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Abstract
Introduction: Sexual and reproductive health (SRH) and Human Immunodeficiency Virus (HIV) are crucial global health 
issues. Uganda continues to sustain a huge burden of  HIV and AIDS. 
Methods: A cross-sectional health facility-based assessment was performed in November and December 2016 in Karamoja 
Region, northern Uganda. All the 126 health facilities (HFs) in Karamoja, including 5 hospitals and 121 Health Centers 
(HCs), covering 51 sub-counties of  the 7 districts were assessed. We assessed the capacity of  a) leadership and governance, 
b) human resource, c) service delivery, d) SRH and HIV service integration and e) users satisfaction and perceptions. 
Results: 64% of  the established health staffing positions were filled leaving an absolute gap of  704 units in terms of  human 
resources. As for service delivery capacity, on 5 domains assessed, the best performing was basic hygiene and safety measures 
in which 33% HCs scored “excellent”, followed by the presence of  basic equipment. The level of  integration of  SRH/HIV 
services was 55.56%. 
Conclusion: HFs in Karamoja have capacity gaps in a number of  health system building blocks. Many of  these gaps can 
be addressed through improved planning. To invest in improvements for these services would have a great gain for Uganda.
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Introduction
Sexual and reproductive health (SRH) and Human Im-
munodeficiency Virus (HIV) are significant and related 
global health issues 1-4. Their impact is particularly sig-
nificant in Sub-Saharan Africa, where about 85% of  ad-
olescents were estimated to live with HIV in 2012 5-8.
SRH refers to a state of  complete physical, mental and 

social well-being in all matters relating to the reproduc-
tive system and sexuality 9.  It includes a wide range of  
areas such as family planning, control of  unintended 
pregnancies and sexually transmitted infections, as well 
as serious public health and human rights issues like 
sexual violence and female genital mutilation 10. SRH 
care plays a crucial role also in the sexually transmitted 
diseases, primarily HIV. In fact, it is globally recognized 
that, in order to decrease HIV transmission, other than 
ensuring HIV testing, an early treatment and follow up, 
it is necessary to educate young people, especially in or-
der to prevent new infections 11-13 and co-infections 
14-17. Moreover, in countries where HIV prevalence 
has declined, a change in sexual behavior among young 
people is considered an important contributing factor18.  
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In this scenario, Uganda continues to sustain a huge 
burden of  HIV and AIDS with an estimated 1.3 million 
people living with HIV, among them 95,000 children19. 
The number of  new HIV infections has been rising 
from about 124,000 in 2009 to 140,000 in 2012, being 
over 380 Ugandans daily infected 20. However, this num-
ber has been significantly reduced to 52,000 by 201621. 
Interestingly, several groups are increasingly vulnerable 
to get infected by HIV, such as sex workers and their 
clients, fishing communities, long-distance truck drivers 
and armed forces 20-22. The Ugandan Ministry of  Health 
(MoH), in line with the global agenda, has prioritized 
SRH and HIV interventions, including community mo-
bilization and capacity building, especially at district and 
lower levels, together with proper information on ed-
ucation and communication strategies 23-24.  However, 
there was still an underutilization of  SRH and HIV/
AIDS services 25-26.  Moreover, during 2015 and 2016, 
although about 90% of  pregnant mothers attended the 
first antenatal care (ANC) visit, only 38% attended all 
the four recommended visits 27. Furthermore, only 
58% of  deliveries underwent to skilled care and only 
68.3% of  HIV+ pregnant women, that were not on 
highly active antiretroviral therapy (HAART), received 
antiretroviral therapy (ARVs) to avoid mother-to-child 
transmission (MTCT) during pregnancy, labor, delivery 
and postpartum 27.
Karamoja, northern Uganda sub-region, continues to 
sustain a great burden of  SRH and HIV challenges 
where only 7.3% of  the currently married women are 
using any contraceptive method, far below the national 
average 28. Moreover, according to the Uganda Demo-
graphic and Health Survey (UDHS), in 2016 Karamoja 
had 10.8% of  women in the age group 15-49 experi-
enced physical violence, far above the national average 
of  12.7% 26.
Although globally growing attention is paid to SRH and 
HIV, few studies are available on this topic, in particular 
in Uganda, and in Karamoja no data is available. There-
fore, the aim of  this study was to perform a compre-
hensive capacity assessment for the provision of  quality 
integrated SRH and HIV services in Karamoja region.
 
