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Foreword

The Ministry of Health issues these guidelines to Local Governments to provide them with
information that is used during budgeting and implementation. Where necessary, there are
cross-references to other guidelines and policies which provide more details.

The Health Sub Programme grants to Local Governments are divided into five categories:
namely, the Conditional Wage Grant, Conditional Non-Wage Grant, the Conditional
Development Grant, the Global Fund to Fight AIDS, Tuberculosis, and Malaria (GFATM)
subvention and the Gavi, the Vaccine Alliance (Gavi) Health Systems Strengthening (HSS2)
subvention. Local Governments are required to provide timely accountabilities for these grants.

During FY 2023/24 the Health Sub Programme will continue to re-prioritize Health
Promotion, Disease Prevention, hygiene, and Sanitation (Community Health
interventions), and 30% of Non-Wage Recurrent has been earmarked to undertake activities
related to these priority areas across the spectrum i.e., Local Government Health Office,
General Hospital, and each lower-level health facility. In addition, the mainstreaming and roll
out of Results Based Financing (RBF) to Health Centre IIIs and IVs under the UglFT
programme shall commence during this Financial Year.

In order to improve service delivery in health facilities, a new staff structure has been approved
by the Ministry of Public Service to cater for increased staff in General Hospitals, Health Centre
IVs and Health Centre IlIs. However, the implementation of this structure will be done when
funding is available and in a phased manner.

Lastly, allow me to re-echo my appeal that during FY 2023/24, we all refocus on immediately
reducing the incidence of communicable and non-communicable diseases and mounting
effective responses to public health emergencies. These include COVID-19 pandemic, and
improving and sustaining high coverage of health care services to reduce the cost of health care
in localities using a multisectoral approach.

[ therefore call upon all Local Government Accounting Officers to ensure that the Health Sub-
Programme detailed work plans and estimates are finalized and activities implemented on time
in line with these Health Sub Programme Grant and Budget Guidelines.

Dr. Diana Atwine
PERMANENT SECRETARY
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Users of the Health Sub Programme grant, budget and implementation guidelines

This document is to provide guidance to Local Governments (LGs) for budgeting and
implementation of Health Service Delivery activities, utilizing the Primary Health Care (PHC)
grants and other Decentralized Health Grants in Financial Year (FY) 2023/24. These guidelines
should also be used to prepare and implement Annual Work Plans for both Public and Private-
Not-For-Profit (PNFP) facilities. Finally, the guidelines inform LGs of the factors that will
determine future allocations under the results-based sub-grant on the non-wage recurrent.



GRANT INFORMATION

This section provides an overview of the Health Sub-Programme grants to Local Governments
(LGs) and Health Facilities which are provided for service delivery to achieve Universal Health
Coverage (UHC) with emphasis on access, quality, and affordability aspects. The structure and

purpose of these grants is explained below.

1.1 Structure and objectives of the grants in the Health sub-Programme
The LG Health Sub-Programme grants structure is as illustrated in Table 1 below.

Table 1: Structure and Objectives of LG Health Sub-Programme Grants

No Grant

Purpose

Wage Conditional Grant

To pay salaries for all
Health Workers in the
Health  Facilities and
Hospitals. The salaries for
the LG Health Management
Teams fall under the LG
Unconditional Grant as
guided in the MOoPS
Establishment Notice No.1
of 2020.

Non-Wage | (o/w)
Conditional | PHC
Grant LLG

o/w PHC

District/City/Municipal
Health Office

To fund service delivery
operations by the Health
Department  supervision,
management, and epidemic
preparedness.

PHC Health Centres
(Gov)

To fund service delivery

operations by the
Government Health
Centres (HC) for
prevention, promotion,
supervision, management,
curative, epidemic
preparedness.

PHC Health Centres
(PNFP)

To fund service delivery
operations by the Private-
Not-For-Profit (PNFP) HCs
for prevention, promotion,

supervision, management,
curative, epidemic
preparedness .
o/w PHC Health Centres To incentivize service
Results delivery operations by
Based government and PNFP

health centers 11l and 1V




Financing
(RBF)

Local Government
Health Teams

To incentivize  service
delivery operations by the
Local Government Health
Teams

o/w
Hospital

PHC Hospital (Gov)

To fund service delivery
operations by Government
Hospitals for prevention,
promotion, supervision,
management, curative,
epidemic preparedness

PHC Hospital (PNFP)

To fund service delivery
operations by  PNFP
Hospitals for prevention,
promaotion, supervision,
management, curative,
epidemic preparedness

Development Grant(s)

Functioning of Existing Health Facilities

This will finance major
repairs to health
infrastructure and
equipping and completion
of existing public health
facilities and maintenance
and repairs of existing
health facilities.

Transitional Development — Ad Hoc

This will continue to fund
hospital rehabilitation and
other  specified capital
investments in selected
LGs.

For details on budgeting for subventions, see Annex 14




1.2 Linkage to the NDP Il and expected Service Delivery Outcomes (Results)

Primary Health Care (PHC), General Hospital Services & Health Management and Supervision
are Sub-programs under the Human Capital Development Programme (HCDP) in the National
Development Plan 2020/21-2024/25 (NDP I11). Therefore, the Health Sub Programme efforts
will be geared towards attainment of UHC through:

a) Immediate reduction of incidence, health care burdens and risk factors by; Minimizing
occurrence of most of the communicable diseases e.g., malaria, neglected tropical
diseases etc., halting and reversing rising burden of HIV/TB, Non-Communicable
Diseases (NCDs), epidemics etc., containing risk factors e.g. sedentary lifestyle, unsafe
sex, sexual and Gender-based violence.

b) Improving and sustaining high coverage by provision of; Reproductive Maternal
Neonatal Child and Adolescent Health (RMNCAH) services, health promotion and
quality lifesaving interventions, HIV and TB treatment and chronic care, Nutrition,
integrate refugee and health services in the affected communities, public health
screening and early detection of NCDs and urban health.

1.3 Procedures and Guidelines for Allocating the respective Grants across LGs and Health
Facilities

1.3.1 Wage Conditional Grant

Staff salaries are financed from Health Sub Programme Conditional Wage Grant. The basis of
allocation of conditional wage grants across LGs is the salary scales, filled positions, and
recruitment plans.

Annually the District Health Officer (DHO)/City Health Officer (CHO)/Municipal Medical
Officer of Health (MMOH) is required to budget for all Health Workers in accordance with the
staffing norms, as part of the LG budget/performance contract using the Programme Budgeting
System (PBS).

In Financial Year (FY) 2023/24, the budget allocations for the Wage Conditional Grants in the
LGs have been enhanced to cater for the following.

a) Additional wage to all LGs with Health Facility upgrades under the Uganda
Intergovernmental Fiscal Transfers Program (UGIFT) to cater for recruitment of 10
additional staffs in each of the upgraded Health Centre (HC) llls.

b) LGs with least staffed Health Facilities to recruit additional staffs other than support
staffs to raise their staffing levels up to 75% of the staffing levels.

1.3.2 Non-wage Conditional Grant

The PHC Non-Wage Conditional Grant has six (6) sub grants; (i) the PHC DHO/CHO/MHO
Non-Wage Recurrent (NWR); (ii) PHC Hospital NWR (PNFP); (iii) PHC Hospital NWR
(Government); (iv) PHC NWR (PNFP); (v) PHC NWR (Government) and (vi) the RBF NWR
sub grant. The total funding for PHC NWR constitutes 100% of which 85% is allocated to the
lower-level health facilities (LLHFs) whereas 15% is allocated to the LG
(District/City/Municipal) Health Office. These funds exclude the allocation for the hospitals in
the LG. At least 30% of the PHC NWR at all levels (i.e. District/City/Municipality and all
Public and PNFP Health Facilities) shall be used for Health Promotion, Disease Prevention,
Hygiene and Sanitation activities and implementation of PDM health related activities that are



in line with the health sector strategic shift to strengthening the Community Health Program
and community involvement.

A. Allocation of PHC NWR for the District/City/Municipal Health Offices

Out of the total funding available for the PHC NWR sub grants (excluding hospital grants),
15% is allocated for DHOs/MMHOs/CHOs to use for their health services management
functions, specifically under the output 0883 in the PBS for “Health Management and
Supervision.” This funding pool is allocated across LGs through the following steps:

i Each LG is allocated a fixed amount to cater for the minimum cost of running its
Health Office. The fixed amount for each LG type is listed in Table 2.

Table 2: Fixed allocations for District/City/Municipality Health Offices

Office Fixed Allocation (UGX)
District Health office 20,000,000
City Health Office 20,000,000
Municipal Health Office 10,000,000

After these minimum costs have been catered for, the remainder is allocated across all LGs
based on the variables and weights presented in Table 3.

Table 3: Variables and weights used to allocate the PHC NWR funds for
District/City/Municipal Health Offices after catering for the minimum costs

Variable Weight
Infant mortality 5%
Poverty headcount 10%
Population including refugees 30%
Population in hard to reach hard to stay areas 5%
Number of HC 11, 11, 1V and Hospitals 50%

B. Allocation of the PHC NWR for LLHFs (Government and PNFP)

Out of the total funding available for the PHC NWR sub grants (excluding hospital grants),
85% is allocated for LLHFs (HC 11, 111, and IV) to use for health service delivery. The amounts
allocated to each LG for health facilities, and then within LGs across health facilities, are
determined through the following steps:

i Each LG is allocated an amount for each of its LLHFs to cater for its Fixed
Minimum Costs of operating. The fixed amounts, based on facility level and
ownership, are listed in Table 4.

Table 4: Fixed Minimum  Costs per facility by LLHF level

Type | Fixed cost (UGX) per facility
Government Health Facilities

HC Il 2,000,000

HC 111 4,000,000

L In highly exceptional circumstances, a greater amount is allocated for fixed minimum costs in light of local
needs and constraints.



HC IV | 20,000,000
PNFP Health Facilities

HC II 1,000,000
HC III 2,000,000
HC IV 4,000,000

ii. After these minimum costs have been catered for, the remainder is allocated across
LGs based on their population, poverty head count, infant mortality rate, and
population in hard-to-reach areas. The rationale and weighting of these variables

are detailed in Table 5:

Table 5: Variables and weights used to allocate the PHC NWR funds for LLHFs after

catering for the minimum costs

Variable

Weight
(%)

Set up

Rationale/justification

Population?

60%

Population represents the overall target
beneficiaries and is an indicator of need for
health services and the scale of services
required.

Poverty Head Count

20%

Weighted by
population

Approximates socio-economic goal of
increasing access for poorer communities

Infant Mortality
Rate (IMR)

10%

Weighted by
population
Relative+

Equalizing health outcomes: most of the
causes of infant mortality are preventable
using already proven interventions. These
include immunization, ORS, nutrition, and
hygiene. Therefore, strengthening the
health system will address the causes that
enhance disparities in IMR

Population in hard-
to-reach areas

10%

Mountainous, islands, rivers, etc. have
peculiar  terrain.  Provides  greater
allocations to areas where costs are likely to
be high.

iii. The total allocation of the PHC NWR sub grants to each LG is then arrived at by
adding the results of the previous two steps.

v, Within each LG, the PHC NWR funds for LLHFs is allocated across facilities based
on level and ownership, in proportion to fixed costs listed in Table 4 above.

C. Allocation of the RBF NWR Sub Grant for HC III and IV’s (Government and PNFP)
The RBF NWR sub grant will be allocated based on the results of assessments conducted under
two thematic areas; the Quantity (output) component and the health facility quality of care

component.

. Quantity/output component
Health facilities will be assessed based on outputs attained during the calendar year preceding

the Financial Year. The performance outputs have been extracted from the Ministry of Health

2 The population includes refugees in all cases




Management Information System (HIMS) database. The output indicators with their respective

weights are indicated in the table below:

Table 6: Package of Incentivized Indicators and weights for RBF

SN | Indicator Weight
1 | Number of pregnant women who attended their 1% ANC visit | 3.2
within the first trimester
2 | Number of pregnant women who completed their 4" ANC visit | 4.2
3 | Number of pregnant women who received a third dose of IPT | 1.2
(IPT3)
4 | Number of children under 1 year immunized for measles-rubella | 4.2
5 | Number of newly diagnosed cases of tuberculosis 2.5
6 | Number of infants exposed to HIV who had a 2" PCR test within | 1
9 months.
7 | Number of institutional deliveries, excluding caesarean sections. | 30
8 | Number of caesarean sections (HC 1V only) 50
9 | Number of women who attended PNC visit at 6 days 4
10 | Number of new acceptance and re-attendance for modern FP | 2.5
methods (oral contraceptives, injectables, 1UDs, implants, tubal
ligation, vasectomy)
11 | Number of clients on ART with Viral suppression) 1

Health Facility Quality of care component

The quality incentive of the RBF component has been derived from the average scores of the
results from the Health Facility Quality of Care Assessment (HFQAP) conducted by the
Ministry of Health during FY 2021/22.

Local Government Health Teams incentives are based on the results from the annual Lower
Local Government Performance Assessment under the health sub-programme conducted by
the Office of the Prime Minister during FY 2022/23.

