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EXECUTIVE SUMMARY 

St. Joseph’s hospital is a registered private not-for-profit (PNFP) hospital under Arua 

Diocese found at Lurua Village, 32 kilometers along Arua-Koboko high-way. It is the only 

hospital in Maracha District and is supervised by UCMB, among others. 

Our major implementing partners are Maracha Local Government, Belgian Technical 

Corporation (BTC) and IDI.  In the year under review, together with other stake holders, we 

were able to increase our financial base, reduce user fees to bare minimum to improve 

utilization; especially in maternity and pediatrics; and establish a special care unit which saw 

reduction in early neonatal mortality rates.  

We were faced with managerial challenges characterized by recurrent wrangles, 

decreased utilization of services, community and staff dissatisfaction, uncertain political will, 

limited sources of funds, and dilapidated hospital infrastructure.  Despite these challenges, we 

were able to complete the development of our strategic plan FY 2018/19-2022/23 which 

embodies the aspiration and vision of all stakeholders.  This vision is to become the leading 

regional provider of comprehensive and affordable quality healthcare services. 

In keeping with the goals of the FY strategic plan referenced above, future goals are to be 

implemented in a strategic manner that will allow for sustainable growth.  Immediately, goals are 

to evaluate and mobilize resources that will 

contribute to hospital income generation.  This is 

to be addressed with improved utilization of 

carpentry services, events management, and 

fundraising drives.   
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At the same time, projects addressing quality improvement in clinical services and 

customer care are being implemented with quality improvement projects across departments.  

These implementations will influence capacity to move into the next FY with goals of structural 

improvement including school development to expand and improve education of staff and 

community.  Continued growth and satisfaction will also influence capacity to attract specialized 

services with fair salary offerings attracting quality specialists, and to improve overall staff 

salaries attracting adequate numbers of well-motivated, qualified, and satisfied staff. 
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COMMUNITY AND HEALTH STATUS 

Socio-economic arrangement / Life style of the people/ Beliefs  

The District population was 196,300 with growth rate of 3.3%, population density of 389 

persons per square kilometer, land area is 441 square kilometer of which only 440.08 is 

habitable. This puts pressure on land limiting food production hence the cases of malnutrition. 

We have savannah vegetation with feralitic and sandy loam soil. The productive group is 49% of 

the total population (15-64 years) and 3.9% are aged >65 years. 

Poverty levels are estimated at 74% with agriculture being major economic (80%) 

activity which explains why most patients can’t afford the subsidized services and prefer to go to 

the many lower units affecting utilization of services (access). We were not affected by regional 

refugee influx. 

Table 1: Demographic Data for the Catchment Area Compared to HSD and District  

 Proportion Catchment 

area 

Maracha HSD 

(A) Total population. 100% 19,980 196,300 

(B) Total expected deliveries. 4.85% 969 9,521 

(E) Children under 1 years. 4.3% 859 8,440 

(D) Children under 5 years. 20.5% 4,096 40,242 

(F) Women of child bearing age. 20.5% 4,096 40,242 

(G) Children under 15years 46% 9,191 90,298 

(H) Orphans. 10% 1998 19,630 
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CHAPTER 1: MANAGEMENT AND GOVERNANCE 

St. Joseph’s Hospital Maracha belongs to Board of Trustees of Arua Diocese. The 

hospital is governed at different levels by using a Charter last reviewed in 2014/2015 and 

approved in January 2015. The charter outlines the activities of the management at policy level. 

These are Board of Governors (BOG), the Board Committees and the Management Team at 

implementing level.  

Governance 

At the governance level, the Diocese has a health Coordinating Department that is 

responsible for formulating policies for the health institutions of the Diocese mostly the lower 

level units. The Medical director of the hospital is a member of the Diocesan Health Board to 

which he provides technical advice. The medical director made a presentation of hospital 

performance as compared to the other health facilities in the District at the Diocesan health 

assembly held on Thursday 12th April 2017. The Lord Bishop expressed concerns over limited 

specialist services especially CT scan. We didn’t celebrate the world day of the sick as hospital 

but as part of the Diocese.   

The Board of Governors 

The Board members are Nine (9) and three (3) Ex-Officio members.  Inclusive in the Board is a 

representative of the Community and local authority. For example the meetings done and how 

many are shown on the table below: 
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Table 2: Dates, Key Issues, and Number of Meetings 

Date of 

Board 

meetings 

Reports/key issues/decisions No. of 

meetings. 

13/07/2017  Management and finance performance. 

 How to raise funds for the projects. 

 Budget and faithfulness to the mission. 

 Quality issues and accessibility. 

 Strategic plan development and review of progress. 

 Mobilization of more funds from both local donors 

and external. 

 Improving neonatal care. 

 Staff motivation and irregular salaries 

 Operationalization of private wing 

 Resignation of Dr. Kennedy and high attrition rate 

 PEPA Care. 

Four 

meetings. 

 

Figure 1:  Activities of BOG Committees. 
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Due to limited funds, the Board had resolved to have four board plenaries while the 

committees sit once in a financial year and their reports presented during the plenary with 

exception of the finance committee due its critical importance. 

Internal/Process Audit 

The process Audit of the financial year was done by the Committees members and we 

didn’t have an internal auditor. 

Management 

The implementation of decisions of the BOG is done by the core management and 

departmental heads as before, who are right at production level.  This means they have the direct 

touch with the patients. The core management team is composed of the Medical Director, the 

Nursing Director, and the Administrative Director. These persons are responsible for day to day 

running of the hospital with the help of the departmental heads.  From January, the core 

managers were having daily morning meetings with all present staffs followed by departmental 

meetings.  During morning meetings, departmental reports were given, keys issues of quality 

were discussed coupled with audit of any deaths.  Challenges were identified alongside plans for 

mitigating and interventions implemented such that these mistakes don’t recur negatively 

affecting patient outcomes. These meetings helped us build a team, share experiences, conduct 

continuous medical education sessions (CME)s and bring management closer to the staff.  

During this, we started noticing a reduction in departmental mortality rates and situations of 

negligence. The third meeting was quality and safety.  This meeting was done quarterly with 

departmental heads to analyze the quality issues. We had monthly departmental meetings. 

In conducting the hospital business, all information coming in and out of the hospital was 

approved and delivered by the Chief Executive Officer (CEO).  Technical information, 
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especially which was of a medical nature, was communicated by the medical director because of 

technicalities.  Information within the departments was circulated using memos, notices, 

meetings, and face to face communication with the person/s responsible.  Guidelines for 

communication and management of data is available and being implemented.  The hospital also 

has manuals for finance and material resource management, human resource employment, 

management, and administrative manuals helpful for guidance in daily action.  

Table 3: Compliance with Statutory Requirements 

NO Requirements Did you 

achieve it? 

Yes, Partly, 

No 

Comment 

1 Government/Ministry of Health 

(MOH) Requirements 

Yes Reports taken by the district and sent. 

2. Payee Partially Though not timely and not finished. 

3. NSSF partially Not finished 

4. Annual operation license Yes Timely 

5. Practice License for staff Yes Every staff has an up to date license 
submitted Timely 

6. Monthly HMIS Yes Submitted Timely 

 

 UCMB STATUTORY 

REQUIREMENT 

 

Did you 

achieve it?  
Comment 

1. Analytical Report end of the FY Late Delayed data submission 

2. External audit end FY Yes  Was done timely. 

3. Charter still valid Yes Valid 

4. Contribution to UCMB for the 
year 

Yes Timely done 

5. HMIS 107 PLUS financial report Yes Done and send though not timely. 

6. Report status of staffing as of the 

end of financial year. 

Yes All at the same time as the above. 

7. Manual of employment (still 
valid) review 2015 

Yes Valid 

8. Manual of Financial 
Management review 2015 

Yes Valid 

9. Manuel of Financial 
Management 

Yes Valid 

10. Report on undertaking and 
action for the year 

Done Late 



 

Page 11 of 74 

 

 

Monthly data review was not being done timely and regularly. The financial year was 

mired by conflict between human resource officer and administrator which hampered 

management decisions, meetings and team work. This conflict resulted in gross under 

achievement and incompetence of management. 

Recommendations/Action Plans 

1. Improve on reporting timeliness especially the accounts staff for Monthly financial report 

to be included in financial report. 

2. To follow the scheduled time for the meetings and encourage all to attend the meetings. 

3. Improve on supervision in all areas. 

4. Data management improvement. 

5. Strengthen good relationship between the staff and the patients through meetings. 

6. Plan for master plan of the hospital which failed last financial year (FY). 

7. Staff motivation through timely salary payments. 

8. Resolve conflicts between managers and have them with clear cut job descriptions. 

9. Step up resource mobilization 

10. Fulfill UCMB undertakings and statutory obligations 

CHAPTER 2: HUMAN RESOURCES 

The Human Resources (HR) of the hospital were stable for most of the year. Attrition 

included one doctor, one clinical officer, two midwives, two nurses and three supportive staff 

who left. All of these positions were successfully replaced for an overall attrition rate of 6.1%. 

Two doctors are for masters, one nursing officer is studying anesthesia and one laboratory 
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assistant is pursuing diploma.  Plans related to human resource development have been identified 

in the strategic plan but as of this report, there has not been a formal staff satisfaction survey.  

Noted staff concerns this FY have been due to dilapidated housing, irregular salary and 

delay in replacing staff who left resulting in work overload. Staff appraisal wasn’t completed in 

time for award of new contracts. There are three rotations of six hours and each department has 

roughly twelve midwives/nursing staffs. There were two disciplinary cases resulting in the 

accountant being interdicted and the nursing officer transferred. Human resource gaps in 

radiology and laboratory technician were filled. 

Figure 2:  Staff in FY 2017/18 

 

Maracha hospital had a 148 staff, 67 were qualified medical staffs while 23 were 

unqualified medical staff (ratio of roughly 3:1).  Of the qualified medical staff 35.8% are 

government seconded while 16.2% of all staff are government seconded. 
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Table 4: Staffing Norms and Gaps 

Cadre Hospital 

norms 

Actual Local 

Government 

(LG) Staffing 

norms 

Gap Hospital Gap LG 

Doctors 6 6 7 0 1 

Qualified staff 118 61 143 -57 -82 

Administrative 

staff 

15 13 14 -2 -1 

Nursing 

Assistants 

15 23 15 +8 +8 

Supportive staff 27 45 13 +18 +32 

Totals 181 148 192 33 44 

 

The hospital was short of qualified staffs by 57.3%, one of the administrative gaps was 

not filled.  There was excess of supportive staffs (32 in number) and excess of eight nursing 

assistants. There is need for downsizing the supportive staffs and unqualified medical staffs in 

order to improve staffing of qualified medical staffs in the next FY. 

The attrition rate of 6.1% among all staffs was due to low and irregular salaries, poor 

accommodation, remoteness of the hospital and no clear staff development plan.  These 

determinations were made by staff during the four staff assemblies we had in FY under review. 

Efforts to retain these included paying incentives through result based financing (RBF) and 

paying rent for staff who couldn’t find accommodation within.  Additional incentives included 

electricity, water, free treatments for nuclear families with children aged 18 below and 10% 

NSSF contribution by hospital. 

Table 5: Information on staff training 

Cadre of staff Number sent 

for training 

Duration of 

training 

Source of funding Duration of 

Bonding 

Medical officers  2 3 years Bonded on 

Salary/Ministry of Health 

(MOH) 

4 

Nursing officer 1 2 years Bonded on salary/MOH 2 

Laboratory assistant 1 3 Bonded on salary 3 
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Recommendations 

1. To have annual appraisal of staff; 

2. Review the staff development plan; 

3. Have quarterly staff assembly; 

4. Promotion of staff those are overdue for promotion.; 

5.  Review staff data base; and 

6. Have prompt record and report on staff. 

CHAPTER 3: FINANCE DEPARTMENT 

Finance management at Maracha Hospital reviews cost at point of consumption rather 

than at the point of purchase. This system allows the hospital to know how much it consumes 

within a period of time making planning and control of resource easy.  The hospital is working 

diligently to ensure that cash based accounting operates transparently and consistently with 

purchases made for the required volume of items only.  Unfortunately, the hospital has struggled 

for many years not reporting according to cost centre due to high staff labour turn over.  The 

hospital has employed a professional accountant to advise the management and stake holders on 

good financial management to enhance adequate development and expansion of hospital 

operations.      

