chart/fridge tag is fixed on the refrigerator with temperatures are 
monitored twice daily, and maintained between -20 and -80C  

4.3.4. Vaccine carriers and ice packs available and are in good condition.  

D.4.4. There is proper control and storage of medication at the dispensary / pharmacy.  
4.4.1. Medicines are stored in a locked storage cabinet, accessible only to authorized personnel.  
4.4.2. Medications are legibly marked and securely labelled.  
4.4.3. Controlled substances e.g. morphine (Tab/Inj.), pethidine and other narcotic drugs are kept 

separate in a double locked storage space and are accurately accounted for in a specific 
register.  

4.4.4. Hazardous and flammable materials are stored in accordance with guidelines.  

D.4.5. The facility has essential medicines in accordance with the essential medicines list for the level of care.  
4.5.1. There is a list of the medications stocked or readily available from other sources.  
4.5.2. Priority essential medicines and commodities are available.  
4.5.3. There is a list of medications available in the emergency cupboard.  

D.4.6. There is a process to ensure the safe and legal prescribing of medication.  
4.6.1. Only those permitted by the health facility and relevant laws and regulations prescribe 

medication.  
4.6.2. Prescriptions conform to the national guidelines.  
4.6.3. Medical / prescription forms are accessible to authorised personnel only.  
4.6.4. There is a list of names and signatures of prescribers at the dispensing window.   
4.6.5. The use of verbal / telephonic medication orders is documented.  

D.4.7. Medications are dispensed according to laws, regulations and professional standards of practice.  
4.7.1. The work bench for preparing medicines for dispensing should be clean, tidy and well 

organized.  
4.7.2. The area where medicines are dispensed is easily accessible, adequately furnished and allows 

for reasonable privacy when advice is given.  
4.7.3. Medications are securely and legibly labelled with relevant information.  
4.7.4. Medicines are dispensed on written instructions / prescriptions of a qualified health worker.  
4.7.5. A register is maintained of all medicines dispensed.  
4.7.6. The person prescribing and dispensing the medicine has access to patient information that 

would contraindicate particular medicines.  
4.7.7. The person dispensing the medicine informs the patient of available generic equivalents.  
4.7.8. There is a mechanism for facilitating communication between the clinician and the pharmacy 

regarding drug reactions.  
4.7.9. Prescriptions are securely stored in accordance with the regulations.  

D.4.8. Medications are administered in a manner that ensures safety and effectiveness.  
4.8.1. Only those permitted by the health facility administer medications.  
4.8.2. Medicines are verified against the prescription or order, including the dosage and route of 

administration.  
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4.8.3. Patients are identified before medications are administered.  
4.8.4. The health workers ask about allergies to medication.  
4.8.5. Medications are administered as prescribed.  
4.8.6. The therapeutic results of medications are monitored.  
4.8.7. Adverse drug reactions are observed, monitored and reported.  
4.8.8. Medication errors are reported in accordance with policy / guidelines.  

  

D.5. MANAGING  HEALTH INFORMATION AND RESEARCH  
High quality, safe and reliable healthcare is informed by and uses all types of information. Information is an important resource for service 

providers in planning, managing, delivering and monitoring high quality, safe services. High quality information is accurate, valid, reliable, 

timely, relevant, legible and complete. It is important that service providers have systems in place, both in paper and electronic formats, to 

help them ensure that the information that they collect, analyse, use and report is high quality information. When information is shared 

between services, service providers protect and manage confidential personal information in a sensitive and responsible manner.  

All forms of research (including biomedical research, epidemiological studies, and health services research, as well as studies of behavioural, 

social, and economic factors that affect health are important in our health care setting) should be conducted within the national research 

standards to ensure protection of the subjects and both positive and negative findings disseminated for use.   

Rationale Registers and medical recording forms or an electronic system for documenting the process of care are critical for ensuring 

appropriate patient care, early detection of complications, accurate hand-over and patient safety. Standardized patient care registers and 

medical records that are accurate, complete and legible must be in place. They should be available at all points of care and throughout care, 

in outpatient departments and clinics, on admission and hospitalization, on the wards and at discharge for referral within or between 

facilities and providers.  

The facility should have a standard format for recording clinical information in outpatient departments and on admission, hand-over and 

discharge, and complete medical records should be available at all times during care. The medical records should be standardized, with 

chronological documentation that reflects the continuum of care, with the date and time (24- h clock) of every entry written legibly and signed 

by the person making the entry; alterations should also be countersigned, with the date and time. Entries should be made as soon as possible 

after an assessment or procedure, upon receipt of reports of investigations by relevant staff or before going off duty. Records of newborns 

should include gestational age and birth weight and be readily linked to maternal records when required. International Classification of 

Diseases (ICD) or another standardized disease classification linked to the ICD should be used to code the final diagnosis.  

D.5.1. Communication effective communication and meaningful participation  
5.1.1. Health facility policy provides that children and their families are entitled to receive appropriate 

information about their care and other relevant aspects during their stay in the facility.  
5.1.2. The health facility provides information materials to patients and their families to help them 

understand the opportunities for engagement, how to participate in their care and the roles of 
the different members of the health care team.  

5.1.3. The health facility makes available patient-friendly, age-appropriate health information 
materials that are accessible, in the language(s) relevant to the population and in appropriate 
formats (e.g. audio-visual or visual material, diagrams, illustrations) to facilitate understanding 
by patients and carers.  

5.1.4. The health facility has a system for providing information to patients about their medical 
conditions and their treatment care plan in a way that is understandable to them and allays 
their doubts and fears.  

5.1.5. Health care staff receive training and regular mentoring or refresher training at least every 12 
months in fully explaining a condition to patients and their carers, giving “bad news” and 
supporting them in coping with the information given.  

D.5.2. All patients and their carers receive appropriate counselling and health education, according to their 
capacity, about the current illness and promotion of the health and well-being  
5.2.1. The health facility has IEC materials for distribution to patients and carers about common 

conditions, promoting and supporting appropriate feeding and nutrition and promoting disease 
prevention, including hygiene and sanitation practices.  
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5.2.2. The health facility provides a booklet for the health record of each patient at the first visit (or at 
birth for child) to the health facility, which is kept by a patient or carer and used by health 
providers to document relevant information.  

5.2.3. The health facility holds regular “well-being clinics, which are used as opportunities for health 
promotion and preventive care.  

5.2.4. The health facility has a system for detecting treatment defaulting or missed or vaccination in 
which case they can offers “catch-up” vaccination within the national immunization programme 

5.2.5. The health facility has an effective system for implementing community-based activities for 
health promotion 

D.5.3. Service providers use information as a resource in planning, delivering, managing and improving the 
quality, safety and reliability of healthcare.  
5.3.1. The HMIS registers is correctly filled and up to date and the summary reports are accurate, 

compiled on time and filed / sent to the next level according to the reporting timelines (7th of 
each month for monthly reports). The reports are verified / checked by the Facility In-charge for 
completeness, correctness and consistency before submission.  

5.3.2. Data is aggregated, analysed and transformed into useful information monthly for facility 
performance and also for benchmarking, i.e. comparison within the health facility and with 
similar health facilities, when possible. Feedback from the supervisory body should be used to 
aids the process.  

5.3.3. Performance indicators are defined; targets are set, agreed upon and displayed and HMIS data 
is analysed and used for improving performance during quarterly and annual performance 
review meetings as well as in discussions at regular staff meetings.  

5.3.4. Approved research is conducted for generating evidence-based data based on a clear  annual 
research agenda and research findings disseminated whether positive or negative 

5.3.5. There is a regular scheduled meeting, at least quarterly, to review institutional mortalities, near 
misses and morbidities. 

D.5.4. Service providers have effective arrangements in place for information governance.  
5.4.1. The facility data is validated by the HSD / District / MoH on a quarterly basis based on the data 

validation manual and there is documented evidence of action on the validation findings.  
5.4.2. The health facility has standard operating procedures in place at all times for checking, 

validating and reporting data.  
5.4.3. There is an established health record storage system (safe space, retention of patient record 

and other data and information available, authorized access, procedure for health record 
destruction. that ensures confidentiality and allows for rapid retrieval and distribution of health 
records.  

5.4.4. Patient records contain the required information with clear health worker's signature and 
designation for each patient record,  date and time, plan of care, all procedures and diagnostic 
tests and results.  The patient record should also contain nursing care plans updated after each 
shift, Patient re-assessments (reviews), Medications prescribed and administered, Adverse drug 
reactions  

5.4.5. Patient and family education provided, follow up instructions and actions based on Clinical 
Audits 

5.4.6. Intense analysis of data takes place when there are significant adverse levels, patterns or 
trends, as established by the health facility.  

D.5.5. The health facility has a functional Integrated Disease Surveillance and Response System (IDRS).  
5.5.1. The current guidelines on IDSR should be available and IDSR Focal Person who has received in-

service training on EDPR in the last 2 years appointed.  
5.5.2. Treatment protocols for epidemic prone diseases (e.g. haemorrhagic fevers, cholera) available. 

With a system for reporting and tracking suspected outbreaks, events and rumours to the 
district is in place (HMIS Form 033b, HMIS reports 033b are submitted every Monday of the 
week Case notification forms). 
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5.5.3. System for collection, handling and transportation of laboratory specimens in place.  
5.5.4. Isolation room or facility for suspected or confirmed cases of disease of Public Health  

importance.  

D.5.6. A system for accurate health data collection is used.  
5.6.1. At least one staff is trained to use the current HMIS Forms for the services delivered and in 

managing the health data using the national HMIS manual.  
5.6.2. Up to date HMIS forms (Registers,  Medical forms, partographs, Child Health Cards / Mother’s 

passport, tally sheets, report forms, etc.) are available at all times.   
5.6.3. Up to date database is available (manual or computerized).  
5.6.4. Use of national standardized codes and formats (e.g. on patient assessments and treatment 

forms, unique identification number, classification of diseases and death, diagnostic and 
procedure codes 

5.6.5. A birth and death registration system in place that is linked to the national vital registration 
system at all times.  

 

 

  



 

Ministry of Health – Uganda  Page   27 

D.6. HEALTH INFRASTRUCTURE MANAGEMENT  
 The physical infrastructure of health facilities refers to the state of the buildings, the water, electricity and communications technology 

available, the quality of access roads, and the availability of equipment (both medical and non-medical) in working condition. Delivering 

health care above a certain level of complexity is difficult in the absence of good infrastructure.  Shelter for patients and staff, drinkable 

water and a source of electricity for, among other things, refrigeration for vaccines, are fundamental for the safe provision of health care. 

A working communications mechanism is necessary for the functioning of a referral system, as well as to enable the provision of support 

services (such as laboratory services) to the facility. A traversable access road is necessary to enable patients to attend the facility in the 

first place.  

The physical infrastructure can have a significant impact on the performance, efficiency and reliability of the health care services. The 

physical work environment often influences (positively or negatively) the mind-set of the service providers and their efficiency and ability 

to innovate in delivering expanded services. A good work environment can facilitate better services and reduce workload. A disorganized 

work environment impairs the health facility team.  Work Environment Improvement (WEI) is an important foundation for delivering 

quality health services. It also provides a basis for higher productivity. The 5 Ss (which stand for sort, set, shine, standardize, sustain) 

are a simple, standardized and universal managerial tool that can help your health facility team conduct WEI as a part of their 

routine schedules during working hours. Medical equipment is used for the specific purposes of diagnosis and treatment of disease or 

rehabilitation following disease or injury; it can be used either alone or in combination with any accessory, consumable, or other piece 

of medical equipment.  A management program (manuals, inventory, service contract, calibration) of health-care technology helps ensure 

that these equipment are available, functional and services are provided in a safe and effective way. A medical equipment inventory 

provides a technical assessment of the technology on hand, giving details of the type and quantity of equipment and the current operating 

status.  

 

D.6.1. Facilities are designed and maintained to provide safety and comfort for patients, visitors and 
personnel.  
6.1.1. The physical structure, design and layout of the facility buildings is appropriate as a healthcare 

facility level in terms of size, space, location, sufficient office/administrative space 
Toilet/washroom facilities are clean and in working order and, lay-out in line with the approved 
standards. 

6.1.2. Facilities have access for persons with disabilities, older people as well as baby friendly / breast 
feeding space for service providers and clients. 

6.1.3. There are isolation units or cubicles where patients with highly infectious diseases can be 
accommodated as well as a separate area for the personnel, with adequate secure storage 
facilities for outdoor clothing, handbags and personal possessions.  

6.1.4. Security is available including fence and gate, CCTV, trained security personnel, alarm systems 
and signals tested according to the recommended schedule, effective control of access to 
restricted areas in the facility e.g. laboratory, pharmacy, radiation area, etc.  

6.1.5. Safety and security awareness amongst health care personnel and users conducted annually. A 
mechanism known to health workers is available for calling for assistance from security / police 
/ protection services in case of an emergency e.g. fire, collapse of building.  

6.1.6. A structured system (written plan, fire clearance certificate, fire extinguishers, signs prohibiting 
smoking, assembly point/evacuation routes/ emergency exits clearly marked, flammable 
materials are clearly labelled and safely stored to ensure fire safety and response to 
emergencies.  

D.6.2. The maintenance service of the environment is managed to ensure the provision of a safe and 
effective service.  
6.2.1. The external environment is clean, growing of grass or paving is done to avoid bare ground, 

grass is cut short / paving well maintained with clear pathways, compound is clean and free of 
litter, easily accessible, labelled dust (Trash) bins in the premises and hand washing facilities in 
designated places 
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6.2.2. Service delivery areas floors are clean, space well sheltered and well ventilated,  where 
required, air-conditioning is installed in laboratories, pharmacies, operating theatre and 
sterilizing departments and is tested and maintained.  

