Investing in People: Health System Strengthening Through Education
by
Aaron Haywood Stoertz
Department of Global Health
Duke University

Date:_______________________
Approved:
___________________________
Will Mitchell, Supervisor
___________________________
John Bartlett
___________________________
David Toole

A thesis submitted in partial fulfillment of
the requirements for the degree of
Master of Science in the
the Department of Global Health in
the Graduate School of Duke University

2011

ABSTRACT
Investing in People: Health System Strengthening Through Education
by
Aaron Haywood Stoertz
Department of Global Health
Duke University

Date:_______________________
Approved:
___________________________
Will Mitchell, Supervisor
___________________________
John Bartlett
___________________________
David Toole

An abstract of a thesis submitted in partial fulfillment of
the requirements for the degree of
Master of Science in
the Department of Global Health in
the Graduate School of Duke University

2011

Copyright by
Aaron Haywood Stoertz
2011

Abstract
Health system strengthening is now recognized as a pressing global health
priority. Motivated and productive health workers are a critical component of health
systems. Low and middle-income countries need many more health workers, but not
simply more of the same. Insufficient collaboration between the health and education
sectors creates a crippling mismatch between professional health service education and
the realities of health service delivery. A transformative scale-up of health education is
needed to increase the capacity of health systems to respond to population needs. We
make the case for multi-sector innovation during the scale-up of health education—
ranging from new recruitment strategies, faculty development and curricular reform on
the institutional level to cross-sector planning and investment on the national level. Such
a transformation will require a broad process of multi-sector reform.
In Uganda the lack of formal health management education is a barrier to
improved health systems and improved population health outcomes. Duke University
partnered with executive leadership from the Ugandan Catholic and Protestant medical
bureaus, the public health sector and the three leading schools of health management in
Uganda to conduct a series of activities to strengthen the capacity for health
management and leadership in Uganda. After a formative research process to describe
the national health management training landscape, the partnership surveyed health
managers in the Kabarole District in western Uganda. The partnership then designed
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and led a five day workshop on leadership, management and governance in the
Kabarole District in western Uganda.
A series of pre- and post- surveys asked workshop participants to self-report
their confidence, previous use and predicted use of skills in each of the five workshop
modules as well as evaluate the course content, design and instruction. These data were
analyzed to determine if the workshop showed potential for health system
improvement.
All but one module demonstrated significant pre to post confidence effect-size
change, as well as significant self-reported intent to practice new management skills. A
module-based workshop that (1) is designed with evidence gathered with a countrylevel and local needs assessment; (2) combines global content with local context; and (3)
uses experiential learning techniques, may be an effective intervention for organizational
change. Further follow-up after post-workshop mentoring activities will be important to
document this process. We describe a vision for how this follow-up might take place
within the larger context of the partnership’s future activities. We also include a manual
based on the workshop instructional materials entitled: A Teaching Manual for Health
Facility Management, Leadership and Governance in Uganda.
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Dedication
This book is dedicated to health workers all over the world who get up and show
up each and every day to help their neighbors. We are working to support you.
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1. Introduction
1.1 Global expertise with local relevance
Global health challenges are confronted in a variety of settings; from those at the
World Health Organization in Geneva working to create global recommendations for
vaccination distribution to those at the end of the vaccine supply chain delivering the
correct dose at the right time to the right person. Rather than a series of hierarchical
levels of intervention, these might be seen as two connected strands of a web of
intervention, each approaching the same problem from a different path in the global
health landscape [1, 2].
Prior to starting the MSc-Global Health degree at Duke University, I worked
close to the implementation level for five years as a front-line health worker and then
manager. Not surprisingly, those who I worked with were often dubious about the
value of political agreements to improve health outcomes. They questioned whether
international policy created in Washington, New York or Geneva, Switzerland was
relevant or applicable at the local level. And those on the international level often
created recommendations and guidelines that indicated a general level of mistrust for
the local worker.
Yet in this disagreement, it struck me that the people working at the national
and international policy level were teammates with us on the front lines of healthcare
delivery. At the very least we were all working towards similar goals, heading in the
1

same cardinal direction and may in fact agree on what success might look like.
Certainly both groups could benefit from a better alignment and understanding of the
challenges of working at each level [3]. As I looked closer, I also saw the same
misunderstanding and disjointed efforts playing out on smaller-scales within regional
health systems and local health systems.
An interest in reconciling this paradox of mistrust within the global health
profession led me to choose coursework and fieldwork experiences at the Duke Global
Health Institute that would allow me, as a global health practitioner, to understand both
perspectives—the global and the local—so that I could serve as a bridge between the
perspectives and coordinate efforts to be more effectively aligned and trusting. You will
see a reflection of both perspectives woven through this document.

1.2 Why invest in health workers to improve health systems?
At their best, health care organizations are cornerstones of healthy
communities—healthy communities create opportunities for social movement and
economic growth [4, 5]. At their worst, health care organizations can be a source of
corruption, a drain of community resources and a sync of illness and despair [6]. What
makes the difference? Why might one health care organization be of huge benefit to
their community while another is not? Certainly financial resources and access to
materials play a role in success. But management matters. Those that lead the
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organization, be it executive management or boards of directors, set the organization up
for success or for failure [7].
The business community has long-understood this causal relationship—a good
leadership team can accomplish much with limited resources while a poor leadership
team can waste vast amounts of resources[8-10]. In spite of this well-understood
paradigm, there has been surprisingly little investment on management, governance and
leadership in resource-scarce health systems [11]. Compounding this lack of attention,
management is even more crucial to health system function in resource-scarce settings
than it is in resource-abundant settings [12]. In skilled service industries like health care,
human capital is often the most valuable capital [13].
Health workers—well-trained, well-compensated, well-organized health
workers—are at the center of good health care organizations and good health systems. A
long-term investment in health workers and their management has the potential to
improve health care facilities, improve health systems and ultimately improve
population health outcomes in low- and middle-income settings.

1.3 Thesis organization
This thesis combines two related streams of work on health system strengthening
and the health workforce—one at the international policy level and the other at the
national and district level in Uganda. To combine the work, this thesis is divided into
three subsequent sections. Section two is a call for closer national alignment between
3

health and education sectors; improved cooperation between health education
institutions and health care institutions; and suggests a number of possible ways to
achieve these goals. This section has been modified from a shorter paper that was cowritten with colleagues at the WHO including Francesca Celletti, Teri A. Reynolds,
Anna Wright and Manuel Dayrit as part of a global guideline development process.
Section three describes the Health Systems Strengthening Partnership (HSSP) led by
Duke University in Kampala and Fort Portal, Uganda that brings the health sector and
education sectors together. Embedded within this third section is a program evaluation
conducted on a workshop that the HSSP designed and implemented in the Kabarole
District in western Uganda. The fourth section is a manual to help facilitators lead future
workshops on health management, leadership and governance for health management
educators in Uganda.
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2. Educating a new generation of health workers to
improve health in low and middle income countries
2.1 Health workers matter for the MDGs
Recently there has been disappointing progress towards the health-related
Millennium Development Goals (MDGs) and a backward slip on population health
measures in many low- and middle-income countries [14-16]. Weak health systems
appear to be contributing to this backwards slide [11, 17-19]. The health goals set out in
the MDGs will be difficult to achieve without strong health systems [11, 20, 21].
Health systems are composed of health workers and supporting elements to help
health workers do their job. Health workers include health service providers such as
doctors, nurses and midwives as well as health management and support workers such
as administrative and management positions. All of these types of health workers are
critical parts of health systems and health services delivery [22].
Health worker density appears to be positively correlated with health system
functioning and health service delivery [23-27]. Increased densities of health workers
and increased health worker performance appear to ultimately impact population health
and human survival [11, 28]. Health workers make an essential to contribution to
progress in the MDGs and to improving population health outcomes. Figure 1 illustrates
the connection between health worker support mechanisms and better health outcomes.

5

Figure 1: The H
Human Resources for Health Action Framework
ramework shows
theoretical link between health workforce outcomes and better health outcomes in
the context of a larger human resources for health strategic framework [29].
When considering the contribution of the health worker to the MDGs, we
w should
not think too narrowly about the challenge, it is about putting a system in place to
ensure that the, “right
right workers with the right skills is in the right
ht place doing the right
things” [19, 30]. Here we explore one component of this challenge—the
the role health
service provider educational institutions are playing in the current challenges that health
systems in low- and middle
middle-income countries face.

2.2 Health workforce shortages in low
low- and middle-income
income countries
While there is some debate about the total number of health workers needed for
a properly functioning and adequately flexible health system, even the most
conservative estimates show that many national health systems have massive shortfalls,
shortfal
6

particularly in Sub-Saharan Africa [12, 19, 31]. In 2006, the WHO estimated that we have
a global shortage of 4.5 million trained health workers. At least 2.36 million health
service providers and 1.89 million management and support workers are needed to fill
the gap. Most of this shortage is in low- and middle-income countries [19]. Seventy-four
low- and middle-income countries with an aggregate population of 2.5 billion people
have less than 2.5 workers per 1,000 people and are therefore unlikely to meet critical
population health needs. Examples of population health needs that cannot be met
include 80 percent population coverage for measles vaccination and having skilled
attendants at all births [11, 27].
In Sub-Saharan Africa, where the workforce shortage is most acute, at least 1.5
million new health workers must be trained to close the current shortage in African
health systems. Sub-Saharan Africa has 24% of the global burden of disease but only 3%
of the world’s health workers [19]. The USA has 270 medical doctors per 100,000 people,
the UK 210, and Brazil 170, while Tanzania has just 2.3 and Malawi 1.1 [32, 33]. Lowand middle-income countries need more health workers.
The need to increase the number of doctors, nurses and midwives (health service
providers) in low- and middle-income countries is a critical health workforce issue [11,
19]. While administrative workers make up a critical component of the health workforce
crisis, we will focus on health service providers in this article. Section 3 below will focus
more on health system management.
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2.3 Inflows
flows and outflows of health service providers
As Figure 2 shows, the size of the health workforce can be conceptualized with
inflows and outflows. Increasing numbers of health workers would involve increasing
entry, decreasing or delaying exit or doing both simultaneously.

Figure 2.. Conceptualization of the health workforce with discrete entry and
exit points [19].
The major inflows of health service providers in low
low- and middle-income
middle
countries include students graduating from health education institutions and
recruitment migration. Medical, nursing and midwifery schools within countries are the
single major contributor
ibutor to the workforce in most low
low- and middle-income
income countries
[34]. In Africa in particular, current production of health workers fall far short of what is
required to fill these gaps [35]. In the 47 countries of Sub-Saharan
Saharan Africa, 168 schools
produce only 9,000-10,000
10,000 graduates per year [32]. Recruitment from neighboring
8

countries may occur but has been shown to make insubstantial contributions in low- and
middle-income countries. Circular migration—whereby someone who as emigrated and
served as a health professional in a high-income country returns to practice in their
home country—has also been shown to be inconsequential for increasing the number of
practicing health professionals. On the other hand, circular migration can improve the
management and leadership capacity within a national health system [32].
Major known outflows of health service providers include mortality and
emigration. The leading cause of premature health worker exit from the health
workforce in low- and middle-income countries is mortality [17, 36]. In an estimation of
inflows and outflows of the health workforce in 13 Sub-Saharan African countries
completed in 2006, 2.4 percent of the medical doctors and 2.1 percent of nurses and
midwives are expected to be lost to pre-mature mortality every year. This high mortality
rate is caused by the high burden of HIV among health workers in Sub-Saharan Africa
[17].
The second major cause of health workers pre-maturely leaving the workforce is
international migration [17]. Health workers migrate for a variety of complex reasons
that include a mix of financial opportunities, career opportunities, working and living
conditions and opportunities for family members [37].
Others point out that internal migration rates are even more impactful on
workforce shortages than international migration. Health workers are not evenly
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distributed between or within countries [37]. Rural areas tend to have fewer doctors and
nurses, while urban areas tend to have proportionately more. For example, the United
States and Viet Nam both have some areas with less than a single health worker per
1,000 people, though in Vietnam over half of the provinces are in this situation. In
general, wealthier countries have sufficient numbers of workers and poorer countries
have a tremendous need for more health workers [38].
The international migration effect is not merely a result of health service
personnel seeking personal advancement or wanting to leave poor working conditions.
High-income countries depend on medical graduates from low- and middle-income
countries to care for their underserved populations [39, 40]. Likewise, urban areas in all
countries depend on graduates migrating to urban areas to staff their medical centers
and hospitals.
One other aspect to consider is career migration—in which workers stay in the
same geographic location but switch to another labor market or into another profession
within health care. In Tanzania, as many as 31 percent of the graduating health
workforce are choosing non-health professions, a percentage that would dwarf all other
health workforce losses [41]. These estimates vary widely from country to country. Dare
et al. estimates that 7.9 percent of Nigerian doctors are working in non-health
professions [42]. Generally this phenomenon is not tracked and not well understood.
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A study of the health workforce inflow and outflows in Sub-Saharan African
countries suggests that pre-service training is insufficient to maintain the existing
density of health workers once all causes of attrition are taken into account. Even
without factoring in outmigration, it will take approximately 36 years to make up for
current physician shortages in those countries and 29 years for nurses and midwives to
reach recommended WHO target densities. Including outmigration, many country’s
health workforces are shrinking relative to their population sizes [43].
Regardless of exact inflows and outflow estimates, there is widespread
agreement that a critical shortage in the global health workforce is preventing rapid
expansion of global health initiatives, health system strengthening and effective
achievement of the MDGs. Insufficient numbers of health workforce graduates,
mortality, emigration and an imbalanced distribution of health service providers
contribute to national shortages in low- and middle-income countries [32]. Preliminary
investments have been made in rapid in-service training; we now need upstream
interventions for long-term sustainable professional health workforce production.