The RBF NWR sub grant is allocated to the thematic areas as explained in the table below

Table 7: Disaggregation of the RBF NWR Sub-grant

S/N

Allocation (% of the
RBF Sub-grant)

Considerations

1

Health facility
Outputs

70%

Based on the outputs of the RBF
package of indicators attained by the
health facilities during the calendar year
preceding the FY

Health Facility
Quiality

25%

Based on the weighted LG quality
allocation derived from the average
HFQAP score of the Health Facilities
and Catchment populations

LG Health Teams

5%

70% - Based on the Performance of the
Local Governments following the Local
Government Performance Assessments




(LGPA) health Sub-programme
performance measures score attained

30% - Based on number of HC IllIs and
HC IVs

D. Allocation of PHC NWR sub grants for Hospitals (Government and PNFP)

The catchment populations are used in the allocation of the PHC NWR for general hospitals.
In addition, hospitals are allocated minimum costs. PNFP hospitals in LGs without
Government hospitals get an additional Ushs. 50 million shillings.

Table 8: Minimum PHC NWR allocation for hospitals, by ownership

hospital

Type \ Fixed cost per hospital (UGX)
Government

Hospital | 250,000,000

PNFP

Hospital in an LG with at least one Government 50,000,000

Hospital in an LG without a Government hospital 100,000,000

After the fixed minimum costs have been catered for, the remainder is allocated across hospitals
based on the variables listed in Table 7. The allocation parameters and weights are the same as
for the PHC NWR for LLHFs, except that the population used is the catchment population for

hospitals.

Table 9: Variables and weights used to allocate the PHC NWR Grant for Hospitals after
catering for the minimum costs

Variable

Weighting
(%)

Rationale/justification

Population

60%

Population represents the overall target
beneficiaries and is an indicator of need for
health services and the scale of services
required.

Poverty Head Count

20%

Approximates  socio-economic  goal  of
increasing access for poorer communities

Infant  Mortality  Rate
(IMR)

10%

Equalizing health outcomes: most of the causes
of infant mortality are preventable using already
proven interventions. These include
immunization, ORS, nutrition, and hygiene.
Therefore, strengthening the health system will
address the causes that enhance disparities in
IMR

Population in hard-to-reach
areas (HTRA)

10%

Mountainous, islands, rivers, etc have peculiar
terrain. Provides greater allocations to areas
where costs are likely to be high.




1.4 Allocation of Health Conditional Development Grant across LGs including a performance
element

The Development Grant Allocation formula for 2023/24 has two components:

I. Basic Formula and performance component Allocation. Both the basic formula and the
performance component constitutes each 50% of this grant. The summation totals up to 100%
of this subcomponent grant. Both grants are allocated as follows.

A. Basic formula subcomponent: this subcomponent allocation is arrived at using a basic
formula which has two variables namely, Number of existing GoU HC IlIs, HC IVs and
hospitals which has a weight of 50% and the population per GoU or PNFP health facility
(Hospital, HC 1V, HC 111), including refugees which also constitutes 50%.

B. The Local Government Performance Assessment (LGPA) Component - i.e., allocation
based on the LG Health Sub-program performance assessment results computed as: % of
Minimum Conditions met multiplied by the results of the Performance Measures in Health,
divided by 100 and then weighted with the amount from the basic formula. To ensure that each
score has a meaningful impact, squared LGPA scores are used and are weighted by 50% of the
performance component and 50% of the basic formula component.

1. Transitional Development Health Ad-Hoc

These fund incomplete health infrastructure in selected LGs and selected health facilities that
are in dire need. They continue to fund health facility rehabilitation and other specified capital
investments in selected LGs.

2. HUMAN RESOURCE MANAGEMENT
This section elaborates how LGs are to budget for and deploy staff, performance management,
planning and transfer of funds for service delivery and performance improvement.

2.1 Budgeting for Wage

LGs are responsible for payment of salaries for staff in health facilities. On this basis, the
DHOs/MMOHs/CHOs are required to ensure that they budget for all health workers in
accordance with the staffing norms.

Table 10: Summary of budget requirements for wage

Grant Summary of budget requirements

Wage LGs are responsible for payment of salaries of health staff in health facilities.
Salary allocations must be aligned to the filled posts within the approved
structure, recruitment plan and salary scales in each FY.

The Health Department must prepare a recruitment plan and submit it to the
Human Resource Management (HRM) Department for the vacant positions of
health workers.

Hard to reach allowance must be provided for staff in hard-to-reach areas
outside town councils and HLG headquarters, in line with the hard-to-reach
framework and schedule designated by the Ministry of Public Service (MoPS)




2.1.1 Use of the Wage Grant and Minimum Staffing Service Delivery Standards
The wage grant is for payment of salaries for all Health Workers in the LLHFs Health Facilities
(HC 11-1V) and Hospitals.

Recruitment of positions of LG Health Management Teams fall under the District
Unconditional Grant as guided in the MoPS Establishment Notice No. 1 of 2020. (Refer to
the HMIS 001, Annex 9, section 5 - Table 19) on the minimum staffing standards.

Table 11: Critical positions for the LG Health Department

District Municipality City
District Health Officer Medical Officer of Health | City Health Officer
services / Principal Medical
Officer
Assistant DHO, Child Health | Principal Health Inspector Principal Health Officer
and Nursing - Environmental Health
Assistant DHO Environmental | Health Educator Principal Health Officer
Health (Maternal Child Health
/Nursing)
Principal Health Inspector Health and  Safety
(Senior Environment Officer) Officer
Senior Health Educator Vector Control Officer
Biostatistician Senior Health Educator
District Cold Chain Bio-Statistician
Technician
Cold Chain Technician
Mortuary Attendant

As a minimum, LGs are required to ensure that the staffing norms are adhered to both in the
LG Office staff placements as well as Health Workers at facility level (Refer to the HMIS 001,
Annex 9, section 5 - Table 19) on the minimum staffing standards and for the eligible positions
to be paid for under this grant. To this end, the LG Health office should ensure that the health
staff are working in facilities where they are deployed.

2.1.2 Principles to guide the prioritization of positions to be filled
In filling vacant positions at facility level, LGs should:

I. Prioritize filling positions of critical staff including Medical Officers, Anaesthetic
Officers, Anaesthetic Assistants, Theater Attendants, midwives and Laboratory
Technicians to fully functionalize HC 1VVs and Ills and Health Assistants at all levels
to facilitate implementation of the Parish Development Model.

ii. Prioritize health facilities with lower staffing relative to the staffing norms to have
at least 75% of the technical staff required, in accordance with the staffing norms
(Refer to the HMIS 001, Annex 9, section 5 - Table 19).



2.1.3 Procedures and timelines for requesting clearance to fill a position

To achieve completely new recruitment(s), LGs? are required to submit requests against their
wage bill analyses by 30th September of the current FY to the MoPS for approval of positions
to be filled in the subsequent FY. Based on the results of this analyses, the LG can then either
prepare a recruitment plan or request for a supplementary and submit to MoFPED and MoPS
by December of the same year. To this end, the LG Health office should ensure timely
submission of their recruitment plans to the LG Human Resource Management (HRM)
department, which consolidates this with those of other departments, for onward submission to
the MoPS for approval.

2.1.4 Procedures and timelines for preparation of the recruitment Plan

The LG Health office should ensure timely submission of their recruitment plans to the LG
HRM department, which consolidates this with those of other departments, for onward
submission to the MoPS for approval.

2.1.5 Incorporation into the Annual Work plan (AWP) and Budget (performance contract)
The list of health staff as recruited and deployed should be incorporated in the Annual Work
Plan (AWP) and rhyme with that in the LG Performance Contract on the PBS.

2.2 Human Resource Management

This section provides guidance to LGs on budgeting for, actual recruitment and deployment of
health staff as well as performance management. Accounting Officers are advised to ensure
that Advertisement for approved recruitment for FY 2023/24 is carried out by 15" July 2023
and the recruitment exercise finalized not later than 15" September 2023.

2.2.1 Procedures for recruitment of staff

LGs are required to budget for all health workers in the PBS as part of the performance contract
and in accordance with the staffing norms (Refer to the HMIS 001, Annex 9, section 5 - Table
19).

2.2.2 Circumstances and procedures for requesting for secondment of staff

Where a LG fails to attract or recruit critical staff, it should formally request for secondment
from the Ministry of Health (MoH).

2.2.3 Guidelines for staff deployment including publicizing
Local Governments are required to:

i Deploy health workers as per guidelines; all health facilities should have at least
75% of the technical staff required.

ii. Ensure that health workers are working in facilities of their deployment.

iii. To publicize health worker deployment for purposes of community awareness,
transparency and minimizing absenteeism. This should be done by display of names
and positions of all health workers on the noticeboards of their respective facilities
of duty.

2.2.4 Procedures for performance appraisal of staff
As part of staff performance management, DHOs/MHQOs/CHOs are required to:

3 Submission is to be done by signature of the CAO/TC of the given LG



i Conduct annual performance appraisal of the health office staff as well as all the
health facility in-charges, against the agreed performance plans, and submit copies
of the appraisal reports to the LG Human Resource Office.

ii. Ensure that Health Facility In-charges conduct performance appraisal of all health
facility workers, against agreed performance plans and submit copies of the
appraisal reports through the DHO/MHO/CHO’s office to the LG Human Resource
Office.

2.2.5 Performance Improvement/training of staff

To register improvements, sustain continuous effectiveness and contribute to efficiency in
health service delivery, LGs should plan for and conduct training of health workers (continuous
professional development) in accordance with the training plans. The training activities require
to be documented in a database for follow up and replanning.

NON-WAGE RECURRENT GRANT

3.1 Budgeting for NWR Grant
To access conditional grant funding, LGs are required to adhere to several requirements
relating to the budget allocation and utilization of the PHC NWR grant as outlined below.

3.1.1 Use of the Grant (Budget Requirements)
The PHC NWR sub grants and RBF NWR PHC sub grants will be consolidated during the
budgeting, annual workplan development and utilization of the NWR grants.

Table 12: Use of the NWR Grant

Grant Summary of budget requirements
PHC NWR - Health | A maximum of 15% of the NWR Budget (excluding PHC Hospital
Office NWR Grant) can be allocated to the Health Office and used for:

(District/City/Municipal)

the LG health department led by the District/Municipal/City Health
Offices, under 0883 - Health Management and Supervision.

Health, Sanitation and Hygiene and preparation of procurement
plans for medical supplies for LLHFs is the responsibility of the
District/ Municipal/City Health Office under the following areas:

Output: 088101 Public Health Promotion: LGs are required to
allocate at least 30% of the Health office budget to health
promotion, education and prevention (Community Health)
activities.

Output: 088104 Medical Supplies for Health Facilities

Output: 088106 Promotion of Sanitation and Hygiene and any
Lower Local Services Outputs where documentation can show
what the money is being spent on, relating to sanitation and
promotion

Management and oversight of health service delivery operations by

LG level Public Health Promotion and Education; Environmental




Grant Summary of budget requirements
PHC NWR - Health | The total allocation to LLHFs (HC II, HC IIl, HC IV) must be at
Facilities least 85% of the PHC NWR (excluding PHC Hospital NWR Grant)

PNFP health facilities which meet the eligibility criteria are funded
from the window of NWR grant for PHC and must sign a
Memorandum of Understanding (MoU) with the LG (See sample of
MoU in Annex 8).

The operating cost of public LLHF (HC IV, HC 11l & HC 11s)

For each public LLHF, in addition to the funding appropriated under
the LG NWR grant, an Essential Medicines and Health Supplies
(EMHS) budget allocation will be appropriated under National
Medical Stores (NMS) for FY 2023/24. This is budgeted outside the
PHC NWR Grant.

LGs and General Hospitals will be required to make annual
procurement plans and order for the EMHS in line with the
guidelines and schedules from NMS.

The following items should be planned for under PHC NWR Grants
by public LLHFs: Employee costs (other than Wage),
Administrative expenses, Food supply, Medical and office
equipment, Operation and maintenance, Utilities, Cleaning services,
Material supplies and manufactured goods, Training costs,
Outreaches, Monitoring, supervision and reporting, and Property
Costs.

The activities to be undertaken by the public LLHFs are to be
integrated in the LGs Budget Framework Paper (BFP) and the
AWPE&B for the LGs using the HMIS Form 001 (Annex 9) for FY
2023/24.

The public LLHFs are required to comply to the accounting and
financial arrangements stipulated in the LGFAR 2007, the PPDA
2005, PFMA 2015 and the LGA Amendment 2008 to guide financial
management, reporting and accounting procedures.

The operating cost of PNFP LLHF (HC 1V, HC 11l & HC I1s)

For each PNFP facility, in addition to the funding appropriated under
the LG grant, additional funding equal to the LG grant funding will
be appropriated under MoH and will constitute a medicines credit
line facility at Joint Medical Stores (JMS) for FY 2023/24. This is
budgeted outside the PHC NWR Grant.




Grant

Summary of budget requirements

The PNFP health facilities will be required to make and submit half
annual procurement plan for EMHS from JMS based on quarterly
budgets and guidelines from JMS and MoH.

The following items should be planned for under PHC NWR Grants
by PNFP health facilities: Employee costs (other than Wage),
Administrative expenses, Food supply, Medical and office
equipment, Operation and maintenance, Utilities, Cleaning services,
Material supplies and manufactured goods, Training costs,
Outreaches, Monitoring, supervision and reporting, and Property
COsts.

The activities to be undertaken by the PNFP health institutions are
to be integrated in the LGs BFP and the AW&B for the LGs using
the HMIS Form 001 (Annex 9) for FY 2023/24.

The PNFP facilities are required to comply to the accounting and
financial arrangements stipulated in the LGFAR 2007, the PPDA
2005, PFMA 2015 and the LGA Amendment 2008 to guide financial
management, reporting and accounting procedures. In addition, sub
annexes to the guidelines provide specific formats for monthly and
annual reporting as well as cash books.