6.2.3. The health facility has an environmental health policy and related procedures to ensure that all 
by-products created by equipment and chemical waste, are managed in accordance with the 
relevant environmental legislation. 

D.6.3. There is provision for comfort (ambience) for the clients.  
6.3.1. The waiting area, both inside and outside the facility has adequate furnishing. The waiting area 

and wards have enter-educative materials and/or equipment for the clients (TV or radio).  
6.3.2. There is audio and visual privacy for physical examinations, deliveries and other services 

offered. Privacy is maintained during procedures, consultation, deliveries, treatment 
procedures and examination.  

6.3.3. Examination / treatment rooms allow for family presence and participation, according to the 
patient’s preference.  

D.6.4.  The facility has adequate facilities and basic equipment for providing safe inpatient care.  
6.4.1. Adequate number of beds with mattresses is available and functional.  
6.4.2. Bedside facilities (table/locker) are available.  
6.4.3. There is access to a nurse call system (bell) at all times.  
6.4.4. Ward screens available to ensure privacy.  
6.4.5. Oxygen supplies (oxygen cylinders or oxygen concentrators) are available and adequate.  
6.4.6. Resuscitation equipment is available.  
6.4.7. Equipment and materials for monitoring patients' vital signs are available (thermometers, BP 

machine, Stethoscope, pulse-oximeter).  
6.4.8. Room for staff to hand over between shifts, write reports, hold meetings, etc is available.  

D.6.5. The facility provides palliative care to patients in pain and to the terminally ill.  
6.5.1. Palliative care policy and guidelines are available.  
6.5.2. Health workers are trained in assessing and managing pain.  
6.5.3. Patients are given supportive care for other problems, physical, psychosocial and spiritual.  

D.6.6. The facility has adequate amenities  
6.6.1. The health facility has a functioning source of safe water located on the premises that is 

adequate to meet all demands for drinking, personal hygiene, medical interventions, cleaning, 
laundry and cooking.  

6.6.2. Electrical power is available 24 hours a day and seven days a week, from regular sources and 
emergency backup electrical supply.  For the system to work, there should be trained 
designated personnel available to operate the emergency power source any time of regular 
power supply  

6.6.3. There should be sufficient light sources are available to provide adequate light (no dark areas) 
in all areas such as entrance, waiting rooms, halls, offices, wards). Also, sufficient electrical 
socket outlets provided in all areas to avoid overloading of individual outlets and to minimize 
fire risks 

6.6.4. Clean sanitary facilities for staff and patients / clients with (i) at least 1 latrine per 20 users for 
inpatient settings,  (ii) Separate toilet / latrine labelled for males and females for staff and 
patients (iii) Clean, safe, secure and accessible toilet facilities for all including people with 
limited mobility (with a ramp) (iv) sanitary towel bin (v) Accessible hand washing facilities (soap 
and water) near the toilets / latrines (iv) access to disabled 

6.6.5. There is an appropriate and effective sewerage system will all drains appropriately covered.  

 

D.6.7. Buildings, plants, installations and machinery are maintained to ensure provision of a safe and 
effective service.  
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6.7.1. A designated competent individual is responsible for supervising the maintenance of buildings, 
plant and installations. Where these services are outsourced, there is a written agreement 
ensure 24-hour technical backup and the facility personnel have access at all times to a list of 
these private contractors with their contact numbers.  

6.7.2. A documented procedure for preventative planned maintenance program/ plan for buildings, 
plant, installation and machinery and for reporting defects in maintenance installations during 
and after normal working hours known to the personnel.  

6.7.3. There is a plan and budget for upgrading or replacing of systems, buildings or components 
needed for the continued operation of a safe and effective facility.  

6.7.4. There are site floor plans that depict the locations and layout of the main services (e.g. water, 
sanitation, electricity supply).  

6.7.5. Regular inspections of all buildings, plant, installations and machinery are documented.  
6.7.6. There is an inventory of all medical equipment updated according to the policy / guidelines and 

sufficient to meet patient needs.  

D.6.8. The facility has a functional medical gas and vacuum systems.  
6.8.1. Medical gas (oxygen, nitrous oxide and medical air) supplies are available according to the 

operational requirements of the facility and they comply with safety standards (gas bank, 
pressure regulators, automatic control/alarm systems and all outlet points are clean and in 
good operating condition, emergency supplies).  

6.8.2. Where there is a piped vacuum system it is externally ventilated and able to provide sufficient 
suction to all piped vacuum points in the hospital all the time. This requires that the piped 
vacuum systems are regularly tested, and these tests are documented. Alternative 
vacuum/suction units are available and strategically located to ensure timely deployment in 
emergencies.  

D.6.9. Information and Communication (ICT) equipment is available to meet the needs of the services.   
6.9.1. There is an inventory of all ICT equipment and it is adequate to meet the needs of the services.  
6.9.2. A designated person supervises the management of ICT equipment and records are kept of the 

checking and maintenance of ICT equipment based on policies and guidelines for management 
of ICT equipment. 

6.9.3. Safety of equipment and data is assured by data  attaching to a UPS with surge protection, data 
back-up system, use of officially licensed software only, up-to-date virus scanner and password 
protection. 

6.9.4. There is documented evidence that relevant health workers are regularly trained to 
use/operate ICT equipment.  

6.9.5. A functioning means of telecommunication (Landline, cellular phone, smart phone, fixed desk 
phone or Microwave Radio Call system) that is available to call outside at all times client 
services are offered.  

6.9.6. Access to email or internet within the facility 24 hours a day and seven days a week.  

D.6.10. Facility transport system is functional.  
6.10.1. A functional ambulance or other vehicle for emergency transportation for clients that is 

stationed at this facility or operates from this facility OR Have access to an ambulance or other 
vehicle for emergency transport for clients that is stationed at another facility or that operates 
from another facility.  

6.10.2. The facility has safe, regular transport for health care personnel for outreach services or 
transportation of goods.  

6.10.3. All vehicles, owned or used, are licensed and maintained.  
6.10.4. All employed or contracted drivers have valid licenses.  
6.10.5. Transport usage is monitored to prevent misuse of vehicles.  

D.7. QUALITY IMPROVEMENT AND 5S IMPLEMENTATION   
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D.7.1. A functioning Quality Improvement (QI) system (i.e., QI committees, teams, QI coordinator, QI 
indicators and plans, patient satisfaction monitoring system, QI meetings and QI 
documentation/reporting) is in place.  
7.1.1. Up to date policies, standards, guidelines and standard operating procedures are available to 

support the activities of the health facility and guide the personnel, patients and visitors. 
7.1.2. Procedures are established to ensure efficient patient flow; such procedures are specific to 

emergency, outpatient and delivery services that seek to reduce patient crowding and integrate 
care delivery.  

7.1.3. The Health Facility has a Triage, staffed with appropriately trained personnel and equipped with 
necessary equipment and supplies.  

7.1.4. Outpatient/client appointment systems are in place for all disciplines provided by the health 
Facility. 

7.1.5. The Health Facility has a Liaison and Referral Service guideline that are regularly reviewed that 
the health facility staff understand and implement  

D.7.2. Delivery of inpatient care services is integrated and coordinated amongst care providers.  
7.2.1. There is a regular schedule of ward rounds with medical personnel.  
7.2.2. Procedures for registration, consultation and admission of patients are available.  
7.2.3. Defined and established procedures for clinical assessment and reassessment of the different 

categories of patients (are available.  
7.2.4. All health Facility staff are aware on the procedures guidelines and implement accordingly  

D.7.3. The facility has the guidelines and SOPs required for management of inpatients. (get list of all current) 
7.3.1. Relevant and up to date clinical guidelines are available.  
7.3.2. Clinical guidelines are used to guide patient care.  
7.3.3. Defined guidelines and SOPs for nursing care are available and are followed.  
7.3.4. Procedure to identify high risk and vulnerable patients is available.  
7.3.5. There are sign posts at the compound of the health that directs clients/patients to the desired 

health service units 
7.3.6. Nurses use performance checklists / protocols / guidelines for complex skilled e.g., IV infusions, 

catheterization, nasogastric intubation.  

D.7.4. The facility has an organized process for appropriately discharging patients.  
7.4.1. There is a documented process for discharging patients.  
7.4.2. Discharge forms are available.  
7.4.3. The facility ensures timely and appropriate discharge.  
7.4.4. The health workers give patients (and their families or caretakers where appropriate) 

understandable follow-up instructions in the discharge note.  

D.7.5. Performance monitoring and quality improvement  
7.5.1. The health Facility has an establish a structure (multidisciplinary team) for performance 

monitoring and quality improvement  
7.5.2. The health Facility implements quality improvement cycle for selected priority problems  
7.5.3. The health Facility collects, analyses and uses data for quality improvement purposes and 

report reportable indicators to the respective body as per the HMIS standard  
7.5.4. Client satisfaction survey and other quality improvement assessments are conducted, analysed 

and applied for quality improvement purposes  

D.8. INFECTION CONTROL  

D.8.1. The facility has supplies and equipment for IPC.  
8.1.1. Single use (Auto disabled) needles and syringes available, catheters, gloves.  
8.1.2. Disinfectants – chlorine solution (e.g. JIK) and other disinfectants are available.  
8.1.3. Buckets for disinfection are available.   
8.1.4. Autoclave, oven or chemical sterilant are available.  
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8.1.5. TB screening for all patients attending the service delivery point 
8.1.6. Educate suspected or confirmed cases of airborne disease to their cough 
8.1.7.  Personal Protective Equipment (PPE) and supplies (boots, gloves, aprons/gowns, masks, 

goggles) are available.  
8.1.8. Fast track through the patient pathway & isolate patient with airborne infection of public health 

importance 
8.1.9. Tracing, screen & investigate contacts of infectious patient  
8.1.10. The ventilation is adequate [6-12 air changes per hour] to remove infectious aerosols  
8.1.11. Rapid diagnosis & treatment initiation for infectious conditions 
8.1.12. Personal Protective Equipment (PPE) and supplies (boots, gloves, aprons/gowns, masks, 

goggles, ARVs) are available.  

D.8.2. There is a Health Care Waste Management (HCWM) system for safe handling and storing different 
types of waste (sharps; biohazard; infectious; toxic; chemical; radiation) at all generation points.  
8.2.1. Guidelines and SOPs on HCWM are available.  
8.2.2. SOPs on HCWM are displayed in appropriate places.  
8.2.3. Regular (at least every 2 years) in-service training on HCWM given to all health workers.  
8.2.4. There are colour coded bins with liners at all waste generation points (Non-infectious waste 

(plastic, paper), infectious waste, highly infectious waste, pharmaceutical waste and domestic 
waste).  

8.2.5. There are sharps boxes at all generation points.  

D.8.3. The facility has proper disposal facilities (rubbish pit, placenta pit, incinerator, offsite service provider) 
for refuse and medical wastes.  
8.3.1. There is a rubbish pit within the compound (possibly a garbage bin in urban settings).  
8.3.2. The pit (bin) is not overflowing and is properly used (i.e., rubbish is not disposed of anywhere 

else).  
8.3.3. There is a functional (i.e., concrete slab on top, air tight seal) placenta pit within the compound 

(HC III+).  
8.3.4. There is a functional incinerator (HC IV+).  
8.3.5. There is appropriate temporary storage of waste for facilities with a provider who regularly 

collects the waste.  

D.8.4. Management makes provision for occupational health services in accordance with the Occupational 
safety policy.  
8.4.1. Occupation safety policy and guidelines are available.  
8.4.2. First aid kits / materials for health workers are available.  
8.4.3. Post exposure protocol for health workers is available.  
8.4.4. Personal Protective Equipment (PPE) and supplies (boots, gloves, aprons/gowns, masks, 

goggles, ARVs) are available.  
8.4.5. Health workers make proper use of PPE.  
8.4.6. Health workers register and follow up accidents and injuries among health workers (e.g. 

needle/sharp injuries)  
8.4.7. Record of occupational health illnesses is in place.  

D.9. HEALTH FACILITY SUPPORT TO LOWER LEVELS AND COMMUNITY  

D.9.1. The health Facility has established the necessary structural arrangement to implement linkage with 
lower level health facilities and communities in its catchment area including assigning personal to 
manage and follow the systems.  
9.1.1. A publicly available (i.e., easily seen and understood by the clients) statement of purpose that 

accurately describes the services provided in facilities, outreaches and community including 
how and where they are provided  

9.1.2. The health Facility assists preparation of plans for the lower level health facilities under its 
catchment and engage the community and relevant stakeholders  
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9.1.3. A detailed timetable and plan is developed for each professional in the health facility to support 
lower level health facilities and communities under its catchment  

9.1.4. The health Facility collects and analyses weekly performance reports from lower level health 
facilities under its catchment and organises regular review meetings to follow the overall 
progress in major community activities, to identify and share best practices.  

9.1.5. The health Facility sends a timely and appropriate feedback to the lower level health facilities 
under its catchment and follows the implementation of the feedback during regular support.  

9.1.6. The health Facility organizes an integrated and a regular supportive supervision to identify 
major gaps and to support accordingly.  