2.4 Transformation in health education
Increasing the number of health service providers alone, however, will not solve
the more intractable problems facing the global health workforce: the poor match
between current models of health education and evolving population health needs;
insufficient alignment between the priorities and planning of the health and education
11

sectors; imbalanced distribution that disadvantages rural and poor urban populations;
and the challenges of retaining health service providers in the communities where they
are needed most [44, 45].
In order to transform population health outcomes, the current efforts to scale up
health service education must increase not only the quantity, but also the quality and the
relevance of the providers of the future. A transformative approach to health service
education is needed. In this case, transformative is defined by a commitment to social
responsibility and insists on multi-sector engagement to determine how students are
recruited, educated and deployed as health service workers.
In many cases today, educational institutions are isolated from national health
systems and from health service delivery, limiting their ability to prepare graduates to
respond to evolving policies, epidemiology and technologies [46]. Achieving an
appropriate balance between local relevance and global excellence is a challenge and
some have argued that placing an emphasis on social accountability in health education
can undermine the technical excellence of graduates, particularly in training physicians.
Not only is there evidence that refutes this claim, but transformative scale up of health
service education does not prohibit investment in centers of global excellence and
world-class research [47-49]. This transformative approach merely assigns greater value
to the impact on population health outcomes among the criteria for measuring
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excellence. Table 1 outlines a vision of a transformative scale-up of health service
education.
Amidst increasing awareness of the need for transformation of health service
education, there remains a shortage of published data to inform policy dialogue. Models
for innovative scale up of medical education are being implemented in a number of
countries, but few outcomes have been documented [50]. It is already possible,
nevertheless, to explore a number of potentially critical areas that are in need of reform,
if the professional health workforce of the future in low- and middle-income countries is
to meet the needs of 21st century populations. This article makes the case for multi-sector
innovation during the scale-up of medical education— ranging from new recruitment
strategies, faculty development, and curricular reform on the institutional level, to crosssector planning and investment on the national level. Ultimately new models must be
judged on their ability to produce a new generation of health workers who are better
equipped to meet the evolving health needs of the communities they serve.

2.5 Curricula reform towards local relevance
The 1910 Flexner Report prompted a transformation of medical education by
highlighting inadequacies in quality and facilities, but also by making a convincing case
for an approach to education that was informed by the health needs of society [51]. One
hundred years later, the need for medical education and health service education in
general to keep pace with evolving epidemiology, patient demographics and health
13

systems remains pertinent everywhere, but is particularly pressing in low- and middleincome countries [52]. In these settings, a major transformation is needed— one that
associates academic excellence with the delivery of improvements in population health
outcomes.
Health service educational institutions must teach to the local disease burden, as
well as train students to practice within the care delivery models that are likely to best
serve the local population health needs. The current reality is that educational
institutions are not sufficiently integrated with the relevant local, regional and national
health authorities to ensure an effective alignment between health service education,
research, health service delivery and population health needs.
The current association of excellence with specialist skills, and in some cases,
with training oriented to the global market, has meant that family and communityoriented medicine, usually better matched to the overall epidemiological burden and
needs of low- and middle-income countries, are often afforded low status and relatively
poorly paid [53]. Promoting curricula that equip graduates to address the specific
epidemiology of the communities where they are deployed will be an essential part of
the transformative scale-up of medical education. This includes the incorporation of
community medicine into curricula as compulsory rotations, with a focus on prevention
and determinants of health. In addition, institutional and national funding bodies
should promote research directed to national health needs and health systems.
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Finally, there is increasing evidence that team-based practice with partial transfer
of tasks ("task shifting") from physicians and nurses to other licensed health service
providers may be the most effective means of care delivery, particularly for primary care
services, in a variety of settings [54-56]. The form and content of curricula must evolve to
prepare health service providers to practice within this model and will likely require the
incorporation of progressive educational strategies such as interdisciplinary and interprofessional training [56]. While task shifting has focused on the role of physicians as
supervisors, it should also be considered in the broader context of medical, nursing and
midwifery education [30]. The lack of all health service providers is critical to the
workforce crisis, and the scale-up of other non-physician providers will be a crucial
strategy of any plausible solution [54, 56-58].

2.6 Developing and retaining faculty in relevant fields
Further challenges relate to the need for faculty with appropriate skills and
experience to teach a new generation of providers. More students will require more
teachers, yet there are insufficient numbers of medical, nursing and midwifery faculties
to meet current needs. Training and retaining faculty and staff is therefore of paramount
importance, but a number of complex challenges must be overcome. Institutions must
seek an appropriate balance between teaching, service, research and management duties
to ensure that course content is relevant, that clinical skills are maintained and updated,
and that career development opportunities such as research and publication are
15

available. At the same time, institutions should develop incentive structures to insure
that teaching achievements are afforded comparable status to research and clinical work
[57].
Institutions such as Walter Sisulu University in South Africa and Gezira
University in Sudan have used creative approaches to faculty expansion, incorporating
doctors and nurses working in district hospitals or in health clinics into the faculty body,
or establishing joint appointments and affiliate positions with other institutions [57].
Developing clinical preceptor programs can also be an effective means of expanding a
mentoring pool, and can serve to bring community practitioners' understanding of local
health needs into the university [59]. A number of institutions have also explored the
potential of international and public-private partnerships to increase pedagogical
capacity and provide opportunities for students and faculty at all partner sites [32, 41,
60]. Funding for faculty investment is generally scarce because it requires significant
investment over long-periods of time to show results.

2.7 Recruiting from areas and populations that need health services
New cohorts of health service providers will need to direct their education,
research and service activities towards addressing the priority health concerns of their
communities. This may imply revision of recruitment strategies and selection criteria for
students. Evidence drawn from several countries suggests that students recruited from
marginalized communities are more likely to serve those communities for an extended
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period once they are qualified health workers, and community involvement in the
selection of candidates may also increase engagement and retention [44, 61]. Such
recruitment strategies can help identify prospective students who may be better
adjusted for a lifestyle in underserved areas, more able to provide culturally sensitive
and appropriate care, and more in tune with the social and economic determinants of
health in the communities they serve [62].
Again, Walter Sisulu Medical School in South Africa recruits students from its
surrounding communities (bridging and supplementing secondary education when
necessary), whose health and social needs also guide the school's education, research
and service programs. A total of 835 doctors have graduated, some 70% of whom still
practice among the underserved rural communities of the immediate area. Others have
found success abroad or as specialists, confounding skeptics who argued that the quality
of the education at Walter Sisulu might prove inferior to that of more traditional medical
schools [57].
In many situations the most underserved groups are underrepresented or absent
from the health sector workforce. This underrepresentation reduces access and equity to
health services for those populations. For example, linguistic and cultural differences
between nomadic communities in Niger and the health service personnel have been
faulted as a major reason for low health service access [63]. Similar problems have been
identified for minority groups such as the Roma in Eastern Europe or migrant laborers
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in the United States. In Ghana health workers generally view themselves to be of higher
social status than the patients that they care for, which may lead to additional access
challenges [64]. Thus, it is necessary to recruit from underserved areas and to have local
social, ethnic and cultural backgrounds represented among health service providers [35].

2.8 Placing training sites where health service providers are needed
In addition to recruiting from areas that need additional health services, training
sites should be placed where health service providers are needed. In low- and middleincome countries, hospital-centered training is the norm, and both educational
institutions and teaching hospitals are found predominantly in urban areas [32]. Such a
concentration of opportunities in urban and specialist settings influences the types of
students that are recruited and adversely affects the distribution of graduates when they
enter clinical practice [44].
While the methodological quality of the evidence is limited, community-based
learning may contribute to the responsiveness of health systems to community needs
and nurture a commitment to public service among trainees [65]. Evidence from the
USA shows that physicians trained through community health centers are 3.4 times
more likely to work in a health center and 2.7 times more likely to work in an
underserved setting [66]. At the Jimma Medical School in Ethiopia, combining training
in community environments with an interdisciplinary approach to medical education
resulted in higher-quality graduates with skills relevant to nearby populations. In
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Thailand, health professional trainees are recruited from rural areas, and then returned
to their local communities in hometown placement initiatives [67]. At Gezira University
in Sudan, each student is attached to a particular family for the period of their training.
Student teams consult community members to identify priorities around which they
develop projects and then seek funding for implementation and evaluation. In one
village, Gezira students built a soap factory, which made a significant contribution to
tackling endemic scabies [57]. Strategically placed training sites naturally bring health
service education in closer alignment with health system and population health needs.
More substantial evidence is required to determine what effect this might have on health
worker retention in rural areas.

2.9 Multi-sector government policy reforms and planning and alignment
between educational institutions and health service delivery
Such a reorientation of education to population health needs has far-reaching
implications and will require political commitment and engagement of multiple
government sectors, of communities, and of international development partners. In most
countries, current high level political commitment to medical education reform is scarce
and responsibility for medical universities lies only with the Ministry of Education.
Without broad policy reforms and a multi-sector approach that facilitates national
planning, the potential for scale-up in the production of health service providers is
limited and investment in medical education is unlikely to produce maximum returns in
health. For example, producing new health service practitioners without regard for
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overall national human resource plans can result in a mismatch of graduates to country
needs or a shortage of posts for newly qualified staff. Indeed, such a match between
supply and demand is essential to ensure efficient and effective delivery of health
services [68].
Additionally, significant resource and logistics coordination will be required of
government ministries and other stakeholders. University-level student numbers cannot
be increased without enough well-qualified students graduating from secondary
education. The training of new health personnel depends not only on capacities of
training institutions but also on the availability of potential students to be enrolled in
medical schools. Over the last years, various countries faced considerable constraints on
their educational systems that negatively affected output rates of the secondary
schooling system. Thus, there is a relation between potential difficulties of the secondary
schooling system and professional schools for health training; the former may constrain
the latter from finding enough potential trainees [35].
The need for increased infrastructure for medical education will require better
teaching facilities and more basic infrastructure investment in necessities like water,
sanitation, transport and accommodation. An assessment in Zambia in 2007 estimated
that the Zambian Ministry of Health could double the graduate output of its training
institutions by investing in infrastructure alone. A total investment of US$ 58.8 million
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was required to meet expansion infrastructure needs, which mainly included expansion
of student accommodation and teaching, studying, office and dining space [69].
New doctors cannot be deployed without budgetary allocation for salaries from
the ministry of finance. Scaling up medical education therefore implies strategic
planning and financial investment on a long-term and multi-sector basis.
While the challenges are daunting, there is already evidence from nations as diverse as
Brazil, Thailand and Venezuela that such innovative multi-sector commitment to health
professional education can reap significant longer-term savings in terms of population
health outcomes and economic development [30, 67, 70]. In Brazil, for example,
integration of the health and education sectors at the highest level (the National
Constitution establishes joint responsibility of the Ministry of Education and the
National Health System over the education of health professionals) has allowed for
significantly improved utilization and chronic disease management [30]. In Thailand,
multi-sector planning facilitated rural recruitment and hometown placement initiatives
that substantially increased retention in underserved areas [67]. In Venezuela,
interdisciplinary coordination for educational innovation allowed rapid scale-up of
primary care services for millions of people [70]. These initiatives have shown the
potential of coordinated, multi-sector educational reform to produce a workforce well
matched to population health needs and to increase access to primary health care,
including among hard-to-reach communities.
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2.10 Conclusion
Policy discussion on the need for more health service providers in low- and
middle-income countries has tended to focus on the push and pull factors that influence
movements within nations and across borders, and on the need for increased
educational capacity [71]. These factors are indeed important and demand close
analysis. However, strategies to improve retention and increase student numbers are
unlikely to suffice without efforts to also address the fundamental shortcomings in
current approaches to health education.
Determining the extent of reform needed, and the means by which to achieve
such a transformation, has not yet been attempted in a comprehensive and systematic
manner. To this end, the recent findings of the Commission on Education of Health
Professionals for the 21st Century is welcome, as is the complimentary effort by World
Health Organization (WHO) to produce evidence-based guidance on the Transformative
Scale Up of Medical and Nursing Education [30, 36]. Table 2 shows a draft framework
from the WHO efforts. The National Institutes of Health’s Fogarty International Center
has funded the Medical Educational Partnership Initiative and corresponding Nursing
Educational Partnership Initiative to develop new models of medical education to,
strengthen medical education systems, and build clinical and research capacity in Africa
as part of a retention strategy for faculty of medical schools and clinical professors [60].
Building on this international momentum, now is the time to assess the available

22

evidence, to address knowledge gaps through data collection and to bring together
existing expertise to construct a robust evidence base that can inform new policies
amenable to all stakeholders.
Only via a more symbiotic relationship between health service provider
education, health systems and population health will educational reform have the
potential to deliver real improvements in health outcomes in the poorest regions of the
globe.
Table 1. A vision of transformative scale-up of health service education in lowand middle-income countries.
Transformative Interventions
• Greater alignment between educational institutions and the systems that are responsible for health service
delivery.
• Country ownership of priorities and programming related to health education, with political commitment
and partnerships to facilitate reform at national, regional and local levels.
• Promotion of social accountability in health service education and of close collaboration with
communities.
• Health service workers who are clinically competent and provide the highest quality of care.
• Global excellence coupled with local relevance in health research and education.
• Vibrant and sustainable health service education institutions with dynamic curricula and supportive
learning environments, including good physical infrastructure.
• Faculty of outstanding quality that are motivated and can be retained.
• Increased enrollment and graduation rates, as well improved retention.
• More equitable distribution of available providers.
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Table 2. Model outcomes framework to scale up transformative medical, nursing and midwifery education.
Levels of
Intervention

International
Community

Areas of Intervention

Outcomes
(Graduates)

Outcomes of Interest
(Practitioners)

Financing/Investment

Quality

Support country-led strategies

- Technically competent

Technical Performance

Community engagement

- Able to work in teams

- Competent

- Able to adapt to a changing

- Productive

Broad multi-sector reforms

practice environment

Health services

Multi-stakeholders governance

- Able to initiate change

(Performance)

Regulations
National
Policy

Outcomes
(Health Services)

- Effective

HRH plans linked to education

Relevance

- Efficient

Partnerships

- Appropriate skill mix to meet

- Safe
Relevant Performance
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Costing

community and health

Financing

system needs, and adapt

- Available

Information

to evolving needs

- Responsive

Community engagement

- Representative of society in

Health

terms of language, ethnicity

outcomes

Institutional policies and reforms

and other demographics

Partnerships

Education and
Training
Institutions

Impact

Links to national/regional plans

Quantity

Quantity (Density)

Links to health system/services

- Number of graduates

- Proportion of doctors,

Faculty (more, trained, exchange)

nurses and midwives per

Students (more, desired attributes)

10,000 population

Support to faculty and students

- Accessible

Curriculum

Coverage

Coverage

Educational models and methods

- Intent to work in rural and

- Proportion of population

Innovative evaluation framework

underserved areas

with access to a doctor,

Infrastructure, materials and ICT
Quality assurance
Community engagement

Health services
(Quantity and
Coverage)

nurse or midwife

- Equitable

3. Working with local universities to build management
and leadership capacity in Uganda’s health sector
3.1 Abstract
Background
The lack of formal health management education in Uganda is a barrier to better
health systems and improved population health outcomes. Duke University partnered
with executive leadership from the national private faith-based medical bureaus, the
public health sector and three leading schools of health management in Uganda to
conduct a series of activities to strengthen the capacity for health management and
leadership in Uganda.
Methods
After a formative research process to describe the national health management
training landscape, the partnership surveyed health managers in the Kabarole District in
western Uganda. The partnership then designed and led a five-day workshop on
leadership, management and governance in the Kabarole District in western Uganda.
A series of pre- and post- surveys asked workshop participants to self-report
their confidence, previous use and predicted use of skills in each of the five workshop
modules as well as evaluate the course content, design and instruction. These data were
analyzed to determine if the workshop showed potential for health system
improvement.
Results
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All but one module demonstrated significant pre- to post- confidence effect-size
increase, as well as significant self-reported intent to practice new management skills.
Conclusion
A module-based workshop that (1) is designed with evidence gathered with a
country-level and local needs assessment; (2) combines global content with local context;
and (3) uses experiential learning techniques may be an effective intervention for
organizational change. Further follow-up after post-workshop mentoring activities will
be important to document this process. We describe a vision for how this follow-up
might take place within the larger context of the partnership’s future activities.