Methods
Study design and setting
A cross-sectional health facility-based assessment was 
performed in November and December 2016 in Kara-
moja.  Karamoja region is predominantly inhabited by 
pastoral and agro-pastoral groups that share common 
languages, culture, history and livelihood systems across 

northeastern Uganda, NorthWestern Kenya, southeast-
ern South Sudan and SouthWestern Ethiopia. Karamo-
ja is a semi-arid region characterized by low level, erratic 
rainfall patterns and is considered marginal. The region 
presents a unique socio-economic and cultural back-
ground that requires a unique interventional approach, 
necessary for meeting the livestock development needs. 
The dominating livelihood activities are pastoralism and 
agro-pastoralism with a focus on livestock production.
In Karamoja there are 126 HFs including 5 hospitals 
and 121 Health Centers (HCs) (4 HC IVs, 41 HC IIIs 
and 76 HC IIs), covering 51 sub-counties of  the 7 dis-
tricts (Abim, Amudat, Kaabong, Kotido, Moroto, Na-
kapiripirit, Napak) were assessed 31.  The population 
covered by all of  the health facilities was estimated 
at 1,023,248 individuals in 2015, with 206,696 wom-
en in child-bearing age and 51,162 expected pregnan-
cies (pregnant women) and 49,628 expected deliveries 
(pregnant women achieving birth).

Data collection
Semi-structured questionnaires were elaborated and ad-
ministered to respondents at three different levels:
- District level: the questionnaire was administered to 
the district health officers (DHO) or any other person 
of  the district health team (DHT) acting for and on 
behalf  of  the DHO;
- Health Facility level: the questionnaire was adminis-
tered to the person in charge of  the health unit or any 
other person acting for and on behalf  of  the in charge;
- Exit level: questionnaires were administered to clients, 
accessing the facility to utilize health services, on the 
day of  the assessment. At least 20 clients were consecu-
tively interviewed from each hospital, 15 from each HC 
IV, 10 from each HC III and 5 from each HC II.
For each level a specific questionnaire was developed in 
agreement with the MoH. The questionnaires elaborat-
ed were pretested in a sample of  10 health units from 
the Lango sub-region and all the inconsistencies noted 
were corrected.  In order to ensure accuracy, verifica-
tion of  reported information was made from the exist-
ing health unit record or records at the district health 
offices, when applicable. At the end of  each day of  data 
collection, the filled questionnaires were checked for 
completeness and correctness by trained investigators.
In order to perform a comprehensive capacity assess-
ment, the building blocks conceptual framework for the 
health system, as defined by WHO 20, has been adapt-
ed to the SRH and HIV services 21 (Figure 1) and used 
to develop the data collection tools.
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We assessed the capacity of  a) leadership and govern-
ance, b) human resource, c) service delivery, d) SRH 
and HIV service integration and e) users satisfaction 
and perceptions.

Governance and leadership capacity
Governance and leadership capacity was investigated 
in terms of  presence of  a governing body–health unit 
management committee (HUMC) or board and their 
functionality (meetings, issues discussed and actions 
taken). In particular, the attention of  the governing 
structures to the discussion on issues dealing with sex-
ual and reproductive health and HIV/AIDS was inves-
tigated. In addition, the presence of  a functional su-
pervision (visits, issued followed) from higher levels of  
the Ugandan health system, presence of  oversight com-
mittees for particular services particularly Reproduc-
tive, Maternal, Newborn and Child Health (RMNCH) 
Committee and Maternal and Perinatal Death Review 
(MPDR) committee and joint planning meetings at the 
health units were explored.

Human resource capacity
We collected information on the available staff  com-
pared to the standards recommended by MoH and ana-
lyzed gaps for selected cadres of  health staff, excluding 
support staff. The existing staff  at the district health of-
fice included 11officers, 7 of  these directly involved in 
health-related work: a district health officer, an assistant 
district health officer for maternal child health, an as-
sistant district health officer for environmental health, 
a senior environmental health officer, a senior health 
educator, a biostatistician and a cold chain technician. 
The recommended health facility staffing in Karamoja 
is 1,934 positions overall.