PHC NWR-Hospitals

The operating costs of running public hospitals

All public hospital grants must be transferred directly to the hospital
accounts.

For each public hospital, in addition to the funding appropriated
under the LG NWR grant, an EMHS budget allocation will be
appropriated under NMS for FY 2023/24. This is budgeted outside
the PHC NWR Grant.

General Hospitals will be required to make annual procurement
plans and order for the EMHS in line with the guidelines and
schedules from NMS.

The following items should be planned for under PHC NWR Grants
by public hospitals: Employee costs (other than Wage),
Administrative expenses, Food supply, Medical and office
equipment, Operation and maintenance, Utilities, Cleaning services,
Material supplies and manufactured goods, Training costs,
Outreaches, Monitoring, supervision and reporting, and Property
Costs.

The activities to be undertaken by the public hospitals are to be
integrated in the LGs BFP and the AWP&B for the LGs using the
HMIS Form 001(Annex 9) for FY 2023/24.




Grant

Summary of budget requirements

The public LLHFs are required to comply to the accounting and
financial arrangements stipulated in the LGFAR 2007, the PPDA
2005, PFMA 2015 and the LGA Amendment 2008 to guide financial
management, reporting and accounting procedures.

The operating costs of running PNFP hospitals

All PNFP public hospital grants must be transferred directly to the
hospitals accounts.

For each PNFP hospital, in addition to the funding appropriated
under the LG grant, additional funding equal to the LG grant
funding will be appropriated under MoH and will constitute a
medicines credit line facility at JIMS for FY 2023/24. This is
budgeted outside the PHC NWR Grant.

The PNFP hospitals will be required to make and submit half annual
procurement plan for EMHS from JMS based on quarterly budgets
and guidelines from JMS and MoH.

The following items should be planned for under PHC NWR Grants
by PNFP hospitals: Employee costs (other than Wage),
Administrative expenses, Food supply, Medical and office
equipment, Operation and maintenance, Utilities, Cleaning services,
Material supplies and manufactured goods, Training costs,
Outreaches, Monitoring, supervision and reporting, and Property
COsts.

The activities to be undertaken by the PNFP hospitals are to be
integrated in the LGs BFP and the AWP&B for the LGs using the
HMIS Form 001(Annex 9) for FY 2023/24.

The PNFP hospitals are required to comply to the accounting and
financial arrangements stipulated in the LGFAR 2007, the PPDA
2005, PFMA 2015 and the LGA Amendment 2008 to guide financial
management, reporting and accounting procedures.

3.1.2 Minimum Service Delivery Standards

LGs shall implement activities and deliver their mandate in conformity with the MoH Service
Delivery Standards as of 2021, which prescribe the agreed minimum inputs and processes. On
this basis, the budgeting and planning process for all health infrastructure investments must
consider and adhere to the various minimum standards as prescribed therein.




3.1.3 Preparation of AWP and Budget for LGs and LLHFs

Using part of the allocation of the PHC NWR grant towards the LG Health office,

DHO/MHO/CHOs, Hospitals and LLHFs, are required to develop AWPs based on the health

sub-Programme priorities. Following Joint Review Mission, the following should be done:

I Use the annual LG or health facility performance report and planning tools to identify
the performance gaps.

ii. Identify health system bottlenecks and priority interventions to be implemented.

iii. Determine activities to be implemented within the available resources detailing out the
activities that cannot be funded within the available resources. It is important to note
that under the RBF mainstreaming into the PHC NWR grant, there is no provision for
staff incentives or bonuses. All funds are to be allocated to health service delivery.

iv. Develop the AWP and budget.

3.1.4 Incorporation into the AWP and Budget (performance contract on PBS)

LGs are required to include the budget for all health facilities receiving the PHC NWR grant
(both GoU and PNFP) in their AWP and Budgets (performance contracts). It is required that
the list of health facilities receiving the PHC NWR grant is identical to the one in the budget,
as reflected in the PBS. In case of anomalies, the Chief Administrative Officer (CAO) / Town
Clerk (TC) is responsible to notify the MoH in writing by 30" September if the health facility
has been listed incorrectly or missed in the previous FY.

3.2 Implementation Guidelines

3.2.1 Procedures & deadlines for transfer of grants to LLGs & facilities incl. publication
LGs are required to ensure that funds budgeted for service delivery are timely transferred to
the health facilities by:

I. Carrying out timely warranting/verification of the PHC NWR grants to health facilities
during the FY. Timely warranting for a LG means five (5) working days from the date
of receipt of releases from MoFPED.

ii. Invoicing and communicating all PHC NWR grant transfers within five (5) working
days from the date of funds release in each quarter.

iii. Publicizing all health facilities receiving the PHC NWR grant and the quarterly
financial releases to all health facilities within five (5) working days from the date of
receipt of the expenditure limits from MoFPED by, for example, posting on public
notice boards.

iv. Publicizing all EMHS deliveries to health facilities by NMS and JMS within 5 working
days of delivery to the LGs on public notice boards.

3.2.2 Procedures for mobilization of beneficiaries

One of the priorities of the MoH is to prevent Ugandans from diseases and ensure a productive
population. However, over time, the above has not yielded the expected outcomes, and
subsequently resulted into unnecessary health care costs.

To address the challenges related to the high diseases burden, in FY 2023/2024 the MoH is
prioritizing community-based health promotion, education and prevention programs to
workplaces, schools, vulnerable urban and rural communities.

It is against this background that during the budgeting for FY 2023/24, LGs are required to:



Use part of their PHC NWR allocation for District/Municipal/City Health office to
plan and implement health promotion, prevention, environmental health, sanitation
and hygiene (Community Health) activities (see summary of budget requirements
above)

Ensure that the District/Municipal/City Health Teams develop work plans for and
lead Community Health activities. These activities should be conducted to target
community-based health promotion, education, and prevention programs activities
by the District/City/Municipal Health offices, public and PNFP general hospitals
and LLHFs. Activities undertaken should include community engagement and
sensitization on Public Health Protocols, Nutrition, environmental health, sanitation
and hygiene promotion, Sanitation Day activities, family planning, among others in
line with community health PDM social services implementation manual.

3.2.3 Procedures for monitoring and/or inspecting facilities and LLGs

Using part of the allocation the PHC NWR grant towards the LG Health office,
DHO/MHO/CHOs should ensure that the LG Health departments:

Vi.

Carry out quarterly monitoring and provide hands on quarterly integrated support
supervision and data quality assurance to all HC IVs and General Hospitals and
technical supervision to all health facilities, including PNFPs and Private Health
Providers.

Ensure that the Health Sub Districts (HSDs), where these exist, carry out quarterly
oversight, data quality assurance, monitoring and provide hands on support
supervision to all LLHFs, including PNFPs and Private Health Providers.

Provide support to all health facilities in the management of medicines and health
supplies.

Provide written and facility specific feedback to health facilities, focused on
addressing identified weak areas.

Use the outcome of these monitoring and support supervision visits as a basis for
actions taken by the LG HMT to address identified weaknesses.

Hold quarterly performance review meetings involving all health facility In-
charges, implementing partners, LG HMTs, key departments e.g. Community
Development, Education and Water (WASH) to discuss district performance and
key challenges.

3.2.4 Procedures for supporting LLGs and facilities to address gaps (performance improvement

plans)

Based on the results of the LGMSD assessment, Health Facility Quality of Care Assessment
Program (HFQAP) assessment, LG HMT monitoring, and support supervision reports, the
health departments are required to develop a performance improvement plan (PIP) for the
weakest performing health facilities. This will require:

iii.
iv.

Assigning DHMT members to do analysis of the causes of the weak performance.
Collection and analysis of facility specific monitoring and support supervision
reports.

Holding physical discussions with facility in-charges and staff.

Preparation of appropriate materials/guidance for supporting and training facility
staff.



V. Administering appropriate performance improvement support e.g., on the job
hands-on support, peer learning, etc.
Vi, Preparation of PIP reports as a basis for follow up and progressive improvement.



DEVELOPMENT GRANTS

4.1 Budgeting for Development Grants
To access the Health Conditional Development Grant funding, LGs are required to adhere to
requirements relating to the budget allocation and utilization as outlined below.

4.1.1 Use of the Development Grant(s)
In the medium term, as directed by His Excellency the President, the Health Sub-Programme
Development (IGFT) Grant will be focused on funding:

The upgrading of HC Ils to HC llls in the Sub Counties with no HC Ills but have
HC lls and establishing a functional HC 11l per Sub County, where there is none
across the country.

Rehabilitation, completion of health infrastructure and equipping of existing public
health facilities.

Routine maintenance and repairs of existing health facilities.

Other eligible activities for LGs to use the Health Development Grant include:

Table 13: Eligible activities for the Health Development Grant

LG Mandated Services | Eligible Activities

District
PHC

Hospital and | 088155 - Standard pit latrine construction (incl. rehabilitation
and emptying)

088156 - Hand washing facility installation

088182 - Maternity Ward construction and rehabilitation
088184 - Theatre construction and rehabilitation

088281 - Staff houses construction and rehabilitation.

088283 - OPD and other ward construction and rehabilitation

N.B: The outputs should be budgeted for against the PBS item codes listed above.

Budget requirements

All health infrastructure and equipment budgeted for must:

Be approved by: (a) Chair of the Health Unit Management Committee (HUMC) or
Hospital Management Board; (b) the in charge of the health facility; and (c) the
village (LC1) and District/Municipal/City Councilor for the area in which the health
facility is located using the form specified in the sub annexes of these guidelines.

Be accompanied by (a) duly filled application form which is accompanied by (b) a
completed environmental and social safeguards checklist, (c) evidence of land
availability and (d) Approved (signed and stamped) equipment specification from
the Principal Biomedical Engineer of the MoH for procurement of any equipment.

LGs must not budget for activities specified as ineligible expenditures for capital investment.



Table 14: Summary of budget requirements for Health Development Grants

Grant Summary of budget requirements

Health From the rehabilitation, routine maintenance, and repairs component of the
Development | grant:

Grant

If the rehabilitation / maintenance funding (formula and performance
allocation of the Health Development Grant) exceeds UGX 200,000,000/=
the LG shall be required to submit their work plan and budget to the
MoH to obtain a No objection for the planned investments.

Up to 20% shall be allocated for the repair of medical equipment by the
Regional Equipment Workshop under the Regional Referral Hospital or
Wabigalo Equipment Workshop for the Central Region.

Up to 20% shall be allocated for replacement of small medical equipment
and medical furniture.

Up to 60% shall be allocated for upgrade and new construction including
Geotechnical Investigation on the selected sites, maintenance of buildings,
completion of unfinished structures and provision of auxiliary structures
for support services.

Of the 60% above, 2.5% should be used for monitoring and supervision of
projects under the item 281504 Monitoring, Supervision & Appraisal of
Capital Works.

Table 15: Eligible and ineligible activities under the Development Grant

Eligible activities/Service delivery | Ineligible activities: LGs cannot use the
infrastructure and equipment health development grant funds for:

1. HCII, IV 1. Construction of new HC Ils

2. OPD block Recurrent cost activities.

3. Maternity ward Purchase and repair of vehicles.

4. Female ward Projects with unsettled land issues

2- Male ward Private goods and private business
7

8

9

a bk own

gperat;ng theatre (HC 1V) with exclusive options for utilization
M?ﬁusafre 6. All kinds of credit schemes and
Y insurances, guarantees etc.

. Staff houses ) hich h . |
10. Toilets/pit latrines & bathrooms 7. Projects which have a detrimenta

11. Medical waste pit environmental/and or social impact
12. Water source 8. Projects which are not following
13. Medical equipment public design standards

14. Furniture
15. Electricity (grid or solar)
16. Fencing

4.1.2 Minimum quality standards (Infrastructure Standards)

The National Health Policy specifies the following as the nationally agreed minimum health
facility population ratio (Table 14) as well as the basic infrastructure requirements per level of
health facility (Table 15), to be used in the delivery of health services. The basic equipment
requirements and specifications per level are also provided in the MoH National Medical



Equipment Policy Detailed Technical Specifications per Health Care Level (Genera Hospital
and HCs), available on the MoH website: www.health.go.ug.

Therefore, the budgeting and planning process for LG health infrastructure investments to be
funded either using the health development grant or the Discretionary Development
Equalization Grant (DDEG) should take these into account.

Table 16: National Health Facility Availability Standards

Type of Facility Health Facility Population Ratio standard
National Referral Hospital 1: 10,000,000

Regional Referral Hospital 1: 3,000,000 or 1 per region

General Hospital 1: 500,000 or 1 per District

HC IV 1: 100,000 or 1 per county

HC Il 1: 20,000 or 1 per sub-county

HC Il 1: 5,000 or 1 per parish

HC I/ VHT 1: 1,000 or 1 per village

Table 17: Basic Infrastructure Requirements per Level of Health Facility

Level of Health care | Basic infrastructure requirements

Hospital Medical Buildings
o Outpatient Department
Administration Offices
Operation Theatre [2 rooms]
Female Ward [at least 15 beds]
Pediatric Ward [at least 15 beds]
Maternity Ward [at least 15 beds]
Male Ward [at least 15 beds]
Mortuary
Placenta Pit and Medical Waste Pit
o Incinerator
Staff houses
o 80 No. Housing Units

O O O O O O O O

HC1V Medical Buildings
o Out-Patient Department
Drug Store with Administration Office
Operation Theatre
General Ward Maternity Ward
Mortuary
Placenta Pit and Medical Waste Pit
o Incinerator
Staff houses

o 18 No. Housing Units

O O O O O

HC III Medical Buildings

o Out-Patient Department
o Maternity ward




o General Ward
o Placenta Pit & Medical Waste Pit
o Incinerator

Staff houses

o 10 No. Housing Units

HC II

Medical Buildings

o Outpatient Department

o Emergency Delivery room
o Placenta Pit

o Medical Waste Pit

4.1.3 Maintaining the Asset Register
To guide the prioritization and selection of investments, LGs are required to maintain an up-

to-date

asset register of health facilities and their condition using the PBS where possible. The

asset register should set out health facilities and equipment relative to the basic standards —
(refer to Form 1 in Annex 10 to these guidelines). The register should be compiled from the

annual

health facility health infrastructure inventory reports HMIS 101: Health Unit Physical

Inventory.