3.2 Background
Strengthening health systems is a recognized international priority [22]. Health
system improvements have received increasing support from the international donor
community, the World Health Organization (WHO) and the World Bank [12, 72-75]. The
WHO’s Strengthening Health Systems to Improve Health Outcomes: A Framework for Action
describes the building blocks that make up a health system as being (1) service delivery;
(2) health workforce; (3) information; (4) medical products, vaccines & technologies; (5)
financing; and (6) leadership and governance [22]. Table 3 shows the priority activities
within these building blocks.
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Table 3. Health system priorities by building block adapted from Strengthening
Health Systems to Improve Health Outcomes: A Framework for Action [22].
1.
2.
3.
4.
5.
6.

Service delivery: packages; delivery models; infrastructure; management; safety &
quality; demand for care
Health workforce: national workforce policies and investment plans; advocacy; norms,
standards and data
Information: facility and population based information & surveillance systems; global
standards, tools
Medical products, vaccines & technologies: norms, standards, policies; reliable
procurement; equitable access; quality
Financing: national health financing policies; tools and data on health expenditures;
costing
Leadership and governance: health sector policies; harmonization and alignment;
oversight and regulation

Management, leadership and governance are all interrelated business concepts
but represent different ways of assessing and addressing situations that can be
compatible and complementary [76-78]. The WHO explicitly sets apart leadership and
governance as a crucial health systems building block (shown as #6 in Table 3). Health
systems management, on the other hand, cuts across the priority areas of all of the other
five building blocks.
The WHO and the Global Health Workforce have further described the health
management challenge as four inter-related components: (1) adequate numbers of
managers, (2) appropriate competences, (3) functional support systems and (4) an
enabling work environment [79, 80]. Figure 3 provides a visual representation of how
these components interrelate to produce improved health services.
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anagement, leadership and governance are a significant challenge in
Effective management
low and
d middle income countries
countries.. Evidence suggests that progress on population health
has been inhibited by poor management of health services but the extent of the effect is
not well understood [12,, 74]. Ministries of Health in Ghana, Nigeria and South Africa
have all cited the lack of qualified health managers with the appropriate competencies as
a significant challenge in their work [74, 81, 82]. Furthermore, studies in Latin America,
Americ
China, South Africa and Mozambique identify a lack of management capacity at all
levels of the health system [83-88].

Figure 3. A framework
ramework proposed by the WHO in 2007 to describe the conditions
cond
necessary
y for good leadership and management at the operational level [79].
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Increasing management skills through education and training has improved
health systems in a variety of settings including Ethiopia, Tanzania, Nicaragua, South
Africa, Mozambique and Ghana [83, 84, 89-93]. These examples of success show the
importance of equipping working health facility managers with skills in health system
knowledge, decision-making, problem-solving and human resource management. They
have also shown improvements in supervision, teamwork, planning and coordination,
delivery of essential health services and management of health resources. Even though
these findings indicate positive correlation between increased management skills and
health delivery systems, there has been little indication that these measured
improvements can become imbedded in organizations or are sustained.
In this article, I describe a health management improvement program
undertaken by a unique partnership between universities and health providers in
Uganda— the Health System Strengthening Partnership (HSSP). The partnership was
brought together in August 2009 and seeks to (a) improve leadership and management
capacity in the health sector; (b) foster the partnership between public and private notfor-profit (PNFP) health facilities; and (c) foster the participatory interface between the
health sector and local communities. I also describe the partnership’s first 14 months of
formative research activities to promote these goals and present preliminary results
from the evaluation of a workshop held in the Kabarole District in western Uganda.
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Lastly I will present a set of recommendations that the partnership has developed based
on their first eighteen months of working together.

3.3 Methods
3.3.1 Ugandan Health System
Approximately 86 percent of Uganda’s population lives in rural areas with about
the same number living on less than one US dollar per day. Uganda has a low life
expectancy (51.6 years for men, 53.8 years for women) as well as a correspondingly high
birth rate (47.8 per 1000 population). Per capita expenditure on health is about 12 USD;
half of this is out of pocket expenditure [94].
During the years directly following independence in 1962, Uganda had the best
health indices and the best health care system in the region, though large disparities may
have been present within the country [95, 96]. In two decades that followed, a complete
collapse of government destroyed the health system and life expectancy fell sharply [97].
Today, health in Uganda is among the worst in the world and 20 years of health system
reform has been only moderately successful [98]. In 2000, Uganda ranked 186th out of
191 World Health Organization countries for overall level of health [73].
Since 2000, Uganda has followed a plan of decentralization with multiple levels
of health centers, increasing in size and catchment population as you move from Health
Center I to Health Center IVs up to hospitals [99]. See Table 4 for the most current
structure according to the 2009 Health Sector Strategic Plan. These health centers and
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hospitals are a mix of public and private not-for-profit providers (PNFPs)—with the
Ministry of Heath playing a coordination and supervisory over the whole health system.
The ministry gives annual financial support to many of the PNFPs that play a central
role in service delivery. Estimates vary, but 30 to 40 percent of the PNFPs are faith-based
and report to either the Protestant or Catholic Medical Bureau.
Table 4. Hierarchical structure of the Uganda health system as described in the 2009
Health Sector Strategic Plan [99, 100].
Level

Political structure

Catchment Population

Typical services

National Referral
hospital
Regional hospital
General hospital
Health Center-IV

National

32.7M

Tertiary care

1-2M
100,000-1,000,000
100,000

Health Center-III

3-5 districts
District
County
(sub-district)
Sub-county

20,000

Health Center-II
Health Center-I

Parish
Village

5,000
<1,000

Specialist care
Hospital, lab and x-ray
outpatient, wards, OR,
lab and transfusion
outpatient, maternity,
general ward, lab
outpatient
no facilities

In addition to this structure, Uganda has a number of existing assets within the
health system, including reportedly good collaboration among key stakeholders in the
health sector; national programs that seek to ensure a more sustainable approach to the
health worker crisis1; and movement toward a community-driven health care model,

1

The Ugandan government has created a National Policy on Human Resources in Health (HRH) and a
Resource Center and a Health Workforce Advisory Board to strengthen efforts to address HRH challenges
within the country. The Ugandan Ministry of Health is working closely with The Capacity Project to build a
national human resource strategy and human resource information system, and in March 2008, the Global
Health Workforce Alliance held its first Global Forum on Human Resources for Health in Kampala, Uganda.
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which has resulted in new district and sub-district level facilities and community health
teams that have become increasingly responsible for their own health care [101].
Even in the face of these positive political moves, the Ugandan health system is
still plagued by a fractured, donor-driven agenda with vertical disease programs and
large gaps between policy and practice [17, 98, 102]. In the words of a hospital medical
superintendent: “By the time [a public health policy] written in law in Kampala reaches
here, there is but a shred left of the good and the whole of the paperwork to send back
[interview, August, 2010].”
3.3.2 The Health System Strengthening Partnership
In 2008, Duke University received funding from the Rockefeller Foundation to
conduct a landscaping study on global health management training programs. The
study looked at the global supply of health management training programs as well as
the demand for health system experts in low and middle income countries. Among
other recommendations, the study suggested designing, delivering and supporting
health systems financing, policy and management training courses in low and middle
income countries that could be easily expanded to meet large-scale needs [103].
With funding from the Robertson Foundation, a team from Duke University—
the Fuqua School of Business, Divinity School and Global Health Institute— traveled to
Uganda from May 30 to June 6, 2009 to conduct interviews with 37 individuals from 16
institutions in Uganda. The interviewees were from the Ministry of Health, World Bank,
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World Health Organization, faith-based medical bureaus, university faculty, providers
and administrators from private hospitals and clinics and NGOs. These interviews were
conducted to gain a better understanding of the specific needs and assets of Uganda’s
health system and to identify potential partners who could come together to improve
health system function close to the point of health care delivery. Seven major themes
emerged during these stakeholder interviews that cohered closely and gave more
weight to the international study Duke had just concluded [101]:
1. Work force motivation: A need for better training and retention of health care
workers (at all levels), which includes matters of motivation, vocation and an
understanding of work as a profession.
2. Management skills: A need for stronger health management and leadership skills
among health managers and administrators at multiple levels, with special
consideration for the fact that managers and leaders in the health system are often
clinicians who are pressed into management and leadership service early in their
clinical careers, even though they have had no management or leadership training.
This should be done with consideration for the presenting issues of the health
system in Uganda, which include severe absenteeism of health workers, a complex
financial environment driven by the vertical funding of international donors and the
challenges of a decentralized system that remains centralized in important respects.
Payroll challenges were frequently cited as an example.
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3. Information systems: A need to build the capacity not only of managers and leaders
but of the systems and institutions within which they work, including effective
health information systems for sharing and analysis of health data.
4. Ongoing mentorship: A need for mentorship of health care providers and
administrators in order to sustain the kind of training offered in workshops but then
quickly lost amid the pressures of the day-to-day challenges of working in a stressed
health system.
5. Community empowerment: A need to educate, empower and engage health care
seekers to advocate for health care access and quality service delivery and to
interface with the health system, especially at the level of local boards and other local
governance.
6. Role of faith-based institutions: A need for documenting the successes and quality
of faith-based facilities, as complements to public facilities, in order to create an
evidence base for faith-based facilities as model institutions for the health system.
7. Multiple levels: A need for sustained management and leadership training and
institutional capacity-building efforts at multiple levels of the health care system to
avoid short-term solutions and/or one-off engagements.
Using these definite recommendations, the Duke University team formed a
partnership to serve as a platform for scalable impact on health systems and human
health in Uganda. The Health Systems Strengthening Partnership (HSSP) includes
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executive leadership from the national private not-for-profit (PNFP) Catholic and
Protestant medical bureaus2 and the three leading schools of health management in
Uganda. The HSSP set out to leverage the resources and expertise of the nation’s top
universities to strengthen management and leadership practices across the public and
private sector in Uganda. Table 5 shows the list of HSSP institutions.
Table 5. Member institutions of the Health Systems Strengthening Partnership.
Institution
Duke Divinity School
Duke Global Health Institute
Duke University Fuqua School of Business
Makerere University School of Medicine
Makerere University School of Public Health
Uganda Catholic Medical Bureau
International Christian Medical Institute, Uganda Christian University
Uganda Martyrs University Faculty of Business Administration & Management
Uganda Martyrs University Faculty of Health Sciences
Uganda Muslim Medical Bureau
Uganda Protestant Medical Bureau

The HSSP steering committee, composed of representatives from each of the
member organizations in Table 5, met in August 2009 and determined that the
partnership would support the performance enhancement of Uganda’s national health
system by: (a) improving leadership and management capacity in the health sector; (b)
fostering the partnership between public and PNFP health facilities; and (c) fostering the

The Ugandan Muslim Medical Bureau was also invited to participate but attended only the initial
Partnership Steering Committee meeting. This was likely due to the small size of the medical bureau and
the lack of sufficient staff to attend the HSSP meetings.
2
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participatory interface between the health sector and local communities. See Appendix
A for steering committee membership.
To achieve these goals, an implementation committee was tasked with three
principle activities: (1) a literature review of existing studies and information on
building leadership, management and governance capacity in Uganda; (2) a needs
assessment survey to assess competencies and practices of public and PNFP health
facilities at the district health level and below; (3a) a workshop based on literature
review and needs assessment focused on management, leadership and governance in
one district; and (3b) project-based mentoring to allow students to use the skills learned
in the workshop. Table 6 shows a full timeline of HSSP activities. Appendix A describes
the implementation committee membership.
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Table 6. Timeline of HSSP activities from December 2009-December 2010.
Completion Date
Dec 2009
March 2010
August 2010
Sept 2010
Oct 2010
Nov 2010
Feb-June 2010
Draft Report:
June 11
Final Report:
Oct 1
May-Aug 2010
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Draft Report: August 4
Final Report:
Nov 10
Aug- Sept 2010
Plan: Oct 25
Nov 1-5, 2010
Nov-Jan, 2011
December, 2010

Activities

Deliverables

Implementation committee meets initially to review the technical details
of the implementation plan, including deliverables, deadlines, budget and
responsibilities. The implementation committee continues to meet
regularly with increasing frequency as needed.

Implementation Committee meeting minutes

Activity 1: Collect and synthesize existing studies and information on
building leadership, management and governance capacity in
Uganda.[104]

Landscaping report synthesizing existing studies, impact data,
best practices, lessons learned and recommendations related to
our partnership activities

Activity 2: A needs assessment survey was implemented to assess
competencies and practices of public and PNFP health facilities at the
district health level and below. Included district health office, facilities,
etc. (at all levels) and the HSSP institutions’ capacities.[105]

Assessment report that presents/analyzes data collected and
summarizes results and recommendations from survey

Activity 3: Based on the assessment report, the partnership developed
plans for a 5-day workshop and mentorship program, including
objectives, curriculum, activities and logistics/plan for
implementation/roll-out
Activity 3a: The HSSP implemented the workshop and mentorship
program.
Activity 3b: Project-based mentoring, reconvening trainees after 3-months
for progress reports and updates.
The HSSP debriefs the workshop; document progress, accomplishments
and challenges; assist with analyzing impact evaluation data, develop
recommendations for scale-up and/or other activities and write a final
report of project outcomes and potential for longer-term, scale-up
activities.