Service Delivery capacity
The presence of  service delivery guidelines, infrastruc-
ture, equipment, medicines and diagnostic services, to-
gether with trained staff, is considered a prerequisite 
to guarantee the quality of  SRH and HIV services. We 
assessed the presence of  basic amenities (electricity 
power, improved water source, room with privacy, ad-
equate sanitation facilities, communication equipment, 
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access to computer, staff  accommodation and trans-
port equipment), basic equipment (blood pressure ma-
chine, stethoscope, fetoscope, adult weighing scale, ex-
amination couch, infant weighing scale, thermometer, 
refrigerator), hygiene and safety measures (sterilization 
equipment, disinfectant, hand washing facilities, gloves, 
safe disposal of  waste), laboratory services (general mi-
croscopy, HIV test, Syphilis diagnosis, urine dipstick, 
pregnancy test, hemoglobin, CD4 cell count), essential 
medicines (Cotrimoxazole, Nevirapine, first-line an-
tiretrovirals (ARVs), HIV test kit, injectable and oral 
contraceptives, Moon Beads, Amoxycillin/Ampicillin, 
Oxytocin/Misoprostol, Ferrous Sulphate, Fansidar 
(Sulphadoxine – Pyrimethamne), Artemisinin Combi-
nation Therapy (ACT), Tetracycline eye ointment, Vita-
min A, Metronidazole, Doxycycline, Lignocaine, suture 
materials, intravenous (IV fluids) and Magnesium Sul-
phate) in the health units.
All these requirements were further categorized by the 
percentage of  the items available graded as: 0-20% = 
poor, 30-50% = fair, 60-70% = good and 80-100% = 
excellent.
The delivery capacity for selected HIV and SRH ser-
vices was further evaluated through the availability 
guidelines, the presence of  at least one trained worker, 
the availability of  tracer medicine, supplies and equip-
ment for three specific sectors: family planning services, 
ANC and labor and delivery services.

SRH and HIV service integration
For each facility level, we evaluated both the model of  
integration between the SRH and HIV services imple-
mented and the specific integration service in place. 
Four models of  integration were evaluated; the “kiosk” 
model where SRH and HIV services are offered in the 
same site on the same day by the same provider, the 
“supermarket” model where services are offered in the 
same site on the same day by different providers, the 
“mall model” where services are offered by different 
providers, at different service sites within the same fa-
cility and the “referral model” where services are of-
fered in different facilities.

Users satisfaction and perception
We assessed the perception and satisfaction pattern of  

the users through exit interview to randomly selected 
health unit service users. The areas evaluated included 
the waiting time at health units, communication with 
the health service provider, privacy, cleanliness of  the 
unit, availability of  medical drugs, kindness of  medical 
workers, the overall impression of  the services received 
and the willingness to return for additional services. 

Data analysis
All the collected quantitative data were coded and dou-
ble entered, cleaned, and edited in the statistical soft-
ware Epidata version 3.1 and thereafter exported to 
STATA version 13.0 for analysis.
Descriptive and comparative analyses were performed. 
Categorical variables were summarized into frequen-
cies and proportions. The continuous variables were 
summarized as means, median, standard deviation and 
range.
Ethical approval was obtained from the Mbale Region-
al Referral Hospital Institutional Review Board and the 
Uganda National Council of  Science and Technology 
(UNCST) and participants provided written infrmed 
consent.

Results
Overall, 7 questionnaires were collected from District, 
126 from Health Facilities (HFs) and 897 were Exit 
questionnaires from the 5 hospitals and the 4 HCs IV, 
41 HCs III and 76 HCs II sampled. Results are de-
scribed following the five dimensions explained above.

Governance and leadership capacity
Health unit management committees were present in 
124 (98.4%) HCs and all the 5 (100.0%) hospitals had 
boards of  governors. The functionalities of  these gov-
ernance bodies were variable: 44 facilities (34.9%) re-
ported to have the recommended 4 or more meetings in 
the 2016 calendar year.  Among districts, Amudat regis-
tered the least proportion (0.0%) of  HCs with the rec-
ommended 4 or more HUMC meetings per years, while 
Nakapiripirit had the highest (58.8%). A number of  fa-
cilities either had no meetings or couldn’t demonstrate 
they have them, 10 (7.9%) clearly stated to perform no 
meetings and 10 (7.9%) were not able to show or state 
the presence of  any meeting see Additional file 1.
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Additional File. Functionality of Health Unit Management Committee (HUMC) / Boards 
of Governors (BOG) in Karamoja, 2016. 
  

District 
Number of 
Facilities 

n 

Functional 
HUMC 
n (%) 

Number of facilities 
with the 

recommended 4 or 
more meetings per 

years 
n (%) 

Total 
meetings 

n 

Average 
HUMC/BOG 
Meetings in 

2016 

Moroto 18 18 (100.0) 6 (33.3) 50 2.8 
Amudat 8 8 (100.0) 0 (0.0) 22 2.8 
Napak 14 14 (100.0) 8 (57.1) 47 3.4 
Nakapiripirit 17 16 (94.1) 10 (58.8) 53 3.1 
Kaabong 30 29 (96.7) 5 (16.7) 45 1.5 
Abim 20 20 (100.0) 6 (30.0) 57 2.9 
Kotido 19 19 (100.0) 9 (47.4) 58 3.1 
Total 126 124 (98.4) 44 (34.9) 332 2.6 
  
  

Infrastructure, human resource for health, medicines 
and equipment, finance and transport were the main 
issues discussed during the meeting (in 60% or more of  
the health facilities), while SRH and HIV/AIDS were 

the less discussed topics, only 38% and 29%, respec-
tively.