D.9.2. The facility provides community based services.  
9.2.1. The facility has the current outreach schedule displayed.  
9.2.2. Outreaches conducted according to schedule.  
9.2.3. Outreach reports for the last 3 months were compiled.  
9.2.4. The health facility co-ordinates, monitors and evaluates the impact of the outreach services it 

provides to other health facilities and / or users in the catchment area.  
9.2.5. The health facility monitors and evaluates the impact of outreach services it receives from other 

health facilities or institutions.  

D.9.3. The health facility has a functional health education program.  
9.3.1. Availability of the following materials for client counselling/education sessions: (posters, sample 

foods or demonstration garden, family planning methods, anatomical models, 
brochures/leaflets, flipcharts or cue cards).  

9.3.2. Poster clearly displayed for clients to see.  
9.3.3. Availability of time table for health education showing days, time, topics, place and the persons 

responsible.  
9.3.4. Health facility conducts group health education sessions as scheduled.  
9.3.5. There is a process for recording patient education information after the sessions.  
9.3.6. Health workers use one of the following materials during client counselling / education sessions: 

posters, sample foods or FP methods, anatomical models, brochures, leaflets, flipcharts or cue 
cards.  

9.3.7. Health education conducted in a language and format that patients can understand.  

D.9.4. The facility has a functional client feedback mechanism.  
9.4.1. The health facility uses sound methodology e.g. Focus Groups, suggestion boxes, complaints 

desk, satisfaction surveys, community dialogues, to gather meaningful information or feedback 
from the clients.  

9.4.2. The facility has a designated person for client feedback management.  
9.4.3. Patients are made aware of how to raise a concern related to patient safety and/or their care.  
9.4.4. Complaints and compliments are recorded, evaluated and analysed.  
9.4.5. Feedback from service users is used to continuously improve the experience for all service 

users.  
9.4.6. Clients receive feedback on actions taken.  

 

D.10. MEDICAL RECORDS MANAGEMENT  

D.10.1. Every person has a complete, accurate, standardized, up-to-date medical record, which is accessible 
throughout their care, on discharge and on follow-up.  
10.1.1. The Health Facility utilizes a single, unified registration system for admissions, discharges linked 

to HMIS requirements and, births and deaths that is linked to the national vital registration 
system at all times  

10.1.2. The health facility has standardized, age-appropriate care registers, clinical records, observation 
charts and patient cards in place at all times for recording and monitoring all care processes and 
outcomes.  
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10.1.3. The health facility has an established storage system for medical records that ensures 
confidentiality and safety and allows rapid retrieval, access and distribution of patients’ medical 
records 

10.1.4. The health facility has a standardized system for classifying clinical conditions, diseases and 
health outcomes, including births and deaths, which is aligned with the ICD.  

10.1.5. The health facility has a system for creating unique identifiers for new patients and locating pre-
existing unique identifiers for returning patients.  

10.1.6. The health facility staff receive training and refresher sessions at least once every 12 months on 
the use of standardized medical records, including birth and death registration, and 
classification of conditions and diseases in accordance with the ICD.  

10.1.7. The health facility has sufficient supplies of the necessary registers, patient medical forms, 
charts and patient cards (e.g. immunization cards) in stock at all times.  

D.10.2. Health facility has a functional mechanism for data collection, analysis and use as part of its activities 
for monitoring performance and quality improvement.  
10.2.1. The health facility has a system with standard operating procedures and protocols for data 

collection and for checking, validating and analysing relevant indicators aligned to HMIS to 
make timely reports and visual charts.  

10.2.2. Managers, health professionals and support staff in the health facility meet regularly (at least 
once a month) to review patient care and outcomes for decision-making and monitoring 
performance.  

10.2.3. The health facility managers and community representatives meet regularly (at least every 3 
months) to review the health facility statistics and performance and use the recommendations 
for decision-making.  

10.2.4. The health facility regularly (at least once a month) reviews deaths and has mechanisms in place 
to implement the recommendations of the reviews.  

10.2.5. Evidence that the health facility analyses and produces monthly visual charts and reports for 
monitoring performance.  

D.10.3. Facility has a mechanism for collecting, analysing and providing feedback on the services provided and 
the perception of patients and their families of the care received  
10.3.1. The health facility has a functioning, age-appropriate system and procedures in place for 

collecting information and responding to the perceptions of users and their carers of the 
services provided.  

10.3.2. The health facility has visual materials to inform patients and their carers on how to make a 
complaint (e.g., a suggestion box) and provide feedback to the health facility.  

10.3.3. Health facility staff (clinical and nonclinical) receive training or orientation in customer service 
and provision of person centred care at least once every 12 months.  
 

D.11. EMERGENCY CARE AND REFERRAL  

D.11.1. The facility has a functional emergency unit / service.  
11.1.1. There is an emergency room or unit.  
11.1.2. There are trained / competent health workers to handle emergencies.  
11.1.3. There are guidelines /SOP clearly displayed for handling various surgical and medical 

emergencies.  
11.1.4. Equipment and supplies for managing surgical and medical emergencies are available and 

functional.  
11.1.5. There is a secure cupboard with the relevant medicines e.g. adrenaline, prednisone, 

aminophylline, diazepam, 50% dextrose for managing medical and surgical emergency 
conditions in the room/unit.  

11.1.6. The facility provides 24 hour seven days a week (24/7) coverage for managing emergencies.  
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11.1.7. Well-stocked resuscitation trolley, with suction device, pulse oximeter, airways, laryngoscope, 
endotracheal tubes, adult bag valve masks, infusion sets, intravenous fluids) available in 
sufficient quantities and ready for use all times at all emergency care points.  

D.11.2. Provision of appropriate prereferral care, and the decision to refer is made without delay.  
11.2.1. The health facility has written, up-to-date clinical protocols and guidelines for prereferral 

management of all people who require referral.   
11.2.2. The health facility is equipped with age-appropriate medicines and other supplies for 

stabilization and prereferral treatment of critically ill people who require referral.  
11.2.3. The health facility has at least one health professional on duty at all times who is trained and 

competent in first aid, emergency triage, assessment and treatment or basic age appropriate 
life support.  

D.11.3. Providing seamless, coordinated care and referral according to a referral plan that ensures timeliness.  
11.3.1. The health facility is part of a documented referral network of facilities in the same geographical 

area with agreed arrangements.  
11.3.2. The health facility has local financial arrangements to ensure that people who cannot be 

managed at the health facility are referred and transferred with their caregiver without delay, 
24 h a day, 7 days a week.  

11.3.3. The health facility has a functioning vehicle with fuel or proximate access to a vehicle that is 
routinely available for emergency transport to referral facilities.  

11.3.4. The health facility vehicle is regularly maintained, clean and carries basic consumables, 
medications and equipment suitable for resuscitation and supportive care of people of all ages.  

D.11.4. System for appropriate referral information exchange and feedback to relevant health care staff.  
11.4.1. The health facility has a standardized referral form to document relevant demographic and 

clinical information (summary of history, clinical findings, investigations, diagnosis and 
treatment given) and the reason for referral.  

11.4.2. The health facility has reliable methods of communication (mobile phone, landline or radio) that 
are functioning at all times for facilitating referrals.  

11.4.3. The health facility has formal agreements, communication arrangements and a feedback system 
with the network referral facilities.   

D.11.5. Emergency and protective equipment and supplies are provided in the operating theatre.  
11.5.1. Emergency resuscitation equipment and supplies are available.  
11.5.2. Emergency resuscitation equipment and supplies have clearly defined instructions for use.  
11.5.3. There is a mechanism for summoning assistance in the operating theatre.  
11.5.4. Hazard or warning notices are displayed.  

D.11.6. The facility has a functional Sterilizing Unit to ensure effective sterilizing and disinfection.  
11.6.1. The design of the sterilizing and disinfecting unit, and lay out of equipment, ensures flow of 

work from the soiled to the clean side of the unit.  
11.6.2. There is a washing and decontamination area, with sinks and running water.  
11.6.3. There is a pre-packaging area with storage facilities for clean materials.  
11.6.4. There is a storage area for sterile packs with racks for an adequate circulation of air.  
11.6.5. There is an autoclave(s).   
11.6.6. Autoclave sterility is tested daily and the test results recorded.  
11.6.7. The sterility of each pack is shown on indicator tapes that are suited to the process used.  

 

D.12. LABORATORY SERVICES   

D.12.1. The facility has qualified health workers in the laboratory.  
12.1.1. Laboratory managed by a qualified health worker according to the staffing norms.  
12.1.2. The recommended number of laboratory staffs is in post to meet the service needs.  
12.1.3. Continuous in-service training is provided to all staff members.  
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12.1.4. Records of the training provided are kept.  

D.12.2. The facility has the Laboratory guidelines and SOPs.  
12.2.1. Laboratory guidelines are available.  
12.2.2. All relevant SOPs available are consistent with MoH /WHO standards.   
12.2.3. Laboratory test menu adequate for the level of care displayed.  

D.12.3. The facility has a well-equipped laboratory to undertake laboratory investigation for facility level.  
12.3.1. Sufficient laboratory benches are available for projected activities.  
12.3.2. There is either an uninterrupted power supply (UPS) or a battery backup system and/or an 

automated voltage stabilizer (AVS) for critical equipment.  
12.3.3. Equipment to provide services as per Test Menu is available.  
12.3.4. All equipment is in good working order (functional).  
12.3.5. Equipment are regularly inspected, maintained and calibrated.  
12.3.6. Functional referral system for laboratory investigations (named referral centre) in case the 

health facility does not have the capacity.  

D.12.4. The facility has adequate supplies of laboratory supplies and reagents.  
12.4.1. Laboratory supplies/reagents available for test menu of facility services.  
12.4.2. All reagents and solutions are accurately labelled.  
12.4.3. All reagents are periodically evaluated for accuracy and results.  
12.4.4. Dangerous reagents and chemicals are separately and securely stored.  
12.4.5. There is a documented stock management system that keeps track of current stock.  
12.4.6. Re-order levels are defined.  

D.12.5. Procedures are followed for collecting, identifying, safely transporting and tracking 
specimens/samples, and reporting results.  
12.5.1. SOPs for handling specimens are implemented.  
12.5.2. Request forms are available and contain relevant information.  
12.5.3. Specimen labels include unique patient identification and adequate supporting information.  
12.5.4. Specimens are registered (hand written or digital) legibly and in an organized manner.  
12.5.5. Established norms and ranges are used to interpret and report clinical laboratory results.  
12.5.6. Results are registered in a log-book.  
12.5.7. Laboratory results are stored in a lockable cupboard.  

D.12.6. The facility has an established and functional Laboratory Quality Management System.  
12.6.1. The Laboratory has a designated – Lab Manager, Lab Quality Officer and BioSafety Officer 

reflected in the Laboratory organogram displayed.  
12.6.2. At least two of the designated officers (Lab Manager, Quality Officer and BioSafety officer) have 

evidence of having attended at least two SLMTA training sessions.  
12.6.3. The facility has a current/up to date Quality Manual.  
12.6.4. The laboratory participated in an external quality control program.  
12.6.5. The facility has a register of quality control results and of the corrective and preventive actions 

taken.  

D.12.7. The Laboratory implements infection prevention and control processes.  
12.7.1. Suitable processes followed for cleaning and decontaminating laboratory surfaces and 

equipment.  
12.7.2. Protective clothing is worn correctly.  
12.7.3. Post Exposure Prophylaxis policy is implemented.  
12.7.4. Waste handling, storage and disposal are according to the MoH Health Care Waste 

Management Guidelines.  

D.13. DIAGNOSTIC AND IMAGING SERVICES   

D.13.1. The facility provides diagnostic imaging services.  
13.1.1. Diagnostic imaging services provided for the level of care.  
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13.1.2. Emergency diagnostic imaging services are available after normal hours.  
13.1.3. Functional referral system (named referral centre) in case the health facility does not have the 

capacity.  
13.1.4. A patient register is available.  

D.13.2. Diagnostic imaging services meet applicable local and national standards, laws and regulations.  
13.2.1. Policies and procedures address compliance with Atomic Energy Agency standards, laws and 

regulations.  
13.2.2. There is lead protection in door and windows.  
13.2.3. A copy of the local ionizing and radiation regulations is available and the requirements are met.  
13.2.4. A copy of the most recent radiation safety report is available.  

D.13.3. A radiation safety programme is in place, followed and documented.  
13.3.1. There is an established radiation safety programme that addresses potential safety risks and 

hazards encountered within or outside the department.  
13.3.2. Guidelines and procedures on handling and disposal of hazardous materials are available.  
13.3.3. Radiation safety devices available and used (lead aprons, gonad and thyroid shields, glasses, 

radiation badges, dosimeter, etc).  

D.13.4. Diagnostic imaging equipment and machines are available.  
13.4.1. Equipment for the level of care is available.  
13.4.2. There is an inventory of diagnostic imaging equipment and machines.   
13.4.3. There is documented evidence that equipment is tested and calibrated in accordance with the 

national policy / guidelines / SOPs.  
13.4.4. There is documented evidence that equipment is maintained in accordance with the policy / 

guidelines / SOPs.  

D.13.5. X-ray film and other supplies are available.  
13.5.1. Adequate quantities of film, reagents and supplies are available.  
13.5.2. All reagents and solutions are completely and accurately labelled.  
13.5.3. Films and reagents are periodically evaluated for accuracy and results (Quality control 

procedures implemented).  

D.13.6. The facility has qualified staff performing X-ray procedures and interpreting results.  
13.6.1. A qualified health worker manages the diagnostic and imaging service.  
13.6.2. There is a duty roster for staff in the unit.  
13.6.3. X-rays are done upon a signed request form a qualified medical practitioner.  
13.6.4. X-rays are interpreted and reported on by appropriately trained personnel.  
13.6.5. Experts in specialized diagnostic areas are contacted, when needed.  