Plan detailing the workshop and mentorship program’s learning
objectives, activities, curriculum, implementation plan and
evaluation metrics
Ongoing process evaluation and roll-out of workshop
Reports from project mentoring processes.
Interim: Data analysis and preparation of final report and
recommendations; Final: Final report and recommendations for
scale-up of activities and future project work

3.3.2.1 Activity 1: Literature Review
Under the leadership of International Christian Medical Institute (ICMI), the
Implementation Committee used a Rapid Evidence Assessment approach to synthesize
existing studies on building leadership, management and governance capacity within
Uganda’s health sector [106]. ICMI consulted peer-reviewed literature as well as white
and grey literature. They also conducted interviews with leaders from all of the health
management schools in Uganda. Their report highlights a number of ways to improve
the current health management education landscape in Uganda [107]:
1. Evidence-based curricula: A need for new health management courses should be
based on evidence rather than perceptions.
2. Improved collaboration: A need to improve collaboration between the Ministry of
Health (MoH) and training institutions.
3. Institutionalize training: A need to move training from ad hoc format into
institutional work plans. Training institutions should organize workshops for
training of trainers in adult learning approaches, including problem-based learning,
team-based learning and mentoring.
4. Develop local case studies of success: A need to conduct an analysis of healthcare
facilities that are performing at high levels to discover why and how they are
functioning better than their peer organizations.
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5. National coordination: A need to improve national coordination for leadership and
management capacity building. Develop a national competence framework for
managers in the health care system.
6. Develop online courses: A need to develop online leadership and management
training courses for district-level training. Internet access is more widely available in
Uganda than in other African countries.
These recommendations add more support and depth to the recommendations
from the initial expert interviews that were conducted in 2009. Recommendations 1-3
were incorporated directly into workshop planning (Section 3.3.2.4) while
recommendations 4-6 have been added to future HSSP plans (Section 3.6).
3.3.2.2 Kabarole District
The Kabarole District is near the western edge of Uganda and in 2002, was
estimated to have 359,200 people and a population growth rate of 3.0 percent annually.
The Kabarole district was strategically chosen by the steering committee for district-level
activities because of its location and health sector composition. Fort Portal, the district
seat and geographic center of the Kabarole District is 311 kilometers west of Kampala.
The long-distance from the capital city is a barrier to government and donor
involvement in the district. As a result, Kabarole is categorized as a neglected district by
the medical bureaus and thus the HSSP thought it would be more likely to be receptive
to outside health system support.
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The Kabarole District also has a balanced presence of the public and private
medical sectors. It has three hospitals, one each within the government sector, the
Catholic Medical Bureau and the Protestant Medical Bureau. All member organizations
of the HSSP could benefit from data collection and training activities there. See Table 7
for a descriptive representation of the health center composition of the Kabarole District.
A pilot project in Kabarole would be useful for all of the participating partner
institutions and could serve as a model for other districts.
Table 7. Health infrastructure in the Kabarole District [108].
Health Facility Level

Government

PNFP

Total

Hospital

1

2

3

Health Center-IV

3

0

3

Health Center-III

13

6

19

Health Center-II

18

9

27

Health Center-I

VHTS

VHTS

27

35 (67%)

17 (33%)

52

Totals

3.3.2.3 Activity 2: Needs Assessment
Drawing on the identified needs from the literature review, the HSSP wanted to
understand what leadership, management and governance gaps might exist within
health facilities in the Kabarole District. Taking a practical approach to the survey, the
assessment asked: What are the existing management, leadership and governance gaps
in Kabarole District Health System that could be addressed through tailored short
courses? Under the leadership of Uganda Martyrs University, the Kabarole District
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needs assessment survey was administered to 72 managers using a quota sampling
technique to receive input from a broad cross-section of health care organizations. The
following recommendations have been adapted from the subsequent report [109]:1
1. *Formal management training: A need for additional formal management training.
More than half (56.0%) of health managers surveyed had no academic training in
management and three-quarters (73%) of health managers had no training at all in
health services management. While almost all health sector managers who were
surveyed (82.5%) had attended workshops or seminars, 42.5 percent of all managers
surveyed felt like their training was inadequate for their current position.
2. *Consistent quality of formal training: A need for consistent quality of formal
training. The competencies that Kabarole managers received from formal training in
management vary widely. Many formal courses of study lacked one or more core
management competencies.
3. Improved governance capacity: A need for additional training of health facility
governance boards. Governance boards and committees may lack awareness of
expected roles.
4. Improved inclusion of health users in management decisions: A need to include
health users in management decisions. Managers recognize the importance of

Those recommendations marked with an asterisk (*) have a corresponding national-level recommendation
from the national-level interviews (Section 3.3.2) or Activity 1 (Section 3.3.2.2).
1
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including health users in decision-making but the mechanisms of operationalizing it
are not clear, especially in public health facilities.
5. *Improved collaboration: A need to improve collaboration between public and
private health facilities. Almost no management-level institutional collaboration
exists between public and PNFP health facilities.
All of the above recommendations were incorporated into the planning for Activity 3.
3.3.2.4 Activity 3a: Training Workshop in Kabarole District
Using recommendations 1-3 from the national needs assessment, all of the
recommendations presented from Activity 2 and collaboration from district leadership,
the Makerere University School of Public Health led the HSSP in designing a workshop
and mentoring activity for the Kabarole District’s health sector. The workshop was
designed to be a competency-based training workshop focused on the core skills of
health care management, including problem solving and strategic thinking, human
resource management, financial management and leadership development.
The workshop objectives were to: (1) increase knowledge, improved skills,
and/or intent to practice in the following areas: health system governance, corporate
governance, staff motivation, information management and managing and mobilizing
resources; (2) improve collaboration between the public and private-not-for-profit
(PNFP) health facilities in the Kabarole District; and (3) sustain post-course activities that
promote improved organizational function.
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The workshop was held on November 1-5, 2010 and brought together 61 leaders
with governance responsibilities (board members of PNFP facilities, District Health
Office, District Health Team), senior leaders of health providers (medical
superintendents, management officers, heads of department), members of local social
services committees, extended district health management team and religious leaders in
charge of health. This included balanced representation from the District Health office
and each of the three hospitals and eight health centers in the Kabarole District.
Participants were selected based on recommendations from organization leaders or were
invited by the District Health Team. Eleven Ugandan university professors and upperlevel managers served as workshop facilitators.
The workshop’s main thematic blocks included: (1) Bridging Leadership
Relationships for Health System Governance; (2) Corporate Governance for Effective
Performance in the Health System; (3) Staff Motivation for Improved Performance; (4)
Information Management and Communication; and (5) Managing and Mobilizing
Resources. The first two days of the workshop targeted a broad audience that included
governance committees and senior-level managers as well as mid-level managers, while
the final three more closely targeted mid-level managers. The needs assessment shows
us that mid-level managers have little or no previous management training. Appendix B
shows a full schedule of modules and facilitators. Section 4, below, has a more complete
discussion of the workshop content.
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3.3.2.5 Activity 3b: Project-based mentoring in the Kabarole District
A core component of the workshop design involved linking classroom didactics
to field-based applications, where teams were expected to use the management skills
developed and apply them in practice. As the workshop drew to a close, each
organization attending the workshop appointed a leader to lead a management
improvement project within their organization with cooperation from other co-worker
attendees. This project will be presented and approved by the Kabarole District Health
Office who will assist participants in managing projects and in reinforcing course
concepts. After three months the course participants will be reconvened, will present
their progress and will receive input and additional technical assistance from the HSSP.
This follow-up activity is scheduled for January 24-25, 2010. Successful completion of the
projects will be part of the assessment for successful completion of the workshop.
3.3.3 Data Collection and Measures
Program administrators (ZK and PW) from Makerere University distributed and
collected a set of self-administered surveys from all workshop participants (Activity 3)
before and after the workshop and before and after each of the five workshop modules.
Three types of surveys were collected from workshop participants: (1) a baseline
demographic survey to get a sense for the participants’ workplace environment and
previous training in leadership, management and governance. and management; (2) a
pre- and post-module survey to measure confidence and use of the module topic
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material; and (3) an overall workshop evaluation on the quality, coverage and content of
the material. A 10-question workshop and partnership evaluative survey was also
administered to the workshop facilitators. The full texts for all surveys are shown in full
in Appendix C.
The baseline demographic survey included previous health management
training, grade completed, age, gender, number of people employed at organization,
years at current position and organization, number of positions supervised, health care
services offered at organization, number of patients served by participant’s organization,
personal self-rated decision-making empowerment and personal ability to bring about
change in organization. Some of these questions were open-ended; most had choice
options.
Pre- and post module indicators included confidence in using the module
material in the workplace and the three-month recall of individual use and
organizational use of the module material. Participants rated each indicator on a 5-point
scale: not at all (=1), confident (=3) and very confident (=5); never (1); rarely (2);
sometimes (3); often (4); and always (5).
Workshop evaluations asked participants to rate each module and sub-module
on aspects of content, coverage and quality and had open ended items to collect
information on workshop strengths and weaknesses. Workshop evaluations were
administered at the conclusion of day two and day five—since board members were
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asked to stay only for days 1 and 2. For these evaluations, the response categories were
graded from poor (1) to excellent (5). Additional information was collected about the
facilitator’s effectiveness but this was excluded from analysis because the wording was
confusing and lack of response rate high. See Appendix C, Part IV for a sample of this
excluded survey.
After de-identification, the data were digitized stored in Microsoft Excel for Mac
2011 (v14.0.2, Microsoft Corporation, Seattle, WA, USA). All the statistical analyses were
carried out using JMP software (v9.0.0, SAS Institute, Cary, NC, USA). Exemption was
obtained from the Duke University IRB and the Makerere School of Public Health IRB
for all of the data described in this manuscript.
3.3.4 Data Analysis
All data was first coded, digitized, cleaned and checked for accuracy. Tables 8
and 9 were generated with data from the initial demographic survey. They characterize
the workshop participants and their workplaces.
Table 9 shows results from statistical analysis of pre- and post-module surveys.
Data from the anonymous pre- and post-surveys administered prior to the start and at
the conclusion of each module were used to analyze changes that might have occurred
in participant confidence and use of management and leadership skills. I considered the
5-point Likert responses to the pre- and post-module self-assessments as ordinal data
because I could not assume that respondents perceive all pairs of adjacent levels as
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equidistant. Furthermore, some of the wording of the questions did not clearly imply
symmetry of response levels about a middle category. To account for this, I used a
hypothesis test, the Wilcoxon-Mann-Whitney (WMW) two-group test (also called the
Mann–Whitney U-test or the Wilcoxon rank-sum test) that is a non-parametric
alternative to a two-sample t-test, except that the U-test does not assume a normal
distribution. The null hypothesis is that there is no difference between pre- and postmodule confidence and practice (p < .05).
Quantitative workshop evaluation data from facilitators are described in Figure 4
and from participants in Tables 11-12 and Figures 5-6.

3.4 Results
3.4.1 Study Participants
We involved 72 individuals in the workshop held from November 1-5, 2010. Of
these 72, 61 (84.7%) were participants in the workshop. The remaining 11 were involved
in course facilitation but also actively participated in the workshop discussion even
when not facilitating. Approximately one third (34.4%) of the participants were female.
Less than half (44.1%) of participants had completed any university degree but almost
all (94.2%) had finished high school and gone on for some form of advanced degree.
Most participants (69.4%) had no previous formal training in health management even
though 55.4 percent held upper level management or board positions in health facilities.
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Table 8 shows a more detailed description of personal characteristics of the study
participants.
Table 8. Personal characteristics of workshop participants.
Characteristics of Workshop Participants

No.

%

Role in workshop (n=72)
Workshop Participants
Facilitators

61
11

84.7
15.3

Gender (n=61)
Male
Female

40
21

65.6
34.4

Highest grade completed (n=34)
Less than grade 6
Grade 6 (Primary School diploma)
Grade 9 (Junior secondary school diploma)
Grade 12 (Senior secondary school diploma)
Post-secondary/vocational/technical diploma/certificate
National Diploma (2 years of study)
Higher National Diploma (4 years of study)
Bachelor's Degree from a University
Post-graduate degree from a University

0
0
1
1
7
10
0
12
3

0.0
0.0
2.9
2.9
20.6
29.4
0.0
35.3
8.8

Previous management experience (n=36)
None
Workshop in health management
Short course in health management
Diploma course in health management
University Bachelor’s Degree in health management
Master’s in health management

8
17
9
6
2
1

22.2
47.2
25.0
16.7
5.6
2.8

Current management level (n=63)
District Administration
Board Members
Senior Officer
Officer/In-Charge
Unknown

14
14
7
16
12

22.2
22.2
11.1
25.4
19.0
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3.4.2 Participating Institutions
Including the universities, 17 organizations were represented at the workshop
including 12 from the Kabarole District, 4 based in Kampala and 1 from the United
States. All of the hospitals and Health Center (HC-) IV’s in Kabarole sent a team of
managers to participate in the workshop. Of the lower-level HCs, 10.7 percent of HC-IIIs
and 3.5 percent HC-II’s in the Kabarole District sent representatives to the workshop.
Approximately 32.8 percent of the workshop’s 61 participants came from PNFP facilities
and 65.5 percent came from public health facilities. Table 9 shows a number of the
descriptive characteristics of the institutions that were represented at the workshop.
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Table 9. Descriptive characteristics of the employing organizations of the workshop
participants.
Employer Characteristics

No.