4.1.4 Principles for selection and prioritization of investments (including access to land)
The process of selection and prioritization of investments should consider:

b)
c)
d)
€)

Wide consultation at the Sub county/Division and facility level for a request to be
generated for health facility infrastructure and equipment using the application Form 2
in the Annex 11.

From the applications made and the asset register, the LG should prepare a prioritized
list of investments to be constructed over the next three years and select those
investments that can be implemented with available resources in the budget year being
planned.

LGs must follow the MoH guidelines on upgrading and accreditation of health facilities.
A LG must receive written authorization from MoH before budgeting for a new health
facility to be constructed, or an existing one to be upgraded. To facilitate this process,
the MoH has prepared a list of HC I11s which have been pre-authorized for construction
or upgrading during FY 2023/24.

All health infrastructure and equipment budgeted for must be accompanied by:

A duly filled application Form in Annex 11 approved by: (a) Chair of the HUMC (if
the facility exists) or Hospital Management Board; (b) the in charge of the health
facility; and (c) the village (LC1) and District/Municipal/City Councilor for the area in
which the health facility is located.

A completed basic environmental and social safeguards checklist (Annex 12)
Evidence of land availability

Detailed project profile and work plans for the projects to be undertaken in FY 2023/24.
Approved (signed and stamped) equipment specification from the Principal Biomedical
Engineer of the MoH for procurement of any equipment.



Vi.

f)

The “Upgrading Health Centre” window of the Health Development Grant and other
funding sources may be used for upgrading and new health facility construction on the
following priority order:

For FY 2023/2024, there will be no new construction projects. That is, no new upgrades
or construction of new Health Centre Ills. Priority has been given to completion of all
the facilities upgraded since 2018/2019 to date.

However, funds under the development grant have been provided for the completion of
the 19 new Health facilities that were partially constructed in FY2022/2023. These
funds have been provided for the purpose of constructing an Outpatient Department,
staff houses and any required auxiliary structures.

Funds have also been provided for the completion of the upgrades in the urban Centres
that required to receive storied buildings in order to effectively utilize the area available.
In FY2023/2024, under the development grant, UGX 80,000,000 has been provided to
partially equip each of the 46 Health facilities upgraded in FY 2022/2023. UGX
210,000,000 has been provided for the partial equipping of the 19 new health Facilities
constructed in the FY2022/2023.

Funds have also been allocated to the construction of staff houses for the facilities that
were upgraded in FY2021/2022. Funding has also been provided for the staff houses of
the Karamoja Region health facilities that required re-design of their foundations to
conform to the nature of their soils. The re-design affected the cost of construction and
hence staff houses were eliminated. Funding for construction of staff houses has also
been provided for the Districts of Rubirizi, Buhweju and Kasese that were directed to
use the allocation of staff houses to top up the reserve price for the upgrades in their
districts.

Twelve (12) abandoned health facilities were identified and given additional funding to
top up on the funds that are to be re-voted to them for completion of the sites. These
local Governments include Amolatar (1), Bukwo (2), Bulambuli (1), Kween (2),
Bududa (1), Bundibugyo (2), Ntoroko (1), Mayuge (1) and Pader (1). They are all
required to review the remaining works, procure a contractor and have these facilities
completed by July 2024. They are required to prioritize the completion of these
abandoned sites, that is, plan to use part of the funds allocated under formula-based, re-
voted funds and this top up, to ensure funds are available to complete these works.
The Formula and performance funds; These allocations are based on the Local
Government Health Sub-program performance assessment results. They are to be used
for maintenance of existing infrastructure (buildings and equipment) in the local
Government, construction of axillary structures like fencing, pit latrines, placenta pits,
medical waste pit, incinerator etc. and completion of structures implemented but not
completed.

Due to limited funding, a lot of cost saving measures were adopted in the
implementation of Health facility upgrades carried out in in FY 2018/2019 and FY
2019/2020. Specifically, the floor slabs for these facilities were constructed in cement-
sand screed. These floors have since failed and so all beneficiary Local Governments
are required to have these floors hacked and the screed replaced with Terrazzo using
the Formula and performance funds.



b) Due to inflation and other factors, some of the bid sums turned out to be more than the

contract sum, this then required reduction of the scope of work. This affected the scope
of a number of Health facilities eliminating some auxiliary structures like pit latrines,
placenta pit, medical waste pit, fencing and in some cases a staff house. Since the
program is ending, priority has to be given to having full infrastructure at every facility
that was upgraded. These should be completed/provided using formula and
performance funds.

4.1.5 Conducting Desk and Field Appraisals

Desk appraisal includes examining the proposed projects against the following
criteria, short of which they do not qualify:
Must be derived from the approved LG Development Plan and included in the AWP
and budget of the LG
Investment(s) prioritized must be eligible for funding using either the health
development grant(s) or the DDEG.
Financial feasibility-checking the cost of the proposed investment against the funds
available to the LG in the budget FY (and realistic projection if phased in a multi-year
manner).
Project profiles for the proposed investments, with costing developed as per the LG
planning guidelines.
Field appraisal includes visiting the proposed areas of location of the investments
and examining them against the following criteria, short of which they do not
qualify:
Technical feasibility-this involves checking among others, whether: (i) the proposed
project aims to satisfy the needs envisaged at conception; (ii)whether the proposed
project can be delivered using the available materials whether in the locality or the
market within the budget resources provided.
Environmental and social acceptability* screening checklist which includes:
Environmental screening and proposed mitigation measures for identified risks by the
LG Environment Officer involving:
Project site selection-involving checking if the generic designs for the various
infrastructure investments must be customized to suit site conditions
planning and screening (including screening for climate change)
Preparation and implementation of Environmental and Social Management Plans
(ESMP)
Waste management in an environmentally safe manner
Scope for proper drainage of wastewater
Scope for protection of beneficiaries and catchment area from pollution
Scope for management of borrow pits, if applicable
Feasibility for post construction sites management e.g. re-vegetate eco-systems
Social, health and safety screening and proposed mitigation measures for identified
risks by the CDO and/or Labor Officer, involving:

4 Refer to detailed guidelines of Environmental Safeguards and Social, Health and Safety issued by
MoWE/NEMA & MoGLSD respectively; checklists for screening of subprojects for environmental and social
safeguards.



= Ascertaining land acquisition and proof of ownership, access, and availability

= Appraise if the target community are positively responsive to the proposed intervention
(community engagement procedures were followed in selection)

= Training of workers on health and safety

= Social, health and safety reporting checklist for LGs completed

4.1.6 Incorporation of investments into the AWP and Budget (performance contract)

LGs are required to ensure that the prioritized health investments for a given FY are in the
AWP, with a corresponding Budget allocation in the performance contract reflected in the PBS.
This is done by isolating out the identified priorities for the FY being planned for from the LG
five-year rolling-development plan.

4.1.7 Preparation of the Procurement Plan

LGs should ensure that all health contracts are procured and managed as per Section 58 (4) of
the PPDA Act, 2003. To this end the DHO/MHO/CHO is required to submit all the health
infrastructure and other procurement requests to the LG Procurement and Disposal Unit (PDU)
by the 30th of April of the year the investment is due, for incorporation into the approved LG
annual work plan, budget and procurement plans.

4.1.8 Preparation of Bills of Quantities (BoQs) and standard bidding documents

Preparation of bidding documents, including development of evaluation criteria, bills of
quantities, etc. will be done jointly between MoH and LGs under the “hybrid” procurement
approach. LGs should ensure that the ESMPs are incorporated in the BoQs, bidding and
contractual documents for all health infrastructure projects.

4.1.9 Procurement of Equipment
The procurement of medical equipment under the UgIFT P4R shall follow the same procedure
as outlined above. However, the following shall differ in procedure:

i.  The beneficiary Local Governments shall be lotted into only four lots according to the
Regions. Therefore, only four suppliers shall be contracted to supply the medical
equipment.

ii.  The Lead Local Government shall remain as the one nominated in the exercise above.

iii.  Local Government shall nominate only two members to the evaluation committee. The
DHO/MO/CO and a member of PDU of the Local Government. The Ministry shall then
nominate a Biomedical Engineer to handle the technical evaluation of the bids.

LGs should ensure that all equipment to be procured is approved by the Health Infrastructure
Department of the MoH. This is so that the Ministry can submit the specification to the National
Advisory Committee on Medical Equipment (NACME) for approval. This is to ensure
standardization of all equipment across the Health sector.

The standard Bidding document will be prepared by MoH with specifications approved by
NACME and the tender will be advertised by the MoH. The Evaluation committee shall
comprise of the DHO/MHO/CHO and Procurement officer from the beneficiary LG and a
Biomedical Engineer from the MoH.



4.2 Guidelines for Implementation of Infrastructure Investments

4.2.1 Procedures for carrying out: Environmental, Social and Climate Change Screening or
Environment Social Impact Assessment (ESIA) and developing costed ESMP®

Prior to procurement of any investments, and preferably during budget preparation, the LG
must ensure that it has carried out environmental, and climate change screening/ESIA where
applicable, in accordance with the guidelines. This includes:
I.  Ensuring that the Environmental Officer and CDO have visited the site to carry out the
exercise
ii.  Completing the environmental and social screening Forms (refer to Annex 12 and 13)
iii. ESIAs
iv.  Where risks are identified, mitigation actions and the responsible parties must be
identified, and appropriate mitigation plans put in place.

Refer to detailed guidelines of Environmental Safeguards and Social, Health and Safety issued
by MoWE/NEMA & MoGLSD respectively, checklists for screening of subprojects for
environmental and social safeguards.

4.2.2 Procurement procedures
All procurement must be done in accordance with PPDA Regulations 2017 and in
reference to Circular No.3 of 2019 on the implementation of procurements under the
Intergovernmental Fiscal Transfer Program for Results (attached herein). The synopsis of
some of the provisions is outlined below; however, materials are available at
https://www.ppda.go.ug/ and any subsequent PPDA communication, are definitive and
final.
1. The procurement to be done must be incorporated in the LG Procurement Plan.
2. The Constructions shall be clustered or lotted and the LGs in each lot shall select
a Lead LG. The implementing LGs shall issue proper delegation of activities to the
Lead LG in writing using the draft letter prepared by the PPDA. (Find it attached
herein).
3. The following shall be the responsibilities of a Lead LG
i.  Issuance of the bidding documents.
ii.  Holding of pre-bid meetings in collaboration with the Line Ministry.
iii.  Issuance of clarifications.
iv.  Receiving and opening of bids.
v.  Evaluation of the bids.
vi.  Award of the contracts.
vii.  Issuance of a Notice of the Best Evaluated Bidder (NoBEB).
viii.  Communication of award decisions to all implementing LGs at expiry of NOBEB.
ix.  Obtain Solicitor General approval after expiry of NoBEB period and where no
Administrative Review is pending with clearance from the Line Ministry where
required.

5 Refer to detailed guidelines of Environmental Safeguards and Social, Health and Safety issued by
MoWE/NEMA & MoGLSD respectively; checklists for screening of subprojects for environmental and social
safeguards.


https://www.ppda.go.ug/

X.  Requesting for extension of bid validity and security.
xi.  Handling of Administrative Reviews.

The Lead LG PDU shall maintain a complete record of the procurement process which
shall be shared with all implementing LGs.

1. The following are the responsibilities of the LG
I.  Nomination of three representatives from the Engineering/Works Department,
Health Departments or the Procurement and Disposal Unit (PDU) as members of
the Evaluation Committee.
Ii.  Signing of contracts to the awarded providers.
iii.  Contract implementation and management in collaboration with the Line Ministry.

2. The following shall be the responsibilities of the Line Ministries.
i.  Identification of the site location for construction of the works.
ii.  Requisition for works.
iii.  Preparation of the statement of requirements (The Bills of Quantities (BoQs)
should incorporate measures to mitigate social and environment impacts).
iv.  Preparation of the bidding document in consultation with the implementing LGs.
v.  Advertisement of the bid notice.
vi.  Lead/oversee the evaluation of the Bids
vii.  Oversite monitoring of the implementation of the projects.

4.2.3 Composition and roles of the Project Implementation Team

The LG Accounting Officer shall establish a Project Implementation Teams (PIT) for all health
projects composed of: Project Manager (LG Engineer), Contract Manager (DHO/MHO),
Environment Officer, Community Development Officer & Labor Officer and Clerk of Works.

4.2.4 Procedures for conducting site meetings

LGs are required to hold monthly site meetings chaired by the CAO/TC and comprised of the
SAS, the designated project and contract managers, chairperson of HUMC, in-charge of
beneficiary facility, the Community Development, Environment and Labor Officers.