Human resource capacity
The 64% (1,230/1,934) of  the established health staff  
positions (excluding support staff) were filled leaving an 
absolute gap of  704 positions (Table 1).

Table 1. Total health staff, midwives and nurses positions filled and absolute gap for by level of facility,  

in Karamoja 2016. 

 
  Total Health Staff Midwi

ves 
Nurses 

  In post/ 
establishment 

n (%) 

Abs
olut

e 
Ga
p 
n 

In post/ 
establishm

ent 
n (%) 

Absolute 
Gap 

N 

In post/ 
establishment 

n (%) 

Absolute Gap 
n 

HC II 313/395 
(79) 

82 66/79 
(84) 

13 122/79 
(154) 

-43 

HC III 462/532 
(87) 

70 100/76 
(132) 

-24 114/152 
(75%) 

38 

HC IV 107/136 
(79) 

29 22/16 
(138) 

-6 26/32 
(81) 

6 

Gener
al 

Hospit
al 

262/652 
(40) 

390 40/112 
(36) 

72 106/332 
(32) 

226 

Region
al 

Hospit
al 

86/219 
(40) 

133 12/43 (28) 31 27/84 
(32) 

57 

Total 1230/1934 
(64) 

704 240/326 
(74) 

86 395/679 
(58) 

284 
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Differentiating the staff  gaps by district and level of  
facility for selected staff  cadres, Amudat stood out as 
the most understaffed district with only 25% (216) of  
the staff  in place, leaving an absolute gap of  163 staff-
ing position, while from the perspective of  the level 

of  facility the biggest gaps were in the general and re-
gional referral hospital that had only 40% of  the staff  
positions filled, with an absolute gap of  390 and 132, 
respectively (Table 2). Staffing was fairly stable during 
2016, staff  that left were 144 while 280 joined giving an 
annual retentiorate of  88% and a turnover rate of  12%.

Table 2. Total health staff and selected staff cadres positions filled and absolute gap by districts, Karamoja 2016. 

  
  Tot Health Staff Midwives Nurses Doctors Anesthetists 

  In 
post/establishme

nt 
n (%) 

Absolut
e Gap 

n 

In 
post/establishme

nt 
n (%) 

Absolut
e Gap 

n 

In 
post/establishme

nt 
n (%) 

Absolut
e Gap 

N 

In 
post/establishme

nt 
n (%) 

Absolut
e Gap 

n 

In post 
establishme

nt 
n (%) 

Absolut
e Gap 

n 

Abim 189/294  (64) 105 29/51 
(57) 

22 67/114 
(59) 

47 4/6 
(67) 

2 0/3 
(0) 

3 

Amudat 53/216 (25) 163 12/37 
(32) 

25 11/96 
(11) 

85 2/6 
(33) 

4 0/3 
(0) 

3 

Kaabong 251/382 (66) 131 60/65 
(92) 

5 83/134 
(62) 

51 3/8 
(37) 

5 2/4 
(50) 

2 

Kotido 151/196 (77) 45 28/30 
(93) 

2 44/50 
(88) 

6 1/2 
(50) 

1 0/1 
(0) 

1 

Moroto 237/367 (65) 130 37/67 
(55) 

30 86/122 
(70) 

36 7/4 
(175) 

-3 3/7 
(43) 

 

Nakapiripir
it 

153/206 (74) 53 31/30 
(103) 

-1 39/52 
(75) 

13 4/4 
(100) 

0 0/2 
(0) 

2 

Napak 196/273 (72) 77 43/46 
(93) 

3 65/111 
(59) 

46 4/6 
(67) 

2 0/3 
(0) 

4 

Total 1230/1934 (64) 704 240/326 
(74) 

86 395/679 
(58) 

284 25/36 
(69) 

11 5/23 
(22) 

18 

  
  
  

Delivery capacity for selected HIV and SRH services
Service delivery capacity was assessed on 5 domains, 
looking at the presence of  the required basic amenities 
(i.e. store or room for drugs storage), basic equipment 
(i.e. stethoscope), basic hygiene and safety measures, 
laboratory capacity and availability of  medicines. The 
best performing domain was basic hygiene and safety 

measures in which 33% scored "excellent". Presence of  
basic equipment came second with 29.4% of  the facil-
ities achieving the excellent score; this was followed by 
the availability of  medicines at 27.8% and basic ameni-
ties at 26.2%. The least capacity was seen in laboratory 
services with only 6.3% of  the facilities scoring excel-
lent and, 59.2% scoring poor or fair (Table 3).
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 Table 3.  Overall rating of each domain of service delivery capacity for selected  
        HIV and SRH services Karamoja 2016. 
  