Table 6: Financial Years 2016/17 and 2017/18 comparison 

 Financial Year 2017/2018 Financial Year 2016/2017 

NAME Full year 

budget 

(000) 

Full year 

actuals 

(000) 

Budget 

Diff (000) 

% 

Var 

Full year 

budget 

(000) 

Full year 

actuals 

(000) 

Budget 

Diff 

(000) 

% 

Var 

Turn over 2,107,083 1,096,184 1,010,899 47% 1,869,537 1,235,729 633,808 34% 

Expenses 2,107,083 986,397 1,120,686 53% 1,869,537 1,169,334 700,203 37% 

Surplus  56,715    66,395   

REVENUE         

Local 

revenue 

335,038 338,911 (3,873) 101

% 

356,943 364,375 (7,432) 102

% 



 

Page 15 of 74 

 

Non cash 

donations 

211,325 193,270 18,055 8.5
% 

204,184 194,050 10,134 5% 

Grants and 

donations 

1,560,720 564,001 996,719 64% 1,308,410 677,302 631,108 48% 

Total 

Income 

2,107,083 1,096,184 1,010,899 47% 1,869,537 1,235,729 633,808 34% 

 

 

EXPENSES 

 

Full year 

budget 

(000) 

Full year 

actuals 

(000) 

Budget 

Diff (000) 

% 

Var 

Full year 

budget 

(000) 

Full year 

actuals 

(000) 

Budget 

Diff 

(000) 

% 

Var 

Governance 

costs 

35,570 10,242 25,328 71% 33,816 12,599 21,217 63% 

Property 

costs 

68,322 18,212 50,110 73% 48,289 21,924 26,365 55% 

Transport 

and plant 

costs 

47,940 23,889 24,051 50% 39,683 27,851 11,832 30% 

Office 

supplies and 

services 

10,812 7,330 3,482 32% 9,673 6,614 3,059 32% 

Medical 

supplies 

Cost 

528,734 197,131 331,603 63% 492,856 241,178 251,678 51% 

Employment 

costs 

981,081 459,528 521,553 53% 863,209 514,149 349,060 40% 

Recurrent 

Admin  

208,000 178,646 29,354 14% 193,037 166,029 27,008 14% 

Nutrition 

unit 

57,024 8,984 48,040 84% 46,190 12,035 34,155 74% 

Other 

activities 

169,600 121,650 47,950 28% 142,784 129,291 13,493 9% 

Total 

Expenses 

2,107,083 986,397 1,120,686 53% 1,869,537 1,058,325 700,203 37% 

Net Income - 56,715   - 66,395   

 

Table 7: Cost Income Ratio for The Past Two Periods 

Cost Income Ratio Target Full Yr. Q4 Q3 Q2 Q1 

Pharmacy 69% 66% 67% 65% 65% 66% 

Laboratory 39% 40% 38% 38% 42% 43% 

Theatre 13% 53% 67% 59% 45% 41% 

Radiology 12% 11% 11% 9% 13% 13% 

Eye clinic 45% 68% 67% 77% 72% 55% 

Physiotherapy 8% 5% 3% 5% 7% 7% 

Grand Total 87% 91% 89% 92% 93% 88% 
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Costing techniques of different cost centres has great impact to funding of the hospitals 

activities. The hospital has realised an increase in income ratio from 92% in June 2017 to 87% in 

June 2018. This is attributed to technical cost allocations and consistent finance discipline. 

Table 8: Departmental Local Revenue Performance for The Past Two Financial Years. 

DEPARTMENT Financial year 2017/1018 Financial year 2016/1017 

Budget 

shs 

(000) 

Actual 

shs 

(000) 

% 

Achived 

Budget 

shs 

(000) 

Actual 

shs 

(000) 

% 

Achieved 

Pharmacy 77,914 79,456 102% 85,065 91,935 108% 

Laboratory 24,908 27,028 108% 25,867 28,536 110% 

Surgical 70,672 76,873 109% 73,753 73,718 100% 

Radiology 15,764 12,462 79% 16,851 10,538 63% 

Consultation 10,870 14,389 132% 13,982 12,539 90% 

Medical 10,387 12,763 123% 15,463 19,254 125% 

Paediatric 12,765 8,356 65% 16,436 18,356 112% 

Other incomes 10,863 8,863 82% 10,562 21,829 207% 

Emergency 12,470 15,296 123% 14,745 13,362 91% 

School fees 88,425 83,425 93% 84,219 74,298 88% 

Grand Total 335,038 338,911 101% 356,943 364,375 102% 

 

Income performance by department 

The hospital collected 1 billion shillings of the 2.1 billion budgeted in Fy 2017/2018 

representing 47% performance compared to 1.2 billion collected in FY 2016/2017 out of 1.8 

billion budgeted representing 66%.  This drop in revenue collection is mainly due to non-

remittance of donor funds by some funding agencies but the local revenue collection generated 

an increasing pattern. 

Pharmacy Department 

Pharmacy was projected to hit 77.9 million at June 2018 against a budget of 85 million in 

June 2017. Actual revenues made in pharmacy for the entire year are at 79.5 million which is 2% 
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above budget. The overall better performance is attributed to the increase in patient attendances 

and improved costing. 

Laboratory department 

Laboratory was projected to make 24.9 million and it has hit a revenue mark of 27 

million as of June 2018. This performance is also above the budgeted annual revenue which was 

put at 24.9 million representing 8% positive variance. This is mainly attributed to favourable user 

fees, as well as introduction of complete blood count machine hence moving from the manual 

system which enabled higher output. 

Surgical Department  

The department scored above budget by 9%, which is about 6 million by registering only 

76.9 million against a budget of 70.7 million. The main reason for this performance was due to 

constant availability of sonography and medical team to perform operations during this year.  

Improved accessibility led to an increase of revenues and eventual collection of the budgeted 

income. 

Radiology Department Radiology 

This department achieved 16 % increase in revenue collection compared to F/Y 2016/17.  

63% was collected in FY 2016/17 compared to 79% collected in F/Y 2017/18. The main reasons 

for the increased performance in this department are effective ultrasound machines, reliable 

technical radiologist, and favourable fees in the X-ray unit. 

Outpatient Departments 

Outpatients feed into all the other departments in the hospital. Only consultation fees and 

on small occasions day care fees are charged at this unit. The department registered in total 34.8 
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million against a budget of 36.8 million.  Mainly the shortfall is a result of not revising fees at 

paediatrics as previously budgeted.  

Medical Department 

 In this departments 10.4 million budgeted but 12.8 million was collected representing an 

over performance of 23% in F/Y 2017/18.  It also registered a drop of 2% revenue performance 

compared to the 25% over performance in 2016/17. This probably may be due to the varied 

income levels of the patients and access to service delivery. 

Paediatrics Department 

The performance in the 12 months is below 35% budget performance 12.8 million having 

been budgeted and only 8.4 million was collected representing 65% performance compared to 

112% performance in F/Y 2016/2017.  

Table 9: Comparison Statement Of Financial Position, June 2018 And June 2017 

Assets 30th June 2018 30th June 2017 

Non-Current assets 

(property, plant and 

equipment) 

1,847,901,648 1,914,157,871 

Current Assets (inventory) 124,786,934 136,291,351 

Receivables   

Medical Bills 12,567,800 16,582,400 

Outstanding fees 27,964,500 20,167,200 

Bank and Cash 56,586,722 66,395,665 

NET CURRENT ASSETS 222,184,956 239,436,616 

TOTAL ASSETS 2,070,086,604 2,087,338,264 

Equity and Liabilities   

Accumulated Fund 759,537,657 869,714,622 

Revaluation Reserve 849,580,475 918,476,548 

Current Liabilities 1,609,118,132 1,788,191,170 

Payables 460,968,472 299,147,094 

TOTAL EQUITY AND 

LIABILITIES 

2,070,086,604 2,087,338,264 
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CHAPTER 4: OUTPATIENT DEPARTMENT 

The hospitals outpatient department (OPD) remains the main entry point to the hospital 

providing both preventive and curative aspects of medicine to the local community both within 

and outside the 

district, with some of 

the patients coming 

from as far as 

Democratic Republic 

of Congo and Sudan. 

OPD Staffing 

Committed to the hospital motto ‘service beyond self’, the following cadres currently 

provide services at OPD: 

 5 clinical officers 

  1 registered nurse 

 5 enrolled comprehensive nurses 

 6 nursing assistants 

 2 public dental health officers 

 This FY was marked by streamlining of OPD leadership with a medical officer being in 

charge, deputized by a senior clinical officer and in charge nurses department, special clinics are 

headed by focal persons. 

Activities 

Currently the department has maintained most of its major activities that existed in the 

previous years, being mainly consultations. The current average daily consultation ranges 
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between 34-60 patients per day with about 25% being re-attendances. There was also a notable 

drop in the total annual consultation of about 14.62% compared to the previous financial year 

which is an indicator of either decreased morbidity trends, increased utilization of the lower 

facilities, still poor health seeking behavior of the community (justified by the routine late arrival 

of many of the cases), or presence of user fee resulting in the community rather seeking care 

from the peripheral government facilities providing similar care at no cost. 

Table 10: Total consultations made by age category, new and re-attendances.  

Financial 

year 

13/14 14/15 2015/16 2016/17 17/2018 

New 

attendance 

14129 12,612 10609 14359 11111 

0-4yrs 3798 2,776 2659 3563 2199 

5yrs and 
above 

5,655 9,836 9743 13310 10370 

Re-
attendances 

2548 2,178 1793 2514 1458 

TOTAL 16677 14790 12402 16873 12569 

 

The most consulted age bracket was 5-59 years and also women sought health care more 

than men. This could be due to the difference in how society ascribes gender roles in the region 

with men being viewed as stronger and thus not expected to fall sick. Women generally tend to 

be concerned over any sort of matter pertaining their health as men tend to watch how disease 

first progresses before seeking health care.. 
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Figure 3: OPD Consultation By Age Category

 

Morbidity Trends In OPD 

The morbidity trends of the entire Maracha HSD haven’t entirely changed a lot, with the 

endemic conditions still being at their low incidence rates; surprisingly the prevalence rate of 

non-communicable diseases seemed to be on rise with figures almost equaling those of 

communicable diseases; this is an indicator so far we have done a lot on prevention and 

management of communicable diseases in the HSD however the improved health talks and 

community dialogues conducted on non-communicable diseases (NCD)s have seen at least 

increased case detection rates for NCDs. The burden of malaria still remains enormous and is the 

major cause of morbidity with prevalence of 15%, other epidemic prone conditions remained at 

low incidence, there was only 1 case of bacterial meningitis which was notified, 866 cases of 

enteric fever were managed.  There were 210 cases of Hepatitis B as an emerging infectious 

disease in the region; urinary tract infections and upper respiratory infections remained at 

relative stable prevalence. 
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Figure 4: Five Major Causes of Morbidity in the HSD 

 

The remaining 65% of the cases consist of other diagnosis each making up less than 4% 

of the total.  Cancer case detection rates have generally improved with a total 136 benign and 

metastatic cancers diagnosed.  The proportion of mental cases is generally low, this could be 

because of lack of mental health clinic yet the facility has two psychiatric nurses with one 

stationed at OPD.  Asthma was the only diagnosed chronic respiratory condition (115), 201 cases 

of anemia and severe malaria remains the major cause of anemia. Being located along a 

highway, it is not uncommon to get cases of road traffic accidents which accounted for 175 cases 

of injuries.  Risky behaviors with significant impact on health remain significant in the 

catchment area with 10% prevalence of alcohol intake among OPD total attendance and 710 

OPD patients reporting use of tobacco.  All this high figures have accounted for rise in cases of 

NCDs and cases of suicidal attempts. 
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Surgical clinic 

The surgical clinic (SOPD) still functions 3 times a week on Monday, Wednesday and 

Friday.  This is due to its being the main utilized clinic. Routinely, the patients are initially seen 

by the clinical officers who then give a booking date for patients with surgical conditions to 

attend surgical outpatient clinic. Here they are attended by a medical officer who then 

recommends the management plan where those requiring emergency operations are admitted 

directly to ward and other cold cases are booked for their surgeries as they are allowed to go 

home to prepare for it. The surgeries are also classified either as major or minor procedures since 

their procedure fees differ. A total of 1285 cases were seen under SOPD this financial year, 

which numbers contributed also to the 67% of the major non-emergency cases that were operated 

in 2017/2018. 

Medical &OBS/GYD OPD 

The above clinic is also run by a medical officer. This medical clinic in particular is 

comprised mainly of patients with chronic conditions including hypertension, diabetes, chronic 

liver diseases and other non-communicable and communicable conditions. As long as the 

clinicians felt the patient needed the opinion of a senior cadre, the clinic operates on Wednesday 

afternoons. 

A big breakthrough for the clinic this F/Y was the acquisition of the chemistry, 

electrolyte and complete blood count (CBC) machines the main laboratory got at the end of 

previous F/Y which made laboratory monitoring of the cases very easy especially patients with 

hepatitis. There was also marked improvement in data care for the chronic cases since most of 

the cases, especially Hep B viral (HBV) infection, have their patient files kept with client 
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numbers in the hospital. This facilitates in the proper call and recall system to be established for 

follow up.  