D.13.7. There is proper reporting and recording of procedures to ensure safety and legality.  
13.7.1. Imaging request forms contain the patient's name, examination requested, relevant previous 

examinations and clinical information to explain the request.  
13.7.2. Diagnostic imaging results are reported on by a qualified person within a time frame that meets 

clinical needs.  
13.7.3. X-ray reports contain a clear conclusion (including recommendations for future management of 

appropriate).  
13.7.4. X-rays are properly labelled.  
13.7.5. A copy of the report is filed in the patient's record / file.  
13.7.6. Films taken are available at each visit of the patient.  
13.7.7. Length and method of storage of X-ray films is in accordance with the guidelines.  

D.13.8. The health facility has qualified staff to perform ultrasound services and interpret results.  
13.8.1. A qualified health worker manages the ultrasound service.  
13.8.2. There is a duty roster for staff in the unit.  
13.8.3. Ultrasound procedures are performed and interpreted by appropriately trained personnel.  
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13.8.4. Experts in specialized diagnostic areas are contacted, when needed.  
13.8.5. Quality control procedures are implemented.  

 

D.14. INPATIENT/SURGICAL CARE  

D.14.1. The patient needs are addressed according to the care plan.  
14.1.1. Patient assessment (history taking, examination and investigations) is conducted to identify the 

patient's medical, nursing or other health care needs.  
14.1.2. Patient's vital signs are monitored, registered and interpreted according to a regular daily 

schedule.  
14.1.3. Pressure relieving techniques (care of skin, turning in bed on schedule, observing and 

preventing potential bed sores) are implemented and documented.  
14.1.4. Professional physiotherapy care and assistance with rehabilitation done if required.  

D.14.2. Each patient's surgical care is planned and documented.  
14.2.1. Medical assessments (history taking, examination and investigations) are carried out and 

documented before patients go to surgery.  
14.2.2. The results of surgical patients’ diagnostic tests are recorded before surgery.  
14.2.3. Anaesthetic assessment is conducted to identify any drug sensitivities.  
14.2.4. An intra-operative report and a post-operative diagnosis are documented.  
14.2.5. The names of the surgeon and other personnel are documented.  
14.2.6. The patient's clinical status is monitored during the immediate post-surgery period.  
14.2.7. There is evidence in the patient's health record that he/she gave informed consent.  

D.15. OPERATING THEATRE  

D.15.1. The facility has qualified health workers in the operating theatre.  
15.1.1. Qualified health workers are available.  
15.1.2. There is a theatre duty roster for all shifts.   
15.1.3. Anaesthesia is administered only by qualified personnel.   
15.1.4. Nurses trained in recovery room care are available until the patient has fully recovered.  
15.1.5. Anaesthetist supervises the recovery period and authorizes the patient's discharge from the 

recovery room.  

D.15.2. The facility has adequate facilities, equipment, supplies and medications for safe surgical and 
anaesthetic care.  
15.2.1. The design of the theatre provides space for reception, anaesthesia, surgery, recovery and 

observation of patients.  
15.2.2. Access to theatre room is controlled.  
15.2.3. There is either an uninterrupted power supply (UPS) or a battery backup system for the theatre 

lamp.  
15.2.4. There is a functional and safe operating theatre table.  
15.2.5. All equipment is included in the health facility equipment maintenance programme.  

D.15.3. The facility has the guidelines and SOPs required for management of safe surgery and anaesthesia.  
15.3.1. Up to date surgical guidelines and SOPs are available.  
15.3.2. Anaesthesia guidelines and SOPs are available.  
15.3.3. An anaesthesia trolley is available.   
15.3.4. A tracheotomy tray is available.  

D.15.4. Provision of anaesthesia is in line with the guidelines.  
15.4.1. A pre-anaesthetic assessment of the patient is performed before anaesthesia is administered.  
15.4.2. The medical assessment is documented before the start of anaesthesia.  
15.4.3. The patient's psychological status is continuously monitored and recorded during anaesthesia 

and surgery.  
15.4.4. Anaesthesia used is documented in the patient's anaesthetic record.  
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D.15.5. Surgical procedures conducted in line with the guidelines.  
15.5.1. The surgical team performs all procedures according to the guidelines.  
15.5.2. The surgical procedures are documented in the patient’s file.  

D.15.6. Patient's post anaesthetic status is monitored and patients discharged from recovery area according to 
guidelines.  
15.6.1. Each patient's post-anaesthetic status is monitored.  
15.6.2. Monitoring findings are documented in the patient's record.  
15.6.3. Recovery area arrival and discharge times are recorded.  
15.6.4. Each patient is discharged from the recovery areas according to the guidelines.  
15.6.5. The signatures of those handing over and those receiving the patient are recorded.  

D.16.  MATERNITY  

D.16.1. There is a qualified health provider available at all times at the maternity.  
16.1.1. A qualified health worker (midwife, CO or MO) is available 24 hours a day, 7 days a week.  
16.1.2. There is staff housing near the health facility OR in the unit a duty room is available for staff 

with sleeping accommodation.  

D.16.2. The maternity ensures an appropriate environment for delivery.  
16.2.1. Clean, appropriately illuminated, well-ventilated labour, childbirth and neonatal areas and 

surroundings.  
16.2.2. The physical environment of the health facility during labour, delivery and immediate postnatal 

period, allows privacy and the provision of respectful, confidential care, including the availability 
of curtains, screens, partitions and sufficient bed per client.  

16.2.3. Up-to-date protocols to ensure privacy and confidentiality for all women and newborns in all 
aspects of care are available.  

16.2.4. Adequate number of delivery rooms or areas for the estimated number of births in the service 
area.  

16.2.5. The health facility has a dedicated area in the labour and childbirth area for resuscitation of 
newborns.  

16.2.6. There is sufficient lighting in the delivery room.  
16.2.7. The floor in the maternity unit is appropriately covered to allow for easy cleaning (e.g., cement, 

ceramic tiles or terrazzo) and drainage system allows for easy cleaning and waste disposal 
16.2.8. A sluice room with running water is available, a sink is present with running water from a tap or 

modified storage container and there is a  cleaning roster for the maternity unit.  

D.16.3. The maternity has appropriate functional equipment and tools for handling normal delivery.  
16.3.1. A proper delivery bed is available in the delivery room.  
16.3.2. A complete sterile delivery set is available in the delivery room.  
16.3.3. Basic equipment e.g., thermometers, sphygmomanometers, foetal stethoscopes, urine 

dipsticks, pulse oximeter, vacuum, forceps, incubators, weighing scale, sterile gloves.  
16.3.4. Diagnostic ultrasound machine and trained health staff who can conduct a basic obstetric 

ultrasound examination to determine the number of foetus’s present, gestational age, prenatal 
diagnosis of foetal anomalies or early diagnosis of placental insufficiency.  

16.3.5. Partographs are available in the delivery room.  
16.3.6. A delivery register is available in the delivery room.  
16.3.7. Cord ligature is available.  

D.16.4. The maternity has appropriate functional equipment and tools for resuscitation of newborns.  
16.4.1. A resuscitation table, well-stocked neonatal resuscitation trolley, warmer, Suction device, at 

least two sizes of neonatal mask (0 &1) and a self-inflating bag, pulse oximeter, laryngoscope) 
available all times.  

16.4.2. Clinical protocols for managing newborns who are not breathing spontaneously at birth 
present. 

16.4.3. Resuscitation area/corner at maternity and neonatal units.  
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16.4.4. In-service training at least once a year, with follow-up mentorships. 
16.4.5. Drills or simulation exercises and supportive supervision in basic newborn resuscitation on 

newborn resuscitation mannequins. 

D.16.5. The maternity has adequate supplies of medicines and supplies for management of labour and 
delivery.  
16.5.1. Antihypertensive agents and magnesium sulphate available in sufficient quantities at all times 

for the management of women with pre-eclampsia.  
16.5.2. Uterotonic drugs and supplies for intravenous infusion (syringes, needles, infusion sets, 

intravenous fluid solutions and blood) available in sufficient quantities at all times for the 
management of women with postpartum haemorrhage.  

16.5.3. Antenatal corticosteroids (dexamethasone or betamethasone), antibiotics and magnesium 
sulphate available in sufficient quantities at all times.  

16.5.4. First- and second-line injectable antibiotics and other essential medicines available at all times 
for the management of women and newborns with, or at risk for, infections during labour, 
childbirth and the early postnatal period.  

D.16.6. The maternity unit is able to handle common complications of pregnancy and newborns.  
16.6.1. Oxygen is available in the delivery room.  
16.6.2. A functional incubator is available in or near the delivery room.  
16.6.3. A vacuum extractor is available.  
16.6.4. There is a fully equipped theatre near the labour ward or there is an ambulance for transferring 

emergencies to a higher level health facility.  
16.6.5. There is a dedicated recovery room or area for care of women with complications.  
16.6.6. There is a dedicated ward for admitting sick and unstable small babies.  

D.17. INTENSIVE CARE  

D.17.1. All facilities above HC III should have a functional intensive care unit appropriate for the level of facility 
17.1.1. An identifiable consultant as director, supported by consultants with allocated intensive care 

sessions sufficient to provide continuous immediate non-resident availability. 
17.1.2. ICU should be a separate unit within the hospital with access to the emergency department, 

operating theatres, radiology, and interventional cardiology and trauma unit where relevant.  
17.1.3. There should be a surge capacity plan to cope with an emergency/epidemic  
17.1.4. All units should have documented and demonstrable procedures for formal audit, peer review 

and quality assurance  
17.1.5. The level of intensive care available should support the delineated role of the particular facility  
17.1.6. All patients will be screened for delirium  

D.17.2. ICU staff have received in-service training or CPD within the last 2 years 
17.2.1. 24-hour dedicated on-site cover by medical staff.  
17.2.2. A minimum nurse : patient ratio of 1:1  
17.2.3. Clinical management of the patient must be achieved within the framework of national 

protocols  
17.2.4. ICU procedures such as tracheal suction, care of vascular catheters and extracorporeal circuits, 

changing of oxygen masks, humidifiers and ventilator circuits, should be agreed and 
documented.  

17.2.5. All treatment plans should have clear objective outcomes identified within a specific time frame 
and discussed with the patient where appropriate, or relatives/carers if appropriate  

D.17.3. Regular system in place for replacement and checking the safety of equipment.  
17.3.1. Equipment to support common organ system failures, in particular, ventilatory, circulatory and 

renal failure e.g., ventilators, dialysis and haemo-filtration machines, traction equipment, 
monitoring apparatus, infusion pumps and syringe drivers, drip stands, trolleys, blood warmers, 
portable suction apparatus). Cardiac arrest / emergency trolley / defibrillator   
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17.3.2. Emergency medical equipment airway equipment for tracheostomy, bronchoscopy and 
thoracotomy, high power torches and spare cylinder spanners.  

17.3.3. Alarm calls for patients  
17.3.4. An in-house bleep, a long-distance radiopager for the Consultant on call or a cell phone.  
17.3.5. There should be regular, preferably weekly, meetings and discussions amongst the medical, 

nursing and other professional staff associated with the unit to deal with: management 
problems and policy in the day-to-day running of the unit, a review of cases and patient 
management, both within the unit and in conjunction with other departments teaching sessions 
for nurses, doctors and studies.  
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E. Ancillary/Support Services Management   

E.1. FOOD AND NUTRITION SUPPORT STANDARDS  

E.1.1. Food service is managed to ensure the provision of safe and effective services.  
1.1.1. A written agreement is available where the service is outsourced.  
1.1.2. A suitably qualified or experienced person manages/supervises the service.  
1.1.3. The responsibilities of the manager / supervisor are defined in writing.  
1.1.4. There are written policies and procedures to guide personnel in the food service-related aspects.  

E.1.2. There are enough and suitably qualified and competent personnel to provide a safe and effective food 
service management.   
1.2.1. Personnel are managed in terms of the employer's policies and procedures relating to job 

descriptions, orientation and induction, in-service training and staff performance appraisals.  
1.2.2. Contracted personnel are managed as determined on the written service agreement.  
1.2.3. The contracted personnel are oriented on relevant organizational policies and procedures.  
1.2.4. Contracted personnel participate in relevant organizational in-service training programmes (e.g. 

infection control, health and safety).   

E.1.3. Food service department is designed to allow for the effective storage, preparation and serving of food.  
1.3.1. The kitchen is designed to allow for effective storage, preparation and serving of food.  
1.3.2. There is section of the kitchen dedicated to the preparation of infant feeds.  
1.3.3. There are separate hand-washing facilities in the food preparation area, with soap and paper 

towels.  
1.3.4. There is a mechanism for preventing unauthorized individuals from entering the food preparation 

areas.  
1.3.5. The temperature, ventilation [6-12 air changes per hour] and humidity levels are adequate to 

provide for satisfactory working conditions and cleanliness.  
1.3.6. Windows in the preparation area have fly screens or another effective method of fly control is 

available.  
1.3.7. There is adequate lighting in the kitchen.  
1.3.8. There is a fire extinguisher and a fire blanket in the kitchen.  