%

Health sector (n=72)
Public Health

40

55.6

PNFP Health

20

27.8

Education

9

12.5

Unknown

3

4.2

National Level

1

1.6

District

16

25.4

Hospital

27

42.9

Health Center 4

12

19.0

Health Center 3

4

6.3

Health Center 2

1

1.6

Unknown

2

3.2

Role of Employer (n=63)

Organization (n=72)
DHO Office

9

Kabarole District Local Government

5

Fort Portal Diocese Medical Bureau

2

Fort Portal Hospital (Government)

11

Virika Hospital (UCMB)

9

Kabarole Hospital (UPMB)

7

Bukuuku HC4 (Government)

5

Kibiito HC4 (Government)

4

Kataraka HC4 (Government)

3

Kagote HC3 (Government)

2

Kasusu HC3 (Government)

1

Ngomba HC2 (UCMB)

1

UCMB National Office

1

MUSPH

4

UCU

1

UMU

3

Duke University

1

Unknown

3
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3.4.3 Confidence and Use of Skills
In the area of self-assessed confidence in leadership and governance skills,
significantly higher proportions of respondents rated themselves as “confident” or “very
confident” at the end in comparison to the beginning of each module. This was true
when all modules were combined (P-value < 0.001) and for four of the five modules
individually. Respondents did not respond significantly differently before and after the
module on corporate governance (P-value 0.1486). This was also true of respondents’
self-reported 3-month history of using corporate governance techniques when compared
to their intent to use corporate governance skills in the upcoming 3 months (P-value
0.1054). Every other measure, including respondent’s prediction of their organization’s
use of corporate governance (P-value 0.024), showed statistically significant
improvements between the pre- and post-module responses. Table 10 shows the
statistical tests comparing the pre- and post-module responses, degrees of freedom and
p-values.
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Table 10. Tests of significant difference between pre- and post-module testing to
indicate student confidence and intent to practice newly acquired skills.
Chi-Square
Module

Approx.+

DF

Confidence

20.34

3

0.0001*

29, 29

Individual Practice

28.39

4

<0.0001*

31, 30

Organizational Practice

29.00

4

<.0001*

31, 30

Confidence

3.81

2

0.1486

18, 10

Individual Practice

4.50

2

0.1054

22, 13

Organizational Practice

9.44

3

0.024*

22, 13

Confidence

14.00

2

0.0009*

15, 28

Individual Practice

11.80

3

0.0081*

17, 30

Organizational Practice

9.44

3

0.024*

17, 30

Confidence

18.38

3

0.0004*

22, 27

Individual Practice

15.33

3

0.0016*

24, 27

Organizational Practice

18.19

3

0.0004*

24, 27

Confidence

22.00

4

0.0002*

23, 32

Individual Practice

15.27

4

0.0042*

23, 32

Organizational Practice

15.59

3

0.0014*

23, 32

Confidence

24.77

4

<.0001*

107, 126

Individual Practice

10.35

4

0.0349*

117, 132

Organizational Practice

21.26

4

0.0003*

117, 132

Survey Item

Prob>ChiSq

N1, N2

Health System Governance

Corporate Governance

Staff Motivation

Information Management

Managing and Mobilizing Resources

All Modules

+

* p<0.05 is considered a significant difference between comparison groups; approximated with the
Wilcoxon-Mann-Whitney two-group test.

3.4.4 Workshop Evaluation
Discrete workshop evaluations were administered to facilitators and
participants. The response rate from facilitators was just 6 out of 11 (54.5%) but the
results were overwhelmingly positive about the workshop’s planning process, division
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of labor, design, content delivery, content relevance and content coverage. Figure 4
shoes the layered distribution of responses. Workshop design and planning process
received the lowest overall rating while content relevance and division of labor received
the highest rating.
25
20
Responses

15
10
5
0
Excellent
(5)

(4)

Average
(3)

(2)

Poor (1)

Content Coverage

1

4

1

0

0

Content Relevance

4

2

0

0

0

Content Delivery

1

4

1

0

0

Design

0

4

2

0

0

Division of Labor

3

3

0

0

0

Planning Process

0

4

3

0

0

Figure 4. Results from facilitator feedback survey on aspects of workshop
planning, design, content and delivery. Numbers in cells represent individual
responses.

Participant evaluations were more extensive than facilitator evaluations but had
a similarly low response rate (45.9-52.5%, depending on the survey item). The majority
of respondents thought the workshop was excellent or close to excellent (4 out 5) in
aggregated content, relevance and coverage of module material. All modules and submodules showed this trend. Aggregated results are shown in Table 11 and
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corresponding Figure 5. Grouped by module we see that Effective Performance
Management was seen as the most effective module followed by Staff Motivation and
Servant Leadership. The modules on the National and District Health System and
Management, Leadership, Governance and Power were rated as poorer in content,
relevance and coverage. All means showed little variance: they are all between 3.95 and
4.5 out of a scale from 1-5. The overall mean rating was 4.27 (n=1070 indicators).
Table 11. Agregate results from survey of workshop participants asking them to
evaluate the content, relevance and coverage of each sub-module.
Excellent (5)
Workshop (n=357; responses=1070)
Content
155 (43.42)
Relevance
177 (49.58)
Coverage
131 (36.8)
Total
463 (43.27)

(4)

Average (3)

(2)

Poor (1)

Total
Responses

149 (41.74)
145 (40.62)
150 (42.13)
444 (41.5)

51 (14.29)
33 (9.24)
70 (19.66)
154 (14.39)

2 (0.56)
2 (0.56)
4 (1.12)
8 (0.75)

0 (0)
0 (0)
1 (0.28)
1 (0.09)

1070
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Number of responses (n=1070)

500
450
400
350
300
250
200
150
100
50
0
Excellent (5)

4

Average (3)

2

Poor (1)

Rating Category
Workshop Content

Workshop Relevance

Workshop Coverage

Figure 5. Distribution of categorical ratings of workshop participant evaluation of the
content, relevance and coverage of each module.

Table 12. Mean participant ratings of each workshop module in a score combining
content, relevance and coverage for each sub-module.
Workshop Module Topic
Expectations and Challenges of Governing DHS
Management, Leadership, Governance and Power
Governance Roles of Stakeholders
Servant Leadership
National and District Health System
Corporate Governance Mission, Values, Culture
Corporate Communication, Coordination
Effective Performance Management
Staff Motivation
Resource Management
Info Management and Communication
Resource Management and Mobilization
Overall
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Mean Rating (n)
4.29 (93)
4.25 (96)
4.14 (96)
4.39 (90)
3.97 (92)
4.11 (93)
4.30 (93)
4.49 (93)
4.46 (81)
4.23 (81)
4.36 (81)
4.31 (81)
4.27 (1,070)

National and District Health System
Corporate Governance Mission, Values, Culture
Governance Roles of Stakeholders
Resource Management
Management, Leadership, Governance and Power
Overall
Expectations and Challenges of Governing DHS
Corporate Communication, Coordination
Resource Management and mobilization
Info Management and Communication
Servant Leadership
Staff Motivation
Effective Performance Management

3.70 3.80 3.90 4.00 4.10 4.20 4.30 4.40 4.50 4.60
Mean Combined Rating (n=1070)

Figure 6. A comparison of mean participant ratings in a score combining content,
relevance and coverage for each sub-module (depth of color groups bottom, middle
and upper thirds; overall average rating in orange for reference).

3.5 Discussion
3.5.1 Workshop Discussion
Descriptive analysis of workshop participants shows diverse and representative
participation by gender, management position, organization, the public and private
sectors and across the health system organizational hierarchy. The high ratio of men to
women (2:1) is likely to be a reflection on the overall ratio of men to women in
management in Uganda and therefore does not bias against women in recruitment [84,
110]. Of note, the group of eleven facilitators had no female representation. Limited
participation by the lower-level health centers was also not surprising given the limited
number of staff members that they have to run the clinic and the long length of the
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workshop. With limited information about the number and quality of health managers,
we can conclude that the management sample represents a wide breadth of health
managers in the Kabarole District. Future workshops might include a more genderbalanced facilitation staff and might work with the District Health Office to allow HC-II
and HC-III managers to attend.
Results from this preliminary evaluation study suggest that a workshop on
leadership and management designed with a strong evidence base and local partners
could be effective in influencing knowledge and confidence gain across a variety of
management and leadership subject matter. In particular, topics such as bridging
leadership relationships for governance, staff motivation, information management,
communication, resource management and resource mobilization show the potential for
organizational change in this particular cohort. To describe the causal links between
what we have observed and the intended outcomes of the workshop, Table 13 presents a
conceptual framework for health system improvement through workshops and
mentoring activities. Further follow up on this cohort as well as more robust studydesign will further aid our collective understanding of the benefits of investment in
leadership and management education in health.
Data from these surveying activities should be interpreted with a great deal of
caution. The main limitation of this study relates to the timing of the data collection for
the pre- and post-module confidence and intent to practices surveys. A more robust
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study-design might include additional evaluative follow-up at 3-months, 6-months and
12-months with self-reported application of skills in the workplace and peer-contributed
feedback. Table 13 shows a proposed framework and timeline for future workshop
evaluations, presents a timeline and suggests outcome measures. The evaluation
described here only included the initial level of evaluation, making extrapolation to
population health outcomes unrealistic. Future implementation of the workshop might
also incorporate control groups for comparisons.
Further limiting generalizability, completion of pre- and post-module
instruments was a voluntary part of workshop participation; therefore respondents to
these assessments and the results collected may not be representative of all participants
completing the workshop. Only 45.9 percent of workshop participants turned in survey
materials from two of the modules. The exact reason for this is unclear but a form of
selection bias might be influence the data if respondents are more likely than nonrespondents to be satisfied with the workshop.
3.5.2 Partnership Discussion
As set out in August, 2009 the HSSP wanted to support the performance
enhancement of Uganda’s national health system by: (A) improving leadership and
management capacity in the health sector; (B) fostering the partnership between public
and PNFP health facilities; and (C) fostering the participatory interface between the
health sector and local communities. Activities 1-3 have been completely successfully
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with the exception of Activity 3b, the mentoring component. But has the partnership’s
larger mission been accomplished?
A)

While preliminary data indicates that we may see improvement in the leadership

and management capacity in the health sector in Kabarole, it is still too soon after the
intervention to tell if there has been an improvement in capacity. On a national level
there is now closer alignment between health service and health education institutions--an innovation that the partnership is hopeful will have a national effect but in the
absence of measurement is difficult to conclude.
B)

The HSSP has successfully formed partnerships and collaborations between the

public and PNFP health facilities. On the district level, ongoing workshop and
mentoring activities are indicative of partnership. On a national level the PNFP facilities
are at the table but the public system does not have national leadership on the HSSP
committees. Implementation committee members indicate that this is the appropriate
time to bring the Ministry of Health to the table for discussion.
C)

The training of governance boards during the first two days of the workshop in

the Kabarole District was an effort to foster the participatory interface between the
health sector and local communities. Incidentally, four board members stayed on
through the rest of the training. On the other hand, the partnership has not articulated a
vision or plan for meeting with communities or developing alternative systems for
accountability to communities apart from existing structures. No Village Health Teams

59

were included in the planning process for the training, for instance. This is an area that
the partnership should rearticulate and develop more fully to understand what this
means and how the partnership might realize this goal.
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Table 13. Conceptual framework for evaluation of efforts to improve health systems through leadership, management and
governance training.
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Indicators
(predicted
change)

WORKSHOP

Dimension
of effect
(predicted
change)

Output

1st level outcomes

2nd level outcomes

3rd level outcomes

Ultimate Impact

Individual, immediate

Individual & Team

Organizational

District Health System

District Population

• planning (improved)
• efficiency (improved)
• agility/ability to address
changes to plan (improved)
• monitoring and evaluation
(improved)

• health care quality
(increased)
• health care access/quantity
(increased)
• improved cooperation
between facilities and between
levels of the health system

• population health
outcomes in the Kabarole
District (improved)

• # of stock outs/month
(decreased)
• costs/output
• population access to
facility (increased)
• cooperation with other
health facilities (increased)

• % of deliveries in facilities
(increased)
• % of mothers receiving
antenatal care (increased)
• % of births with skilled
attendant (increased)
• % receiving postnatal care in
2 days (increased)
• formal institutional
cooperative agreements

• MMR (decreased)
• IMR (decreased)
• under 5 mortality rate
(decreased)
• overall mortality rate
(decreased)
• morbidity (decreased)
• life expectancy
(increased)

•

•

• management knowledge*
• management skills*
• intent to practice management
skills*

• practice of management
skills (increased)
• workgroup climate
(improved)

• knowledge of management
topic (increased)
• confidence in management
topic (increased)
• skills in management topic
(increased)
• intent to practice (presence)

• team output/cost (increase)
• team cooperation
(increased)
• climate perceptions
(increased)
• perceptions of quality
(increased)
• perceptions of productivity
(increased)
• absenteeism (decreased)
• retention (increased)

Tools &
Instrument
s

• Structured individual interviews
• Pre-test survey on knowledge
and confidence
• Post-test surveys on
knowledge, confidence, intent
to practice and course
feedback

Time to
change

Immediate

• 360 degree assessment
• Workgroup Climate
Assessment (WCA)
• Focus groups with teams

0-3 months

•
•
•
•

• budgeting adherence /
audit
• ROI tools

3-12 months

1 year +

District level MMRs
Weekly hospital reports
Population surveys
…

years

3.6 Partnership Recommendations
Including the workshop and ongoing mentoring activities, the HSSP has started
to strengthen the Ugandan health system by working across the private and public
health sectors to adapt global and national competencies in health leadership and
management to specific local contexts. This unique partnership models a new paradigm
for transformative interdependence in health education in which educational
institutions are aligned with health systems for improved population health [111].
3.6.1 Possible Next Steps for the Partnership
The HSSP plans to have a joint Steering Committee and Implementation
Committee meeting on January 21, 2011 in Kampala to brief the partners on the
literature review, the needs assessment and the workshop. These next steps are based on
the recommendations from Health Systems Strengthening through Human Resources and
Capacity Building: The Supply of Health Systems Management, Policy and Financing Training
Programs and the Demand for Health Systems Experts , the initial landscaping interviews
conducted by an interdisciplinary Duke team in May-June, 2009, A Systematic Review of
Existing Literature on Building Health Care Systems Governance, Leadership and Management
Capactiy in Uganda, in Health Systems Strengthening Parternship Report (Activity 1 Report),
A report on the level of competencies in governance, leadership and management in Uganda's
district health systems-- a case study of the Kabarole District, in Health Systems Strengthening
Parternship Reports (Activity 2 Report) and the workshop analysis described here [103,
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107, 109] . A summary table with themed groupings of these recommendations is
shown in Table 14. The joint meeting will consider a number of next steps for the
partnership including:
3.6.2 National Level
3.6.2.1 Dissemination
Representatives from the HSSP implementation committee will deliver keynote
address at UCMB’s Annual General Meeting in March, 2011 to describe the
recommendations from the literature review, conclusions from the needs assessment
and the workshop content to over 200 PNFP leaders. Other similar public addresses
could be arranged.
3.6.2.2 Expansion to Other Districts
HSSP could expand assessment and workshop delivery to other districts under
an independent agency with a coordinator position based at a partner institution. For
example, the partnership has been approached by another west Ugandan district to
assist them in a similar assessment process. The expansion to new districts could be
randomized with careful baseline studies performed to evaluate program success. The
Ugandan Ministry of Health, for example, might be interested in administering the
workshop in other districts while the HSSP could work to get the program started,
provide technical assistance and design the program evaluation.