  None/Poor 
n (%) 

Fair 
n (%) 

Good 
n (%) 

Very good 
n (%) 

Excellent 
n (%) 

Basic amenities 1 (0.79) 14 (11.1) 78 (61.9) - 32 (26.2) 

Basic equipment 0 (0.0) 6 (4.8) 22 (17.5) 61 (48.4) 37 (29.4) 

Basic hygiene and safety 
measures 

0 (0.0) 12 (9.5) 28 (22.2) 44 (34.9) 42 (33.3) 

Laboratory capacity 26 (20.6) 36 (28.6) 35 (27.8) 21 (16.7) 8 (6.3) 

Medicines available 1 (0.79) 3 (2.4) 21 (16.7) 66 (52.4) 35 (27.8) 

  
  
 

 Table 3.  Overall rating of each domain of service delivery capacity for selected  
        HIV and SRH services Karamoja 2016. 
  

  None/Poor 
n (%) 

Fair 
n (%) 

Good 
n (%) 

Very good 
n (%) 

Excellent 
n (%) 

Basic amenities 1 (0.79) 14 (11.1) 78 (61.9) - 32 (26.2) 

Basic equipment 0 (0.0) 6 (4.8) 22 (17.5) 61 (48.4) 37 (29.4) 

Basic hygiene and safety 
measures 

0 (0.0) 12 (9.5) 28 (22.2) 44 (34.9) 42 (33.3) 

Laboratory capacity 26 (20.6) 36 (28.6) 35 (27.8) 21 (16.7) 8 (6.3) 

Medicines available 1 (0.79) 3 (2.4) 21 (16.7) 66 (52.4) 35 (27.8) 

  
  
 Regarding specific SRH services, the service capacity 

was looked at against presence of  guidelines, training 
of  health workers on the specific service area, availa-

bility of  tracer medicines and supplies and availability 
of  tracer equipment for those services. We did a deep-
er analysis of  the main services: antenatal care, family 
planning, and labor and delivery services (Table 4).

Table 4. Service delivery capacity assessed as guideline available, workers trained, tracer  
    medicine and equipment and supplies available for a) ANC services, b) Family planning services  
    and c) Labour and Delivery services, Karamoja 2016. 
 
 

  
Guidelines 
available 

At least one worker 
trained 

Tracer medicine 
and supplies 

available 

Tracer equipment 
available 

n (%) n (%) n (%) n (%) 

ANC services 

HC II 74 (94) 21 (27) 59 (75) 23 (29) 

HC III 38 (100) 12 (31.6) 33 (87) 25 (66) 

HC IV 4 (100) 2 (50.0) 2 (50) 3 (75) 

General Hospital 4 (100) 1 (25.0) 2 (50) 2 (50) 

Regional Hospital 1 (100) 1 (100) 1 (100) 1 (100) 

All facilities 121 37 97 54 

Percentage 96% 29% 77% 43% 

Family planning services 

HC II 74 (94) 52 (66) 68 (86) 55 (70) 

HC III 38 (100) 31 (81.6) 31 (82) 38 (100) 

HC IV 4 (100) 3 (75) 4 (100) 4 (100) 

General Hospital 4 (100) 1 (25) 4 (100) 4 (100) 

Regional Hospital 1 (100) 1 (100) 1 (100) 1 (100) 

All facilities 121 (96) 88 (70) 108 (86) 102 (81) 

Labour and Delivery services 

HC II 74 (94) 51(65) 18 (23) 10 (13) 

HC III 38 (100) 37 (97) 19 (50) 17 (45) 

HC IV 4 (100) 4 (100) 0 (0) 1 (25) 

General Hospital 4 (100) 4 (100) 2 (50) 3 (75) 

Regional Hospital 1 (100) 1 (100) 1 (100) 1 (100) 

All facilities 121 (96) 97 (77) 40 (32) 32 (25) 
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Overall, facilities performed well in regard to the pres-
ence of  guidelines scoring 96% for each of  the 3 main 
services of  interest. Recent staff  training of  at least 1 
health worker was best for labor and delivery services at 
77% followed by family planning at 70% and least for 
antenatal at 29%. Tracer medicines for the three servic-
es were substantially (77-86%) available with the excep-
tion of  tracer medicines for labor and delivery services 
at 32%. Availability of  tracer equipment attained the 
much lower average scores compared to the other do-
mains, for labor and delivery services, only 25% of  the 
facilities had tracer equipment available and for antena-
tal services, and only 43% did so. Family planning tracer 

equipment had better availability though with 82% of  
the facilities having the equipment.