E.1.4. Basic hygiene measures are implemented in the food service department.  
1.4.1. The food service area meets with the health and safety regulations.  
1.4.2. Equipment, floors, walls and ceilings are kept clean.  
1.4.3. Personnel are constantly reminded of the importance of effective hand washing (i.e. posters).  
1.4.4. Preparation surfaces are cleaned and dried between being used for different activities.  
1.4.5. There are adequate, clean and conveniently placed change rooms, toilets and ablution facilities for 

food handlers.  
1.4.6. Food handlers have access to lockers for their outer clothing.  
1.4.7. Enough suitable refuse containers are provided in or near each change room, hand-washing facility 

and toilet area.  

E.1.5. Menus are planned to meet patient needs.  
1.5.1. A suitably qualified and/or experienced person advises on meal development.  
1.5.2. There is a planned weekly menu suitable for different seasons.  
1.5.3. Wherever possible, patient food preferences are respected and substitutions made available.  
1.5.4. Cultural preferences are taken into account.  

E.1.6. Food products and meals are hygienically stored, prepared and served.  
1.6.1. Foods which are of a potential high risk, unprepared food and prepared items are kept separately.  
1.6.2. Separate cutting boards are kept for raw and cooked food.  
1.6.3. Food is kept for a minimum amount of time after cooking and before serving.  
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1.6.4. Food waste is put in covered containers and removed without delay from places where food is 
prepared.  

1.6.5. There is a mechanism for ensuring that food handlers report if they or their family suffer from 
diarrhoea, vomiting, throat infections, skin rashes, boils, other skin lesions, eye or ear infections.   

1.6.6. Food handlers wear protective clothing.  

E.1.7. There is a mechanism to ensure that nutrition and hygiene are maintained where food is provided by 
families or others from outside the health facility.  
1.7.1. Where families or others provide food, they are educated about the patient's diet limitations.  
1.7.2. Food is provided at regular intervals.  
1.7.3. The food provided meets the nutritional requirements of the patient.  
1.7.4. Hygienic food preparation and serving methods are implemented.  

E.2. LINEN SERVICE MANAGEMENT  

E.2.1. The linen service is managed to ensure the provision of a safe and effective service.  
2.1.1. A written agreement is available where the service is outsourced.  
2.1.2. A suitably qualified and/or experienced person manages/supervises the service.  
2.1.3. The responsibilities of the manager/supervisor are defined in writing.  
2.1.4. Written policies / guidelines and procedures are available to guide the personnel in all service-

related activities.  

E.2.2. There are enough and suitably qualified and competent personnel to provide a safe and effective linen 
service management.   
2.2.1. Personnel are managed in terms of the employer's policies and procedures relating to job 

descriptions, orientation and induction, in-service training and staff performance appraisals.  
2.2.2. Contracted personnel are managed as determined on the written service agreement.  
2.2.3. The contracted personnel are oriented on relevant organizational policies and procedures.  
2.2.4. Contracted personnel participate in relevant organizational in-service training programmes (e.g., 

infection control, health and safety).  

E.2.3. The laundry is designed to allow safe and effective processing of laundry.  
2.3.1. Adequate space to deal with the estimated dry weight of articles to be processed and type of 

washing equipment.  
2.3.2. Clear flow of laundry from the soiled to the clean side with no crossover of these lines.  
2.3.3. Size and number of washing machines are adequate to meet the number of loads per hour, 

considering peak loads.  
2.3.4. Ironers/laundry presses are adequate to ensure the processing of laundry items without undue 

delays.  
2.3.5. Linen is securely stored.  

E.2.4. Where linen is provided by families or from outside the health facility, there are mechanisms to ensure 
that mechanisms are in place to prevent and control infections.  
2.4.1. There are processes that support the patient's right to comfort by provision of bed linen.  
2.4.2. There are processes to ensure the right of the patient to dignity by provision of appropriate bed 

clothes.  
2.4.3. The family or others providing linen are guided on the type of linen that is suitable.  
2.4.4. Hospital personnel ensure that the family or others provide clean linen on a regular basis.  
2.4.5. There are processes in place for handling of contaminated linen.  

    

E.3. HOUSE KEEPING STANDARDS  

E.3.1. Housekeeping service is managed to ensure provision of safe and effective service.  
3.1.1. A written agreement is available where the service is outsourced.  
3.1.2. A suitably qualified and/or experienced person manages/supervises the service.  
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3.1.3. The responsibilities of the manager/supervisor are defined in writing.  
3.1.4. Written policies / guidelines and procedures are available to guide the personnel in all service-

related activities.  

E.3.2. There are enough and suitably qualified and competent personnel to provide a safe and effective 
housekeeping management.  
3.2.1. Personnel are managed in terms of the employer's policies and procedures relating to job 

descriptions, orientation and induction, in-service training and staff performance appraisals.  
3.2.2. Contracted personnel are managed as determined on the written service agreement.  
3.2.3. The contracted personnel are oriented on relevant organizational policies and procedures.  
3.2.4. Contracted personnel participate in relevant organizational in-service training programmes (e.g., 

infection control, health and safety).  

E.3.3. Facilities and equipment are adequate to provide a safe and effective cleaning service.  
3.3.1. Adequate and secure storage areas are available for equipment and chemicals.  
3.3.2. Chemicals for cleaning are safely stored out of reach of patients, children and visitors.  
3.3.3. There is adequate storage place for brooms and mops.  
3.3.4. Mops and brooms are cleaned and dried before being stored.  
3.3.5. Cleaning cupboards are adequately ventilated.    

E.3.4. Safe waste disposal takes place according to the infection control program.  
3.4.1. Waste is segregated in accordance with policies, procedures and local authority by-laws.  
3.4.2. The colour of bag and type of container appropriate to the type of waste generated are available.  
3.4.3. Waste is protected from theft, vandalism or scavenging by animals.  
3.4.4. Waste is collected at appropriate times so that hazards are not caused.  

E.4.  MORTUARY SERVICE STANDARDS   

E.4.1. The health facility has functional mortuary services.  
4.1.1. The health facility has policies and procedures guiding all aspects of preparation, storage, release 

and transportation of bodies according to the relevant national legislation e.g. National Human 
Tissue Act.  

4.1.2. There is suitable infrastructure and equipment for the handling, storage and transportation of 
bodies.  

E.4.2. There are trained health workers working with deceased bodies in the safe storage, handling, 
transportation and release of bodies.  
4.2.1. Health workers working with deceased bodies have personal protective equipment.  
4.2.2. A control system, which monitors the movement and release of bodies, including death 

notifications and related documents.  
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F. Client Centred Care  
 

Rationale 

The ever-increasing patient load and demand on healthcare causes providers to lose sight of the person behind 
the condition they are treating. This is why person-centred care is so important. It helps providers refocus on a 
crucial aspect of care: fulfilling a patient’s needs beyond their disability or ailment.  The health and social services 
are  progressively adopting a person-centred care approach, and rightly so. Patients, caregivers and their families 
are the most under-utilized of all health resources, and thus the need to take steps to remedy this situation. 

Health care is moving away from a systematic model of care, which is a unidirectional clinical approach and 
providers work together to treat illnesses, conditions and injuries with very little input from patients or their 
families.  Though patients are not trained health workers, they are experts in their condition because they live 
with it 24 hours a day, seven days a week. When a health professional first meets a patient, he/she only sees the 
tip of the iceberg. So, these standards are cognisant that the patient rather than provider needs are paramount, 
that care is based on evidence and technical interventions keep changing with new knowledge, hence the 
frequent revision of treatment guidelines.  However, the goals for the health care standards will be maintained 
as improving health literacy and self-care,  ensuring wider participation in treatment decisions,  and effectiveness 
of care 

Effective care is also about ensuring that each service user receives evidence based and well-coordinated care 
and support at the right time and in the right place. Continuity of care and support is important for each service 
user to ensure that no one, and no part of their treatment, falls through gaps in the provision of services. This 
requires that each service user knows who is responsible and accountable for their care at all times and that the 
right information is available at the point where clinical decisions are made.  

Standards 

F.1. EVERY PERSON RECEIVES EVIDENCE-BASED CARE AND MANAGEMENT OF ILLNESS ACCORDING 

TO NATIONAL CLINICAL GUIDELINES  

F.1.1. All people are triaged and promptly assessed for emergency and priority signs to determine whether 
they require resuscitation and receive appropriate care according to clinical guidelines.   
1.1.1. All people with general danger or emergency signs or injuries are assessed within 15 min of 

arrival at the facility   
1.1.2. All people with general danger or emergency signs who required referral receive correct 

emergency and/or prereferral treatment.  
1.1.3. All people who do not require urgent referral or admission are properly assessed according to 

respective guidelines e.g., IMNCI, IMAI, RH, HIV, mental health crisis, guidelines  
1.1.4. All service providers received training or refresher training in emergency triage, assessment and 

treatment covering paediatric, obstetric,  surgical/trauma and medical emergency care during the 
past 12 months.  

1.1.5. All service providers in a health facility received training and/or refresher sessions in the 
management of common conditions during the past 12 months.  

1.1.6. All people in shock are adequately assessed for signs of shock and appropriately resuscitated 
according to national guidelines 

F.1.2. Offer integrative medicine (combination of alternative medicine with evidence based medicine) - 
Treating the "whole person," focusing on wellness and health rather than on treating disease, and 
emphasizes the patient-physician relationship.  
1.2.1. Complementary and integrative therapies e.g., acupuncture physical therapy and rehabilitation, 

heat therapy, aroma therapy, sleep therapy, massage and body works therapy, holistic nutrition 
counselling, mental health counselling, yoga, wellness exercises, etc, are available based on 
patient interest and community utilization patterns.  

1.2.2. Guidelines on integrative therapies are available.  
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1.2.3. At least one health worker in at the respective service delivery points (OPD, RMNCAH, Medical 
and Surgical Wards, Physiotherapy) received in-service training in the relevant integrative therapy 
discipline in the last two years.  

F.2. PROVIDING EVIDENCE-BASED CARE AND MANAGEMENT ACCORDING TO NATIONAL GUIDELINES  

F.2.1. All people and their caregivers are given information about the patient’s illness and care effectively, so 
that they understand and cope with the condition and the necessary treatment.  
2.1.1. Health care staff in the health facility wear identification badges.  
2.1.2. Health care staff, by cadre and social professionals receive proper continuous training in 

communication and counselling.  
2.1.3. Health care staff in the health facility demonstrate good communication skills: asking and 

listening to patients and carers, enabling them to ask questions, explaining with examples to 
ensure understanding and verifying their understanding.    

F.2.2. All patients and their carers experience coordinated care, with clear, accurate information exchange 
among relevant health and social care professionals and other staff.   
2.2.1. clinical records demonstrate that all correspondence about investigations and clinical 

interventions received are reviewed by health care staff, signed and acted upon in a timely 
manner.  

2.2.2. Patients admitted to the health facility have an up-to-date, appropriately completed monitoring 
chart that indicates that vital signs are monitored regularly.   

2.2.3. Patients or their carers who are informed about their right to express their views and participate 
in making decisions about their care.  

2.2.4. Patients or Carers in the health facility are offered the option to be present with their patient 
during medical procedures.   

F.2.3. All patients and their carers receive appropriate counselling and health education, according to their 
capacity, about the current illness and promotion of the health and well-being   
2.3.1. Patients or carers are counselled and receive information about feeding, complementary foods 

and feeding practices during the current illness.  
2.3.2. People with chronic diseases get regular follow-up which is routinely scheduled and documented 

in the health facility records.  
2.3.3. Adolescents should be seen individually by a health professional without the presence of a 

parent.  

F.3. DIGNIFIED CARE 

F.3.1. Every person’s rights are respected, protected and fulfilled at all times during care, without 
discrimination  
3.1.1. All people have the right to access health care and services, with no discrimination of any kind.   
3.1.2. Staff in the health facility understand the patients charter on and how to apply it in practice.  
3.1.3. People are told about the Patients’ charter as it pertains to the right to care in an appropriate 

local language at admission.   

F.3.2. All people are treated with respect, empathy and dignity, and their right to privacy and confidentiality 
is respected.   
3.2.1. Providers use up-to-date guidelines and mechanisms to ensure written and verbal confidentiality.  
3.2.2. Providers know the patient (including children’s) right to confidential advice and counselling 

services without the presence of a parent or carer.   
3.2.3. Health worker direct patients and attendants where to go.  
3.2.4. Patients and attendants are treated respectfully.  
3.2.5. Cater for clients with hearing and sight deficiencies.   

F.3.3. Measures are taken to protect patient privacy.  
3.3.1. Privacy is protected during all examinations, procedures and treatments.  
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3.3.2. Privacy is protected when providing personal information.   
3.3.3. Right to privacy is protected for all for all forms of counselling.  
3.3.4. Procedures to prevent loss or misuse of patient information are implemented.  
3.3.5. Consent is obtained for services / procedures where necessary.  

F.3.4. The facility operates an organized/orderly patient flow system.    
3.4.1. Health workers see clients on first-come, first-serve basis. Only extremely sick individuals are 

given priority over others who are waiting (triage).  
3.4.2. The facility has an appointment system for follow up or return visits.  
3.4.3. Clients wait one hour or less after arrival at the health facility before being attended to by a 

health worker.   