A total of 696 cases with cardiovascular disease, 473 cases of diabetes mellitus and 115 

cases of asthma were seen at the clinic. Medical clinic is run alongside the obstetric and 

gynecological clinics where most of the gynecologic cases that need operation are sent to 

surgical clinic for booking before admission.  This is due to the fact that the same doctors do the 

surgeries and this also reduces excess flow of patients beyond the wards bed capacity on theater 

days. 

Dental clinic 

One of the daily functional clinics under OPD is run by two public dental health officers 

on a daily basis. Only dental emergencies are being attended on weekends.  Currently the clinic 

provides dental consultations plus tooth extractions as the only procedures being done. A total of 

240 dental consultations were made, of which 169 tooth extractions were performed. It’s also 

important to note that this is the only the dental clinic in the whole district thus need to empower 

it to able to perform better. 

Ophthalmic clinic 

The ophthalmic clinic is still being headed by the ophthalmic clinical officer as the clinic 

has continued to provide both facility care and community outreaches.  No optic surgeries were 

performed owing to the inadequate equipment. A total of 64 clients were seen this FY. 

Other departments under OPD 

Other functional departments that exist under OPD that have really provided a great deal 

in patient care.  Under OPD are emergency and procedure rooms.  The emergency unit, equipped 

with basic lifesaving equipment and drugs has made many patients survive this financial year 
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seeing figures of OPD mortality reduce markedly. Unstable patients are seen here and stabilized 

before they are transferred to the respective wards.  Both the medical officers and clinical 

officers participate in running the unit and team work is recognized as key especially during the 

golden minute of life saving.  

Minor procedures are conducted in the departments minor procedure room, a total of 342 

documented minor operations were done in OPD this FY. 

The pharmacy/ dispensary, which is a mini department under OPD reports most of its 

activities to the main store.  We have successfully maintained stock levels of all essential 

medicines necessary for primary health care at capacity of a district hospital. The unit has 

enough staff under the supervision of a pharmacist and it is important to note this year has seen 

improved stock management and improved dispensing practices. The unit, on a weekly basis, 

avails the clinical team with an updated list of drugs available along with their expiry dates. This 

results in good practices of first expiry first out (FEFO) and first in first out (FIFO) which has 

resulted in a marked decline in both drug wastage and expiries. The unit participates in the 

monthly therapeutic committee meetings. 

Quality Improvement 

This financial year has been denoted by the department being committed to improving 

quality of care for its patients.  Most importantly, the OPD hosts the hospitals weekly CMEs 

done every Wednesday with OPD staff actively participating in them, this has helped in staff 

capacity thus building better patient care.  

Daily health talks carried out at the department have equally been usefully especially in 

raising levels of awareness among the patients.  The topics are usually chosen in accordance to 
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the morbidity trends and diseases of public health concern with all the health talk topics 

documented in the health talk register for monitoring purposes.  

Efforts have also been maintained to ensure that all OPD cases are consulted by the 

clinical officers and medical officers only and that other lower cadres mainly help in case 

management alongside the clinical and medical officers.  Last but not least, the patient waiting 

times have also greatly improved this financial year especially following the introduction of 

OPD laboratory which has which has reduced bulk flow of OPD cases at the main laboratory. 

Plans for The Future 

 The next financial year we shall be focusing on scaling up the numbers of OPD 

attendance with emphasis of maintaining the hospital as a referral center for the lower 

facilities, keeping the community posted with facility activities as to ensure sustained 

community ownership plus community dialogues on good health seeking behaviors. 

 As part of quality improvement, we shall be undertaking various quality improvement 

projects at the unit especially on rational drug use. 

 Great work will be done to improve on care of patients with non-communicable diseases 

since for these have been paid little attention in the HSD in particular conducting more 

community dialogues on NCDs, to ensure early diagnosis before onset of complications; 

establishing a proper call and recall system to ensure follow up of patients to reduce 

incidence of lost to follow up by especially making use of the community health workers, 

proper documentation etc. 

 Empowering the dental clinic to be able to do other dental procedures like dental fillings, 

scaling and polishing by mainly availing equipment and staff capacity building. 
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 Further specialization of care by introducing ear/nose/throat (ENT), psychiatric and 

sustaining ophthalmic clinics. 

 Revision of OPD user fees which will in turn help see a rise in consultations and lastly 

expansion of emergency room to an independent unit. 

CHAPTER 5: INPATIENT SERVICES 

The hospital offers inpatient admission to the population both within and without its 

catchment, being a referral unit to the neighboring health sub districts.  The registered bed 

capacity of the hospital is 200 but the actual capacity is 159 beds following reduction under 

Results Based Financing (RBF) to cater for the one meter distance in between beds as an 

infection prevention measure mandated by RBF programming. 

Table 11: Distribution of beds in the hospital by department. 

WARD NO.OF BEDS 

MEDICAL 22 

PAEDIATRIC 21 

SURGICAL 39 

MATERNITY 16 

NUTRITION 18 

OPD 6 

PRIVATE 17 

SPECIAL CARE UNIT 10 

TB 10 

TOTAL 159 

 

The wards are headed by in-charges appointed by the core management team with clear 

job descriptions. They report to the senior nursing officer (SNO). The in-charges are nursing 

officers except in TB ward which is merged with medical ward.  The daily nurses in this 

department are enrolled nurses who have undergone additional training in the respective areas of 

TB management.  
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Patients are usually admitted from the OPD and sent to the wards. Ward rounds are done 

daily in all departments by medical officers (MO)s who also review any critical cases and new 

admissions on a daily basis. Discharges are done by MOs for patients who have recovered or 

improved with necessary follow up scheduled in the OPD as necessary. Referrals are also made 

for specialist care services, investigations, and, when requested by patients, to Arua Regional 

Referral Hospital (ARRH).  Referrals are also given occasionally to Mulago, Lacor and Mengo 

hospitals. In FY under review, most referrals out were due to shortage of blood products. 

Most of the beds were empty for most of the year. Nurses worked in three shifts over 24 hours; 

1st shift from 8:00am to 2:00pm, 2nd shift from 2:00pm-8:00pm, and 3rd shift from 8:00pm till 

8:00am the next day. While others to straight duties for example in Nutrition departments. 

Because of the low productivity of staff working in TB ward, the unit is still functionally merged 

to medical unit. Universal precautions are observed on the wards alongside infection control and 

safe waste disposal measures that are in place as routine to prevent cross infection and other 

hazards associated.  Color coded waste separation bins have not yet been provided for all 

departments. 

UNIT 1: Maternity 

In maternity ward, total number of admissions was 1548 and classified as shown below in 

the figure. The maternity ward works at close proximity to theatre, radiology and laboratory due 

to the services required.  The ward organizes weekly CMEs on Fridays to help refresh the staffs 

with the basic knowledge and skills of the various managements especially for the common 

conditions. 

Figure 5: Breakdown of Maternity Cases by Stage at Admission 
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The majority of cases are those admitted for delivery in the 2nd half of pregnancy.  This is 

because most mothers prefer to present in hospital when already in labor or with delivery 

complications on referral. While other admissions during pregnancy range from malaria, urinary 

tract infection (UTI) in pregnancy and false labor as the commonest reasons.  

Figures 6 & 7: Trends in Deliveries and Births
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More women delivered in the facility and the number of caesarean sections (CSs) 

increased mainly due to increased teenage pregnancies and early detection of abnormal labor, as 

well as improved emergency obstetric care.  Thus the positive impact on delivery outcomes with 
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increased live births and reduced fresh still births (FSB). Fewer mothers come for elective CS 

and hence the increase in emergency CSs. The increase in macerated still births is explained by 

more mothers attempting home delivery in the hands of unqualified people before seeking 

professional help when they fail.  The reduction in the FSB was due to the neonatal intensive 

care unit (NICU) that helped to manage and treat neonates thus reducing the death. 

The CS rate is still high at 41% because most mothers report late to the facility with 

complications already while in labor.  There has also been mass mobilization through inter-

facility based trainings which has enhanced early detections of the mothers with earlier referrals 

from lower units. 

 

 

Maternal and Child Health Departments 

This department encompasses services that are directed towards safe motherhood and child 

health with various activities such as; 

 Health education to pregnant mothers; 

 Antenatal care services; 

 Childhood immunizations under Expanded Program for Immunization (EPI); 

 Outreaches to community and schools; and 

 Youth health education. 
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Figure 8: Antenatal Service Delivery

 

The Antenatal Clinic (ANC) total visit breakdown is: 

 52% of mothers 25 years of age and above  

 16.6% less than 20years of age 

Attendance is low compared to expected numbers due to various reasons including lack of 

organization for outreach efforts to mobilize the mothers, reduced health education, and lack of 

coordination between village health team (VHT)s and effected community members. All these 

factors are currently being addressed to ensure improvement in this key areas. 
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Figure 9: Immunization program target vs performance

 

The immunization for BCG and Measles under 1 year were both able to achieve the set 

targets for the year but DPT 3 had a deficit of 57 below the target. Most vaccines were available 

to be administered which contributed to the high numbers but delays and absence at times 

affected the target acquisition in the designated times.  Twenty-three successful outreaches were 

conducted which fell below the set target due to collision of the set days with other functions, 

poor mobilizations that led to no turn ups at times, and delay in funds disbursement alongside 

transport constraints. 

THEATRE 

This department comprises both major and minor operating rooms with a minor theatre in 

the OPD. Operating days are designated as Tuesdays and Thursdays for the elective procedures 

while booking days are Mondays and Wednesdays respectively at the surgical outpatient 

departments. The emergency surgeries are performed when scheduled by the surgeons.  

Minor procedures performed at major theatre include debridement of wounds, surgical toileting 

of complex cases, safe male circumcision, incisions and drainages plus others. 

The major surgeries done are as shown in the table below. 
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PROCEDURE NUMBER 

Ceasarean Section 452 

Herniorrhaphy 162 

Evacuations 97 

Laparotomy 44 

Others 135 

Total 890 

 

Figure 10:  Percentage Breakdown Of Major Procedures 

 

The primary procedure done is CSs that are most often emergency cases.  This is 

followed by herniorrhaphy. There is an apparent need to boost the surgical OPD so as to increase 

the cases booked ultimately increasing the overall totals.  Additional growth plans involve 

organizing annual surgical camps so as to increase on the surgical procedures and thus improve 

utilization of the department. 
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 Orthopedic cases currently managed under surgical ward; 

 Minor theatre operations at OPD; 

 Mobilization and coordination of surgical camps in liaison with funding agencies; and 

 Liaisons with surgical clinic to ensure booked non-emergency cases adhere to their 

appointments. 

The surgical ward is currently headed by a medical officer and deputized by a nursing 

officer. Currently there are a total of 4 enrolled nurses, 2 nursing assistants, and support staff. 

The ward still functions closely with the sister maternity ward as the two are close thus the staff 

work hand in hand especially on theatre days to make work light since we still have challenges 

of human resource. 

Pluses for the ward this financial year 

1. Sustained major and minor surgeries, both emergency and non-emergency (see below). 

2. Enhanced collaborative work with other departments especially laboratory and radiology 

to ensure timely investigation of cases before performing surgeries.  

3. The surgical camp conducted by the hospital in conjunction with Uganda Medical 

Association (UMA) saw a great increase in the number of operations. 

4. Availability of a full time anesthetic officer has eased work of the surgeons very much 

during procedures. 

5. A fairly stable blood supply by Arua blood bank thus increasing the safety of procedures. 

 

Challenges Faced  

Despite success, the following challenges were faced in the department this financial year. 
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1. Sickness which befell the hospital main surgeon DR. Andrew Vuni on 11/05/2018.  

This left a huge gap as the department had to cope with this till the end of the 

financial year. 

2. Inadequate number of specialized machines in order to offer specialized services. 

3. Gaps in the human resource in the ward thus overwhelming the current few with 

work. 

4. Still limited bed capacity thus limiting the number of especially non-emergency 

surgical procedures.  Thus patients can have as long as a 2 month wait period for their 

scheduled procedure.  Currently there are 24 beds for male patients and 16 for female 

admissions. 

Future plans for the ward. 

1. Lobby for expansion of the ward with an independent unit to cater for the increasing 

number of orthopedic cases. 

2. Look into labor gaps in the ward with priority on employing at least one more 

medical officer to support the ward. 

3. Organizing at least one annual surgical camp to continue boosting up the hospitals 

number of surgeries. 

4. Look for the return of Dr. Alfred Ogwal from school that is likely to boost up our 

human resource in terms of expertise and also mentorship in the ward. 