To enhance transparency and accountability:

= At the LG level, the health facilities selected for upgrade, re-construction or
construction shall be disseminated as widely as possible.

= At the health facility level, HUMC will publicly display all incomes and expenditures.
HUMC will also be responsible for day-to-day supervision of works on behalf of the
LG; and to conduct monthly site meetings for each of the projects.

4.2.5 Procedures for supervision of projects including ascertaining compliance to ESMPs

= The Project Implementation Team shall carry out supervision of projects as follows:
The Project Manager will be responsible for supervising works sites at each of the critical
stages of construction and issue payment certificates for satisfactorily executed works. S/he
will among others, ascertain compliance to the following technical requirements:

o Conformity to the structural designs
o Conformity to the architectural drawings
o Conformity to the required specifications



o Timeliness

o Cost control

= The Contract Manager shall be responsible to ensure a smooth implementation of the
Project

= The Environment, CDO and Labor Officers shall confirm that environmental and social
safeguards requirements have been implemented satisfactorily prior to issuance of the
certificate of completion of works and payment to contractors. They will among others,
ascertain compliance to the following EHSS requirements:

o Minimal vegetation clearing; revegetating cleared areas as quickly as practicable.

Ensuring proper site drainage.

o Proper solid waste management: stripped soil (overburden) used for site restoration and
landscaping, rather than being dumped offsite; workers do not litter school campus with
litter (plastic bags, water bottles, etc); reusable waste (e.g., timber planks, paper bags,
etc.) given to local people if requested, pit latrines lined with masonry brickwork to
enable their emptying with a honey sucker when full.

o Schedule transporting of materials and other noisy activities outside school hours to
minimize risk of accidents, road dust and traffic noise at school campus

o Fencing off construction sites to avoid risk of accident of falling debris to children.

o HIV awareness among the surrounding community and workers.

o All workers should have appropriate safety gear and latrines should be safely dug on
firm ground, carefully watching out for signs of possible wall failure to minimize risk
of workers at heights or depth.

o Sensitization of workers and other related measures to address issues of Gender Based
Violence (GBV), Violence Against Children (VAC) and other influx of labor related
issues (Child Labor, labor disputes, etc.)

= The Clerk of Works is responsible for maintenance of daily records of site works,
consolidate and submit weekly to the Project Manager (LG Engineer) in copy to the
Contract Manager (DHO).

O

4.2.6 Procedures for Certification of Works

The final certification of completed works shall be done by a team of technical officers
including the LG Environment Officer, the Community Development Officer, and the LG
Engineer, who will finally approve.

4.2.7 Payment of contractors

Upon satisfactory certification as in 4.2.6, DHOs/MHOs as Contract Managers are required to
initiate payments of contractors within 10 working days after submission of certificate(s) with
an invoice from the Contractor(s), as per the terms in the construction/supply contract.

The payment procedure shall conform to the PFMA and other statutory requirements. It should
be noted that the release for subsequent quarters shall depend on the satisfactory report on
utilization and accountability of funds disbursed.

4.2.8 Procedures for recording, investigating, responding, and recording grievances
The Grievance Redress Mechanism (GRM) describes avenues, procedures, steps, roles,
and responsibilities for managing grievances and resolving disputes. Every aggrieved
person should be able to trigger this mechanism to quickly resolve their complaints.

The purpose of the grievance redress mechanism is to:



= Provide affected people with avenues for making a complaint or resolving any dispute that
may arise during implementation of health facility activities.

= Ensure that appropriate and mutually acceptable corrective actions are identified and
implemented to address complaints.

= Verify that complainants are satisfied with outcomes of corrective actions.

= Avoid the need to resort to judicial (legal court) proceedings unless it is warranted.

There are several types of grievance, these may include:

= Quality of works delivered by contractors.

= Quality of health care

= Misuse of personal data

= Violence against and abuse of patients by health workers, staff, contracted labor, donated
support workers

= Bullying

= Condition of health infrastructure and facilities

= Functioning of the Hospital Board/ HUMC

= Corruption and misuse of funds

= Health Workers absenteeism

= Land issues related to development.

= Other issues relating to behavior of Health staff, Hospital Board/ HUMC and contractors

There are several stakeholders, who may be the source of grievance:

= Patients

= Health Workers

= Members of the Hospital Board/HUMC

= Members of the surrounding community

= Others
Wherever possible, the first port of call for Grievances should be at the health facility
level, but other avenues must also be available to those with grievance and there must be
appropriate referral processes.

The main avenues and their purposes are set out in Annex 8. It should be displayed on the
noticeboard of any administrative officer and the facility. The local and facility level
guidelines should be filled out at the appropriate level.

4.3 Health Facility Grievance Redress

At the health facility level, the GRM provides avenues for affected persons to lodge
complaints or grievances against various stakeholders directly to the Health facility
management and get redress. This, wherever possible and appropriate should be the first
point of grievance redress. All health facilities are required to:

a) Ensure that there is a systematic process for handling of grievances that arise
among various stakeholders within a timely manner.

b) Post information on the different avenues for grievance redress, including the
health facility level mechanism and other mechanisms available.



4.4 District/Municipal/City Grievance Redress

At the district level, the DHO is charged with overall responsibility for managing
complaints from the community and other stakeholders relating to provision of health
services and implementation of planned projects.

Implementation of the GRM in an effective and transparent manner will require
establishing a simple Grievance Redress Committee (GRC) at each institution with the
involvement of the Local Councils, relevant staff of the institutions and the implementing
agency, MoH (Project Coordinating Unit), etc.

At the health facility and district level, the GRC shall specify a set of simple referral
processes, which should be displayed at the relevant health facilities, District Offices and
made widely available to the community. The LG shall specify a system for recording,
investigating, and responding to grievances, which should be displayed at the district
offices and made widely available.

The general steps of a Grievance Redress process are as follows:

i.  Receipt of complaints - Is the first step when a verbal or written complaint from a
complainant is made, received, and recorded in a complaints log by the GRC.
Complaint boxes and contact details for lodging complaints should be made
available at each LG and institution. Complaints with the designated focal persons
should be available at each institution.

ii.  Determining and implementing the redress action - If in his/her view, a grievance
can be solved at this stage, the GRC will determine a corrective action in
consultation with the aggrieved person. Grievances will be resolved, and the status
reported back to complainants within 5 working days. If more time is required, this
will be communicated in writing, and via practical means to accompany the written
notice, clearly and in advance to the aggrieved person.

iii.  Verifying the redress action - The proposed corrective action and timeframe in
which it is to be implemented will be discussed with the complainant within 5 days
of receipt of the grievance. Consent to proceed with corrective action will be
sought from the complainant and witnessed by the area’s local council chairperson
(LC Chairman).

iv.  Amicable mediation and settlement - Agreed corrective action will be undertaken
by the project or its contractor within the agreed timeframe. The date of the
completed action will be recorded in the grievance log.

v. Dissatisfaction and alternative actions - To verify satisfaction, the aggrieved
person will be asked to return and resume the grievance process, if not satisfied
with the corrective action.

If there is no resolution to the grievance, then: (a) The GRC at the institution and the
aggrieved PAP(s) shall refer the matter to the relevant District Authorities; (b) An Appeal
to Court - Ugandan laws allow any aggrieved person the right to access courts of law. If
the complainant remains dissatisfied with the District’s Decision, the complainant has the
option to pursue appropriate recourse via a judicial process in Uganda. Courts of law will
be a “last resort” option, in view of the above mechanism.



ANNEXES

Annex 1: Health sub-programme output codes and indicators

Programme: 0881 Primary Health Centre and Sanitation Services

Output: 088101 Public Health Promotion

Output: 088104 Medical Supplies for Health Facilities

Indicator: Number of health facilities reporting no stock out of the 6 tracer drugs.
Indicator: Value of essential medicines and health supplies delivered to health facilities by
NMS

Indicator: VValue of health supplies and medicines delivered to health facilities by NMS
Output: 088106 Promotion of Sanitation and Hygiene

Output: 088153 NGO Basic Healthcare Services (LLS)

Indicator: Number of children immunized with pentavalent vaccine in the NGO Basic health
facilities

Indicator: No. and proportion of deliveries conducted in the NGO Basic health facilities
Indicator: Number of outpatients that visited the NGO Basic health facilities

Indicator: Number of inpatients that visited the NGO Basic health facilities

Output: 088154 Basic Healthcare Services (HCIV-HCII-LLS)

Indicator: Number of trained health workers in health Centres

Indicator: No. of trained health related training sessions held.

Indicator: Number of outpatients that visited the Govt. health facilities.

Indicator: Number of inpatients that visited the Govt. health facilities.

Indicator: No. and proportion of deliveries conducted in the Govt. health facilities
Indicator: % of approved posts filled with qualified health workers

Indicator: %of Villages with functional (existing, trained, and reporting quarterly) VHTSs.
Indicator: No. of children immunized with pentavalent vaccine

Output: 088155 Standard Pit Latrine Construction (LLS.)

Indicator: No. of new standard pit latrines constructed in a village

Indicator: No. of villages which have been declared Open Defecation Free (ODF)
Output: 088156 Hand Washing facility installation (LLS.)

Indicator: No of standard hand washing facilities (tippy tap) installed next to the pit latrines
Output: 088159 Multi Health Sub Programme Transfers to Lower Local Governments
Output: 088175 Other Service Delivery Capital Investments

Output: 088180 Health Centre construction and rehabilitation

Indicator: No of health Centres constructed

Indicator: No of health Centres rehabilitated

Output: 088181 Staff houses construction and rehabilitation

Indicator: No of staff houses constructed

Indicator: No of staff houses rehabilitated

Output: 088182 Maternity ward construction and rehabilitation

Indicator: No of maternity wards constructed

Indicator: No of maternity wards rehabilitated

Output: 088183 OPD and other ward construction and rehabilitation

Indicator: No of OPD and other wards constructed

Indicator: No of OPD and other wards rehabilitated

Output: 088184 Theatre construction and rehabilitation

Indicator: No of theatres constructed

Indicator: No of theatres rehabilitated

Output: 088185 Specialist health equipment and machinery



Indicator: Value of medical equipment procured

Programme: 0882 District Hospital Services

Output: 088251 District Hospital Services (LLS)

Output: 088275 Other Service Delivery Capital Investment

Output: 088280 Hospital construction and rehabilitation

Output: 088281 Staff houses construction and rehabilitation

Output: 088282 Maternity ward construction and rehabilitation
Output: 088283 OPD and other ward construction and rehabilitation
Output: 088284 Theatre construction and rehabilitation

Output: 088285 Specialist health equipment and machinery

Programme: 0883 Health Management and Supervision
Output: 088301 Healthcare Management Services

Output: 088302 Healthcare Services Monitoring and Inspection
Output: 088303 Health Sub Programme Capacity Development
Output: 088372 Administrative Capital Investment



Annex 2: MOU between the Local Government and PNFP health service providers for FY
20....../....

MEMORANDUM OF UNDERSTANDING BETWEEN THE UGANDA LOCAL

GOVERNMENTS AND iiitiiiieetesennccescccesssnees FOR USE OF FUNDS OF THE
PHC NON-WAGE RECURRENT GRANT FOR THE FINANCIAL
YEAR............... FOR THE DELIVERY OF HEALTH SERVICES WITHIN THE
LOCAL GOVERNMENT OF ...ccvvuvevennnn..
This memorandum is made

this. oo dayof......ccooiiiiiiii 20
BETWEEN

On the one part

THE ..., LOCAL GOVERNMENT (LG) represented by the Chief
Administrative Officer/ City / Town Clerk, P.O Box .......... s e,
(Hereinafter referred to as “Local Government (LG)”)

AND
(On the one part)

THE . e (Name
of Health Facility) represented by the Head of the facility (hereinafter as “the Health Facility”
on the other part.

INTRODUCTION

WHEREAS LG wishes  to improve the quality of life of the people
of

1.1.1. WHEREAS the LG, in order to achieve the above objectives will provide funds to
the Health Facility in the form of Primary Health Care (PHC) Non-Wage Recurrent
(NWR) Grant (hereafter referred to as “the Grant”).

The specific objectives of which are set out in the LG guidelines on the Health Sub
Programme Grants and Budget Guidelines to LGs for the Delivery of Health Services
(hereafter referred to as “the Guidelines).

1.1.2 WHEREAS LG has examined the Health Facility Annual Work plan for the Grant,
which forms annex 1 this Memorandum of understanding (hereinafter referred to as the
work plan).

1.1.3. WHEREAS LG confirms that the work plan has been prepared according to the
Guidelines, adequately addresses the objectives of the Grant as set out in the Grant
Guidelines and the needs of the LG, is realistic and achievable, is in line with Government
of Uganda policy, and within the budget ceilings provided by LG.

1.2. WHEREAS LG agrees to provide funds for the implementation of activities identified
in the work plan.



1.3 WHEREAS LG has attempted to ensure that the budget ceilings provide accurately
project the level of funding that will be available to the Health Facility in the Financial
Year 2023/24 Government of Uganda Budget.

AND

1.3.1. WHEREAS Health Facility has developed the Annual Work plan in accordance with
the guidelines, and with Government Policy, and the Health Facility has ensured that the
work plan addresses the needs of the LG.