F.3.5. Health workers ensure effective interaction with the clients/patients and their family members.  
3.5.1. There are materials to encourage communication among patients, families and staff (e.g. flip 

chart, email, notice boards in patient’s room, telephone contact).  
3.5.2. There is adequate service time for the services offered (contact with clinician of at least 10 

minutes).  
3.5.3. The health worker is able to identify at least five of the patients’ rights.  
3.5.4. Clients are educated about their rights and responsibilities.  
3.5.5. Clients’ rights and responsibilities in the commonly used language are clearly displayed for clients 

to see. 
3.5.6. Providers are trained and adhere to guidelines of identifying maltreatment and GBV in the and 

follow the guidelines for management  

F.4. SAFE CARE  

F.4.1. People’s health, safety and welfare are actively promoted and protected. Risks are identified, 
monitored and where possible, reduced or prevented.   
4.1.1. All people are protected from any violation of their human rights, physical or mental violence, 

injury, abuse, neglect or any other form of maltreatment  
4.1.2. Best practice is applied in assessing, managing and mitigating risk which draws on people’s 

experiences of the service.   
4.1.3. People are assessed for risks and every effort is made to reduce avoidable harm and disability.   
4.1.4. Effective infection prevention and control needs to be everybody’s business and must be part of 

everyday healthcare practice and based on the best available evidence so that people are 
protected from preventable healthcare associated infections. People are supported to meet their 
nutritional and hydration needs, to maximise recovery from illness or injury.  

F.5. EVERY PERSON WITH CONDITION(S) THAT CANNOT BE TREATED EFFECTIVELY WITH THE AVAILABLE 

RESOURCES RECEIVES APPROPRIATE, TIMELY REFERRAL, WITH SEAMLESS CONTINUITY OF CARE   

F.5.1. Every person who requires referral receives appropriate prereferral care, and the decision to refer is 
made without delay.   
5.1.1. People who require referral are given prereferral treatment and transferred within 2 h of arrival 

at the referring health facility.  
5.1.2. People with surgical emergencies that require referral to a facility with surgical capacity are 

transferred within 2 h of arrival at the referring health facility.   
5.1.3. The provider communicate clearly with family members about the condition of their patient and 

about why and where the patient will be referred for further care.  

F.5.2. People who require referral are given prereferral treatment and transferred within 2 h of arrival at the 
referring health facility.  
5.2.1. People who were referred without appropriate emergency transport.  
5.2.2. People referred from the health facility whose families or carers contributed financially to their 

referral transport.  
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5.2.3. All severely ill people requiring referral are transferred to a receiving facility accompanied by a 
health care professional.  

5.2.4. People referred to a referral health facility or their carers receive immediate attention (within 15 
min) on arrival at the referral health facility.  

F.5.3. People with surgical emergencies that require referral to a facility with surgical capacity are 
transferred within 2 hours of arrival at the referring health facility.   
5.3.1. People referred by a health facility should have written counter- referral feedback information 

provided by the receiving facility.  
5.3.2. People referred should have documented prereferral communications (verbal, written) with the 

receiving facility.  
5.3.3. all referred must have an appropriate referral note  

F.6. USE HEALTH INFORMATION SYSTEM TO ENSURE EARLY, APPROPRIATE ACTION TO IMPROVE THE 

CARE OF EVERY PATIENT  

F.6.1. Documenting the process of care to ensure appropriate patient care, early detection of complications, 
accurate hand-over and patient safety.  
6.1.1. People currently in the health facility have a patient identifier and individual clinical medical 

record.  
6.1.2. Every  entry in Medical record is dated, timed (24-h clock), legible and signed by the person 

making the entry.  
6.1.3. People discharged from the health facility within the past 24 h have an accurately completed 

discharge summary of the care provided, outcomes and diagnoses (with ICD codes).  
6.1.4. All births and deaths occurring in the health facility are appropriately registered in the national 

vital registration system.   
6.1.5. All medical records include legible documentation of relevant demographic and clinical 

information on the person and the process and outcomes of the care provided.   
6.1.6. All deaths that occurred in the health facility are appropriately recorded, with a correct, complete 

death notification and the cause of death consistent with the ICD classification.    

F.6.2. Know perceptions and experiences of care of patients and their caregivers to assist in improving the 
quality of care at the facility.  
6.2.1. Patients and of carers are made aware of the mechanism for patient complaints and feedback 

(e.g. suggestion box) in the health facility.  
6.2.2. Patients and of carers participate in patient satisfaction surveys or provided feedback on the 

services received within 1 month.   
6.2.3. The feedback sought should include time spent waiting for care, the procedures and other 

processes in the health facility.  
6.2.4. Health workers encourage clients to actively discuss any problem or concern about their health 

and treatment during the visit.  

F.7. PROVIDE INDIVIDUALISED CARE 

F.7.1. The facility provides patients / clients access to information regarding their health.  
7.1.1. A process is in place by which patients and family may request additional information on their 

diagnosis, treatment options, etc.  
7.1.2. Patients have access to their medical record while they are being treated, and are assisted by a 

health care professional in understanding the information contained within.  
7.1.3. A process is in place to disclose unanticipated outcomes to patients (and family as appropriate).  

F.7.2. Mechanism for family involvement in patient care is in place.  
7.2.1. Flexible patient/client directed visiting hours are in place for immediate family, and children are 

permitted to visit (exception for psychiatric facilities, Intensive Care Unit and in cases of 
communicable diseases).  
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7.2.2. When mutually agreed upon and clinically appropriate, staff encourages families to participate in 
the emotional, spiritual and physical care and support of the patient/client.  

7.2.3. Formalized training/education is available for a patient‘s loved one who may be providing routine 
care following discharge.  

7.2.4. Family members are able to remain with the patient during procedures and resuscitation.  

F.7.3. Support the spiritual needs of patients / clients, families and health workers.  
7.3.1. The spiritual needs of patients/clients, families and staff are supported.  
7.3.2. Space is available for both quiet contemplation and communal worship. 

F.7.4. The facility has a mechanism for ensuring continuity of care.  
7.4.1. Patients and families are able to participate in ward rounds where applicable.  
7.4.2. Opportunities exist for patients and families to meet with multiple members of their health care 

team (including the nurse and physician) at one time.  
7.4.3. Plans of care are written and explained in language that patients and families can understand.  
7.4.4. Tools are provided to patients to help them manage their medications, medical appointments 

and other health care needs.  
7.4.5. Health workers reinforce and assess comprehension of information and instructions provided at 

discharge.  

 

F.8. SAFE CARE   

F.8.1. The facility implements a coordinated Infection Prevention and Control (IPC) program.  
8.1.1. Guidelines and SOPs on Infection Prevention and Control (IPC) available.  
8.1.2. IEC materials (posters) on cleaning and disinfection, hand hygiene, operating and maintaining 

water, sanitation and hygiene facilities and safe waste management; these are posted in the 
areas in which the activities are conducted.  

8.1.3. Regular (at least every 2 years) in-service training on IPC given to all health workers.  
8.1.4. IPC audit conducted.  
8.1.5. Hand washing and disinfecting facilities (Soap, water, paper towels or hand sanitizers) are 

available in all relevant areas.  
8.1.6. At least one functioning hand hygiene station per 10 beds, with soap and water or alcohol-based 

hand rubs, in all wards.  
8.1.7. Health workers constantly reminded of importance of hand washing e.g. posters are displayed.  
8.1.8. Protective clothing (gloves, masks, aprons, goggles, etc) is available and used correctly.  
8.1.9. System for reporting on nosocomial infections and notifiable diseases in place.  

F.8.2. The health workers follow correct IPC practices.  
8.2.1. Health workers are performing proper hand washing according to guidelines.  
8.2.2. Health workers are performing proper disinfection and sterilization according to IPC guidelines.  
8.2.3. Health workers are performing proper aseptic practices related to patient care.  
8.2.4. Health workers are performing safe injection practices.  
8.2.5. Health workers are performing proper disposal of sharps and needles.  

F.8.3. System for monitoring negative incidents / near misses / adverse events (capture errors, injuries, non-
harmful errors, equipment malfunctions, process failures or other hazards).  
8.3.1. Guidelines on adverse events and medical errors are available.  
8.3.2. The facility has a Patient Safety Committee.  
8.3.3. Patients or family are informed of the events and actions taken.  
8.3.4. The health workers report adverse events and medical errors in line with the guidelines.   
8.3.5. The data collected are analysed, discussed and recommendations are disseminated.  
8.3.6. The findings / lessons learnt are used for quality improvement.  

F.8.4. The facility has a system for clinical and Maternal, Perinatal Death reviews (MPDSR).  
8.4.1. Clinical audit guidelines are available.   



 

Ministry of Health – Uganda  Page   49 

8.4.2. Clinical audit committee is in place.  
8.4.3. Clinical audits reports made regularly.  
8.4.4. MPDSR guidelines are available.   
8.4.5. MPDSR Committee is in place.   
8.4.6. Maternal and Perinatal death notification is done within 24 hours and reviews within 72 hours.  
8.4.7. MPDSR reports made and submitted monthly.  

F.8.5. Environmental safety  
8.5.1. Access to up to date and relevant information is readily available to identify, prioritise and 

manage real risks that may cause serious harm.  
8.5.2. Safety notices, alerts and any such communication are acted upon.  
8.5.3. Measures are in place to prevent serious harm or death where the required controls are well 

known.  
8.5.4. Issues relating to the environment such as security, safe and sustainable design, clear signage, 

planning, privacy, fire safety, age related general health and safety, and disability accessibility are 
considered.  
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G. Age-Specific Health Care  

 

Rationale 

People seen or admitted to the facility with simple, chronic or serious illness should be managed according the 
age and disease program specific clinical guidelines. But regardless of a patient’s age, care must respond to the 
patient’s need covered in section F.  Depending upon the age of the patient, the service provider may use different 
approaches, assessment tools, or equipment to address the needs. These needs are also patients’ rights and must 
be respected. Infants, paediatric and elderly patients are particularly vulnerable to safety risks. Providers should 
use specific assessment and documentation tools developed by the MoH to assure that these risks are addressed. 
These framework of these standards  identify five age groups within which to highlight age-specific variations for 
the standards 

• Mothers and babies covered by specific maternal and new born/neonates Health Standards 

• Children covering infants, toddlers, preschool and school aged children up to 10 years 

• Adolescent  

• Adults 

• Older people 

 
In addition to age-related differences, some of the ways in which individual patients differ from one another 
include Cultural Practices,  Religious values, beliefs and practices, Generational orientation, Sexual orientation, 
Interests and talents Personality type  among others.  The most important thing to remember about individual 
differences is to avoid stereotyping or assuming that a patient practices certain behaviours or espouses certain 
values and preferences based upon any category or combination of categories into which that patient appears to 
fit. Nevertheless, to service providers need this cultural competence to learn typical behaviours, values, and 
preferences associated with various groups. Age-specific considerations must be combined with any and all other 
individual differences. By understanding these differences, Person-centred and  more individualized care can be 
provided to users.  

Standards  

G.1. MOTHERS AND THEIR BABIES  

G.1.1. All women and their babies receive treatment and care from competent health care professionals.  
1.1.1. The maternity is staffed with qualified midwives.  
1.1.2. The midwives have received in-service training or CPD within the last 2 years on any of the 

following: resuscitation for both mother and infant, newborn examination, providing 
breastfeeding support and post-natal care.  

G.1.2. Providers give technically appropriate (according to current guidelines and standards) maternity and 
newborn care services.  
1.2.1. Health workers are providing technically correct services in monitoring of labour using the 

partograph.  
1.2.2. Health workers are providing technically correct services in active management of third stage of 

labour (AMTSL).  
1.2.3. Health workers are providing technically correct services in postnatal care.  
1.2.4. Health workers are providing technically correct services in management of newborns.  

G.1.3. Appropriate treatment of neonates  
1.3.1. Avoid medication dosage errors for babies  
1.3.2. Cuddle and hug frequently: Gentle kinesthetic stimulation promotes neural development. 

Cuddling also facilitates development of trust.  
1.3.3. Position neonates on the back for sleep to prevent suffocation; initiate Sudden Infant Death 

Syndrome (SIDS) preventive interventions, use extreme caution in administering medications and 
assess potential influence of maternal medications on the neonate). 
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1.3.4. Position neonates properly during feeding and burp the neonate to reduce risk for aspiration due 
to immaturity and proximity of respiratory and gastrointestinal passages. Touch gently over the 
anterior and posterior fontanels, which are still soft,  

1.3.5. Assess body temperature of neonates and maintain constant environmental temperature, 
including Kangaroo mother care.  

1.3.6. Assess breastfeeding and fluid balance for all Neonate due to the risk of dehydration due to 
immature renal function, high metabolic rate and insensible fluid loss 

1.3.7. Protect neonates from  stressors such as lights, noise, and excessive handling because of their 
limited ability to manage stressors 

 

G.2. CHILDREN 

G.2.1. Every child receives evidence-based care and management of illness according to INMCI guidelines.  
2.1.1. All children are triaged and promptly assessed for emergency and priority signs to determine 

whether they require resuscitation and receive appropriate care according to INMCI guidelines.  
2.1.2. All sick young infants, especially small newborns, are thoroughly assessed for possible serious 

bacterial infection and receive appropriate care according to INMCI guidelines.  
2.1.3. All children with cough or difficult breathing are correctly assessed, classified and investigated 

and receive appropriate care and/or antibiotics for pneumonia, according to INMCI guidelines.  
2.1.4. All children with diarrhoea are correctly assessed and classified and receive appropriate 

rehydration and care, including continued feeding, according to INMCI guidelines.  
2.1.5. All children with fever are correctly assessed, classified and investigated and receive appropriate 

care according to INMCI guidelines.  
2.1.6. All infants and young children are assessed for growth, breastfeeding and nutrition, and their 

carers receive appropriate support and counselling, according to INMCI guidelines.  
2.1.7. All children at risk for acute malnutrition and anaemia are correctly assessed and classified and 

receive appropriate care according to INMCI guidelines.  
2.1.8. All children at risk for TB and/or HIV infection are correctly assessed and investigated and receive 

appropriate management according to INMCI guidelines.  
2.1.9. All children are assessed and checked for immunization status and receive appropriate 

vaccinations according to the guidelines of the INMCI expanded programme on immunization.  
2.1.10. All children with chronic conditions receive appropriate care, and they and their families are 

sufficiently informed about their condition(s) and are supported to optimize their health, 
development and quality of life.  