5. Lobby for specialized machines to enhance quality services in the theatre. 

 

Figure 11: Proportion of major, minor, and OPD minor procedures. 
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Figure 12: Proportion of male vs. female admissions 

 

Generally there were more male (284) admissions than female (233).  Minor theater 

operations were generally many (912) compared to minor OPD operations this reflects on the 

need to functionalize/ equip the procedure room at OPD. 

Figure 13: Elucidation of causes of major surgeries. 
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Though accounted for under maternity, CS was the most common major surgery 

performed as the hospital is the referral point for all the other lower facilities in the district. 

There were 44 laparotomies performed, both for diagnostic and curative purposes.  “Others” as 

identified in the above graph include relief of intestinal obstruction, acute appendicitis, pelvic 

abscess, ruptured ectopic, hysterectomy, total vaginal hysterectomy (TVH), total abdominal 

hysterectomy (TAH), hemorrhoidectomy, thyroidectomy, and amputations. Herniorrhaphy is 

among the commonest procedures conducted with predominately male patients. 

Figure 14 : Comparison of Emergency vs Elective Procedures 

 

Non-emergency/elective conditions were the most major procedures performed.  This is 

because mostly caesarian section is the most common performed emergency procedure; the rest 

of the other procedures are usually scheduled at patients wish during their consultations at 

surgical OPD clinic. 

Minor surgical procedures 

A total of 912 minor procedures were performed in minor theater under surgical ward.  

This was due to inaccessibility of instruments at times in OPD minor theatre as well as 

intermittent overload of patients in OPD minor theatre. The medical officers, especially on 

theatre days, would support in performing the minor procedures in theatre. 
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Figure 15: Breakdown of minor surgical procedures 

 

Wound care included debridement, surgical toilet and suturing, social toilet, skin grafting 

plus escharatomy.  Other minor surgeries include paracentesis, thoracocentesis, foreign body 

removal, dearticulation, and frenulectomy as well as others not specifically reportable in the 

current HMIS data reporting tools. 

 Some of the referrals made from the ward to other sites of care such as Arua Regional 

Referral Hospital (ARRH), Lacor hospital and Mulago National Referral Hospital (NRH) were 

cases that needed further specialist care.  These included cases of head injury but also included 

those referred due to stock outs of blood products at Maracha Hospital. 

The most common orthopedic procedure performed this FY was casting though some 

patients, especially with fractures of the lower limb were put on traction. The most common 

cause of trauma was road traffic accidents.  The orthopedic clinical officer usually works on 

cases on Wednesday and Saturday. 

Table 13: Utilization Indicators For The Ward Compared With Two Previous F/Y 
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Unit 3: PEDIATRICS DEPARTMENT 

The Paediatric Department is responsible for treatment of children under the age of 5 

years of age with medical conditions.  The vision of the department is to offer quality paediatric 

care services at St. Joseph’s Hospital, Maracha. 

Points of care at the Paediatrics Department 

 In-Patient care paediatric ward. 

 Neonatal Intensive Care Unit (NICU). 

 Nutrition Unit. 

Table 14: Staff attached to the Paediatric Department 

Cadre Number of Staff 

Doctors 1 

Nursing Officer 2 

Enrolled Nurses 3 

Nursing Assistant 1 

Intern Nurse 1 

 

 

Bed days 7870 4498 4731 

Average length of stay 17 9 9.1 

Bed occupancy rate (%) 22 12 13 

Through 

put per bed 

9.44 11.42 10.34 

Turnover interval 21.9 24.0 26.1 

No of deaths 15 20 11 

Recovery rate 94% 98% 97% 

Self-discharges 18 6 4 
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Figure 16: Admission diagnosis by percentage for NICU 

 

Figure 17: Admissions to In-Patient Paediatric Ward by diagnosis 
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Figure 18: Mortality Distribution by Cause  
 

 

Figure 19: Nutrition Unit Breakdown by Diagnosis on Admission 
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Table 15: Utilization indicators for the paediatric ward 

Financial 

Year 

13/2014 14/15 15/16 2016/17 2017/18 

Beds 50 50 50 50 50 

Total 

admissions 

2164 1458 1239 1562 1072 

Bed days 12309 7930 8114 6715 3812 

Average 

length of 

stay 

5.7 5.4 7 4.2 3.5 

Bed 

occupancy 

rate (%) 

67.4 43.5 22 18 21 

Throughput 

per bed 

43.2 29.2 24.78 31.2 21.4 

Turnover 

interval 

2.7 7.1 8.1 8.5 13.4 

No of 

deaths 

132 66 58 52 56 

Recovery 

rate 

98.3% 94% 96% 97% 91.4% 

 

There was a decrease by 31.4% in the number of admissions in the FY2017/2018 as 

compared to the FY2016/2017 probably due to the community’s misconception about the 

increment of user fees. The recovery rate decreased due to the increased number of death 

coupled with those who escaped, however the bed occupancy rate and turnover interval 

increased. 

Table 16: Utilization indicator for nutrition unit 

Financial Year 2013/2014 2014/15 2015/16 2016/17 2017/18 

Beds 28 28 28 28 28 

Total admissions 252 244 197 231 179 

Bed days 4623 4726 3758 2973 2218 

Average length of 

stay 

18.3 19.4 19 13 12.3 

Bed occupancy rate 

(%) 

45.2 46.2 37 8.1 6.0 

Throughput per bed 9 0.2 7.0 8.2 6.3 
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Turnover interval 40.4 22.5 0.01 31.3 57.0 

No of deaths 22 17 11 16 9 

Recovery rate 98% 93.0% 96% 99% 99.4% 

Self discharges 5 0 5 3 1 

 

The admission number on the nutrition unit decreased in the FY2017/2018 due to 

withdrawal of support from the Malteser team and stock out of RUFT and other therapeutic feed. 

However, despite the above issues the number of death and self-discharges were reduced and the 

recovery rate increased by 0.4% due to frequent ward rounds done and improved monitoring of 

the sick children. 

Challenges  

 Reduction in admission number due to the community misconception of the increment of 

the user fees; and 

 Inadequate number of staffs which affects quality of care. 

 Achievements 

 Started the High Dependency Unit (HDU); 

 Started the Neonatal Intensive Care Unit which is growing; 

  Growing numbers in neonatal admissions, especially preterm; 

 Reduction in the number of neonatal deaths compared to the last financial year; 

 Availability of a medical officer who does ward round on a daily basis; 

 Received medical equipment such as CPAP machine and monitors from ENABLE; 

 Team work for all the staffs on paediatric ward despite the inadequate number of staff; 

and 

 Capacity building /training of some staffs on neonatal care by UNICEF/CUAMM. 
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Unit 4: MEDICAL DEPARTMENT 

Table 17: Census Information By Gender 

List of 

wards 

No. 

of 

Beds 

Admissions 

 

Deaths 

 

Patient 

days 

Average 

length of 

stay = 

E/C 

Average 

Occupancy 

= E/No. of 

days in 

month 

Bed 

Occupancy 

= GX100/B 

 

Male  22 423 57 2715 6.42 7.4 33.64 

Female  26 340 32 3022 8.89 8.2 31.54 

 

Female attended more due to their good health seeking nature.  Males had a higher 

mortality due to delayed seeking of health service.  Bed occupancy appears low due to the fact 

that most cases are referral in from lower health facilities where care is totally free. 

Figure 20: Communicable Diseases Treated by Diagnosis/Mortality/Gender 

 

We had more women admitted due to hepatitis B infection, whereas more men died from 

HBV. Men have poor health seeking behavior and most often turned up too late.  The trend was 
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similar for other disease categories except for diarrhea, where women were more affected. This 

owes to the fact that most of them are directly involved in food handling. 

Figure 21: Non Communicable Diseases by Diagnosis/Mortality/Gender 

 

Hypertension and diabetes mellitus has been more common among males generally 

compared to women. Men are more affected due to their sedentary lifestyle as compared to the 

more active women.  Diabetes mellitus is generally on the rise owing to sedentary life style. 

Poisoning was higher among men owing to the fact that they face more stress at work and at 

home. 

Table 18: Mental Health Disorders by Diagnosis/Mortality/Gender 

 CASES DEATHS 

MALE FEMALE MALE FEMALE 

ALCOHOL 

ABUSE 

2 0 0 0 

DRUG ABUSE 3 1 0 0 

 

Men are more affected owing to the fact that they generally use substances socially. 
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Morbidity and mortality for FY 2017/18 

Table 19: Top 5 Causes of Morbidity During The Financial Year >5 Years of Age 

Diseases/Condition # New Diagnosis # New Diagnosis 

Previous 

Malaria 991 384 

Typhoid Fever 497 986 

Hypertension 444 492 

Diabetes 473 347 

Diarrhoea Acute 319 246 

Total 2724 2455 

 

Malaria continues to be among the top 5 causes of morbidity in Uganda at large. 

Table 20: Top 5 Causes Of Mortality During The FY For Persons > 5 Years Age 

Disease/Condition # New Cases # New 

Death 

(F)= (E)(D) X100 

Case Fatality Rate(Cfr) 

Malaria 991 6 0.605449041 

Typhoid Fever 186 6 10.75268817 

Pneumonia 844 5 0.592417062 

Trauma Other Causes 535 4 0.747663551 

Other Diagnoses 1424 21 1.474719101 

Total Rest Of Diagnoses 3980 56 1.4070035176 

Total All Diagnosis 10829   

 

Malaria continues to be among the top 5 causes of mortality in Uganda.  Typhoid fever 

has the highest case fatality rate while malaria accounts for most of the deaths in the hospital 

despite its case fatality rate being relatively low. 

Tuberculosis 

Table 21: Trends in TB Patient Care by Gender and Type of TB 

 New Relapse Lost to 

follow up 

Failure Treatment 

history 

unknown 

Gender M F M F M F M F M F 

Bacteriologically confirmed, 

PTB,  

(P-BC) 

29 5 0 0 0 1 0 0 0 0 
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Clinically diagnosed PTB,  

(P-CD) 

9 7 0 0 1 0 0 0 0 0 

EPTB, (Bacteriologically or 

clinically diagnosed) 

6 2 0 0 0 0 0 0 0 0 

 

Many patients have been diagnosed bacteriologically thanks to the availability of 

Genexpert machine at the health facility.  It has not only improved investigative capacity of the 

hospital but that of nearby health centers as they too benefit from the service. 

CHAPTER 6: OTHER CLINICAL SERVICES 

HIV/AIDs services 

The range of services offered by anti-retroviral treatment (ART) clinic include: 

 Voluntary counseling and testing (VCT) static and outreach; 

 Routine counseling and testing (RCT) static; 

 Early infant diagnosis using DNA-PCR; 

 Chronic care i.e. treatment of opportunistic infections and primary and secondary 

prophylaxis, static; 

 Elimination of mother to child transmission of HIV (PMTCT), static and outreach; 

 Antiretroviral therapy (static); 

 Home based care (outreach); 

 Male circumcision; 

 Assisted partner notification; and 

 Patient follow up and referral. 

HIV/AIDS are currently being supported by IDI and PICOT in terms of human resource, support 

supervision and coordination of drugs. 
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The department also has a Clinical officer, a qualified records Officer, 4 counselors and 

the doctors review the patients on call. The total number of clients is increasing but there is only 

one clinical officer who also doubles as the ART dispenser. The total number of people screened 

for HIV increased by 2281 yet the number testing positive hasn’t significantly (12) increased.  

The number active on treatment has decreased possibly because of reduction  in incidence, loss 

of follow-up and more deaths. The positivity rates are similar in females and males with more 

females consented for screening.  We improved screening by testing all OPD attendants with 

their caretakers, target population testing, and assisted partner notification. Linkage to care was 

98% and viral load suppression was 74.4%. 

Figure 22: Trend of HIV Counnseling and Testing (HCT) in the last 5years. 

 

Table 22: Performance of the PMTCT programme. 

                      Clients 13/14 14/15 2015/16 2016/17 2017/2018 

Total new ANC enrollment 1983 663 2313 799 739 

Total ANC mothers counseled 697 653 546 752 2035 

Total ANC mothers tested for HIV 697 653 543 752 2035 

2013/14 2014/15 2015/16 2016/17 2017/18

Total No. Tested Male 2944 3195 632 2516 3788

No. Tested Positive Male 31 31 17 29 31

Total No. Tested Female 3287 5690 399 3851 4860

No. Tested Positive Female 47 38 16 26 36

Positivity Rates for HCT Male 1.0% 0.9% 3.0% 1.0% 1.0%

Positivity Rates for HCT Female 1.4% 0.6% 4.0% 0.6% 1.0%
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Total ANC mothers tested +ve for HIV 3 4 3 9 5 

Total ANC mothers tested +ve for HIV who have 
accepted the option B+  programme 

20 27 3 9 5 

Total Live babies born to mothers on Nevirapine and 
tested after 6 months 

17 8 15 16 11 

Total Live babies born to mothers on Nevirapine and 
tested +ve after 6 months 

0 0 0 0 0 

 

The number of mothers counseled and tested for HIV increased by three fold to 2035, but 

fewer tested positive (5 compared to 9 in previous FY), all were linked to care and none of the 

babies tested positive at 6 months which is indicative of quality of PMTCT services.  