1.4 WHEREAS THE Health Facility agrees implement the activities in the Annual Work
plan using the funds provided by LG.

NOW THEREFORE IT IS AGREED HEREIN AS FOLLOWS
Responsibilities of the Health Facility

2.1 The Health Facility will make every reasonable effort to implement all the activities
set out in the work plan.

2.2 The Health Facility will implement the Annual work plan, and report on the use of funds
2.2.1 The Health Facility will submit a Quarterly Progress Report, Cumulative progress
Report and Budget Request to LG by the end of the first week after the close of the quarter

to qualify for release of funds for that quarter, to enable the LG to confirm to the
regulations as specified in the Guidelines.

2.2.2 If the Health Facility encounters problems in implementation of the Annual Work
plan, it will seek technical assistance from LG or any other part in a position to
Government will act on this assistance and make efforts to overcome any problems in
implementation. If the Health Facility does not act on technical advice from District, it
must give reasons for the same.

2.3 The Health Facility will not alter the work plan before getting written approval from
the LG.

Responsibilities of the LG

3.1. The LG will fund the implementation of activities identified in the Annual work plan,
and the implementation of any other activities resulting from changes in the Annual work
plan, provide that the Health Facility has followed the procedures for altering the Annual
work plan set out under clause 2.4 and 2.5 of this MoU and has acquired approval of the
LG.

3.1.2 Provided that the LG has received the required reports on time, as set out in the
General guidelines will ensure that release of funds is made on time.

3.2 The LG will not release funds if the required reports set out in 2.3 are not received.

3.2.1 The LG will analyze all Activity reports (if applicable), progress reports and Budget
Requests submitted by the Local government. Each budget Request will be considered on
its own merit and the funds released are below the Budget Request. Central Government
must give reasons for the same in writing to the LG.



3.3 The LG will provide technical assistance for the preparation of work plans for next
Financial Year.

3.4 Changes to the Annual work plan

3.4.1 The LG will consider each request for authority to make changes to the Annual Work
plan on its own merit.

3.4.2. If the LG does not find proposed changes in an Annual work plan acceptable, it must
give reasons for the same, and suggest viable alternatives to the Health Facility.

Validity of Memorandum of Understanding

This Memorandum of Understanding is valid from the date of signing until such time as
LG has both received the Verified Cumulative Annual Reports for the Grant and any
unspent funds returned to LG in accordance with the Health Sub Programme Budget and
Grant guidelines to the LGs.

Any modification to this Memorandum of Understanding of shall by mutual agreement of
both parties.

SIGNED for and on behalf of

IN THE PRESENCE OF HEALTH FACILITY OWNERSHIP

Name & Signature

STAMP

SIGNED FOR and on behalf of

IN THE PRESENCE OF THE LG

Name & Signature

STAMP



Annex 3: Format for health facility asset register (Form 1:)

Facility
Name

HMIS
Number

Item

Medical Buildings

OPD

Medicines

Store with
HSD

Operation

o )

General

Maternity

Mortuary

Placenta

Pit

and

NMadiral

Incinerato

Staff houses

Equipment

Existing
Facilities

No in need
of
rehabilitat
ion

Number
required

Existing
Facilities

No in need
of
rehabilitat
ion

Number
required




Annex 4: Format for health facility application form for facilities improvements (FORM 2)

Facility Name:

Facility HMIS Number:

Facility level:

District/City/Municipal:

Sub county/Division:

ltem

Medical Buildings

Store
HSD

OPD
Drug

with
Operation
Theatre

General
Ward

Maternity
Ward

Mortuary

Placenta Pit

and Medical
Incinerator

Staff
houses

Equipment

Existing
Facilities

No. Existing
Facilities

Description
of condition
facilities

Planned
routine
maintenance

Facilities
Required

No. facilities
requiring
rehabilitation

No. new
facilities
required

Justification

We certify that:

The land required for the construction and operation of the new facilit(y/ies) is owned by the

facility and formal evidence of land ownership is attached.




The guidelines at facility and local government levels, applicable laws and regulations, have
been fully reviewed and this request is in accordance with them.

An inclusive process of consultation has been followed regarding key aspects of the application
(state those consulted by name and designation and changes made to consider results of
consultations below and in additional pages attached):

The information contained on this form is truthful and other financing options to build the
facilities have been fully investigated prior to this application.

An ESSP has been filled out for this application and is attached.
Signed: Chairperson HUMC /HMB ..........ccooiiiiiiiiiiiiiiieea, Date:

Designation on HUMC/HMB:

Designation on
HUMUOGC/HMB. ... e e

Signed: Local councillor of the parish/sub county/TC/Division in which the facilit(y/ies) is/are
to be built:

Signed: owner  of  facility..........cooiiii Date:

Description of others consulted, how they were consulted, and what changed as a result of the
consultation: .......

AFFIX MORE PAGES IF REQUIRED



Annex 5: Format for basic environment and social screening checklist to accompany application

District/Municipal Council/City

Sub-county/Town  Council/Municipal/City
Division

Parish

Village

Name of the Facility

HMIS Code

Description of Infrastructure to Construct

separated facility latrines

No. |Will the health infrastructure have any of the following impacts? Yes|No| If Yes,

(please mark X next to the relevant potential impact) (rﬁst?g;iat:?on
measures

1. Loss of vegetation cover causing erosion of soil

2. Dumping of construction debris in wetlands or other sensitive areas

3. Use of limited or sensitively located local construction materials

4. Dust pollution due to movement of equipment, digging

5. Noise pollution due to construction

6. Pollution of surface water

7. Health hazards due to inadequate cleaning and maintenance of latrines

8. Occupation and safety hazards due to collapsing latrine and placenta

9. rF)>Irtii’/acy concerns and sexual violence due e.g. to lack of gender

10. |Dust and noise pollution due to movement of vehicles etc.

11. |Safety concerns due to speeding vehicles

12. |Land disputes related to the infrastructure (including access)

13. | The relevant authority does not own the land required

15. |Involuntary resettlement required to make the land available

15. | Influx of labor to carry out the works

38| Page




NB: This list is not intended to be exhaustive. For more detailed guidance please refer to the local
government environment guidelines issued by NEMA. Please provide more information on a
separate sheet.

Annex 6: Full Environmental and Social Screening Form (ESSF)

This form is to be filled in by the Environment Focal Point Person at Sub- County level or
Environment officer at the District/Municipa/Cityl level for selected projects

REPUBLIC OF UGANDA

Health Facility Environmental and Social Screening Form

Please type or print clearly, completing this form in its entirety. You may provide additional
information on a separate sheet of paper if necessary. Kindly note that the information you are to
provide is required by Section 19 of the National Environmental Act, Cap. 153.

Name Of the ProJeCt: . ... e
Health Sub Programme of the project: ..........cooiiiiiiiiii e
Department implementing the project .........c.o.oviiiiiiiii e

Name of the District/Municipality/City where the project is to be implemented:

Name of Lower Local GOvernment: ..............oiiiiiiiiiiiiiii e

Name of Approving Authority ..........oocoiiiiiiiiii e

Name, job title, and contact details for the person who is responsible for filling out this form.
NaIIC: Lo
Job Title: ..oooooeiiiiii

Telephone NUMDET: ..o

Fax MUMDET: ... e
E-mail @daress ...

DAt ..

SINALUI: ..ot
1. Brief Project Description

Please provide information on the type and scale of the project (project area, area of required land,
approximate size of total building floor areas, etc.)
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2. The Natural Environment
Describe the land formation, topography, vegetation in/adjacent to the project area (e.g. is it a low
lying land, water logged, rocky, swampy or wetland, etc.,)

Estimate and indicate whether vegetation might need to be cleared

(c) Are there any environmentally sensitive areas or threatened species that could be adversely
affected by the project (specify below)?

Intact natural forests Yes No
Riverine forest Yes No
Wetlands (lakes, rivers, seasonally inundated [flooded] areas) Yes No

How far are the nearest wetlands (lakes, rivers, seasonally inundated [flooded] areas)?
km

Habitats of endangered species for which protection is required under Ugandan laws and/or
international agreements. Yes No

Others (describe). Yes No (e.g. cultural sites, burial places, etc.,)

3. Rivers and Lakes Ecology

Is there a possibility that due to construction and operation of the project the river and lake ecology
will be adversely affected? Attention should be paid to water quality and quantity; the nature,
productivity and use of aquatic habitats, and variations of these over time.

Yes No

4. Protected areas

Does the project area (or components of the project) occur within/adjacent to any protected areas
designated by government (national park, national reserve, world heritage site, etc.)?

Yes No

If the project is outside of, but close to, any protected area, is it likely to adversely affect the
ecology within the protected area (e.g. interference with the migration routes of mammals or birds)
Yes No
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5. Geology and Soils

Based upon visual inspection or available literature, are there areas of possible geologic or soil
instability (erosion prone, landslide prone, subsidence-prone)?

Yes No

Based upon visual inspection or available literature, are there areas that have risks of large-scale
increase in soil salinity?

Yes No

6. Landscape/aesthetics

Is there a possibility that the project will adversely affect the aesthetic attractiveness of the local
landscape?

Yes No

7. Historical, archaeological, or cultural heritage site.

Based on available sources, consultation with local authorities, local knowledge and/or
observations, could the sub-project alter any historical, archaeological, or cultural heritage site or
require excavation nearby?

Yes No

8. Resettlement and/or Land Acquisition

Will involuntary resettlement, land acquisition, or loss, denial or restriction of access to land and
other economic resources be caused by the project implementation?

Yes No

9. Loss of Crops, Fruit Trees and Household Infrastructure

Will the project result in permanent or temporary loss of crops, fruit trees and household
infrastructure (such as granaries, outside toilets and kitchens, etc.)?

Yes__ No
10. Noise pollution during Construction and Operations
Will the operating noise level exceed the allowable noise limits?

Yes  No
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11. Solid or Liquid Wastes, including Medical Waste.
Will the project generate solid or liquid wastes, including medical waste?

Yes No

If “Yes”, does the project include a plan for their adequate collection and disposal?

Yes No

12. Pesticides, Insecticides, Herbicides or any other Poisonous or Hazardous Chemicals.
Will the project require the use of such chemicals? Yes_ No

If, “Yes”, does the project include a plan for their safe handling, use and disposal? Yes__ No

13. Occupational health and safety
Will there be any risks of accidents during construction or operation of the project which could
affect both human health and environment? Yes No

14. Community Health and Safety
Will the surrounding community be exposed to accidents due to increased traffic and movement

of heavy machinery, Communicable diseases brought by workers from outside of the area?

15. Land use
Avre there any plans for future land uses on or around the location which could be affected by the
project? Yes No

16. Climate Impacts
Is the Project location susceptible to earthquakes, landslides, flooding, erosion, or extreme weather
conditions that could affect the project?

17. Human health

Will the project involve the use, storage, transportation and/or handling of substances that could
be harmful to human health or the surrounding environment?

RECOMMENDATIONS:

Based on the above screening results, the following recommendations are made:

(@) Implementation of the environmental mitigation measures as proposed in the
Environmental and Social Management Plan and Clause 8 contained in the Bidding Documents

(b) before construction can commence, preparation of the relevant safeguard instruments
(site specific ESMPs) and implementation of a resettlement action plan/compensation plan
consistent with the provisions of the Resettlement Policy Framework, November 2002, will be
required
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TESTIMONY

I confirm that the information provided herein is accurate to the best of my knowledge. I will also
endeavor to provide additional information and facilitate a site visit if required.

Signed: Environment Officer

Signed:

Signed:

Annex 7: The main grievances avenues for Local Governments
The following notice should be posted on the LG Notice board, with details specific to the LG to
be completed by the LG Health Officer. A similar version is prepared for facilities and included in
the facilities guidelines.

Avenue

Type of Grievance

Contact details

Local Government level

Councilor

\Violence against and abuse of children and
adults by staff, contracted labor

Selection of health infrastructure not in ling
with guidelines

Quality of health care and absenteeism

Health Officer

Quality of works delivered by contractors
Condition of school infrastructure and
facilities

Quality of teaching

Functioning of the School Management
Committee

Corruption and misuse of funds

District land board

Complaints about land associated with
health facilities and health infrastructure

National level

Police

Corruption and misuse of funds
Other criminal activity

Telephone: 112/999
CP ANTI-CORRUPTION 0717 121

110

CP  ANTI HUMAN TRAFFIC
MINISTRY OF INTERNAL
AFFAIRS 0715 411 677

CP SEXUAL & GBV 0713 534 713
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Avenue Type of Grievance Contact details
CP SEXUAL OFFENCES 0718 642
ATT
Email: info@upf.go.ug
Address:
https://www.upf.go.ug/key-uganda-
police-phone-contacts/
Uganda PatientsEmotional, physical or sex abuse
Protection Human trafficking
Child neglect esp. by parents or guardian
Uganda ChildEmotional, physical or sex abuse \Web: http://uchl.mglsd.go.ug/
Helpline Child trafficking Phone: 116
Child neglect esp. by parents or guardian
NITA Helpline Data protection issues TBC. Legislation just assented.
Uganda BudgetQuality of works delivered by contractors |Call for free: 0800 229 229
Hotline Missing and misuse of funds Feedback: www.budget.go.ug
Email: budget@finance.go.ug
IGG Hotline Corruption and misuse of funds Report:

https://www.igg.go.ug/complaints/

Call: +256 414 347387

Email: kampala@igg.go.ug (other
regions addresses at
https://www.igg.go.ug/contact/ )
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Annex 8: Summary of grants and selected subventions

Grant/Subvention

Purpose

Allocation basis

Summary of budget
requirements

Wage Conditional Grant

To pay salaries for all
health workers in the
district health service

including health
facilities and
hospitals.