SRH and HIV service integration
The level of  integration of  SRH/HIV services was 
55.56% of  health units providing SRH/HIV services 
in the same service site and the same provider offered 
on the same day (the “kiosk” model of  integration). 
Furthermore, 14.29% health units provided services in 
the same site, with different providers and in the same 
day (the “supermarket” model of  integration). Only 
19.84% of  the health units reported no integration of  
SRH/HIV services (Table 5).

  HC 
II 

n (%) 

HC 
 III 

n (%) 

HC IV 
n (%) 

General Hosp 
n (%) 

Regional Hosp 
n (%) 

Karamoja 
n (%) 

Models of 
SRH and 
HIV 
integration 

1. Services located in the same service site, with the 
same provider, offered on the same day 
(the “kiosk” model of integration) 

35 

(44) 

28 

(74) 

4 (100) 4 

(75) 

0 

(0) 

70 

(55) 

2. Services located in the same service site, with 
different providers, offered on the same day (the 
"supermarket" model of integration) 

11 

(14) 

6 

(16) 

0 

(0) 

0 

 (0) 

1 (100) 18 

(14) 

3. Services offered with different providers at 
different service site within the same facility on the 
same day (the “shopping mall” model of 
integration) 

0 (0) 1 (3) 0 (0) 1 (25) 0 (0) 2 (1) 

4. Referred to another facility 
9 (11) 2 (5) 0 (0) 0 (0) 0 (0) 11 (9) 

5. No integration 
24 (30) 1 (3) 0 (0) 0 (0) 0 (0) 25 (20) 

Specific 
SRH and 
HIV 
integration 

Family planning + HIV services 
39 (49) 33 (87) 4 (100 4 (100 1(100) 81 (64) 

STI + HIV services 
38 (48) 35 (92) 4 (100 4 (100 1(100) 82 (65) 

Maternal and Newborn care + HIV services 
44 (56) 32 (84) 4(100) 4(100) 1(100) 83 (65) 

Sexual Gender Based Violence (SGBV) + HIV 
services 18 (23) 21 (55) 3 (75) 4(100) 1(100) 47 (37) 

Post abortal care + HIV services 
19 (24) 30 (79) 4 (100 2 (50) 1(100) 56 (44) 

Cervical cancer screening + HIV services 
0 (0) 0 (0) 0 (0) 2 (50) 1(100) 3 (2) 

Adolescent SRH + HIV services 
29 (37) 30 (79) 4(100) 2 (50) 1(100) 66 (52) 

 

Table 5. Model of integration between the SRH and HIV services and the specific integration service in place by level of care, Karamoja   
2016. 

Users satisfaction and perception
Of  the 897 respondents to the exit interviews, 657 
(73.2%) were definitely satisfied with the services they 
received, while 18 (2%) were not satisfied and 211 
(23.5%) were partially satisfied. A variation of  satisfac-
tion across districts was observed, with Moroto having 

the highest reported satisfaction at 93.2% and Abim 
the least at 47.3%. While stratifying by level of  facility, 
Hospitals resulted to be the most appreciated structures 
with 100% of  respondents satisfied, while HC IV re-
sulted the less appreciated with 70.7% of  user satisfied. 
(Table 6).
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Table 6. Users satisfaction level classified by districts and level of facilities,  

      Karamoja 2016. 

 
  Definitely Satisfied 

n (%) 
Not satisfied 

n (%) 
To some extent satisfied 

n (%) 

District 

Abim 138 (93.2) 0 (0.0) 10 (6.8) 

Amudat 105 (75.0) 4 (2.9) 28 (20.0) 

Kaabong 33 (50.8) 3 (4.6) 29 (44.6) 

Kotido 101 (69.2) 1 (0.7) 44 (30.1) 

Moroto 61 (47.3) 5 (3.9) 57 (44.2) 

Nakapiripirit 76 (72.4) 0 (0.0) 28 (26.7) 

Napak 143 (87.2) 5 (3.1) 15 (9.2) 

Level of facility 

HC II 246 (70.9) 3 (0.9) 98 (28.2) 

HC III 295 (76.4) 11 (2.9) 80 (20.7) 

HC IV 41 (70.7) 1 (1.7) 16 (27.6) 

General Hospital 55 (73.3) 3 (4.0) 17 (22.7) 

Regional Hospital 20 (100.0) 0 (0.0) 0 (0.0) 