Antiretroviral therapy 

Figures 23 & 24: Number of People Living with HIV/AIDS (PHA)s started on ARVs by age 

group & gender in the last 5yrs 

 

Table 23: Total No.’s Started on ART 

 2013/14 2014/15 2015/16 2016/17 2017/18 

Totals 74 21 32 52 90 

 

1

0

2

0

2

3

2

1

0

2

25

5

12

27

33

0 10 20 30 40

2013/14

2014/15

2015/16

2016/17

2017/18

Males started on ART

Male >18yo Male 5-18yo Male <5yo

3

2

0

0

2

6

3

0

1

2

36

9

17

24

49

0 10 20 30 40 50 60

2013/14

2014/15

2015/16

2016/17

2017/18

Females started on ART

Female >18yo Female 5-18yo Female <5yo



 

Page 51 of 74 

 

The number started on ART has increased due to improved linkage to care better follow 

up, besides, we are screening more. 

 Table 24: Performance of ART programme 

ART performance by task 13/14 14/15 15/16 16/17 17/18 

Cumulative no. on ART carried 

forward  from previous year 

346 443 475 518 547 

New enrollment on to ART 126 69 32 45 90 

Transfers in  28 13 6 37 16 

Cumulative inflow number on ART 
at end of Financial year (A+B+C) 

500 525 513 600 748 

Lost to follow up 14 5 4 10 15 

Deaths (numbers) 8 5 3 7 5 

Transfers out (Numbers) 28 10 5 13 21 

Defaulters (numbers) 1 0 2 0 0 

Actual cumulative on ARVs at 

end of FY= D – (E+F+G+H) 

449 505 499 570 355 

 

  The cumulative number of clients on ART decreased due to more transfers out and less 

transfers in. This is due to improvement of services and new ART centers in nearby government 

facilities. The deaths due to AIDS has decreased due to improved services. 

CHAPTER 7: PHARMACY AND STORES 

Definitions 

  A store is a place in the health facility where pharmaceuticals and other health supplies 

are kept.  Pharmacy is a department that comprises of the act, practice and profession of 

choosing, preparing, storing and dispensing medicines to the patients advising them on their 

safety, effectiveness and efficient use. 

Functions of the department 

Stores 

 Procure drugs and supplies; 

 Store management; 
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 Receiving commodities; 

 Report making; 

 Issuing to user departments; and 

 Stock control. 

Pharmacy  

 Review prescriptions; 

 Ensure rational drug use; 

 Dispensing drugs; 

 Patient counselling; 

 Order dugs from store; 

 Bed to bed control of drugs in the wards; and 

 Maintaining temperature range of cold chains. 

Achievements 

Store  

 Reports are made on time e.g. for ARV’s, TB drugs and anti-malarial; 

 The store keeper was trained on use of RX solution; 

 The rate of expiry of drugs reduced; and 

 Store has come up with project of reducing wastage of medical supplies in the user 

departments. 

Pharmacy  

 Drug audit is done daily; 

 No dispensing errors; 

 Reduced waiting time for patients;  
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 Patients understand how to take medication very well; and 

 Pharmacy is ongoing with the project of reducing wastage of drugs in the wards. 

Weaknesses 

Store  

 The monthly departmental meeting mostly misses; 

 On line ordering and issuing of drugs/supplies within the facility not achieved; 

 Stock-out of medical commodities is yet common; 

 Cleanness in the store is not done daily as required; 

 User departments do not adhere to the policy of ordering once a week; and 

 Failure to purchase cash drugs due to lack of funds e.g Ascoril Syrup. 

Pharmacy  

 The pharmacy assistant doesn’t join in ward rounds due to heavy work loads; 

 Dispensing is still done using paper work not computerised; 

 Stock-outs affect dispensing process; 

 Over use of anti-biotic has not reduced to normal; and 

 Communication gap between pharm. department and clinical/medical officers about 

stock-out awareness. 

Challenges 

Store 

 Heavy work load as only two staffs are in this unit; 

 Stock-book not updated; 

 Some items have no stock cards e.g. mosquito nets; 



 

Page 54 of 74 

 

 Flat rate user fee leads to the fact that hospital gives out much and yet receives little 

inform of cash; 

 BTC policy that drugs and supplies must be purchased from JMS affects hospital since 

JMS is a bit expensive; and 

 Physical count of supplies is not done every month due to laziness. 

Pharmacy 

 There is little privacy while dispensing to patients; 

 No power back-up for refrigerator especially if no gas in the cylinder. It makes regulation 

of cold chains like insulin, oxytocin, etc. hard; 

 No qualified dispenser since only 6 nursing assistants work in the pharmacy with one 

pharmacy assistant; and 

 Failure to generate reports in form of graphs. 

CHAPTER 8: LABORATORY 

Table 25: Trend of laboratory testing workload from FY 2014/15 to 2017/18 

Section 2013/14 14/15 15/16 16/17 17/18 

Parasitology 9065 9504 10936 31130 16798 

Bacteriology 1411 1386 2275 7674 4974 

Serology 2661 2824 2167 8687 3187 

Biochemistry 974 2574 732 5266 1624 

Hematology 4455 3410 3642 7296 10649 

 

The acquisition of the gene expert machine improved case detection rate of tuberculosis 

and hence increased workload on staffs. Due to limited funds to purchase reagents for chemistry 

analyzer and CBC machines, these tests decreased. 
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Table 26: The total blood transfusions for 2017/2018 

 

 

 

The presence of blood products in the regional blood collection point improved number 

of transfusions and hence reduction of deaths due to anemia. Most transfusions were due to 

obstetric hemorrhage and anemia in malaria. 

Figure 25: Tests by category in FY 2017/18 

 

The figure above shows a higher number of tests in parasitology and serology as their 

reagents and test kits are affordable.  Hematology testing is supported by the presence of the 

CBC machine while a reduction in chemistry and microbiology was effected by stock-outs. 

Figure 26: Comparing the trends of laboratory tests done in FY 2016/17 and FY 2017/18 
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 Generally the increase in serology for 2017/18 is due to Assisted Partner Notification 

(APN) activity, routine testing and counseling in HIV. Hematology increase is a result of the 

CBC machine.  Reductions in parasitology and microbiology may be due to stockouts of 

specimen containers in FY 2017/18. 

Figure 27: Comparing positivity trend between FY 2017/18 and FY 2016/17 

 

 In FY 2017/18, the rate of positivity is very low compared to numbers of tests completed.  

This could be a result of patients coming to the hospital after securing treatments from drug 

shops. 

Challenges 

 Minimum staff knowledge in some areas of laboratory practice; 

 Reagent stock-outs; 

 Affordability of investigations for some of our patients; 

 Staff capacity building due to scholarship; 

 Equipment/device maintenance and backup systems; 

 Staff remuneration/poor motivation leading to a high attrition rate; 
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 Blood scarcity; 

 Staff attitude leading to lack of discipline among staff negatively affecting performance; and 

 Limited equipment in the department. 

Achievements 

 Department acquired a CBC machine and chemistry analyzer in this FY; 

 Renewed Genexpert machine in this FY; 

 Department was awarded a certificate by URI for participating in proficiency testing 

earning External Quality Assurance; 

 Opening a lab at OPD reception which is running well; 

 Departmental meetings every month; 

 90% of the technical personnel are licensed; and 

 Participating in Continuous Professional Development (CPD) workshop. 

CHAPTER 9: CHAPLAINCY 

 The chaplaincy of Maracha hospital works as a team which includes a priest, two pastoral 

care givers, three counselors, and a catechist.  The work has been integrated into palliative care 

services offered to patients as an outreach service.  There have been several achievements this 

FY including steady incremental growth in the administration of sacrament and implementation 

of a one-day recollection preached by the Director of Pastoral Training Center of Maracha, Fr 

Gustin.  The World Day of the Sick was celebrated in the hospital where alms were given in the 

form of clothing, soap and sugar to the patients.  Three priests administered the sacraments of 

anointing, reconciliation, and confessions to the patients and attendants in the hospital.  There 

was celebration of first communion in the hospital chaplaincy with 46 candidates accepting first 

communion.  A good cooperation between the medical team and the team of pastoral care givers 
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has resulted in patients feeling accompanied in their care by pastoral services.  During the FY, 

three nurses received a two week training of spiritual counseling by UCMB which has improved 

our service delivery in the hospital. 

Challenges 

 The death of our Chaplain left a big gap; 

 Financial difficulties made our work difficult to accomplish at times;  

 Vessels and vestments of the chapel are old and need replacing; and 

 The hospital chapel needs renovation to continue offering services. 

Table 27: Chaplaincy Activities in the Hospital 

Activities 13/14 14/15 2015/16 2016/17 2017/18 

No. of patients visited/ counseled 2549 1950 2112 2268 3668 

No. of patients given sacraments 546 634 196 629 833 

No. of patients who have died and  were 
counseled 

63 76 39 34 108 

No. of patients counseled and survived 2486 3012 2073 2863 3560 

 

Figure 28: Chaplaincy Activities in Palliative Care Outreach Services 
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CHAPTER 10: ADMINISTRATION AND MEDICAL RECORDS 

The Administrative Director is the supervisor of the Administrative staff of the hospital. 

Our policy documents are still valid but need review. Records officer reports to both 

administrator and medical director. 

Stores and Accounting Procedures: 

The stores and Accounting procedures used are from the Financial and material resource 

manual that is clearly stipulated how to proceed. The accountant was keeping mandatory books 

and having an ethical behavior at work and was therefore interdicted. Majority of staffs have 

little knowledge of this policy document and there is need for its review and publicity.. 

Medical Records: 

The management of medical records of the hospital is done by the two Records officer 

and the Assisted by the Clerk. They use both computerized HMIS and manual.  Data capture 

improved from third quarter due to collective efforts of the data clerks and departmental in-

charges (RBF Team). Monthly reports were being collected by record officers and data clerk, 

reports generated and submitted timely to the District. The files would then be kept for 

proofreading at the end of the quarter before verification by district RBF team and then files are 

archived. 

Table 28: Challenges and Recommendations 

Challenge Recommendation for FY 2018/19 

Poor data capture  Departmental in-charges to collect data 

 All departments to be issued registers and staffs guided on how to fill it. 

 Data clerks to be trained on case definitions  

 Doctors to write diagnosis in full 

 Trained staffs to fill the registers  

Data variance  Monthly data  review before submission 

 Weekly tallying. 

 Monthly data review and proofreading before submission 
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Domestic Services 

We provide accommodation for one care taker, they cook at the kitchen and laundry area 

was provided to them. The challenge is the kitchen is not well finished, it’s small and near the 

mortuary. The caretakers complain of long distances to fetch water in dry seasons when there is 

shortage. 

For sanitary purpose the hospital has both flush and VIP toilets on the compound and the 

wastes are managed centrally through a sewer line to the wetland. The solid medical wastes are 

incinerated, burnt and buried at the sewage plant which is among the best in the region. 

Ambulance Services 

  We have one functioning ambulance which picks mothers from lower units while the 

second one needs repair. The fuel is provided by district through its implementing partner AVSI 

but no fuel is provide for referral out of the hospital hence patients have to pay 35,000/= for fuel. 

We have two ambulance drivers who sometimes use hospital pickup to pick mothers. 

Technical services 

The hospital has a technical department as a cost center of the hospital. The activities 

under this cost center are: water supply for the hospital, electricity supply, solar energy 

machinery, transport and log book, equipment’s and building maintenance. This department is 

managed by a well-trained electrician who is also a technician of the hospital equipment. The 

hospital was blessed to have this man. Most of the repair work is done by him however the 

hospital also contributes to JMS for technical assistant that is done routinely. 

This department does a lot of activities for the services of the hospital for example repairs 

of furniture, equipment’s and repairs to equipment’s and acts as income generating for the 

department and hospital at large. 
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Transport 

The responsibility of the vehicles still remains the responsibility of the deputy 

administrator. One pickup is functional, the other needs repair.  At the moment the income that is 

generated from this department comes from, minor repair of vehicles, vehicle higher, carpentry 

workshop and small welding of other people’s properties. 

Water 

The main source of water are the two solar driven pumps with storage in the 30,000 cubic 

meters tank. The yield is however decreasing due to lowering water table especially during dry 

seasons.  Plans are underway for assessing water quality and drilling another borehole through 

the PUM project. 