2.1.11. All children are screened for evidence of maltreatment, including neglect and violence, and 
receive appropriate care.  

2.1.12. All children with surgical conditions are screened for surgical emergencies and injury and receive 
appropriate surgical care.  

2.1.13. All sick children, especially those who are most seriously ill, are adequately monitored, reassessed 
periodically and receive supportive care according to INMCI guidelines.  

2.1.14. All children receive care with standard precautions to prevent health care-associated infections.  
2.1.15. All children are protected from unnecessary or harmful practices during their care.  

G.2.2. Every child’s rights are respected, protected and fulfilled at all times during care, without discrimination  
2.2.1. All children have the right to access health care and services, with no discrimination of any kind.  
2.2.2. All children and their carers are made aware of and given information about children’s rights to 

health and health care.  
2.2.3. All children are protected from any violation of their human rights, physical or mental violence, 

injury, abuse, neglect or any other form of maltreatment.  
2.2.4. All children have access to safe, adequate nutrition that is appropriate for both their age and 

their health condition during their care in a facility.  
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G.2.3. All children and their families are provided with educational, emotional and psychosocial support that is 
sensitive to their needs and strengthens their capability  
2.3.1. All children are allowed to be with their carers, and the role of carers is recognized and supported 

at all times during care, including rooming-in during the child’s hospitalization.  
2.3.2. All children and their families are given emotional support that is sensitive to their needs, with 

opportunities for play and learning that stimulate and strengthen their capability.  
2.3.3. Every child is assessed routinely for pain or symptoms of distress and receives appropriate 

management according to IMNCI guidelines.  

G.2.4. The health facility has an appropriate, child- friendly physical environment, with adequate water, 
sanitation, waste management, energy supply, medicines, medical supplies and equipment for routine 
care and management of common childhood illnesses.  
2.4.1. Children are cared for in a well-maintained, safe, secure physical environment with an adequate 

energy supply and which is appropriately designed, furnished and decorated to meet their needs, 
preferences and developmental age.  

2.4.2. Child-friendly water, sanitation, hand hygiene and waste disposal facilities are easily accessible, 
functional, reliable, safe and sufficient to meet the needs of children, their carers and staff.  

2.4.3. Child-friendly, age-appropriate equipment designed to meet children’s needs in medical care, 
learning, recreation and play are available at all times.  

2.4.4. Adequate stocks of child-friendly medicines and medical supplies are available for the routine 
care and management of acute and chronic childhood illnesses and conditions.  

 

G.3. ADOLESCENTS  

G.3.1. The health provider ensures that adolescents are knowledgeable about their own health, and they know 
where and when to obtain health services.  
3.1.1. The health facility has in the waiting area up-to-date information, education and communication 

materials specifically developed for adolescents.  
3.1.2. Health-care providers have competencies to provide health education to adolescents and to 

communicate about health and available services (health, social and other services).  
3.1.3. The health facility has outreach workers5 that are trained to conduct health education for 

adolescents.  
3.1.4. The health worker involves outreach workers in activities to promote health and increase 

adolescents’ use of services.   
3.1.5. Health-care providers provide age and developmentally appropriate health education and 

counselling to adolescent clients and inform them about the availability of health, social services 
and other services.  

3.1.6. Adolescents are knowledgeable about health.  
3.1.7. Adolescents are aware of what health services are being provided, where and when they are 

provided and how to obtain them.  

G.3.2. The health facility provides a package of information, counselling, diagnostic, treatment and care 
services that fulfils the needs of all adolescents. Services are provided in the facility and through referral 
linkages and/or outreach. 
3.2.1. The health facility provides a package of health services that fulfils the needs of all adolescents, in 

the facility and/ or through referral linkages and outreach (mental health, sexual and 
reproductive health, HIV, nutrition and physical activity, injuries and violence, substance use, and 
immunization).  

3.2.2. Procedures are in place that describe the referral system to services within and outside the 
health sector, including provisions for transition care for adolescents with chronic conditions. 

3.2.3. Health-care providers demonstrate the technical competence required to provide effective 
health services to adolescents. Both health- care providers and support staff respect, protect and 
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fulfil adolescents’ rights to information, privacy, confidentiality, non-discrimination, non-
judgemental attitude and respect.  

3.2.4. The health facility has convenient operating hours, a welcoming and clean environment and 
maintains privacy and confidentiality. It has the equipment, medicines, supplies and technology 
needed to ensure effective service provision to adolescents.  

G.3.3. The health facility provides quality services to all adolescents irrespective of their ability to pay, age, sex, 
marital status, education level, ethnic origin, sexual orientation or other characteristics.  
3.3.1. Policies and procedures used that state obligation of facility staff to provide services to all 

adolescents irrespective of their ability to pay, age, sex, marital status, schooling, race/ethnicity, 
sexual orientation or other characteristics.  

3.3.2. Policies and procedures are in place for services that are free at the point of use, or affordable.  
3.3.3. Health-care providers know who are the vulnerable group(s) of adolescents in their 

community(ies).   
3.3.4. Adolescents are involved in the planning, monitoring and evaluation of health services and in 

decisions regarding their own care, as well as in certain appropriate aspects of service provision.  

G.3.4. All adolescents obtain health information and advice relevant to their needs, circumstances and stage of 
development.  
3.4.1. Adolescents are informed about their rights and about where and when to obtain sexual and 

reproductive health services  
3.4.2. Health care providers furnish age- and developmentally-appropriate health information and 

counselling to adolescents.  
3.4.3. Health care providers inform adolescents about the availability of health, social services and 

other services available.  
3.4.4. Outreach activities to promote health and increase adolescents’ use of services are carried out 

according to the plan.  
3.4.5. Facility has IEC/BBC materials that are specific for adolescent health issues and needs  
3.4.6. The health facility provides quality services to all adolescents irrespective of their ability to pay, 

age, gender, marital status, education level, ethnic origin, sexual orientation, or other 
characteristics. 

G.3.5. All adolescents are able to obtain health services that include preventive, promotive, curative and 
rehabilitative services that are appropriate to their needs.  
3.5.1. Adolescents are informed how to make their concerns known  
3.5.2. The health facility provides a package of information, counselling, diagnostic, treatment, and care 

services that fulfil the needs of all adolescents.  
3.5.3. Services are provided in the facility and through referral linkages and outreach 
3.5.4. Linkages with other SDPs for adolescent services in the area are established and functional.  
3.5.5. Health care providers trained and are competence to provide effective health services to 

adolescents.  
3.5.6. Health facility has convenient operating hours, a welcoming and clean environment, and 

maintains privacy and confidentiality.  
3.5.7. Health facility has the equipment, medicines, supplies, and technology needed to ensure 

effective service provision to adolescents. 
3.5.8. Health care providers offer the required comprehensive package of sexual and reproductive 

health services to all adolescents, according to policies, guidelines and protocols.  
3.5.9. Health care providers comply adequately with referral and counter- referral protocols and 

procedures.  

G.3.6. All adolescents are informed of their sexual and reproductive health rights and services whereby these 
rights are observed by all service providers and significant others. 
3.6.1. Health facility staff involves adolescents, particularly those from vulnerable groups, in planning, 

monitoring and evaluation of health services, as well as in certain aspects of health service 
provision. 
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3.6.2. Health workers provide support, information, and encouragement related to threats to body 
image.  

3.6.3. Assess and address menarche needs with girls ages 11 – 13 years. Address other learning needs 
related to the development of secondary sex characteristics.  

3.6.4. Assess anaemia, nutritional needs, chronic illnesses and vaccination  
3.6.5. Both health care providers and support staff respect, protect, and fulfil adolescents' rights to 

information, privacy, confidentiality, non-discrimination, non-judgmental attitude, and respect. 
3.6.6. The health facility collects, analyses, and uses data on adolescent service utilization and quality of 

care, disaggregated for adolescents by age and gender to support quality improvement.  
 

G.4. OLDER ADOLESCENTS AND ADULTS  

G.4.1. People receive services that are organised to recognise and address the needs of patients, service users 
and their carers 
4.1.1. Working in partnership with other services and organisations, including social services and the 

civil society  
4.1.2. Work towards developing competence in self-care and promote rehabilitation and re-

enablement 
4.1.3. All aspects of care are provided, including referral, assessment, diagnosis, treatment, transfer of 

care and discharge including care at the end of life, in a timely way consistent with national 
timescales, pathways and best practice. 

4.1.4. Provide timely and accessible information on their condition, care, medication, treatment and 
support arrangements 

4.1.5. All patients and service users are provided with high quality, safe, effective treatment and care 
which is based on agreed best practice guidelines defined by condition specific guidelines  

4.1.6. Addressing language and communication needs for each service user with specific 
communication requirements  

G.4.2. Health care is provided in partnership with others to protect and improve the health and wellbeing of 
people and reduce health inequities  
4.2.1. Patients receive care services equally and without discrimination, that uphold their human rights 

and address the needs of individuals whatever their identity and background  
4.2.2. Health care providers challenge and promote equality and human rights.  
4.2.3. Health care providers act on local significant public health issues so as to prevent and control 

communicable diseases 
4.2.4. Health care providers support people to maintain and improve their health, wellbeing, 

independence and to lead an active life  
4.2.5. Health care providers promote healthy lifestyles and support people to avoid harm to their health 

and wellbeing by making healthy choices and accepting opportunities to prevent ill health.  

G.4.3. All people receive care that addresses the physical, psychological, social, cultural, linguistic, spiritual 
needs and preferences of individuals and that their right to dignity and respect will be protected and 
provided for  
4.3.1. People are treated with respect, courtesy and politeness.  
4.3.2. People are able to access free and independent advice so they can make choices about their care 

and lifestyle.  
4.3.3. Information and care are always provided with compassion and sensitivity and, individuals are 

addressed by their preferred name.  
4.3.4. Confidentiality, modesty, personal space and privacy are respected especially in hospital wards, 

public spaces and reception areas.  
4.3.5. People’s feelings, needs and problems are actively listened to, acknowledged and respected.  
4.3.6. Ensuring that people and their carers have the freedom to act and decide based on opportunities 

to participate and on clear and comprehensive information.  
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4.3.7. People are helped to be as comfortable and pain free as their condition and circumstances allow.  

G.4.4. Assess lifestyle challenges, screening and management of underlying or latent disease 
4.4.1. All patients or users should be screened for common NCDs e.g., diabetes, high blood pressure, 

cardiovascular disease, asthma and chronic obstructive pulmonary disorder, genetic disorders  
4.4.2. Detection and referral for mental disorders especially depression, anxiety disorders, substance 

use disorders, psychotic disorders, epilepsy  
4.4.3. Active detection of exposure to violence and referral for appropriate care using validated 

interview based tools 
4.4.4. Providing opportunities to discuss and agree options;  
4.4.5. Take time to listen and actively respond to any questions and concerns that the individual or their 

relatives may have, treating their information confidentially.  
4.4.6. Obtain valid consent in line with best practice guidance 

G.5. OLDER PEOPLE 

G.5.1. Older people presenting with frailty syndromes have prompt access to a comprehensive geriatric 
assessment and management  
5.1.1. Carefully assess and validate the need for modified communication techniques and use resource 

persons as needed to communicate effectively with the patient who has dementia.  
5.1.2. Communicate respectfully and in a manner that preserves dignity about current health needs and 

any predisposing conditions which may heighten the risk of healthcare-associated harm 
5.1.3. Discuss their needs and preferences, including the people they wish to be involved in their care 

and direct instructions and information to family members and care partners as well as patient.  
5.1.4. Monitor closely for adverse effects of medications related to decreased clearance of drugs.  
5.1.5. Identify and report elder abuse  

G.5.2. Managing declining physical and mental capacities  
5.2.1. Multimodal exercise (balance, strength, flexibility and functional training) should be 

recommended for older people.  
5.2.2. Oral supplemental nutrition with dietary advice should be recommended for older people 

affected by undernutrition.  
5.2.3. Older people should receive routine screening for visual impairment in the primary care setting, 

and timely provision of comprehensive eye care.   

5.2.4. Screening followed by provision of hearing aids should be offered to older people for timely 
identification and management of hearing loss.  

G.5.3. Managing Geriatric syndromes  
5.3.1. Prompted voiding for the management of urinary incontinence can be offered for older people 

with cognitive impairment.  
5.3.2. Pelvic floor muscle training (PFMT), alone or combined with bladder control strategies and self-

monitoring, should be recommended for older women with urinary incontinence (urge, stress or 
mixed).  

5.3.3. Psychological intervention, training and support should be offered to family members and other 
informal caregivers of care-dependent older people, particularly but not exclusively when the 
need for care is complex and extensive and/or there is significant caregiver strain.  

G.5.4. Effective discharge planning is a continual process and starts as soon after admission as possible, or 
before admission for planned admissions.  
5.4.1. Communication, including transfer of information between healthcare and social care 

professionals, for seamless process of transition. 
5.4.2. Continence care is appropriate and discreet and prompt assistance is provided as necessary 

taking into account peoples’ specific needs and privacy.  
5.4.3. people are supported to feel confident to talk through all aspects of their care including sensitive 

areas such as life expectancy. Advanced care planning, end of life care and addressing the needs 
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of the dying and as good a death as practical for the individual and their family is a key part of 
dignified care.  