63

3.6.2.3 Training Manual
Compile workshop materials into a manual for leadership and management
training in Uganda. The material could then be used by PNFPs and the public sector for
additional training in other districts. An interactive web-based teaching platform could
combine internet learning with distance-mentoring to facilitate simultaneous
dissemination across Uganda.
3.6.2.4 National Competence Framework
Work with relevant stakeholders, including the Ministry of Health, training
institutions, and medical bureaus to develop a national competence framework for
managers in the health care system. This framework should be used to design relevant
training and development programs.
3.6.2.5 Case Studies in Management and Leadership
Develop a series of case studies on successful health facilities that are
outperforming peer organizations to discover why and how they are functioning better.
Lessons learned could then be benchmarked by other health facilities.
3.6.3 District Level
3.6.3.1 Ongoing Activities in Kabarole
HSSP could deepen involvement in Kabarole with additional training for
managers and board members. For example, health institutions represented at the
workshop were asked to identify two major management challenges that could be
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converted into projects for future action. The projects could be combined to form the
District Health Systems Strengthening Project. The District Health Office could
coordinate all the sub-projects with a review meeting held three months after the initial
workshop in order to assess the progress and performance of each subproject.
3.6.3.2 Set District Health Targets
The District Health Systems Strengthening Project could focus the supply and
demand partnership on a single set of targets. Maternal and child health has been
brought up a number of times in discussion as a suggested district-wide target area. A
follow-up course in Kabarole could focus in on setting and achieving targets.
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Table 14. A map of recommendations from all the stages of assessment described.
International
Landscaping Study
Summer 2008
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Designing, delivering
and supporting health
systems financing,
policy and
management training
courses in low and
middle income
countries that could be
easily expanded to
meet large-scale needs

Uganda Health System Leaders
May-June 2009

Uganda-focused Literature Review
Jan-March 2010

Kabarole District Needs Assessment
April-July 2010

Work force motivation: A need for better
training and retention of health care workers
(at all levels).

Evidence-based curricula: A need for new
health management courses should be based
on evidence base rather than perceptions.

Formal management training: A need for
additional formal management training.

Management skills: A need for stronger
health management and leadership skills
among health managers.

Institutionalize training: A need to move
training from ad hoc format into institutional
work plans.

Consistent quality of formal training: A need for
consistent quality of formal training.

Ongoing mentorship: A need for mentorship
of administrators.

Develop online courses: A need to develop
online leadership and management training
courses for district level training.

Information systems: A need to build the
capacity of managers including effective
health information systems for sharing and
analysis of health data.

Improved collaboration: A need to improve
collaboration between the Ministry of Health
(MoH) and training institutions.

Role of faith-based institutions: A need for
documenting the successes and quality of
faith-based facilities to create an evidence
base for faith-based facilities as model
institutions for the health system.

Develop local case studies of success: A need
to conduct an analysis of healthcare facilities
that are performing at high levels to discover
why and how they are functioning better than
their peer organizations.

Improved collaboration: A need to improve
collaboration between public and private health
facilities.

Multiple levels: A need for sustained
management and leadership training and
institutional capacity-building efforts at
multiple levels of the health care system.

National coordination: A need to improve
national coordination for leadership and
management capacity building. Develop a
national competence framework for managers
in the health care system.

Improved governance capacity: A need for
additional training of health facility governance
boards. Governance boards and committees may
lack awareness of expected roles.

Community empowerment: A need to
educate, empower and engage health seekers
to interface with the health system, especially
at the level of local boards and other local
governance.

Improved inclusion of health users in
management decisions: A need to include health
users in management decisions.

4. A Teaching Manual for Health Facility Management,
Leadership and Governance in Uganda
With funding from the Robertson Foundation, the Health System Strengthening
Partnership (HSSP) developed the material for this teaching manual in preparation for a
workshop held in November, 2010. See Table 15 below for participating HSSP
institutions and Appendix A for the names of committee members. Aaron Stoertz at the
Duke Global Health Institute compiled this manual but workshop facilitators are
entirely credited with the workshop content.
This manual provides an overview of a workshop the HSSP piloted November 15, 2010 at the Lisieux Conference Center in Fort Portal, Uganda. We give an overview of
the HSSP activities and a brief background of the workshop goals and audience. We
then describe the key innovations that the workshop utilized and present a modular set
of instructional materials for district officers, health facility managers and instructors to
use when designing workshops for health facility management, leadership and
governance.

4.1 Overview of the HSSP Workshop
In late 2009, a team from Duke University—the Fuqua School of Business,
Divinity School and Global Health Institute—brought together a partnership to address
health system strengthening in Uganda. Partnering institutions can be found in Table 15.
Along with a variety of other activities, described in greater detail in Table 6 above, the
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HSSP designed and implemented a workshop on leadership, management and
governance in the Kabarole District in Western Uganda. See Appendix B for the
workshop schedule of events.
Table 15. Institutions on the steering committee and implementation committee for
the Health Systems Strengthening Partnership.
Health System Strengthening Partner Institutions
Duke Divinity School
Duke Global Health Institute
Duke University Fuqua School of Business
Makerere University School of Medicine
Makerere University School of Public Health
Uganda Catholic Medical Bureau
International Christian Medical Institute, Uganda Christian University
Uganda Martyrs University Faculty of Business Administration & Management
Uganda Martyrs University Faculty of Health Sciences
Uganda Muslim Medical Bureau
Uganda Protestant Medical Bureau

The workshop’s main thematic blocks included: (1) Bridging Leadership
Relationships for Health System Governance; (2) Corporate Governance for Effective
Performance in the Health System; (3) Staff Motivation for Improved Performance; (4)
Information Management and Communication; and (5) Managing and Mobilizing
Resources.
The workshop was designed as an in-service continuing professional
development course, consisting of a single five-day workshop with follow-up projectbased mentoring activities. The workshop was delivered close to the center of the target
district and was non-residential—participants commuted from their homes and were
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given a daily stipend to cover this cost. Facilitators from out of town stayed onsite at the
conference center. The training approach emphasized experiential learning methods and
was adapted to adult learning techniques. Studies and course materials were entirely
developed by local Ugandan resource persons with limited guidance from Duke
University.

4.2 Expected Outcomes
The workshop intended to provide participants with:
1. Increased knowledge, improved skills, and/or intent to practice in the following
areas:
a. Understanding Uganda’s health sector and health sector goals
b. Leadership, human resource management & team building
c. Situational analysis & evidence-based decision making
d. Strategic project planning
e. Financial management
f.

Networking and collaboration

2. Improved collaboration between the public and private-not-for-profit (PNFP) health
facilities in the Kabarole District.
3. Sustained post-course activities that promote improved organizational function.
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4.3 Workshop Audience
The target audience for the pilot workshop included board members and upper,
mid- and lower-level managers in the Kabarole District. Upper-level managers served as
co-facilitators in some cases but also attended alongside their staff. The workshop
targeted both PNFP and public facilities, in the Kabarole District including:
1. Leaders with governance responsibilities (board members of PNFP facilities, District
Health Officers and the District Health Team)
2. Senior leaders of health providers (medical superintendents, management officers,
heads of department)
3. Mid- and lower-level managers in health service delivery facilities (in-charges of
health units, departments and wards)
4. Members of local social services committees
5. Extended district health management team
6. Religious leaders in charge of health

4.4 Instructional Strategy
In addition to teaching context-specific content, the workshop design promoted
organizational change. The following design elements were taken largely from strategic
business literature and adapted for a healthcare context. To successfully duplicate this
workshop in another context, these design elements are important.
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4.4.1 Instructors: Content and Context Experts
Workshop sessions should have two facilitators—one acting as a “content
expert” with experience in management education and the other as “context expert”
with experience managing health facilities in the local area.
We drew content experts from Ugandan University health management faculty
and context experts from upper-level hospital and district management personnel. These
content and context experts cooperatively designed course material and activities to
present concepts and relevant examples, and to engage the students in meaningful
applications of the ideas.
4.4.2 Session Format: Contextualization in the Classroom
Each workshop session should consist of lecture, discussion and practical skills
activities.
Our facilitators led short presentations on each session through focused lectures
that outline primary concepts. The facilitators led discussion that helped participants
understand and apply the concepts in context by asking the participants pertinent
questions and encouraging discussion among the participants. At the end of each lecture
period, the facilitators allowed ample time for additional questions.
After this question and answer period, a practical skills session would normally
start. Depending on the nature of the skills session participants were divided into
groups to focus on a particular aspect of the session. The group selected a chair and
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reporter, discussed relevant issues in their organizations, brainstormed possible ways
forward to address the issues and then presented their reports to the plenary.
Each module included roughly equivalent time for classroom instruction and
practical skills applications, potentially with up to two-thirds of the time allocated to
practical applications. Most of these blocks took about a half day of instruction, with the
potential for either one or two blocks for a given topic in a day, depending on the depth
that the topic required. See Appendix B for the workshop schedule of events.
4.4.3 Supply Side partnership
The workshop planning process should encourage institutional partnerships
between educational institutions.
These content experts (university professors) were paired with context experts
(upper level district management) to lead the workshop. Finally, there was committed
engagement of the district health team in the planning process.
4.4.4 Demand Side partnership
Among the participants, the workshop should involve vertical integration, in
which senior and junior management with organizations work together.
In our workshop, we found that this gave permission for the junior management
to use new management techniques and built trust between management levels in an
organization. The workshop used horizontal engagement across the health sector in
which the government institutions, PNFPs and district leadership shared challenges and
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successes together. Having multiple participants from each health facility improved
diffusion of new practices within each facility.
4.4.5 Material Format: Modular Flexibility
The workshop is divided into five modules. We envision that these modules can
be used in three ways: 1) any module may be used as a “block” in a single program
period that takes 1-3 days, depending on the need and time available; 2) the modules
can be stacked together with one or more other modules and taught sequentially; or 3)
the modules can be threaded in a sequence through a series of workshops (e.g., building
understanding and depth in particular modules and components by threading related
sessions over a sequence of workshops).
4.4.6 Follow Up: Project-based Mentoring
To maximize the effectiveness of the workshop, the workshop should be
followed by a project in which participants apply the concepts from the workshop to
their home organizations. Successful completion of the projects should be part of the
assessment for successful completion of the workshop.
Each organization attending the workshop appointed a leader to lead a
management improvement project within their organization with cooperation from
other co-worker attendees. In the case of the pilot workshop, the projects were presented
to the District Health Office and passed along to the workshop facilitators for input.
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After three months the course participants were reconvened, presented their progress
and received input and additional technical assistance from the HSSP.

4.5 Modules
4.5.1 Bridging Leadership Relationships for Health System Governance
4.5.1.1 Overview
This session will explore the health system leadership and governance
expectations, concepts and roles from the perspectives of district health leadership and
hospital executives, board members and team leaders. The sessions will discuss the
roles, boundaries and relationships for improving the governance, leadership and
management of overall district health system functions in the context of the national
health vision, policies and plans. Leadership styles that are more effective for health
system leadership will be discussed, as well as the concepts of power, interdependency
and influence to achieve performance objectives of the district, hospital and national
health systems.
4.5.1.2 Session Objectives
By the end of the session, you will be able to:
•

appreciate the breadth of stakeholder expectations, objectives and challenges in the
exercise of health related leadership, governance and management;
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•

understand the different roles, boundaries and legitimacy of different stakeholders
in the exercise of leadership, governance and management of health system
functions;

•

adopt appropriate leadership styles that ensure effective influence and contribution
to the attainment of organizational goals; and

•

Initiate a dialogue among stakeholders about the importance of building effective
relations and interdependencies that optimize the collective leadership of district
health system.

4.5.1.3 Session Brief
During the past several years there has been an increasing focus on the health
system management, governance and leadership. As more financial resources get
available to address health service products and commodities, the health systems
weakness have become more apparent. The new health sector plan has prioritized health
system strengthening in the next five years. Upstream management of the health system
demand that leaders, managers and regulators have capacity to network and establish
effective relationships at all levels. Relationships between managers and their Board of
Governors need to become more effective. Likewise, the relationships between district
health managers and political stewards, technical peers and service providers also need
to improve. Interdependencies between leaders, managers and those governing different
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agencies need to be clear and actively improved. If interdependencies are not well
managed, the health system does not optimally functions to generate health outcomes.
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Table 16. Suggested schedule for Bridging Leadership Relationships for Health
System Governance.
Activity 1

Activity 2

Activity 3

Activity 4

Activity 5

Introduction and ice breaker (25 minutes)
Guided discussion (45 min)
1) District leaders, 2) Hospital Boards and 3) Hospital managers.
This session will begin with a discussion of expectations and challenges
among district level and hospital level leaders and managers for improving
the district health system. This will be followed by a review of how these can
be addressed during the two days.
Questions for discussion:
Identify 3-4 vital expectations your group has for the following:
1. Immediate superior group(s) and immediate subordinate group(s)
2. Vital agencies/offices to which your group is interdependent.
Plenary: Feedback for 10 minutes for each group (total 30 minutes)
Interactive lecture (35 min)
PowerPoint presentation (and interactive dialogue) about different concepts
of management, leadership, governance and power relationships as applied
to health system performance.
Group exercise 3-4 groups (45 min)
Discuss the role of Board of Governors, facility managers and district
officials and ways to improve the relationships among them.
Interactive lecture 35 minutes
Introduction to concepts of Servant Leadership
Interactive presentation and discussion 35 minutes
Introduction to the national and district health system goals, objectives and
challenges

Readings
1. MSH (2008) Coaching for professionals and development and organizational results –
eManager issue # 1, Management Science for Health (MSH);
2. Briefing note: How to build Expert power
3. Dennis Green (1999) Leadership as a function of power - Proposal management APMP
pg 54 – 56.
4. MSH (2001) Developing Managers Who Lead - Management Science for Health (MSH);
volume 10 number 3.
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4.5.2 Corporate Governance for Effective Performance in the Health System
4.5.2.1 Overview
This session will explore the principles of good corporate governance and
effective communication as a means for improving the relationship between those
engaged in the corporate governance and the executives in the health system leadership.
The sessions will discuss the roles of boards in ensuring that organizations thrive and
prevent decline or death of these organizations. Approaches to building capable and
competent boards and stewardships will be discussed, with emphasis on the roles of
different levels of corporate governance (e.g. owners, governance board, management
and implementers). Corporate communication will address the key concepts for
effective communication by the stakeholders in the governance relationships. One of the
enduring roles of the stakeholders in governance is to ensure that organizations are
effectively performing and delivering towards their missions and goals. A session will
also be dedicated to how effective performance can be optimized.
4.5.2.2 Session Objectives
By the end of the session, you will be able to:
•

appreciate the principles and mechanisms for optimizing good corporate
governance;

•

discuss and share approaches for effective communication among participants
involved in corporate governance;
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•

adopt effective performance management approaches by the health system
governors in their corporate relationships; and

•

reflect on how these approaches can be applied to the day-to-day relationships, roles
and functions of the relationships between the members of the board and managers
on health units.