CHAPTER 11: FAITHFULNESS TO THE MISSION 

Access to services 

Access to services means utilization of services and existence of services that befits a 

hospital. Utilization of services is measured using a composite indicator. The standard unit of 

output (SUO) is the OPD equivalence of all the services provided in the hospital including 

inpatients, immunizations, deliveries, antenatal, attendants, and outpatients.  These are all 

expressed into their output equivalents. 

Table 29: Access to service over the last 5 years  

FY 2012/20 

13 

2013/2014 2014/2015 2015/2016  2016/2017 2017/2018 

TOTAL 

SUO 

90,877 111,531 95,184.3 82,006  299,540 77,894 
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Figure 29: Trend of accessibility to services over 6 years 

 

The accessibility was gradual between 2012/2013 and 2015/2016. However, in 

2016/2017 utilization went up. The automatic improvement margin of accessibility was because 

of reduction of user fee, financial support by the program of BTC, and acquisition of equipment 

for diagnostic machines which were not available before.  But, when BTC program realized user 

fees were very low, they asked the hospital to increase salaries. This was not taken positively by 

the community resulting in access reduction in 2017/2018. The management is planning to 

discuss this with the community to come to a common understanding as to why the incremental 

increases in fees are necessary while keeping in mind the flat fee theory. 

Range of services 

The Hospital provides a range of services. These includes: essential clinical care, 

comprising of diagnostic services such as X-ray and Ultrasound, dental services, Palliative care 

and Pastoral Care, Orthopedic services, CBC and other new machine for more investigations, 

therefore the approach to the services provision is a Holistic one. Through the community Health 

department, we also offer preventive services. However, a number of services cannot be offered 

such as, Physiotherapy, due to personnel problems. Mental and dental services are now being 

90,877
111,531

95,184.30 82,006

299,540

77,894

0

50,000

100,000

150,000

200,000

250,000

300,000

350,000

2012/2013 2013/2014 2014/2015 2015/2016  2016/2017 2017/2018

TOTAL SUO



 

Page 63 of 74 

 

routinely provided because there is psychiatric nurse and 2 Dental Officers. Higher level 

diagnostic services have been offered now. 

Equity 

Equity indicator, refers to fairness in the provision and accessibility of services; it shows 

whether services are accessible to the poor and the vulnerable groups, as demands by the mission 

of the health facility. Equity is measured by fees per SUO and accessibility to services by 

vulnerable groups. 

Table 30: Average fee paid per SUO 

Details 2013/2014 2014/2015 2015/2016 2016/2017 2017/2018 

Total user fee 291,357,850 273,756,000 275,761,500 501,612,700 755,923,600 

Total SUO 111,531 95,184.3 82,006 299,540 77,894 

Average User 

fee/SUO 

2,612 2,876 3,362 1,675 9,704.5 

 

Figure 30: Trend of fee/SUO over the last six years. 

 

The table above shows increment in average user fee per patient from 2012 to 2016. 
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people accessed services. In actual sense user fee was increased and this chased patient from the 

hospital. The patients did not know that diagnostic services improved and were provided for 

inpatients at no cost. Therefore, more sensitization is needed to make the community to 

understand the new changes in user fee and why. 

Table 31: Maternity admissions, Deliveries and OPD <5yr contacts over the  last 5yrs. 

FY 2013/14 2014/15 2015/16 2016/17 2017/18 

Maternity admissions 1,339 1,294 1,249 1609 1,548 

Deliveries 937 835 910 1,115 1,052 

OPD<5 contacts 4,233 3,139 2,659 3,563 2,199 

TB admissions 69 80 91 95 59 

Pediatrics admissions 2,164 1,458 1,239 1,562 1,072 

 

Figure 31: Utilization of vulnerable patients over the years  

 

Generally, as compared to the FY 2016/2017 the utilization in FY 2017/2018 dropped as 

explained earlier due to increase in user fee. Secondly the hospital is a referral center for all the 
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 Hospital efficiency  

Hospital efficiency measures cost effectiveness in service delivery by measuring how 

much output one can produce with the given resources. This can be assessed by getting the cost 

per standard unit of output and measured in two ways; Average expenditure per standard unit of 

output (SUO) and staff productivity. The following example below shows how it’s done. 

Table 32:   Average expenditure per SUO in the last 5 yrs. 

FY 2013/2014 2014/2015 2015/2016 2016/2017 2017/2018 

Total Exp. 844,332,864 909,174,800 953,083,461  1,005,012927 1,358,054,241 

Total SUO 111,531 95,184.3 82,006 299,540 77,894 

Expenditure/

SUO 

7,570 9,551.4 11,622 3,355.2 17,434.6 

 

Figure 32: Showing Expenditure/SUO over the years 

 

The hospital expenditure per SUO has been gradually increasing annually up to 
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the fee and sensitize Community. The gap between is covered by PHC non-wage from local 

government, RBF remissions and donations in kind e.g. free ARVs, Anti-malarials and test kits 

from Medical Access Uganda limited(MOH) 

Staff productivity  

Table 33: Productivity of staff in the last 5 yrs (SUO per staff) 

FY 2013/2014 2014/2015 2015/2016 2016/2017 2017/2018 

Total no. of staff 141 147 155 151 147 

No. of medical staff 85 109 101 100 96 

Total SUO 111,531 95,184.3 82,006 299,540 77,894 

SUO per total staff 791 647.3 529 1,984 529.9 

SUO per medical staff 1,312 874.2 812 2,995 811 

  

Comparatively productivity has reduced compared to last year 2016/2017. It also shows 

up and down movement of productivity of staff. That means the hospital should work towards 

having steady way of improving its access to services, through staff motivation, timely payment 

of staff salaries and wages these will therefore, enhance positive staff attitude towards work and 

more community dialogues to be conducted quarterly. 

Quality indicators 

Good quality service positively affects service utilization. The quality indicators we monitor 

include, among others, the following: 

 Maternal death rates decreased this FY under review as compared to the previous 

year from 0.4% to 0.2% and all deaths were audited; 

 Fresh still birth rates reduced from 6.0 % to 3.0% this FY 2017/2018; 

 Infection rates of caesarian section wounds reduced from 3.3% to 1.8% this financial 

year; 
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 Recovery rates after admission have increased from 94% to 99%, a significant 

margin; 

 Self-discharged rate reduced from 1.8% last financial 2016/ 2017 to 0.8 % FY 

2017/2018; and 

 Early Neonatal death rate decreased from 3.9% to 0.2% this year under review. This 

is because efforts were made to create NICU to improve neonatal care in the hospital. 

Pediatric department had a separate doctor to care for them, so more oxygen is 

provisioned for the department. 

SUMMARY 

In conclusion, the utilization of the hospital services reduced. This was due to revised 

user fee increment which affected utilization. It should be noted that Maracha HSD has well-

developed lower health facilities with adequate staff. Therefore, any change effected must be 

thoroughly studied and the community sensitized to avoid negative effect on utilization. 

St. Joseph’s Hospital-Maracha still remains the only hospital in the District though its 

HSD functions were scrapped. We still serve the wider District population in curative, palliative 

and preventative services as both primary and secondary care point. The hospital has an 

organogram where the board of governors make policies which are full filled by core 

management (administrative director, medical director and senior nursing officer assisted by 

human resources officer (HRO) and public health nurse) through the departmental heads and the 

staff body. We however had a lot of administrative challenge in the FY under review which 

prompted the board to institute an external audit on management, finance and service delivery. 

Generally, the hospital was grossly underutilized, medical services remained of high quality, 

clinical human resource was fairly adequate and stable, the hospital had limited sources of funds 
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(struggling), and the infrastructure was old and needing renovation. We developed a new five 

year strategic plan which in a phased manner will push us to self-sustainability. 

Quality indicators 

Good quality service positively affects service utilization. The UCMB score was used to 

assess the quality of services offered by the hospital as shown in the table below. 

Figure 33: UCMB Quality Indicator Scores 

 

Neonatal mortality risk reduced from 37/1000 to 26/1000 due to development of special 

care unit, equipping it and training staffs on new born care. Also several CME’s were conducted 

on partograph use, team building with lower level units so that they can refer mothers early 

together with community sensitization. 

Maternal deaths reduced by three folds from 8 to 3 because doctors are called to review 

mothers within 30 minutes of patients arrival and deliberate efforts to endeavor presence of 

blood to address issue of hemorrhagic anemia. The recovery rate improved to 99%. 

 

 

 

2013/14 2014/15 2015/16 2016/17 2017/18

No. of Fresh Still Birth 76 48 73 42 31

Maternal Death 7 2 2 8 3

Recovery Rate 99 95 99.5 98 99

Poly Pharmacy Score 3.0% 2.4% 2.7% 3.0% 2.6%

Antibiotic Score 30.0% 23.0% 26.0% 42.0% 36.0%

Injection Score 3.4% 6.9% 1.0% 2.6% 10.8%

Dispensed Drug Score 97.0% 95.0% 94.0% 96.0% 6.0%
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Figure 34: Comparison Data Related to Pharmaceutical Use  

 

 

 

 

 

 

 

 

Patients percentage encounter with injectable antibiotics, percentage of encounters with 

antibiotics prescribed and average number of prescribed medicines per encounter are well within 

the recommendations but there must have been an error in data/reporting for the average 

percentage of prescribed medicine that was dispensed. 

Figure 35: Prescription Antibiotic Use Trend 
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Figure 36: Dispensing Trends                            Figure 37: injectable antibiotics trend 

 

 

 

 

 

 

Figure 38: Trend of ANC Services 

 

ANC coverage is on the decline due to various factors like limited outreach programs due 

to limited financial support, community attitudes and lack of partner support for which plans are 

being made for improvement. 

Figure 39: IPT2 Trends             Figure 40: Trend in Immunization Services 
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ANNEX 

Annex I 

The parties interested in the effective functioning of the Hospital are: 

1. The communities of the hospital administrative and catholic parish; 

2. The community based organisations of the sub-county of Maracha (women groups, youth 

groups, associations of agriculturists and disabled persons, etc); 

3. The Health Unit Management Committees of the health units in the Health Sub-district of 

Maracha; 

4. The political authorities of Maracha District.; 

5. The authorities and population of the (farm/business/institute of higher education); 

6. The authorities and population of Maracha County; and 

7. The authorities of the Diocese of Arua. 

 

Annex II 

List of BOGs of St. Joseph Hospital Maracha. Members with voting powers, Representatives and 

Bishop's personal representative as: 

1. Representative of the Owner; 

2. Representative of the Employees; 

3. Representative of the Maracha Catholic Parish; 

4. Representative of the Sub-county Administration within the HSD; 

5. Representative of the Congregation (or Managing Organisation); 

6. Representatives of the Local Community (2), one of whom shall be female; 
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7. Representatives of Health Unit Management Committees of the HSD (2) one of whom 

shall be female; 

8. Ex-officio members; 

9. Secretary of Social Sciences of the District Council; 

10. District Health Officer (DHO); 

11. Diocesan Health Co-ordinator (DHC); 

12. The CEO of sister Hospital of the diocese or a neighbouring diocese; 

13. District Chief Administrative Officer (CAO); and 

14. HMT Members. 

The Bishop’s Personal Representative holds a casting vote and the right of veto. 