 

CHAPTER 4: HEALTH SERVICE STANDARDS  

DELIVERY FRAMEWORK  
 

4.1  Strategic Quality Framework 

This manual continues with the previous efforts of putting the client and community at the 
forefront based on a client-centred approach with consideration of both the supply and demand 
side of healthcare.  

Vision:   A healthy and productive population that contributes to socio-economic growth and 
national development.  

Quality Objectives:    

1. Improve outcomes of care  
2. Improve the client/patient perception of the health services  
3. Improve patient safety  
4. Reduce cost of health care through waste  
5. Improve compliance with the health sector service delivery standards  
6. Provide logical, effective and efficient documentation for the QI processes and activities  

Principles 

a) Client focus: Improving the patient and user experience of care  
b) Professionalism: Adherence to the professional codes of conduct and ethics, exhibiting a high 

degree of competence and best practices as prescribed for in a given profession in the Public 
Service.   

c) Transparency: Openness about all the decisions and actions taken.  
d) Accountability: Ensuring public trust and responsibility for actions or inactions.  
e) Efficiency: Optimising use of resources including time in the attainment of service delivery 

objectives.  
f) Effectiveness: Achieving the intended results in terms of quality and quantity in accordance with 

set targets and performance standards set for service delivery.  
g) Participation: Engaging partners (e.g., MDAs, LGs, Civil Society, the Private Sector and service 

recipients) in designing, implementing, monitoring and evaluating quality of service delivery.  
h) Equity: fair treatment to all customers irrespective of gender, race, religion, health status and 

ability, ethnic background and political affiliation.  

Implementation Drivers   

a) Engaging top leadership and management and the provider teams in continuous improvement 
and making quality improvement an essential and integral part of their job-description and design 
required to transform health system.  

b) Support supervision especially using the approach of RRH CHD support to the districts in the 
region has to be strengthened. Operationalisation of the new MoH support supervision strategy 
has to be resourced and given focus so the implementation of health service standards is 
adequately addressed in the health sector   

c) Regular, accurate and  transparent reporting on quality plans, progress performance as a support 
to help both providers and the public understand how to improve services .   

d) Accountability for delivery of quality services at all levels of health service in Uganda. The sub-
national level teams at RRHs and districts particularly the Health Facility Boards/Committees being 
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responsible for effective the management and above all, involving the local communities for the 
expected quality of care services provided.  

e) Linking health service standards driven improvements to incentives such as performance 
assessments has to be given priority. Health Facility Quality of Health Care Assessment (HFQAP) 
should be regular with more active involvement of the service providers to identify and address the 
gaps identified during the QoC assessment. Good performance should be recognised and rewarded 
while action be undertaken for failure to performance and meet the health service standards. The 
Result Based Financing should hinge on implementation of health services standard as a key measure 
to award performance with improved funding.  

f) Institutionalisation of  5S-Continuous Quality Improvement (KAIZEN)-Total Quality Management 
Implementation  shall ride on effective implementation of health service standards at all levels of 
health care in Uganda. Increasing participation from the users and public as the best judges of 
quality of service given and use their views to clarify understanding of what is working well and what 
is not.   

4.2  Implementation Strategy for Updated Standards Manual 

The operationalization of the updated standards manual is to ensure that they are put to use and 
to prevent faltering or falling back on the prior status quo.  Intensive coaching of practitioners by 
local implementation team members will be paramount during implementation stage. Problems 
may emerge and it is necessary to develop and engage in strategies to promote continuous 
improvement and rapid-cycle problem-solving. During the initial implementation stage, existing 
processes within management and service delivery settings may be altered, leading to changes in 
organizational roles and functions as well as changes to the structures that accommodate and 
support the work of service providers to adhere to the standards.   

Implementation Goals  

1. To ensure widespread knowledge and dissemination of updates standards manual.  

2. To revise existing processes within every setting and tools as driven by the updates.  

3. To promote the wide scale use of the updated standards manual.  

4. To create changes in tools, functions and structures to accommodate and support 
new workflows created by revisions to the standards manual.  

Implementing  

This strategy builds on the existing quality improvement process and is based on the use of existing 
tools and processes.  The key tools linked to this manual are HFQAP, supervision standards and 
the 5S continuous quality improvement tools and guides, as well as the private sector quality 
improvement tools.  This implementation strategy helps to overcome barriers, build readiness and 
drive the implementation process towards institutionalising the use of the updated standards 
manual.  Four key implementation strategies will be followed in the roll out of the updated 
standards. 

  

a) Dissemination of updated Standards Manual: Deliberate efforts will be made to ensure 
that dissemination and distribution of the Manual is done with in year 1 after the finalization 

Printing and 
Dissemination

Partnering with 
implementation 

teams

Incorporating 
rapid-cycle 

problem solving 
and scale up  

Monitoring, 
evaluating and 
innovation for 

continuous 
update
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and approval.  The dissemination will involve national launching followed by cascaded 
dissemination throughout the health system covering the different management and care  
levels in both the private and public sector. 

b) Partnering with implementation teams:  Partner with Quality Improvement structures to 
roll out the updated manual starting in the selected location(s) for initial implementation and 
learning. Local implementation will begin  with assessment of local capacity generated through 
the earlier implementation of quality tools and guidelines such as the comprehensive 
supervision, The 5S-Continuous Quality Improvement (KAIZEN)-Total Quality Management 
Implementation Guidelines and the Health Facility Quality of Care Assessment Programme 
(HFQAP) tools.  These, where existing and in use, will provide the locus for local initial 
implementation.   

c) Incorporating rapid-cycle problem solving and scale up:   Incorporate coaching on rapid-
cycle problem-solving, will allow effective movement from the initial implementation stage to 
the full implementation stage and, eventually, to sustainability.  The steps within the 5S-
Continuous Quality Improvement (KAIZEN)-Total Quality Management Implementation 
Guidelines in Uganda will guide implementation.  Within these cycles, Local councils, VHTs, 
CSOs, and other community based groups will help represent the voice of the public through 
their advocacy role in providing help and advice to those who raise a concern about health 
services. They will also play an important part in monitoring health services and ensuring that 
people's views and needs influence the policies and plans of health care providers.  

d) Monitoring, evaluating and innovation:   Monitoring and evaluating remain vital for both 
assurance and improvement. It must become second nature to health workers at all levels. 
Staff in the frontline will use it to ensure care processes are reliable and will result in the right 
outcomes for individual patients. The wider national and mid-level management will look for 
assurance that outcomes are improving overall.  
• Monitoring roll out:  Monitoring the roll out will rely on a measurement plan developed  to track 

dissemination, adherence, and widespread use of the updated standards manual.  Thus, a plan will 
be developed and tracking will be based on  supervision and implementation of HFQAP tools.  The 
feedback mechanism by which front-line providers can be evaluated on the implementation of 
updated standards will be built within the tiered comprehensive supervision system and linked to 
the Community Health Department of RRHs through the Quality implementing teams.  

• Monitoring delivery:  Each year the MoH, through its annual sector review process, sets out what 
it expects from the services.  The optimal quality performance indicators will be developed 
primarily based on routine HMIS data and support supervision.  Each of the technical program 
service specific delivery plans will provide quality related  outcomes indicators, building on the 
indicators already set out in the sector.  The indicators will be used to  monitor against all six quality 
dimensions of client centeredness, effectiveness, safety, timeliness, equity and efficiency. During 
the next five years, it is proposed that delivery plans will focus on quality of care outcomes based 
on the main causes of death and disease including RMNCAH, Malaria, TB, HIV, child pneumonia 
and specific NCDs such as Diabetes, Cardiac and Mental health. These standards will create a 
unified benchmark of quality performance that emphasising outcomes rather than outputs 
measures through: 

o Linking with existing quality tools for self-assessment and external review: The 1) 5S-
Continuous Quality Improvement (KAIZEN)-Total Quality Management 
Implementation Guidelines,  2)comprehensive support supervision tools 3) the 
Health Facility Quality of Care Assessment Programme (HFQAP) and 4) private 
sector quality tools remain the key instruments for monitoring delivery of quality.   
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o Using National Clinical Outcome Reviews to drive up quality:  These include program 
specific reviews such as the Maternal and perinatal Death surveillance and Review 
(MPDSR), disease specific outcome measures (e.g., Malaria, TB, HIV, ICCM).  The 
increase in coverage of Births and Death registration will provide a stronger 
prospects for measuring survival outcomes. 

o Strengthening the role of Hospital Boards and Health facility Committees to establish 
governance level quality committees that link with the Quality Implementing 
teams (QITs).  These will have a major role of ensuring local quality delivery and 
tracking progress as well as recognising and mitigating any risk to achieving high 
quality care.  The basis for assuring everyone (i.e., public, Government, providers 
and governing Boards/committees) that average quality is good will be through 
three regular mechanisms:  

▪ Quality Triggers: The MoH will set of key metrics or scores as part of 
routine monitoring of quality that will act as an early warning system 
to identify services that give cause for concern.  Facility (and ward for 
larger facilities) Quality dashboards will be developed from the HMIS 
to create a ‘real time’ picture of how well their services are doing 

▪ Health Facility Board/committee governance reports:  Each health 
facility will develop governance reports at least annually, setting out 
clearly and fully how well it is performing and improving quality.   

▪ Annual Quality Statement:  Every health facility will be required to 
include a Statement as part of the overall facility annual report which 
succinctly presents progress in the previous year and responses made 
through the quality improvement projects.  

• Research, knowledge transfer and Innovation for health service standards update:  Health 
services will constantly adapt to meet changing circumstances, new techniques, emerging evidence 
of better practice, shifts in demand. This will be done through developing mechanisms to capture 
and share best practice and innovation as well as ease continual improvement. Innovation is 
prioritised to ensure uptake of local promising  innovation, new technologies and the use of patient 
data for research.  

4.3   Acting when performance gives cause for concern  

There will be times when performance, quality and delivery give cause for concern. The facility, 
district, regional and National teams Unit will intervene when there is a level of continued or 
significant risk of non-delivery or concerns about quality. The regional and district quality teams 
will act as agents for change and will work with individual health facilities to achieve improved 
levels of quality, performance and better patient experience on a sustainable basis.  Should the 
circumstance warrant it, supervising team or professional council in case of private sector, will 
place a facility (whether private or public) on ‘special attention”, which would require it to take 
immediate corrective action.  

4.4   Reviewing the Health Service Standards  

The sector will carry out an annual review of all quality standards set before the start of the current 
financial year to identify whether an update is needed. The annual review will assess new priority 
areas identified, gaps, feedback on changes in the areas for quality improvement etc.  The changes 
in annual review process will then be disseminated.   Effort will be made to continuously improve 
usability of the standards and develop an e-based version  

4.5   Digitalising the Health Service Standards  

The health sector will develop a more comprehensive and consolidated version of health service 
standards in the national health system. The whole process will be digitalised and loaded onto the 
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MoH website for improved assess to stakeholders. Text documents will be made available on case 
by case basis since this is likely to be a very big volume source of information.    

4.6   Broad Undertakings  

 

Broad Action Target 

1. Dissemination  

1.1. Disseminate a memorandum or MoH 
circular summarizing updates and 
linkages with existing quality tools  

• National level (MoH, HDPs, Semi-autonomous institutions),  18 
RRH and 146 district/urban council,  Private health sector 
association,  Health facilities  

1.2. Incorporate updates in related quality 
tools   

• Comprehensive supervision tool and all clinical outcome review 
tools 

1.3. Print updated standards manual and 
distribute 

• All health facilities  

1.4. Regional and district orientation and 
capacity building engagements  

• 18 health regions (RRHs level) with catchment districts  

1.5. Arrange webinars/workshops to provide 
training  

• MOH program staff, partners, semi-autonomous institutions, 
academia/training institutions 

1.6. Develop IT based Quality Standards 
Manual 

• e Quality Standards Manual, e-reminder systems 

1.7. Conduct educational meetings to build 
awareness, inform them and educate 
them about the standards 

• Partners, providers; administrators; management 
committees/boards, civic leaders, consumer groups  

1.8. Media involvement through a press 
release to prepare health service users 
to be active participants 

• TV, Print and radio press release and talk shows 

2. Partner with local implementation teams to roll out updated standards manual  

2.1. Training of national and subnational 
teams of trainers 

• Regional and district QITs, Private sector 

2.2. Cascading training of service providers • 18 RRH, 146 district/urban council all health facilities 
 

2.3. Develop local Quality Delivery Plans • 18 RRH, 146 district/urban council all health facilities 
 

2.4. Identify and prepare champions to drive 
implementation and overcome 
indifference or resistance in public and 
private sector 

• All districts 

3. Incorporate rapid-cycle problem solving and updates 

3.1. Quality collaboratives  • 18 health regions 

3.2. Clinical Audit and Clinical Outcome 
Reviews and feedback mechanisms  

• 18 RRH, 146 district/urban council all health facilities 

3.3. Continuously identify how a practice 
standards can be tailored to meet local 
needs. Clarify which elements to 
maintain to preserve fidelity.  

• 18 RRH, 146 district/urban council all health facilities 

3.4. Annual review • National and 18 health regions 

4. Monitoring and evaluating for continuous update 

4.1. Annual review of all quality standards • National  

4.2. Self-quality assessment  • All levels  

4.3. External quality review • All levels 

4.4. Collaborative research and innovations  • Academia, private sector and industry partners 

 