Total 657 (74.2) 18 (2.0) 211 (23.8) 
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Discussion
Sexual reproductive and maternal and neonatal health 
conditions account for over 60% of  the life years lost 
in Uganda29-30. The Karamoja sub-region of  Northern 
Uganda has a fair share of  this burden. We performed 
a comprehensive capacity and quality assessment of  
integrated SRH and HIV services in order to identify 
the major gaps for action and, thus, to improve services 
availability and use to address the population burden. 
To the best of  our knowledge, this is the first study that 
assesses this topic in Uganda. The district health sys-
tems covering this region are meant to serve 1.02 mil-
lion people, a fifth of  which are women of  child-bearing 
age, therefore documenting its preparedness and capac-
ity in addressing SRH and HIV/AIDS services could 
be considered an important starting point for strategies 
to be employed. For these reasons, 5 capacity dimen-
sions were explored: governance and leadership, human 
health resources, service delivery, SRH and HIV service 
integration and users satisfaction and perception.

Governance and leadership in improvement of  health 
service delivery is the most critical building block of  

Uganda health system. The key functions include policy 
guidance, oversight, collaboration and coordination and 
ensuring accountability31. While these actions may be 
more pronounced at higher levels of  government, they 
are similarly important at the level of  health facilities, 
management organs should be in place and should be 
able to discuss management specific and also service 
specific agenda. Although the relevant structures for 
governance of  HFs was documented to be in place by 
the existence of  management committees and good fre-
quency of  meetings, the very rare presence of  SRH and 
HIV/AIDS in their agenda meant that they are bound 
not to contribute significantly to addressing these ser-
vice delivery challenges.

With only 64% of  the staff  positions filled compared 
to the national average of  73%32, the ability to provide 
required SRH and HIV/AIDS integrated services was 
significantly affected. Poorer staffing at referral facilities 
(hospitals and HC IVs) meant that these more skill in-
tensive levels are not likely to provide the level of  out-
put and quality of  care expected of  them. For the lower 
level facilities though, better staffing at their level is ad-
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vantageous given their proximity to households and a 
much larger number of  users served33.  Staffing dispar-
ities across districts were huge: Amudat, for instance, 
had only one-fourth of  the health staff  positions filled 
with an absolute requirement of  163 staff. Midwives 
and nurses are the cornerstones of  SRH and HIV/
AIDS services, the large gap for these cadres needs to 
be filled incrementally particularly in hospitals. A major 
setback for comprehensive emergency obstetric care is 
as the result of  severe shortage of  anesthetic officers. 
The shortage in the region was critical with 5 of  the 
7 districts having no anesthetic officers and, even the 
two districts with the officers, had only 43 – 50% of  
the positions filled. It, therefore, means that the major-
ity of  the districts can only do major operations with 
apprentice assistants or, often, are not able to conduct 
these operations. This shortage of  anesthetic officers is 
a country-wide phenomenon that calls for higher level 
policy interventions to promote training and motiva-
tion of  the anesthetic cadre.

The presence of  basic equipment for routine examina-
tion was very good in almost all the facilities, however, 
simple but very important equipment like blood pres-
sure machine, stethoscopes and thermometers were 
sometimes lacking even in larger facilities, suggesting 
also negligence other than lack of  capacity to acquire 
the equipment. In fact, usually, the Uganda Health 
System, also thanks to the International cooperation, 
is able to provide the basic equipment in each health 
centre. However, may be due to the work overload, the 
procurement chain sometimes can fail and, thus, it can 
happen that some centers remain without equipment. 
In order to overcome this situation, a standardized and 
regular "equipment check" could be introduced in each 
centre, identifying a responsible focal point. Patient 
safety was likely to be compromised in more than half  
of  the facilities, due to gaps in hygiene and safety meas-
ures with reference to sterilization equipment, presence 
of  disinfectants, hand washing facilities, gloves and 
waste safe disposal. The aspects of  hygiene and safe-
ty measures are even more important for maternal and 
neonatal care. Infection control at health units is neces-
sary to minimize possible nosocomial infections, such 
as puerperal and neonatal sepsis, that are major causes 
of  maternal and infant mortality. Poor infection con-
trol also carries possible risk of  cross transmission of  
HIV34-36.