Annex III 

Composition of the management team includes members: 

1. Head of Administration department who shall be the Chief Executive and Accounting 

Officer; 

2. Head of Medical department who shall double as the head of Public Health Department; 

3. Head of Nursing Department; and 

4. Head of the Public Health Department. 

Annex IV 

Executive Committee.  Composition of the committee: 

1. The Chairperson who shall be the chairperson of the BOG; 

2. Two other members of the BOG with voting rights; 

3. The Chief Executive who shall be the secretary; and 

4. Head of Medical Department. 
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Annex V 

Finance Committee.  Composition of the Committee: 

1. The Chairperson who shall be a member of the Board with voting right; 

2. The Vice Chairperson who shall also be a member of the Board with voting right; 

3. One other member of the Board with voting right; 

4. The Chief Executive who shall be the Secretary; and 

5. An Expert of Finance and Planning who shall be an Ex-Officio. 

 

Quality Assurance Committee 

Composition of the Committee: 

1. Chairperson: an Independent Diocesan Representative (medical); 

2. One member of the Hospital Management Team (HMT); 

3. One Head of Department; 

4. One representative of the Medical Staff; 

5. One member of the Paramedical Staff; 

6. One representative of the Nursing Staff;  

7. Parish Priest or chaplain; and 

8. One Representative the Board of Governors. 

 

Pastoral, Social and Ethical Committee 

Composition of the Committee: 

1. An appointee from the Bishop’s with experience in and training in ethics; 

2. One representative of the HMT; 
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3. Hospital chaplain or pastoral care worker; 

4. Hospital social worker or person appointed to follow up patients’ social affairs; 

5. A representative of the para-medical staff; and 

6. A representative of the nursing staff; 

Recruitment and Training Committee 

Composition of the Committee: 

1. A representative of the Diocese (preferably a diocesan personnel officer, a teacher, or 

a person with expertise in training & education); 

2. One representative of the HMT; 

3. The hospital personnel officer (if in place); 

4. Hospital social or pastoral care worker; 

5. A representative of the Para medical staff; and 

6. A representative of the nursing staff. 

 

 

 

 

 

 

 

 