4.5.2.3 Session Brief
During the past several years there has been an increasing focus on the health
system management, governance and leadership. As more financial resources became
available to address health service products and commodities, health systems
weaknesses have become more apparent. The new health sector plan has prioritized
health system strengthening in the next five years. Upstream management of the health
system demands that leaders, managers and regulators have capacity to network and
establish effective relationships at all levels. Relationships between managers and their
Boards of Governors need to become more effective. Likewise, the relationships between
district health managers and political stewards, technical peers and service providers
also need to improve. Interdependencies between leaders, managers and those
governing different agencies need to be clear and actively improved. If
interdependencies are not well managed, the health system does not optimally function
to generate health outcomes.
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Table 17. Suggested schedule for Corporate Governance for Effective
Performance in the Health System.

Activity 1

Activity 2

Activity 3

Introduction to corporate governance (45 minutes)
Interactive lecture with participant experience and reflection on their practices.
Facilitator will also ask questions about how GCG principles are being applied
by the participants
Effective communication for corporate governance
This session will begin with recap about servant leadership and different roles
of Boards and Managers
Group discussions:
Group discussion will deliberate on means for improving effective
communication among and across stakeholders participating in the district
health system.
Effective Performance management
PowerPoint presentation with group work about components, essential
practices and outcomes of effective performance managements.

Readings
1. MSH (1993) Improving Supervision: a team Approach – Family planning manager by
Management Science for Health (MSH) Volume II Number 5.
2. David O. Renz (2009) An Overview of Non-profit Governance Midwest Center for
Non-profit Leadership
3. Freddie Ssengooba (undated) Managing performance for optimal results

4.5.3 Staff Motivation for Improved Performance
4.5.3.1 Overview
This session will explore what motivates health workers, both externally and
internally. The session will also consider the concepts of building enduring commitment
to the organization by building long-term motivation to ensure ongoing contribution to
the organization mission and goals. Some sessions will also explore how the motivation
concepts can be applied to each organization and agency to ensure that the different
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roles for health system improvement are achieved. From the perspective of motivation,
other sessions will address the issues of resolving conflicts as one of the approaches to
uphold staff satisfaction and motivation.
4.5.3.2 Session Objectives
By the end of the session, you will be able to:
•

Explore what motivation is and what motivates people and health organizations and
institutions;

•

Appreciated psychological contract as a concept that explains the link between the
institutions and its workers;

•

Explores ways to build staff motivation using concepts such as psychological
contract; and

•

Consider various practical ways and experiences to improve motivation and
enhance performance of staff.

4.5.3.3 Session Brief
Many managers and organizational leaders are constantly challenged to motivate
their staff to achieve organizational performance, commitment and to enhance retention
and optimal results. When staffs are motivated to achieve organization and institutional
missions and goals, health systems are likely collectively to achieve the universal health
goals such as child survival and other millenniums development goals (MGDs) for
health. Resource constraints, common in countries like Uganda, also demand that
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managers and leaders are creative in their approach to motivate those that they lead and
manage. Resource management will focus of how to control and use resources in a
manner that optimize use of the recourse such as drugs, time of staff, inventory and
other facilities.
Table 18. Suggested schedule for Staff Motivation for Improved Performance.

Activity 1

Participatory lecture on staff motivation
Interactive lecture with participant definitions, experience and reflection on
what motivates them.
Individual exercise on top ten motivators and top ten de-motivators

Activity 2

Conflict management in the workplace
This session discuss what conflicts are and their causes in the workplace.
Group discussions:
Group discussion will deliberate on means for resolving conflicts and ways to
build trust among work teams and across organizations in the district health
system.

Activity 3

Introduction to effective resource management
Interactive dialogue and PowerPoint presentation about the concepts of and
practical approaches to manage resources such as finance, human resources
and inventory.

Readings
1. MSH (2002) Creating a work climate that motivates staff and improves performance –
The Manager by Management Science for Health (MSH) Volume 11 Number 3.
2. Freddie Ssengooba (undated) Be positive resolve conflict

4.5.4 Information Management and Communication
4.5.4.1 Overview
Due to the importance of accurate information in timely health services
management, this session analyses the various ways of proper information management
that leads to effective planning and delivery of health services. Attention is given to
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proper channel of communication that will lead to better information flow from the
source to a point where it will be utilized. After introduction to the basics of information
management and communication for health, participants will discuss challenges facing
management of information and its communication to all the potential users within the
healthcare system in Uganda.
4.5.4.2 Session Objectives
•

To understand the link between accurate and timely information with effective
planning for the delivery of healthcare services

•

To appreciate the importance of a good and effective communication system
towards improved health services delivery.

•

To encourage analysis and use of data and information at the point of data collection
even before sending it to other levels.

4.5.4.3 Session Brief
Making informed decisions, a key component in planning, is key in improved
health services delivery. This depends on accurate and timely use of information by
managers at various levels in the healthcare system. This has not been the case in most
health settings in Uganda, in part because of limited manpower, but also because of
prioritisation on service delivery at the cost of good data management. The result is poor
quality of data collected leading to poor planning for health services.
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There is a general lack of analysis and interpretation of the data that is collected
at lower levels of service delivery. Information collected at such levels is a requirement
from higher authorities, with little concern that it will benefit the various levels.
Health Metrics Network, 2007 identifies the usefulness of good health
Information system as to:
•

Detect and control emerging and endemic health problems; monitor progress
towards health goals; and promote equity.

•

Empower individuals and communities with timely and understandable healthrelated information; and drive improvements in quality of services.

•

Strengthen the evidence base for effective health policies; permit evaluation of scaleup efforts; and enable innovation through research.

•

Improve governance; mobilize new resources; and ensure accountability in their use.
Therefore during this session, importance of effective information management

and proper channels of communicating health information for effective service delivery
will be discussed.
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Table 19. Suggested schedule for Information Management and Communication.

Activity 1

Activity 2

Activity 3

Activity 4

Activity 5

Activity 6

Recap & selection of volunteer for Friday (15 minutes)
Over view of the session (15 minutes)
Pre-evaluation (15 minutes)
Introduction to information management and communication for health
(15 minutes)
Power point presentation on information management and
communication for health (1.5 hours)
Group discussion and presentation
Presentation of a case study on good practices in use of information for
planning and management of health services
Exercise
1. What lessons can we draw from Virika’s experience?
2. Identify the challenges affecting utilisation of HMIS at district and
lower level health facilities in Kabarole district
Post evaluation
Discussion on the assignment for homework topics

Reading
Management Sciences for Health. Health Systems in Action: An eHandbook for Leaders and
Managers. Cambridge, MA: Management Sciences for Health, 2010.
Available online at http://www.msh.org/resource-center/health-systems-in-action.cfm

4.5.5 Managing and Mobilizing Resources
4.5.5.1 Overview
This session will introduce participants to better management of resources for
health. Challenges facing health managers in management of material, financial and
human resources for health will be discussed; better approaches towards the
management of these resources will be introduced and discussed. During this session,
alternative ways of identifying and mobilising resources for health will also be
discussed.
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4.5.5.2 Session Objectives
By the end of the session, the following outputs are expected:
•

Participants will learn plan activities for health and execute the plans for better
management.

•

Participants will also learn to set targets (performance indicators) that will guide
them in evaluating their successes or failures – not just doing routine work.

•

Participants will develop knowledge and skills in better management practices like
accountability, budgeting and the auditing.

•

Participants will develop knowledge and skills in identifying and mobilising
competitive non-traditional sources of financing healthcare.

4.5.5.3 Session Brief
Low-income countries are faced with many poor people who cannot afford the
cost of basic healthcare. This calls for appropriate planning and strategic management of
the scarce resources to meet the increasing demand for healthcare. The challenge is that
policy development, planning and management are still new concepts for the majority
of health professionals, more so for the middle- and lower-level managers who do not
have a firm background in management and planning. Professional managers who are
well trained in planning and management are faced with a dilemma of limited or no
knowledge in health-related problems and challenges. In this session, participants are
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therefore exposed to planning and management in the context of healthcare problems
and challenges.
A number of resources (human, financial and material resources) exist but are
not reaching the lower levels where they are needed for effective service delivery. In this
session, mobilization of resources for health care activities will also be discussed.
The planning cycle will be discussed (Situation Analysis, Priority Setting, Option
Appraisal, Setting Objectives and Implementation). Measuring achievement in health
care will also be discussed (a brief of setting indicators to follow and measure
performance of health units). The work plan as a basic planning tools that aide in
planning and management will also be discussed.
Non-traditional sources of financing healthcare, such as community health
insurance, fundraising, responding to call for proposals, seeking for grants and
partnership with other institutions will be discussed. Resource mobilization goes
together with proper budgeting, good accounting system and auditing.
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Table 20. Suggested schedule for Managing and Mobilizing Resources.
Activity 1
Activity 2

Activity 3

Activity 4
Activity 5
Activity 6

Introduction of the topic
The planning cycle
(Situation analysis, Priority setting, Option appraisal, Setting
objectives, implementation).
Measuring achievement in healthcare
a brief of setting indicators to follow and measure performance of
health units
Basic tools for planning and management
• Work plan
• Activity schedule
A brief presentation on budgeting, accounting and auditing.
A brief presentation on resource mobilization for healthcare
activities

Readings
Management Sciences for Health. Health Systems in Action: An eHandbook for Leaders
and Managers. Cambridge, MA: Management Sciences for Health, 2010.
Available online at http://www.msh.org/resource-center/health-systems-inaction.cfm

88

Appendix A
Steering Committee Composition
Head of steering committee: Dr. Sam Orach, UCMB
Table 21. Health Systems Strengthening Steering Committee Membership.
Name
Dr. Peter Asiimwe
Dr. William Bazeyo
Ms. Kim Chapman
Dr. Ahmed Kiswezi
Dr. Samuel Luboga
Dr. Will Mitchell
Dr. John F. Mugisha
Dr. Lorna Muhirwe
Dr. David Nnyanzi
Dr. Sam Orach
Dr. Fred Ssengooba
Mr. Aaron Stoertz
Dr. David Toole

Institution
Uganda Catholic Medical Bureau (UCMB)
Makerere University School of Public Health (MUSPH)
Duke Global Health Institute (DGHI)
Uganda Muslim Medical Bureau (UMMB)
Makerere University School of Medicine (MUPSH)
Duke University Fuqua School of Business (DUFSB)
Uganda Martyrs University Faculty of Health Sciences
(UMU)
Uganda Protestant Medical Bureau (UPMB)
Uganda Martyrs University (UMU)
Uganda Catholic Medical Bureau (UCMB)
Makerere University School of Public Health (MUSPH)
Duke Global Health Institute (DGHI)
Duke Divinity School (DDS)
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Implementation Committee Composition
Project Coordinator and Chair: Dr. Freddie Ssengooba, MUSPH
Assistant Coordinator: Dr. Peter Waiswa, MUSPH
Secretary: Zainab Kobuyonjo, MUSPH
Table 22. Health Systems Strengthening Implementation Committee Membership.
Name
Dr. Freddie Ssengooba
Dr. Peter Waiswa
Zainab Kobuyonjo
Dr. Peter Asiimwe
Dr. Sixtus Birungi
Ms. Jacinta Bwegyeme
Dr. Vincent Bwete
Dr. Lorna Muhirwe
Dr. Edward Mukooza

Institution
Makerere University School of Public Health (MUSPH)
Makerere University School of Public Health (MUSPH)
Makerere University School of Public Health (MUSPH)
Uganda Catholic Medical Bureau (UCMB)
Uganda Martyrs University Faculty of Health Sciences (UMU)
Uganda Martyrs University Faculty of Business
Administration & Management (UMU)
Uganda Martyrs University Faculty of Health Sciences (UMU)
Uganda Protestant Medical Bureau (UPMB)
International Christian Medical Institute, Uganda Christian
University (ICMI/UCU)

90

Appendix B
Table 23. Schedule for Joint Health Systems Strengthening Workshop - Kabarole District. A partnership between Kabarole
District, UCMB and 4 Universities – Makerere, Uganda Christian, Uganda Martyrs and Duke (USA).
MONDAY
Nov 1, 2010
Bridging Leadership Relationships for
Health System Governance
(Freddie Ssengooba)
Schedule
Check In
Introductions
Ice Breaker
9.0011.00 am

TUESDAY
Nov 2, 2010
Corporate Governance for
Effective Performance in the
Health System
(Vincent Bwete)
Check In
Introduction of Topic
Review of Previous Day

Opening Remarks (Okech)
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Discussion: Challenges of
Governing District Health Systems
(Ssengooba)

Introduction to Corporate
Governance (Asiimwe)

WEDNESDAY
Nov 3, 2010
Staff Motivation for Improved
Performance

THURSDAY
Nov 4, 2010
Information Management and
Communication

(Edward Mukooza)

(Sixtus Birungi)

Check In
Introduction of Topic
Review of Previous Day
Lecture: Staff Motivation
(Mukooza)
Group work: most and least
motivating factors for people
(Mukooza)

Check In
Introduction of Topic
Review of Previous Day
Making Decisions with Information
(Waiswa)
Overview of HMIS (Birungi)

11.30 –
1.30pm

1.30 –
2.30pm
2.30 –
5.30pm

B
Lecture: Management, Leadership,
Governance and Power
Relationships
(Ssengooba)
Group Work: Governance roles of
stakeholders (Asiimwe)
L
Discussion: Servant leadership
(Mukooza)
Introduction National and District
Health System (Okech)