Additional wage has been
allocated for;

1. Recruitment of health
workers in least staffed
health facilities

2. Recruitment of health
workers in newly
upgraded health facilities

Districts and Municipalities are
responsible for payment of salaries
of health staff in health facilities

Salary allocations must be aligned
to the filled posts within the
approved structure, recruitment
plan and salary scales in a given
financial year.

The Health Department must
prepare a recruitment plan and
submit it to the Human Resource
Management (HRM) Department
for the vacant positions of health
workers and DHO/MHO/CHOs

Hard to reach allowance must be
provided for staff in hard to reach
areas outside town councils and
HLG headquarters, in line with the
hard to reach framework and
schedule designated by the
Ministry of Public Service (MoPS)
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Grant/Subvention Purpose Allocation basis Summary of budget
requirements
Non-Wage o/w PHC Health To fund service | Input component The total allocation to lower level
Conditional Offices delivery  operations Iir?fpunl[atrir?n:t it 2?8?40; facilities (HC I, HC 1lI, HC V)
Grant by the  health PO\?erty orta Ih)éadcouoni must be at least 85% of the PHC
department 20%); Population in | NWR (excluding PHC Hospital
supervision, Stgg/dAtgeanz’g?%%')érd 0 | NWR Grant)
g?gzﬁ?ent, and Pc%pulation figures include | PNFP health facil?ties should be
oreparedness, as well re ug_;e_es _ funded from the window of NWR
2 o incentivize ﬁa%delttl)ggﬁlc%h s];:jxeergdggztlsl grant for PHC, have been a}pproved
improvements in LG levels of care: by the MoH, and have signed an
: - MoU with the LG.
Health Office | Government facilities:
performance HC 11 — 2 million shs Allocations to GHs should be at
PHC HCs To  fund service | HC 11l — 4 million shs Least.tthle value of the NWR for
delivery  operations | HC IV — 20 million shs ospiais
by the HCs, both | pNEP facilities: Only PNFP (NGO or CBO)
Government and - hospitals which  have Dbeen
PNFP — prevention, HC -1 m|I.I|(.)n shs approved by the MoH should be
promotion, HC 111 —2 million shs allocated PHC funds.
supervision, HC IV — 4 million shs )

A maximum of 15% of the NWR
management, : :
curative,  epidemic Budget (excluding PHC Hospital
preparedness, as well NWR Grant) can be used f0|_r health
as  to incentivize services management functions by

increases in provision
of priority services
and improvements in
service quality

the District/
Health Offices.

Municipality/City
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Grant/Subvention

Purpose

Allocation basis

Summary of budget
requirements

RBF

To incentivize service
delivery  operations
by government and
PNFP health centres
I11 and IV and Local
Government Health
Teams

70% of the RBF budget
will be allocated based on
the outputs (quantity) of
the RBF package of
indicators attained by the
health facilities during the
calendar year preceding
the FY

25% of the RBF budget
will be allocated based on
the weighted LG quality
allocation derived from
the average HFQAP score
of the Health Facilities and
Catchment populations

5% of the RBF budget will
be allocated to Health
Management teams based
on the Performance of the
Local Governments
following  the  Local
Government Performance
Assessments (LGPA)
health  Sub-programme
performance measures
score attained and the

Funds received by HC Ills and HC
IVs should be used for recurrent
activities to improve service
delivery.

The activities to be undertaken by
the LG HTs and health facilities
are to be integrated in the LGs
Budget Framework Paper, the
Annual Workplan & Budget for
FY 2023/24 using the HMIS 001.
NB: There is no provision for
direct RBF incentives for health
workers  under  the RBF
mainstreaming.
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Grant/Subvention

Purpose

Allocation basis

Summary
requirements

of budget

number of HC IlIs and 1Vs
in the district

o/w Hospital

To fund service
delivery  operations
by hospitals both
government and
PNFP — prevention,
promotion,
supervision,
management,
curative,  epidemic
preparedness

In areas covered by the

hosgltalz Population
60%0); Infant mortality
10%); Poverty
eadcount (20%0);

Population in hard to
reach and hard to stay
areas (10%).

Additionally, fixed costs
have been incorporated:

Government hospitals —
250 million shs

Additional for highway
hospitals — 15 million shs

PNFP hospitals — 50
million shs

Additional for PNFP
hospitals in LGs without
other hospitals - 50
million shs

Additional for ‘tourism
hﬁspnab’ — 100 million
SNS

All hospital grants must go directly
to hospitals. Eligibility criteria for

PNFPs.
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Grant/Subvention Purpose Allocation basis Summary of budget
requirements
Development | o/w Infrastructure | This  will  finance | Number of government | All health infrastructure and
Conditional | Development | maintenance | repairs to health | owned HC Ills, HC IVs | equipment budgeted for must:
inf i i 0 :
Grants Grant ] in rgstr_ucture in and | and H_ospltals (50%0), be approved by: (a) chair of the
equipping and | Population per GOU or ! .
Health . - HMC; (b) the in charge of the
completion of | PNFP health facility e .
. . health facility; and (c) the village
existing public health | above 22,000* (50%) D - .
facilities and capacity (LC1) and district/municipal/city
*Population figures | councilor for the area in which the

development
activities.

The development
budget will be used
for capital
investments, to fund
rehabilitation,

construction or
equipping of service
delivery and/or
administrative

infrastructure.

Capital allocations for
the functioning of
existing health
facilities should be
prioritized as follows:

Firstly, rehabilitating,
completing, and
equipping  existing

include refugees

To incentivize health
related Local Government
Performance, 50% of
allocations are weighed by

squared Local
Government Performance
Assessment (LGPA)
scores.

health facility is located using the
form specified in the sub annexes
of these guidelines.

Be accompanied by (a) duly filled
application ~ form  which s
accompanied by (b) a completed
environmental and social
safeguards checklist and (c)
evidence of land availability.

LGs must not budget for activities

specified as ineligible
expenditures for capital
investment.

LGs must budget at least 95% of
the value of their Health Sub
Programme Health Development
allocation for “Upgrading of HC
IIs to HC IlIs on construction of
facilities” for construction of the
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Grant/Subvention

Purpose

Allocation basis

Summary of budget
requirements

facilities in lower
local  governments
with  HCIlIs which
serve  more than
20,000 people where
there are gaps in basic
buildings’

requirements and
equipment.

Secondly, upgrading
HC lIs, completing,
expanding existing or
constructing new HC
Ills in LLGs which
have either have no
HC I1lls or where HC
Ills on average serve
less than 20,000;

facilities listed in these guidelines
or otherwise agreed with the MoH.

A maximum 5% of the allocation
to capital investments may be
allocated to investment servicing
costs for the construction of those
facilities.

Allowed activities:

Service delivery infrastructure and
equipment

HC Il IV

OPD block

Maternity ward

Female ward

Male ward

Operating theatre (HC V)
Drug store

Mortuary

Staff houses

Toilets/pit latrines & bathrooms

Medical waste pit
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Grant/Subvention Purpose Allocation basis Summary of budget
requirements
Incinerator
Water source
Medical equipment
Furniture
Electricity (grid or solar)
Fencing
Not allowed: Construction of new
HClls
o/w Transitional Ad Hoc The MoH will Ad hoc Allocated to health facilities for
provide specific pending or incomplete civil works.
guidance to A
individual local Rehabilitation or upgrades based
governments on Government committments
with allocations
for the
Transitional
Development Ad
Hoc Health

Grant on the
investments to be
financed  from
the grant.
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Grant/Subvention

Purpose

Allocation basis

Summary of budget
requirements

GAVI

135 Districts®. In FY
2023/24, this
subvention, which is
financed by a
Development Partner,
will ~ fund  health
systems strengthening
activities in the LGs.

Support  districts  to
implement additional
outreaches.

Hold quarterly one-day
district stakeholder’s
performance review
meeting on EPI targeting
(DHO, ADHO-MCH,
DHEO), Chairpersons
(LCV & LC IlI), sub
county chiefs, RDC,
DISO.

Hold HSD  quarterly
performance review
meetings, targeting sub
county chiefs, HSD in
charges, Health facility in
charges, health Assistants.

Support data improvement
teams (DIT) to conduct
follow up mentorship of
health workers in data
quality improvement (of

GAVI through the Ministry of
Health has provided a cash grant,
paid as a subvention, with the
objective of strengthening Health
systems in Uganda. The GAVI
HSS 1l is a subvention (Other
Government Transfer) directly
from MoH to local governments,
outside of the local government
transfers system. However local
governments are still required to
budget for the use of HSS Il
funding based on IPFs
communicated further to these
Guidelines by MoH.

¢ Only LGs included in the total. A further UGX. 285.93 million Available for KCCA.
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Grant/Subvention

Purpose

Allocation basis

Summary of budget
requirements

EPI/HMIS programs) at
all levels in the district.

Support to implement
Integrated Child Health
Days.

Support supervision for
DHT.

Vaccines and supplies
distribution.

GFTAM

Covers 126 districts

IMM
Facility clinical audits

Training vector control
officers

EQA

District Malaria Epidemic
review and  response
coordination meetings.

These funds are meant for
implementation of district-based
activities including integrated
management of malaria, facility
clinical audits, external quality
assurance and district malaria
epidemic review and response
coordination meeting
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Annex 9: HMIS 001- Annual Comprehensive Workplan

Section 1: Catchment / Area of Responsibility

Figure 1: Catchment Area Health Map
(Insert Catchment Area Health Map)

Table 18: Demographic Characteristics

Demographic variables Proportion (%) | Population Population
FY 20../20.. FY 20../20..
(Current FY) (Next FY)
1. Total population 100%
2. Children below 18 years 55.1%
3. Adolescent & youth (young people, 10-24 34.8%
years)
4. Orphans (below 18 years) 8.04%
5. Infants (below 1 year) 4.3%
6. Children below 5 years 17.7%
7. Women of reproductive age (WRA) (15-49 20.2%
years)
8. Expected pregnancy 5%
9. Expected Deliveries 4.8%
10. Refugee Population
Should be based on UBOS Mid-year population projections
Table 19: Administrative Units VHTs and Health Facilities
SIN " -
5 i
Q Z —
3 & 12 |53 E |35
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€ o =2 =2 = I =% = g 25
g¢s |2 |3 e = |2 Sz 55 |8%
222 |3 | % g S |5 |58 seE |5E
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1
2

Note: Add more rows as necessary
Local Government Health Partners
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Table 20: Implementing Partners, CSOs and Respective Interventions

Implementation Mode

~
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Technical
Support

In-Kind
Support

Estimated Annual

Budget

Section 2: Organisational Structure and Strategic Direction

2.1 Organizational Structure

Figure 2: Organogram
(Insert Organogram)

2.2 Vision
2.3 Mission

2.4 Core Values

2.2 Health Sub-Programme Objectives

1) Improve the foundations for human capital development.
2) Improve population health, safety and management

3) Toincrease financial risk protection of households against impoverishment due to health expenditure.
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Section 3: Health Status
3.1 Key Outcome Indicators

Table 2: Indicators of Health Status

Indicator

National

Regional®

Maternal Mortality Ratio (MMR) (per 100,000)

Neonatal Mortality Rate (NMR) (per 1,000)

Infant Mortality rate (IMR) (per 1,000)

Under five mortality rate (USMR) (per 1,000)

Total Fertility Rate (TFR)

Adolescent pregnancy rate (< 15 years)

Adolescent Pregnancy Rate (15-19 Years)

Proportion of women of reproductive age who have their need for family
planning satisfied with modern methods

Contraceptive prevalence rate (CPR)

Children below five years who are stunted

Children below five years who are underweight

1 Indicate data source

3.2 Disease burden, cause of mortality

Table 21: Top ten causes of morbidity for all age groups during previous FY

SIN Diagnosis Male Female

Total

(%)

[EEN

PlO|o|NoOO|RlwiN

All others

Total

Source: HMIS

Table 22: Top ten causes of morbidity for under-fives during previous FY

SIN Diagnosis Male Female

Total

(%)

RN

PlOo|NO(OC AW

All others

Total

Source: HMIS
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Table 23: Top ten causes of morbidity for above 5 Years during previous FY

S/N Diagnosis Male Female Total (%)
1
2
3
4
5
6
7
8
9
10
All others
Total
Source: HMIS
Table 24: Top ten causes of mortality for all age groups during previous FY
S/N Diagnosis Male Female Total (%)
1
2
3
4
5
6
7
8
9
10
All others
Total
Source: HMIS
Table 25: Top ten causes of mortality for under-fives during previous FY
S/N Diagnosis Male Female Total (%)
1
2
3
4
5
6
7
8
9
10
All others
Total
Source: HMIS

Table 26: Top ten causes of mortality for above 5 Years during previous FY
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SIN Diagnosis Male Female Total (%)
1
2
3
4
5
6
7
8
9
10
All others
Total
Source: HMIS
Table 27: Causes of maternal mortality during the previous FY
Cause of Death 10-19 years 20-24 years > 25 years Total (%)
death death death

Total

Source: HMIS
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Section 4: Previous Budget Performance, Planned Budget & Key Output Indicators and Targets

Table 28: Budget Performance and Planned budget

financial risk
protection of
households
against
impoverishme
nt due to
health
expenditure

Specific Objective | Key Result Area Indicator Previous FY Current FY
20../20... 20../20..
(Millions) (Millions) -8 7
(3]
RS
Y]
Tu
Approved | Budget Approved Budget Budget
Budget Released | Budget Released
(by
December)
1. Toincrease Health financing GoU Wage i) SCG Wage

ii) District Unconditional Grant
— Wage

iii) Urban Unconditional Grant
Wage

Sub Total GoU Wage

GoU Non-Wage

Recurrent

SCG - DHO

SCG - Public Hospital

SCG - PNFP Hospital

SCG-PHC-LLU

SCG - PHC PNFP LLU

NMS Credit Line

JMS Credit Line

Non-Tax Revenue (AlA) (User
fees)

Unconditional Grant

Local Revenue

OGT- Global Fund

OGT- GAVI

Sub Total GoU Non-Wage

GoU

| Sector Cond. Grant - Upgrade
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Specific Objective | Key Result Area Indicator Previous FY Current FY

20../20... 20../20.. :

(Millions) (Millions) - 8 @
za2

Approved | Budget Approved Budget Budget
Budget Released | Budget Released
(by
December)

Development
Grant (Specify

Sector Cond. Grant —
Performance/Formula based

Source)

DDEG

Locally Raised Revenue

Sub Total GoU Dev.