The gaps regarding laboratory services in health centers 
were very glaring with simple tests like hemoglobin 
(Hb) estimation missing even in health centre IVs37-39. 
While effort could be made to get the necessary inputs 
to improve laboratory services, the functionality of  lab-
oratory supervision and the quality assurance has to be 
stressed as well40-41.  This finding is in line with other 
experience from low-income countries reporting that, 
quality assurance practices and provision of  laboratory 
services reported by laboratory ae poor and need con-
sistent efforts for improving42.  As laboratory service is 
an essential component of  a health care system, labora-
tory capacity building and quality management system 
implementation will enable to provide quality and reli-
able services for disease treatment and prevention in-
cluding sexual and reproductive conditions. Therefore, 
government and stakeholders should address the fac-
tors affecting the provision of  laboratory service and 
they should work together for strengthening laboratory 
quality assurance and accreditation program43. Availa-
bility of  essential medicines for SRH and HIV/AIDS 
services was variable: of  the 20 indicator items, none 
of  them was universally present in the facilities. This 
dimension is a sensitive element if  quality recognition 
by the population. 

The SRH/HIV integration agenda is of  high priority 
both globally and nationally44. HIV is predominantly 
sexually transmitted or is associated with pregnancy, 
childbirth and breastfeeding, and moreover sexually 
transmitted infections affect HIV transmission. On the 
other hand, HIV has a devastating impact on maternal, 
infant and child survival45. Interestingly, a recent me-
ta-analysis underlined the role of  integrating HIV and 
reproductive health services with regard to the preg-
nancy-related mortality associated with HIV in areas 
of  high HIV prevalence and pregnancy-related mor-
tality45-47. This integrative approach is supposed to lead 
to an increased coverage and to a reduction in HIV 
stigma and discrimination during service delivering 48. 
Moreover, it will also increase clients’ satisfaction by 
having their needs addressed in a one-stop setting46-48. 
To reduce fragmentation and achieve better efficiency, 
a coordinated effort is necessary both at policy and op-
erative levels, implementing partner levels at the same 
time.
This study represents an attempt to look at the extent 
of  integration of  SRH/HIV services in the Karamoja 
sub-region. Among the four models investigated, the 
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most desirable one was the fully integrated or "kiosk" 
model, where services are offered on the same site, on 
the same day, by the same provider. It was followed 
by partially integrated or "supermarket" model, where 
services are offered on the same site, on the same day, 
but by different providers. Other less desirable mod-
els were the “mall model” where services are offered 
by different providers, at different sites, but within the 
same facility, and the "referral model” where services 
are offered in different facilities. Our survey highlighted 
a substantial integration of  SRH/HIV services in Kara-
moja with almost half  of  the facilities providing the "ki-
osk" model, followed by the "Supermarket" one. The 
most common SRH services integrated with HIV were, 
family planning, sexually transmitted infections and ma-
ternal-neonatal health and to a lesser extent adolescent 
sexual and reproductive health49-51. It is known from 
other experiences, that these approaches can benefit 
both patients and health workers52-53. While this could 
seem impressive, at the time of  the study, no national 
guidelines were available in Uganda on this issue, and 
so it appears not driven by deliberate systemic effort, 
rather by convenience. Therefore, there is a need to roll 
out the national SRH/HIV integration strategy in this 
sub-region and indeed in the region.

Last but not least, we explored the overall satisfaction 
of  users by facility level and district. The level of  satis-
faction reported was high for the majority of  users, var-
ying across districts, with Abim and Amudat showing 
lowest levels. Whereas all districts should address satis-
faction gaps, a lot more focus to be placed on Abim and 
Amudat. Satisfaction across different levels of  facilities 
was similar but the regional referral hospital stood out 
with 100% definite satisfaction an attestation that the 
recent efforts to improve the infrastructure and staffing 
within the regonal referral hospital seem to have paid 
off.
This study presents also some limitations: first of  all 
this capacity assessment involved only one region of  
Uganda and, thus, our finding may not be representative 
for the whole country. Again, although research assis-
tants underwent a 5 days training in order to minimize 
the interviewer variability, we can’t ensure the same data 
quality for each district.
Although a lot can be done to improve the capacity for 
SRH/HIV services through staff  training, equipment, 
infrastructure, medicines and supplies, unless these ser-
vices meet the expectation of  the users and user expe-
rience at facilities leading to better satisfaction, health 
systems will still struggle to achieve high coverage of  
SRH/HIV services. Integration of  services into a one-

stop point improves user satisfaction and thus augments 
demand for services. While health facilities in Kara-
moja have capacity gaps in a number of  health system 
building blocks, many of  these gaps can be addressed 
through improved planning and management in a sup-
portive environment of  good governance without the 
needed for additional resources. While evidence-based 
interventions exist, they are not able to reach the people 
who need them most, because of  the various capacity 
criticism documented in the health system and in the 
population. Given the high burden of  disease caused 
by the sexual reproductive and maternal conditions, to 
invest in improvements for these services would have a 
great gain for Uganda and in general for low and middle 
income countries.
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