R

Lecture & Group Work:
Effective Communication
for Corporate Governance
(Bwete)
U

Lecture & Group Work:
Introduction to
Performance Management
(Tumwebaze)

E

A

Discussion on motivation
(Mukooza)

Group work:
Identifying performance
management source data (Birungi)

Lecture: Conflict management
in the workplace (Bwete)

Examples of HMIS in Action from
Virika Hospital (Kamara)

N

(Edward Mukooza)
Check In
Introduction of Topic
Review of Previous Day
Efficient Management of
Resources for Service
Delivery (Asiimwe)
Lecture: Opportunities for
Financial Mobilization for
HSS (Ssengooba)

Why the course? (Waiswa)
11.0011.30am

FRIDAY
Nov 5, 2010
Managing and Mobilizing
Resources

C

Introduction to Effective
Resource Management
(Tumwebaze)

MoH on Laboratory service (guests)
Examples of HMIS in Action from
Virika Hospital

Regional Minister of Health
delivers address (guest)

Initial discussion on mentoring
(Ssengooba)

K
Discussion & Group Work:
Choosing projects and
setting up mentorship
program
(Ssengooba)
H
Concluded at 3.00pm

Appendix C
This is a sample of each of the types of surveys used during the workshop. White
space has been reduced simply to conserve space.
I. Background Information
1. Name:
2. Position Title:
3. Which of the following best describes your position (you may check more than
one)?
 Board Member
 District Officer
 District Health Team Member
 Nurse’s assistant or vocational nurse
 Registered nurse
 Physician or doctor
 Dentist
 Pharmacist
 Community health worker
 Health care administrator/manager
 Other _________________________________ (note here)
4. Organization Name: _____________________________________________
5. How many people work at your organization? _____________________
6. How many years have you worked at this organization? ____________
7. How many years have you had your current position? ______________
8. How many people report directly to you? (i.e. how many people do you
supervise?) __________
9. What services are offered at your organization? (check more than one as
applicable)
 Maternal and child healthcare
 Communicable and non-communicable diseases
 First aid and minor illnesses/diseases
 Community health (environmental hygiene) education and community
participation in primary health care programs
 Immunizations and vaccination procedures
 Nutrition
 All of the above
 Other ___________________________________(note here)
10. How would you describe the primary focus of your work?
 Maternal and child healthcare
 Communicable and non-communicable diseases
 First aid and minor illnesses/diseases
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Community health (environmental hygiene) education and community
participation in primary health care programs
 Immunizations and vaccination procedures
 Nutrition
 Other ___________________________________(note here)
11. In the past month, approximately how many patients did your organization
serve? __________
 Not applicable because my organization does not directly serve patients
12. On a scale from 1 to 5, where 1 is not at all empowered and 5 is very empowered,
how empowered are you to make decisions in your current position?
Not at all
Empowered
Very Empowered


1

2

3

4

5

13. On a scale from 1 to 5, where 1 is not at all able and 5 is very able, how able are
you to bring about change in your organization?
Not at all
Able
Very Able
1

2

3

4

5

14. What type of health management training have you had, if any? (Check all that
apply)
 None
 Workshop in health management
 Short course in health management
 Diploma course in health management
 Bachelor’s Degree in health management from a University
 MBA (or other master’s degree) in health management
15. What is the highest grade or year of school you have completed?
 Less than grade 6
 Grade 6 (Primary School diploma)
 Grade 9 (Junior secondary school diploma)
 Grade 12 (Senior secondary school diploma)
 Post-secondary or vocational or technical diploma or certificate
 National Diploma (2 years of study)
 Higher National Diploma (4 years of study)
 Bachelor’s Degree from a University
 Post-graduate degree from a University _________________(what degree)
16. What is your age? _____________________
17. What is your gender?
 Male
 Female
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II. Pre-Assessment
1. On a scale of 1 to 5, where 1 stands for not at all confident and 5 stands for very
confident, how confident are you in your ability to use your knowledge of health
system governance to help guide the work that that you do?
Not at all
Confident
Very Confident
1

2

3

4

5

2. In the past 3 months, how often have you used concepts of health system
governance knowledge to help guide the work that that you do?
 Always
 Often
 Sometimes
 Rarely
 Never
3. In the past 3 months, how often has your organization applied concepts of health
system governance to help guide the work that that you do?
 Always
 Often
 Sometimes
 Rarely
 Never

III. Post-Assessment
1. On a scale of 1 to 5, where 1 stands for not at all confident and 5 stands for very
confident, how confident are you in your ability to apply the eight steps of
project management to the work that you do?
Not at all
Confident
Very Confident
1

2

3

4

5

2. Over the next 3 months, how often do you think you will use the eight steps of
project management for the work that you do?
 Always
 Often
 Sometimes
 Rarely
 Never
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3. Over the next 3 months, how often do you think your organization will use the
eight steps of project management for the work they do?
 Always
 Often
 Sometimes
 Rarely
 Never
IV. Participant Feedback Part 1: Module Evaluation
Please complete this short evaluation. Your responses will assist us in
enhancing our training programs. Responses will be kept confidential.
1. Evaluate each of the following dimensions On a scale of 1-5 (where 1 stands for
poor and 5 stands for Excellent, with 2,3 and 4 being intermediate grades)
Course Module:

Course Module:

Course Module:

Course Module:

Expectations and Challenges of Governing District Health System
Poor
Excellent
Content
1
2
3
4
5
Relevance

1

2

3

4

5

Coverage

1

2

3

4

5

Concepts, Management, Leadership, Governance and Power
Relations
Poor
Excellent
Content
1
2
3
4
5
Relevance

1

2

3

4

5

Coverage

1

2

3

4

5

Governance Roles of Different Stakeholder
Content

Poor
1

2

3

Excellent
4
5

Relevance

1

2

3

4

5

Coverage

1

2

3

4

5

Servant Leadership
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Course Module:

Course Module:

Course Module:

Course Module:

Content

Poor
1

2

3

Excellent
4
5

Relevance

1

2

3

4

5

Coverage

1

2

3

4

5

Introduction National and District Health System
Content

Poor
1

2

3

Excellent
4
5

Relevance

1

2

3

4

5

Coverage

1

2

3

4

5

Corporate Governance Mission, Values and Culture (PA)
Content

Poor
1

2

3

Excellent
4
5

Relevance

1

2

3

4

5

Coverage

1

2

3

4

5

Corporate Communication and Coordination
Content

Poor
1

2

3

Excellent
4
5

Relevance

1

2

3

4

5

Coverage

1

2

3

4

5

Effective Performance Management
Content

Poor
1

2

3

Excellent
4
5

Relevance

1

2

3

4

5

Coverage

1

2

3

4

5
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2. Please tell us what was most helpful about the course:
3. Please tell us what you would wish would have been included for the course to
meet your expectations:
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IV. Participant Feedback Part 2: Evaluation of Lecturers
We are interested in developing the skills and abilities of our training staff. Please take a
minute to rate the facilitators.
1. On a scale of 1-5 (where 1 is poor and 5 is excellent) how do you rate the facilitators
in terms of:
Poor
Excellent
Knowledge about the subject
Preparation to teach class session
Explanations were clear and concise
Using examples to make materials easier to understand

Engaging participants in discussions
2. What were the facilitator’s strengths? Weaknesses? How could their teaching be
improved?
V. Facilitator Feedback on the Partnership
Please complete this short evaluation. Your responses will assist us all in
enhancing future training programs and collaborations. Your responses will remain
anonymous.
1. Please rate the partnership’s activities on the following:
Poor
Course Planning Process
Division of Labor
Course Design
Course Content Delivery
Course Content Relevance
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Excellent

Course Content Coverage

2. Please comment on the strengths and weaknesses of the planning process for this
training program:
3. Please comment on the strengths and weaknesses of the course design as it was
carried out:
4. Please comment on the strengths and weaknesses of course content as it was
delivered:
5. Tell us what was most helpful for you and your work about the course:
6. What improvements would you make if you facilitated a similar course in the
future?
7. In your opinion, what are the strengths of the partnership that has formed to create
this leadership and management training program?
8. In your opinion, what are the areas for improvement of the partnership that has
formed to create the training program?
9. A. Do you think that training of this type have the potential to improve health
outcomes in the Kabarole Districts? Circle one.
Yes
No
Not sure
9. B. Why or why not?
10. Any other comments?
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Appendix D
Table 24. Complete results from survey of workshop participants asking them to
evaluate the content, relevance and coverage of each sub-module.
Rating
Rating 4
Rating
Excellent-5 (%)
(%)
Average-3 (%)
Expectations and Challenges of Governing DHS (n=31)
Content
14 (45.16)
13 (41.94)
4 (12.9)
Relevance
15 (48.39)
15 (48.39)
1 (3.23)
Coverage
10 (32.26)
14 (45.16)
7 (22.58)
Total
39 (41.94)
42 (45.16)
12 (12.9)
Management, Leadership, Governance and Power (n=32)
Content
13 (40.63)
13 (40.63)
6 (18.75)
Relevance
16 (50)
13 (40.63)
3 (9.38)
Coverage
11 (34.38)
14 (43.75)
7 (21.88)
Total
40 (41.67)
40 (41.67)
16 (16.67)
Governance Roles of Stakeholders (n=32)
Content
13 (40.63)
12 (37.5)
7 (21.88)
Relevance
14 (43.75)
14 (43.75)
3 (9.38)
Coverage
9 (28.13)
13 (40.63)
9 (28.13)
Total
36 (37.5)
39 (40.63)
19 (19.79)
Servant Leadership (n=30)
Content
15 (50)
13 (43.33)
2 (6.67)
Relevance
16 (53.33)
12 (40)
2 (6.67)
Coverage
13 (43.33)
12 (40)
5 (16.67)
Total
44 (48.89)
37 (41.11)
9 (10)
National and District Health System (n=31)
Content
10 (32.26)
13 (41.94)
8 (25.81)
Relevance
10 (32.26)
12 (38.71)
9 (29.03)
Coverage
6 (20)
13 (43.33)
10 (33.33)
Total
26 (28.26)
38 (41.3)
27 (29.35)
Corporate Governance Mission, Values, Culture (n=31)
Content
10 (32.26)
17 (54.84)
4 (12.9)
Relevance
10 (32.26)
16 (51.61)
4 (12.9)
Coverage
8 (25.81)
15 (48.39)
8 (25.81)
Total
28 (30.11)
48 (51.61)
16 (17.2)
Corporate Communication, Coordination (n=31)
Content
15 (48.39)
11 (35.48)
4 (12.9)
Relevance
16 (51.61)
12 (38.71)
3 (9.68)
Coverage
12 (38.71)
13 (41.94)
6 (19.35)
Total
43 (46.24)
36 (38.71)
13 (13.98)
Effective Performance Management (n=31)
Content
18 (58.06)
10 (32.26)
3 (9.68)
Relevance
21 (67.74)
8 (25.81)
2 (6.45)
Coverage
17 (54.84)
10 (32.26)
3 (9.68)
Total
56 (60.22)
28 (30.11)
8 (8.6)
Staff Motivation (n=27)
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Rating-2
(%)

Rating
Poor -1 (%)

Total
Responses

0 (0)
0 (0)
0 (0)
0 (0)

0 (0)
0 (0)
0 (0)
0 (0)
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0 (0)
0 (0)
0 (0)
0 (0)

0 (0)
0 (0)
0 (0)
0 (0)

0 (0)
1 (3.13)
1 (3.13)
2 (2.08)

0 (0)
0 (0)
0 (0)
0 (0)
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0 (0)
0 (0)
0 (0)
0 (0)

0 (0)
0 (0)
0 (0)
0 (0)

90

0 (0)
0 (0)
1 (3.33)
1 (1.09)

0 (0)
0 (0)
0 (0)
0 (0)

92

0 (0)
1 (3.23)
0 (0)
1 (1.08)

0 (0)
0 (0)
0 (0)
0 (0)

93

1 (3.23)
0 (0)
0 (0)
1 (1.08)

0 (0)
0 (0)
0 (0)
0 (0)

93

0 (0)
0 (0)
1 (3.23)
1 (1.08)

0 (0)
0 (0)
0 (0)
0 (0)
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Table 24 (continued)

Content
14 (51.85)
12 (44.44)
Relevance
17 (62.96)
8 (29.63)
Coverage
12 (44.44)
12 (44.44)
Total
43 (53.09)
32 (39.51)
Resource Management (n=27)
Content
8 (29.63)
16 (59.26)
Relevance
13 (48.15)
13 (48.15)
Coverage
8 (29.63)
13 (48.15)
Total
29 (35.8)
42 (51.85)
Info Management and Communication (n=27)
Content
12 (44.44)
11 (40.74)
Relevance
14 (51.85)
12 (44.44)
Coverage
14 (51.85)
8 (29.63)
Total
40 (49.38)
31 (38.27)
Resource Management and mobilization (n=27)
Content
13 (48.15)
8 (29.63)
Relevance
15 (55.56)
10 (37.04)
Coverage
11 (40.74)
13 (48.15)
Total
39 (48.15)
31 (38.27)
Workshop (n=357; responses=1070)
Content
155 (43.42)
149 (41.74)
Relevance
177 (49.58)
145 (40.62)
Coverage
131 (36.8)
150 (42.13)
Total
463 (43.27)
444 (41.5)

1 (3.7)
2 (7.41)
3 (11.11)
6 (7.41)

0 (0)
0 (0)
0 (0)
0 (0)

0 (0)
0 (0)
0 (0)
0 (0)

81

3 (11.11)
1 (3.7)
6 (22.22)
10 (12.35)

0 (0)
0 (0)
0 (0)
0 (0)

0 (0)
0 (0)
0 (0)
0 (0)

81

4 (14.81)
1 (3.7)
4 (14.81)
9 (11.11)

0 (0)
0 (0)
1 (3.7)
1 (1.23)

0 (0)
0 (0)
0 (0)
0 (0)

81

5 (18.52)
2 (7.41)
2 (7.41)
9 (11.11)

1 (3.7)
0 (0)
0 (0)
1 (1.23)

0 (0)
0 (0)
1 (3.7)
1 (1.23)

81

51 (14.29)
33 (9.24)
70 (19.66)
154 (14.39)

2 (0.56)
2 (0.56)
4 (1.12)
8 (0.75)

0 (0)
0 (0)
1 (0.28)
1 (0.09)
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