On Budget Ext.

Financing

(Specify source)

Sub Total On Budget Ext. Financing

Off

Budget

Financing

(Specify source)

Sub Total Off Budget Fin.

Grand Total
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Table 29: Revenue Projections

SIN | Service Package Target Achieved Target User Fee Annual User Fee | RBF unit | Annual RBF
(Paid for) Previous FY | Previous FY Next FY unit Price | Revenue price revenue
20../20.. 20../20.. (UGX) Projection (UGX) projection
20../.. (UGX) (UGX)
1
2
3
4
5
Total
Add/Remove rows as necessary.
Table 30: Service Delivery Key Outputs and Indicators
Key Result Area Indicator Previous FY Current FY Planned
20.../20.. 20.../20... FY 20../20..
2
|
(5] (5] (5]
~ < ~ <0 ~

Specific Objective 1: Improve the foundations for human capital development

immunization against
childhood diseases

1. Child and maternal nutrition | % of work places with breastfeeding corners
enhanced
Vitamin A second dose coverage for under-fives (%)
% of pregnant women receiving iron/folate supplement
2. Increase access to % of Children Under One Year Fully Immunized

% of functional EPI fridges

% of health facilities providing immunization services by
level

BCG Coverage (%)

IPV Coverage (%)

DPT/Hep B/Hip 3 Coverage

Rota Virus 2" dose Coverage

PCV Coverage

Measles Rubella Coverage

Measles Rubella 2" Dose Coverage

HPV coverage 2" Dose Coverage
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Key Result Area

Indicator

Previous FY Current FY Planned
20.../20.. 20.../20... FY 20../20..
>
Qo S
© T @
S = S |28 |©
g |2 |E |38 |¢

3. Improve adolescent and
youth health

% of health facilities providing adolescent friendly service
package

Adolescent birth rate (<15 years) per 1,000)

Adolescent Birth rate (15-19 years per 1,000

No. of peer educators trained and recruited to support
provision of Adolescent friendly services

Number of youths mobilized for uptake of Health services

% of VHTs with youth members

Specific Objective 2: Improve po

ulation health, safety and management

4. Reduced morbidity and
mortality due to HIV/AIDS,
TB and malaria and other
communicable diseases

% of the population with knowledge, and utilize and practice
correct malaria prevention, control and management
measures.

% of Malaria patients treated with a laboratory diagnosis

Intermittent Presumptive Treatment (IPT) 3 coverage for
pregnant women

In patient malaria deaths per 100,000 persons per year

Malaria cases per 1,000 persons per year

No. of youth-led HIV prevention programs designed and
implemented

% of key populations accessing HIV prevention interventions

No. of safe medical male circumcisions done

% of Hospitals, HC Vs and IlIs conducting routine HIV
counselling and testing

% of Preg. Women tested for HIV during current pregnancy

HIV + women receiving ARVs for PMTCT during pregnancy
and delivery

% of HIV-exposed infants with 2nd PCR test

% of high-risk population receiving PrEP and PEP

ART Coverage (%)

ART retention rate (12 months)
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Key Result Area

Indicator

Previous FY Current FY Planned
20.../20.. 20.../20... FY 20../20..
>
Qo S
© T @
S = S |28 |©
g |2 |E |38 |¢

Viral Load suppression (%)

% of priority programs integrating HIV care and treatment
(TB, Nutrition, Family Planning, Cancer of the cervix
screening, Hepatitis B & C screening, HPV Vaccination for
girls, Sexual and Reproductive Health, SGBV)

No. of stakeholder engagements in the HIV prevention effort
to address the socio-cultural, gender and other structural
factors that drive the HIV epidemic

% of target population vaccinated against Hepatitis B

% of Hepatitis B positive people treated by dose

1st dose

2nd dose

3rd dose

TB Case detection rate (all forms)

TB Case notification rate

TB treatment success rate

Facilities (Hospitals, HC 1Vs and I11s) with diagnostics for
TB (%)

Under 5 illnesses attributed to diarrhoeal diseases (%)

Hepatitis B incidence per 100,000 population

Malaria Incidence per 100,000 population

5. Reduced morbidity and
mortality due to Neglected
Tropical Diseases

Number of people requiring interventions against NTDs per
1,000 population (schistosomiasis and trachoma)

6. Epidemic diseases timely
detected and controlled

% of epidemics / disease out breaks detected timely and
controlled

Mortality rate from unsafe water, sanitation and lack of
Hygiene (Diarrhoea, Typhoid, Dysentery & Cholera)
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Key Result Area

Indicator

Previous FY Current FY Planned
20.../20.. 20.../20... FY 20../20..
>
Qo S
© T @
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~ < - <0 [

7. Prevent and control Non-
Communicable Diseases
with specific focus on
cancer, cardiovascular
diseases and trauma

% of eligible population screened for cancers like:

Cervical Cancer Screening in women aged 30-49 years;

Breast Cancer Screening in women aged 30-49 years;

Prostate Cancer Screening in Men above 40 years

% of girls immunized against cervical cancer by 10 years (%)

% of lower-level health facilities (HC IVs and Il1s) routinely
screening for NCDs

Number of deaths from Cancer among 20 years & above

Number of deaths from Cardiovascular Disease among 20
years & above

Number of deaths from Diabetes Mellitus among 20 years &
above

Number of deaths from Chronic Respiratory Disease among
20 years & above

Death rate due to Road traffic Accidents

Total Number of Deaths due to Road Traffic Accidents

Mortality rate attributed to unintentional poisoning

8. Mental Health Services

Suicide Mortality Rate

% coverage of treatment interventions for substance use
disorders

9. Improved RMNCAH
Services

% of hospitals and HC IVs with functional NICUs

% of young people in school accessing age-appropriate
information

% of young people outside school accessing RH services

% of targeted villages with ICCM providers

ANC 4+ Coverage

Health facility deliveries

HC 1Vs offering CEmNOC Services

% of new acceptors of all user to modern contraception

Couple Years of Protection for women in child bearing age
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Key Result Area

Indicator

Previous FY Current FY Planned
20.../20.. 20.../20... FY 20../20..
>
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10. Improve the functionality of
the health system to deliver
quality and affordable
preventive, promotive,
curative and palliative health
care services focusing on:

a) Human resources

Approved posts (Public) filled (%)

Number of physicians (doctors) per 10,000 population

Number of midwives per 10,000 population

Number of nurses per 10,000 population

Health worker force per 10,000 popn (Doctors, Nurses,
Midwives, Allied Health and Pharmacists Staff only)

Annual performance assessment for all staff

% of facilities with Annual Training plans based on the
Training Needs Assessment

Training database updated with all staff trainings

b) Health Infrastructure

No. of Hospitals and HCs rehabilitated / expanded

Total (Hospital, HC 1V & HC 111) Beds per 1,000 population

% recommended medical and diagnostic equipment available
and functional by level

Hospital

HC IV

HC I1I

HC I

Medical equipment inventory maintained and updated

c) Auvail affordable medicine
and health supplies
including promoting local
production of medicines

% SPARS score for LG

% availability of 41 basket of commaodities

% of health facilities with 95% availability of 41 basket of
EMHS

% of health facilities utilizing the e-LIMIS
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Key Result Area

Indicator

Previous FY Current FY Planned
20.../20.. 20.../20... FY 20../20..
>
Qo S
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d) Essential clinical and
rehabilitative care

New OPD utilization rate

Inpatient admissions per 1,000 population

Total Bed Occupancy rate (Hospital, HC IVs & HC 1lls)

Bed Occupancy Rate Hospital

Bed Occupancy Rate HC IV

Bed Occupancy Rate HC 111

Average length of stay Hospitals

Average length of stay HC 1Vs

Average length of stay HC Ills

% of target laboratories accredited (Hospitals and HC 1Vs)

e) Governance and
management structures
reformed and functional

% of Quarterly DHMT Meetings held

% of monthly DHT meetings held

% of Hospital / Health Facility Management Team
(Technical Management) meetings held

% of Quarterly Hospital / Health Unit Management
Committee meetings held

Annual stakeholder analysis and mapping undertaken

No. of stakeholder engagement meetings / workshops held

% quarterly supervision visits undertaken

Comprehensive Annual Operational Workplan developed

f) Data collection, quality and
use at facility and
community levels
strengthened

HMIS 001 Reporting rate (%) — Workplan

HMIS 033b Reporting rate (%) — Weekly epidemiological
surveillance report

HMIS 102 Reporting rate (%) — Facility Equipment
Inventory report

HMIS 105 Reporting rate (%) — Monthly Outpatient report

HMIS 106a Reporting rate (%) — Quarterly report

HMIS 106b Reporting rate (%) — Quarterly Assessment
report

HMIS 107 Reporting rate (%) — Annual report
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HMIS 108 Reporting rate (%) — Monthly Inpatient report

VHT/ICCM (HMIS 097b) Reporting Rate (%) -
Quarterly report

Information products developed and shared at all levels
quarterly

% of hospitals and HC IVs with a functional EMRS

Quarterly Data Quality Audits conducted

% of health facilities with an error-to-data ratio of less than
5% (95% correctness based on selected health facilities and
data elements)

g) Sector performance
monitored and evaluated

% of quarterly and annual performance reports disseminated

% of quarterly review meetings held

h) Improving Quality of Care

% of functional CQI Committees at District/City Health
Office

% of functional CQI Committees at health facility level

Institutional Fresh Still Births (per 1,000 deliveries)

Institutional Macerated Still Births

Institutional New-born Deaths

Institutional Perinatal Mortality Rate

Number of Maternal Deaths in health facilities

% of Maternal deaths reviewed

% of Perinatal Deaths Reviewed

Under five deaths among 1,000 under 5 admissions

Client satisfaction index

% of readiness capacity of health facilities to provided
general services (HFQAP Score)

Specific Objective 3: To address the key determinants of health through strengthening inter-sectorial collaboration and partnership

Children below 5 years who are stunted (%)

| | [ ]
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Key Result Area Indicator Previous FY Current FY Planned
20.../20.. 20.../20... FY 20../20..

Target
Achieved
Target
Achieved by
December
Target

11. Social and economic Children below 5 years who are under weight (%)
determinants of health

12. Health promotion and % of Villages/wards with a VHT

Environmental Health Households with improved sanitation coverage (%)

% of Villages (Communities) that are Open Defecation Free -
ODF

Population with access to Basic hand hygiene (Hand
Washing Coverage)

% of health facilities with access to Basic Environmental
cleanliness services’

% of health facilities having Basic hygiene facilities®

% of health facilities having Basic services for Health Care
Waste Management®

% of health facilities with access to Basic water services

% of schools with pupils having access to Basic Sanitation
services®®

% of schools with pupils having access to Basic hand hygiene
services!

% of hospitals and HC Vs with functional mortuaries

" "Basic Environmental Cleanliness Services" refers to Health care facilities with basic protocols for cleaning and where all staff with cleaning responsibilities
have been trained.

8 Basic Hygiene service in HCFs is defined by two main criteria: (1) either alcohol hand rub or basin with water and soap at points of care® (2) hand washing
facilities with water and soap available at toilets

® Basic Services for HCWM is when medical waste is safely segregated into at least three bins, and sharps and infectious waste are treated and disposed of safely
10 A school has access to Basic Sanitation if it has Improved sanitary facilities, which are single-sex and usable at the school

11 Basic hand hygiene services refers to presence and use of Hand washing facilities (having water and soap) at critical points in the school e.g near latrine, food
serving area.
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Key Result Area Indicator Previous FY Current FY Planned
20.../20.. 20.../20... FY 20../20..

Target
Achieved
Target
Achieved by
December
Target

Functional mortuary in the City

% of Parishes with Pillar 4 Committees (P4C) under the
Parish Development Committees




Section 5: Logistics, Infrastructure and Human Resource

5.1 Health Department Transportation

Table 31: Status of vehicles/motorcycles

Facility Level

Type of Vehicle
/Motorcycle

Vehicle
make

Reg.
Number

Purchased/
Donated By

Condition (Good
or Poor)

Public Facility

District/City/
Municipal Health
Office

General hospital

HC IV

HC 111

HC I

PNFP Facility

Hospital

HC IV

HC 111

HC I

Private Facility

Hospital

Health Centre

Clinic

Table 32: Status of Ambulance/Referral Service Performance

Type [/ Level
Facility

of

# of ambulance
vehicles

Staffing for
ambulance

# of referrals

Pre-hospital/
community pick-ups

Inter-facility
refe