Dr. Taban Alphonse 

Chief Executive Officer/Medical Director 
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	CHAPTER 1: MANAGEMENT AND GOVERNANCE
	St. Joseph’s Hospital Maracha belongs to Board of Trustees of Arua Diocese. The hospital is governed at different levels by using a Charter last reviewed in 2014/2015 and approved in January 2015. The charter outlines the activities of the management ...
	Governance
	At the governance level, the Diocese has a health Coordinating Department that is responsible for formulating policies for the health institutions of the Diocese mostly the lower level units. The Medical director of the hospital is a member of the Dio...
	The Board of Governors
	The Board members are Nine (9) and three (3) Ex-Officio members.  Inclusive in the Board is a representative of the Community and local authority. For example the meetings done and how many are shown on the table below:
	Table 2: Dates, Key Issues, and Number of Meetings
	Figure 1:  Activities of BOG Committees.
	Due to limited funds, the Board had resolved to have four board plenaries while the committees sit once in a financial year and their reports presented during the plenary with exception of the finance committee due its critical importance.
	Internal/Process Audit
	The process Audit of the financial year was done by the Committees members and we didn’t have an internal auditor.
	Management
	The implementation of decisions of the BOG is done by the core management and departmental heads as before, who are right at production level.  This means they have the direct touch with the patients. The core management team is composed of the Medica...
	In conducting the hospital business, all information coming in and out of the hospital was approved and delivered by the Chief Executive Officer (CEO).  Technical information, especially which was of a medical nature, was communicated by the medical d...
	Table 3: Compliance with Statutory Requirements
	Monthly data review was not being done timely and regularly. The financial year was mired by conflict between human resource officer and administrator which hampered management decisions, meetings and team work. This conflict resulted in gross under a...
	Recommendations/Action Plans
	1. Improve on reporting timeliness especially the accounts staff for Monthly financial report to be included in financial report.
	2. To follow the scheduled time for the meetings and encourage all to attend the meetings.
	3. Improve on supervision in all areas.
	4. Data management improvement.
	5. Strengthen good relationship between the staff and the patients through meetings.
	6. Plan for master plan of the hospital which failed last financial year (FY).
	7. Staff motivation through timely salary payments.
	8. Resolve conflicts between managers and have them with clear cut job descriptions.
	9. Step up resource mobilization
	10. Fulfill UCMB undertakings and statutory obligations
	CHAPTER 2: HUMAN RESOURCES
	The Human Resources (HR) of the hospital were stable for most of the year. Attrition included one doctor, one clinical officer, two midwives, two nurses and three supportive staff who left. All of these positions were successfully replaced for an over...
	Noted staff concerns this FY have been due to dilapidated housing, irregular salary and delay in replacing staff who left resulting in work overload. Staff appraisal wasn’t completed in time for award of new contracts. There are three rotations of six...
	Figure 2:  Staff in FY 2017/18
	Maracha hospital had a 148 staff, 67 were qualified medical staffs while 23 were unqualified medical staff (ratio of roughly 3:1).  Of the qualified medical staff 35.8% are government seconded while 16.2% of all staff are government seconded.
	Table 4: Staffing Norms and Gaps
	The hospital was short of qualified staffs by 57.3%, one of the administrative gaps was not filled.  There was excess of supportive staffs (32 in number) and excess of eight nursing assistants. There is need for downsizing the supportive staffs and un...
	The attrition rate of 6.1% among all staffs was due to low and irregular salaries, poor accommodation, remoteness of the hospital and no clear staff development plan.  These determinations were made by staff during the four staff assemblies we had in ...
	Efforts to retain these included paying incentives through result based financing (RBF) and paying rent for staff who couldn’t find accommodation within.  Additional incentives included electricity, water, free treatments for nuclear families with chi...
	Table 5: Information on staff training
	Recommendations
	1. To have annual appraisal of staff;
	2. Review the staff development plan;
	3. Have quarterly staff assembly;
	4. Promotion of staff those are overdue for promotion.;
	5.  Review staff data base; and
	6. Have prompt record and report on staff.
	CHAPTER 3: FINANCE DEPARTMENT
	Finance management at Maracha Hospital reviews cost at point of consumption rather than at the point of purchase. This system allows the hospital to know how much it consumes within a period of time making planning and control of resource easy.  The h...
	Table 6: Financial Years 2016/17 and 2017/18 comparison
	Table 7: Cost Income Ratio for The Past Two Periods
	Costing techniques of different cost centres has great impact to funding of the hospitals activities. The hospital has realised an increase in income ratio from 92% in June 2017 to 87% in June 2018. This is attributed to technical cost allocations and...
	Table 8: Departmental Local Revenue Performance for The Past Two Financial Years.
	Income performance by department
	The hospital collected 1 billion shillings of the 2.1 billion budgeted in Fy 2017/2018 representing 47% performance compared to 1.2 billion collected in FY 2016/2017 out of 1.8 billion budgeted representing 66%.  This drop in revenue collection is mai...
	Pharmacy Department
	Pharmacy was projected to hit 77.9 million at June 2018 against a budget of 85 million in June 2017. Actual revenues made in pharmacy for the entire year are at 79.5 million which is 2% above budget. The overall better performance is attributed to the...
	Laboratory department
	Laboratory was projected to make 24.9 million and it has hit a revenue mark of 27 million as of June 2018. This performance is also above the budgeted annual revenue which was put at 24.9 million representing 8% positive variance. This is mainly attri...
	Surgical Department
	The department scored above budget by 9%, which is about 6 million by registering only 76.9 million against a budget of 70.7 million. The main reason for this performance was due to constant availability of sonography and medical team to perform opera...
	Radiology Department Radiology
	This department achieved 16 % increase in revenue collection compared to F/Y 2016/17.  63% was collected in FY 2016/17 compared to 79% collected in F/Y 2017/18. The main reasons for the increased performance in this department are effective ultrasound...
	Outpatient Departments
	Outpatients feed into all the other departments in the hospital. Only consultation fees and on small occasions day care fees are charged at this unit. The department registered in total 34.8 million against a budget of 36.8 million.  Mainly the shortf...
	Medical Department
	In this departments 10.4 million budgeted but 12.8 million was collected representing an over performance of 23% in F/Y 2017/18.  It also registered a drop of 2% revenue performance compared to the 25% over performance in 2016/17. This probably may b...
	Paediatrics Department
	The performance in the 12 months is below 35% budget performance 12.8 million having been budgeted and only 8.4 million was collected representing 65% performance compared to 112% performance in F/Y 2016/2017.
	Table 9: Comparison Statement Of Financial Position, June 2018 And June 2017
	CHAPTER 4: OUTPATIENT DEPARTMENT
	The hospitals outpatient department (OPD) remains the main entry point to the hospital providing both preventive and curative aspects of medicine to the local community both within and outside the district, with some of the patients coming from as far...
	OPD Staffing
	Committed to the hospital motto ‘service beyond self’, the following cadres currently provide services at OPD:
	 5 clinical officers
	  1 registered nurse
	 5 enrolled comprehensive nurses
	 6 nursing assistants
	 2 public dental health officers
	This FY was marked by streamlining of OPD leadership with a medical officer being in charge, deputized by a senior clinical officer and in charge nurses department, special clinics are headed by focal persons.
	Activities
	Currently the department has maintained most of its major activities that existed in the previous years, being mainly consultations. The current average daily consultation ranges between 34-60 patients per day with about 25% being re-attendances. Ther...
	Table 10: Total consultations made by age category, new and re-attendances.
	The most consulted age bracket was 5-59 years and also women sought health care more than men. This could be due to the difference in how society ascribes gender roles in the region with men being viewed as stronger and thus not expected to fall sick....
	Figure 3: OPD Consultation By Age Category
	Morbidity Trends In OPD
	The morbidity trends of the entire Maracha HSD haven’t entirely changed a lot, with the endemic conditions still being at their low incidence rates; surprisingly the prevalence rate of non-communicable diseases seemed to be on rise with figures almost...
	Figure 4: Five Major Causes of Morbidity in the HSD
	The remaining 65% of the cases consist of other diagnosis each making up less than 4% of the total.  Cancer case detection rates have generally improved with a total 136 benign and metastatic cancers diagnosed.  The proportion of mental cases is gener...
	Special Clinics
	OPD still runs the following major clinics:
	Surgical clinic
	The surgical clinic (SOPD) still functions 3 times a week on Monday, Wednesday and Friday.  This is due to its being the main utilized clinic. Routinely, the patients are initially seen by the clinical officers who then give a booking date for patient...
	Medical &OBS/GYD OPD
	The above clinic is also run by a medical officer. This medical clinic in particular is comprised mainly of patients with chronic conditions including hypertension, diabetes, chronic liver diseases and other non-communicable and communicable condition...
	A big breakthrough for the clinic this F/Y was the acquisition of the chemistry, electrolyte and complete blood count (CBC) machines the main laboratory got at the end of previous F/Y which made laboratory monitoring of the cases very easy especially ...
	A total of 696 cases with cardiovascular disease, 473 cases of diabetes mellitus and 115 cases of asthma were seen at the clinic. Medical clinic is run alongside the obstetric and gynecological clinics where most of the gynecologic cases that need ope...
	Dental clinic
	One of the daily functional clinics under OPD is run by two public dental health officers on a daily basis. Only dental emergencies are being attended on weekends.  Currently the clinic provides dental consultations plus tooth extractions as the only ...
	Ophthalmic clinic
	The ophthalmic clinic is still being headed by the ophthalmic clinical officer as the clinic has continued to provide both facility care and community outreaches.  No optic surgeries were performed owing to the inadequate equipment. A total of 64 clie...
	Other departments under OPD
	Other functional departments that exist under OPD that have really provided a great deal in patient care.  Under OPD are emergency and procedure rooms.  The emergency unit, equipped with basic lifesaving equipment and drugs has made many patients surv...
	Minor procedures are conducted in the departments minor procedure room, a total of 342 documented minor operations were done in OPD this FY.
	The pharmacy/ dispensary, which is a mini department under OPD reports most of its activities to the main store.  We have successfully maintained stock levels of all essential medicines necessary for primary health care at capacity of a district hospi...
	Quality Improvement
	This financial year has been denoted by the department being committed to improving quality of care for its patients.  Most importantly, the OPD hosts the hospitals weekly CMEs done every Wednesday with OPD staff actively participating in them, this h...
	Daily health talks carried out at the department have equally been usefully especially in raising levels of awareness among the patients.  The topics are usually chosen in accordance to the morbidity trends and diseases of public health concern with a...
	Efforts have also been maintained to ensure that all OPD cases are consulted by the clinical officers and medical officers only and that other lower cadres mainly help in case management alongside the clinical and medical officers.  Last but not least...
	Plans for The Future
	 The next financial year we shall be focusing on scaling up the numbers of OPD attendance with emphasis of maintaining the hospital as a referral center for the lower facilities, keeping the community posted with facility activities as to ensure sust...
	 As part of quality improvement, we shall be undertaking various quality improvement projects at the unit especially on rational drug use.
	 Great work will be done to improve on care of patients with non-communicable diseases since for these have been paid little attention in the HSD in particular conducting more community dialogues on NCDs, to ensure early diagnosis before onset of com...
	 Empowering the dental clinic to be able to do other dental procedures like dental fillings, scaling and polishing by mainly availing equipment and staff capacity building.
	 Further specialization of care by introducing ear/nose/throat (ENT), psychiatric and sustaining ophthalmic clinics.
	 Revision of OPD user fees which will in turn help see a rise in consultations and lastly expansion of emergency room to an independent unit.
	CHAPTER 5: INPATIENT SERVICES
	The hospital offers inpatient admission to the population both within and without its catchment, being a referral unit to the neighboring health sub districts.  The registered bed capacity of the hospital is 200 but the actual capacity is 159 beds fol...
	Table 11: Distribution of beds in the hospital by department.
	The wards are headed by in-charges appointed by the core management team with clear job descriptions. They report to the senior nursing officer (SNO). The in-charges are nursing officers except in TB ward which is merged with medical ward.  The daily ...
	Patients are usually admitted from the OPD and sent to the wards. Ward rounds are done daily in all departments by medical officers (MO)s who also review any critical cases and new admissions on a daily basis. Discharges are done by MOs for patients w...
	Most of the beds were empty for most of the year. Nurses worked in three shifts over 24 hours; 1st shift from 8:00am to 2:00pm, 2nd shift from 2:00pm-8:00pm, and 3rd shift from 8:00pm till 8:00am the next day. While others to straight duties for examp...
	Because of the low productivity of staff working in TB ward, the unit is still functionally merged to medical unit. Universal precautions are observed on the wards alongside infection control and safe waste disposal measures that are in place as routi...
	UNIT 1: Maternity
	Unit 2: SURGICAL DEPARTMENT
	Services offered by the department
	 Major and minor theater operations (emergency or elective);
	 Orthopedic cases currently managed under surgical ward;
	 Minor theatre operations at OPD;
	 Mobilization and coordination of surgical camps in liaison with funding agencies; and
	 Liaisons with surgical clinic to ensure booked non-emergency cases adhere to their appointments.
	The surgical ward is currently headed by a medical officer and deputized by a nursing officer. Currently there are a total of 4 enrolled nurses, 2 nursing assistants, and support staff.
	The ward still functions closely with the sister maternity ward as the two are close thus the staff work hand in hand especially on theatre days to make work light since we still have challenges of human resource.
	Pluses for the ward this financial year
	1. Sustained major and minor surgeries, both emergency and non-emergency (see below).
	2. Enhanced collaborative work with other departments especially laboratory and radiology to ensure timely investigation of cases before performing surgeries.
	3. The surgical camp conducted by the hospital in conjunction with Uganda Medical Association (UMA) saw a great increase in the number of operations.
	4. Availability of a full time anesthetic officer has eased work of the surgeons very much during procedures.
	5. A fairly stable blood supply by Arua blood bank thus increasing the safety of procedures.
	Challenges Faced
	Despite success, the following challenges were faced in the department this financial year.
	1. Sickness which befell the hospital main surgeon DR. Andrew Vuni on 11/05/2018.  This left a huge gap as the department had to cope with this till the end of the financial year.
	2. Inadequate number of specialized machines in order to offer specialized services.
	3. Gaps in the human resource in the ward thus overwhelming the current few with work.
	4. Still limited bed capacity thus limiting the number of especially non-emergency surgical procedures.  Thus patients can have as long as a 2 month wait period for their scheduled procedure.  Currently there are 24 beds for male patients and 16 for f...
	Future plans for the ward.
	1. Lobby for expansion of the ward with an independent unit to cater for the increasing number of orthopedic cases.
	2. Look into labor gaps in the ward with priority on employing at least one more medical officer to support the ward.
	3. Organizing at least one annual surgical camp to continue boosting up the hospitals number of surgeries.
	4. Look for the return of Dr. Alfred Ogwal from school that is likely to boost up our human resource in terms of expertise and also mentorship in the ward.
	5. Lobby for specialized machines to enhance quality services in the theatre.
	Figure 11: Proportion of major, minor, and OPD minor procedures.
	Figure 12: Proportion of male vs. female admissions
	Generally there were more male (284) admissions than female (233).  Minor theater operations were generally many (912) compared to minor OPD operations this reflects on the need to functionalize/ equip the procedure room at OPD.
	Figure 13: Elucidation of causes of major surgeries.
	Though accounted for under maternity, CS was the most common major surgery performed as the hospital is the referral point for all the other lower facilities in the district. There were 44 laparotomies performed, both for diagnostic and curative purpo...
	Figure 14 : Comparison of Emergency vs Elective Procedures
	Non-emergency/elective conditions were the most major procedures performed.  This is because mostly caesarian section is the most common performed emergency procedure; the rest of the other procedures are usually scheduled at patients wish during thei...
	Minor surgical procedures
	A total of 912 minor procedures were performed in minor theater under surgical ward.  This was due to inaccessibility of instruments at times in OPD minor theatre as well as intermittent overload of patients in OPD minor theatre. The medical officers,...
	Figure 15: Breakdown of minor surgical procedures
	Wound care included debridement, surgical toilet and suturing, social toilet, skin grafting plus escharatomy.  Other minor surgeries include paracentesis, thoracocentesis, foreign body removal, dearticulation, and frenulectomy as well as others not sp...
	Some of the referrals made from the ward to other sites of care such as Arua Regional Referral Hospital (ARRH), Lacor hospital and Mulago National Referral Hospital (NRH) were cases that needed further specialist care.  These included cases of head i...
	The most common orthopedic procedure performed this FY was casting though some patients, especially with fractures of the lower limb were put on traction. The most common cause of trauma was road traffic accidents.  The orthopedic clinical officer usu...
	Table 13: Utilization Indicators For The Ward Compared With Two Previous F/Y
	Unit 3: PEDIATRICS DEPARTMENT
	The Paediatric Department is responsible for treatment of children under the age of 5 years of age with medical conditions.  The vision of the department is to offer quality paediatric care services at St. Joseph’s Hospital, Maracha.
	Points of care at the Paediatrics Department
	 In-Patient care paediatric ward.
	 Neonatal Intensive Care Unit (NICU).
	 Nutrition Unit.
	Table 14: Staff attached to the Paediatric Department
	Figure 16: Admission diagnosis by percentage for NICU
	Figure 17: Admissions to In-Patient Paediatric Ward by diagnosis
	Figure 19: Nutrition Unit Breakdown by Diagnosis on Admission
	Table 15: Utilization indicators for the paediatric ward
	There was a decrease by 31.4% in the number of admissions in the FY2017/2018 as compared to the FY2016/2017 probably due to the community’s misconception about the increment of user fees. The recovery rate decreased due to the increased number of deat...
	Table 16: Utilization indicator for nutrition unit
	The admission number on the nutrition unit decreased in the FY2017/2018 due to withdrawal of support from the Malteser team and stock out of RUFT and other therapeutic feed. However, despite the above issues the number of death and self-discharges wer...
	Challenges
	 Reduction in admission number due to the community misconception of the increment of the user fees; and
	 Inadequate number of staffs which affects quality of care.
	Achievements
	 Started the High Dependency Unit (HDU);
	 Started the Neonatal Intensive Care Unit which is growing;
	  Growing numbers in neonatal admissions, especially preterm;
	 Reduction in the number of neonatal deaths compared to the last financial year;
	 Availability of a medical officer who does ward round on a daily basis;
	 Received medical equipment such as CPAP machine and monitors from ENABLE;
	 Team work for all the staffs on paediatric ward despite the inadequate number of staff; and
	 Capacity building /training of some staffs on neonatal care by UNICEF/CUAMM.
	Unit 4: MEDICAL DEPARTMENT
	Table 17: Census Information By Gender
	Female attended more due to their good health seeking nature.  Males had a higher mortality due to delayed seeking of health service.  Bed occupancy appears low due to the fact that most cases are referral in from lower health facilities where care is...
	Figure 20: Communicable Diseases Treated by Diagnosis/Mortality/Gender
	We had more women admitted due to hepatitis B infection, whereas more men died from HBV. Men have poor health seeking behavior and most often turned up too late.  The trend was similar for other disease categories except for diarrhea, where women were...
	Figure 21: Non Communicable Diseases by Diagnosis/Mortality/Gender
	Hypertension and diabetes mellitus has been more common among males generally compared to women. Men are more affected due to their sedentary lifestyle as compared to the more active women.  Diabetes mellitus is generally on the rise owing to sedentar...
	Table 18: Mental Health Disorders by Diagnosis/Mortality/Gender
	Men are more affected owing to the fact that they generally use substances socially.
	Morbidity and mortality for FY 2017/18
	Table 19: Top 5 Causes of Morbidity During The Financial Year >5 Years of Age
	Malaria continues to be among the top 5 causes of morbidity in Uganda at large.
	Table 20: Top 5 Causes Of Mortality During The FY For Persons > 5 Years Age
	Malaria continues to be among the top 5 causes of mortality in Uganda.  Typhoid fever has the highest case fatality rate while malaria accounts for most of the deaths in the hospital despite its case fatality rate being relatively low.
	Tuberculosis
	Table 21: Trends in TB Patient Care by Gender and Type of TB
	Many patients have been diagnosed bacteriologically thanks to the availability of Genexpert machine at the health facility.  It has not only improved investigative capacity of the hospital but that of nearby health centers as they too benefit from the...
	CHAPTER 6: OTHER CLINICAL SERVICES
	HIV/AIDs services
	The range of services offered by anti-retroviral treatment (ART) clinic include:
	 Voluntary counseling and testing (VCT) static and outreach;
	 Routine counseling and testing (RCT) static;
	 Early infant diagnosis using DNA-PCR;
	 Chronic care i.e. treatment of opportunistic infections and primary and secondary prophylaxis, static;
	 Elimination of mother to child transmission of HIV (PMTCT), static and outreach;
	 Antiretroviral therapy (static);
	 Home based care (outreach);
	 Male circumcision;
	 Assisted partner notification; and
	 Patient follow up and referral.
	HIV/AIDS are currently being supported by IDI and PICOT in terms of human resource, support supervision and coordination of drugs.
	The department also has a Clinical officer, a qualified records Officer, 4 counselors and the doctors review the patients on call. The total number of clients is increasing but there is only one clinical officer who also doubles as the ART dispenser. ...
	Figure 22: Trend of HIV Counnseling and Testing (HCT) in the last 5years.
	Table 22: Performance of the PMTCT programme.
	The number of mothers counseled and tested for HIV increased by three fold to 2035, but fewer tested positive (5 compared to 9 in previous FY), all were linked to care and none of the babies tested positive at 6 months which is indicative of quality o...
	Antiretroviral therapy
	Figures 23 & 24: Number of People Living with HIV/AIDS (PHA)s started on ARVs by age group & gender in the last 5yrs
	Table 23: Total No.’s Started on ART
	The number started on ART has increased due to improved linkage to care better follow up, besides, we are screening more.
	Table 24: Performance of ART programme
	The cumulative number of clients on ART decreased due to more transfers out and less transfers in. This is due to improvement of services and new ART centers in nearby government facilities. The deaths due to AIDS has decreased due to improved servi...
	CHAPTER 7: PHARMACY AND STORES
	Definitions
	A store is a place in the health facility where pharmaceuticals and other health supplies are kept.  Pharmacy is a department that comprises of the act, practice and profession of choosing, preparing, storing and dispensing medicines to the patients...
	Functions of the department
	Stores
	 Procure drugs and supplies;
	 Store management;
	 Receiving commodities;
	 Report making;
	 Issuing to user departments; and
	 Stock control.
	Pharmacy
	 Review prescriptions;
	 Ensure rational drug use;
	 Dispensing drugs;
	 Patient counselling;
	 Order dugs from store;
	 Bed to bed control of drugs in the wards; and
	 Maintaining temperature range of cold chains.
	Achievements
	Store
	 Reports are made on time e.g. for ARV’s, TB drugs and anti-malarial;
	 The store keeper was trained on use of RX solution;
	 The rate of expiry of drugs reduced; and
	 Store has come up with project of reducing wastage of medical supplies in the user departments.
	Pharmacy
	 Drug audit is done daily;
	 No dispensing errors;
	 Reduced waiting time for patients;
	 Patients understand how to take medication very well; and
	 Pharmacy is ongoing with the project of reducing wastage of drugs in the wards.
	Weaknesses
	Store
	 The monthly departmental meeting mostly misses;
	 On line ordering and issuing of drugs/supplies within the facility not achieved;
	 Stock-out of medical commodities is yet common;
	 Cleanness in the store is not done daily as required;
	 User departments do not adhere to the policy of ordering once a week; and
	 Failure to purchase cash drugs due to lack of funds e.g Ascoril Syrup.
	Pharmacy
	 The pharmacy assistant doesn’t join in ward rounds due to heavy work loads;
	 Dispensing is still done using paper work not computerised;
	 Stock-outs affect dispensing process;
	 Over use of anti-biotic has not reduced to normal; and
	 Communication gap between pharm. department and clinical/medical officers about stock-out awareness.
	Challenges
	Store
	 Heavy work load as only two staffs are in this unit;
	 Stock-book not updated;
	 Some items have no stock cards e.g. mosquito nets;
	 Flat rate user fee leads to the fact that hospital gives out much and yet receives little inform of cash;
	 BTC policy that drugs and supplies must be purchased from JMS affects hospital since JMS is a bit expensive; and
	 Physical count of supplies is not done every month due to laziness.
	Pharmacy
	 There is little privacy while dispensing to patients;
	 No power back-up for refrigerator especially if no gas in the cylinder. It makes regulation of cold chains like insulin, oxytocin, etc. hard;
	 No qualified dispenser since only 6 nursing assistants work in the pharmacy with one pharmacy assistant; and
	 Failure to generate reports in form of graphs.
	CHAPTER 8: LABORATORY
	Table 25: Trend of laboratory testing workload from FY 2014/15 to 2017/18
	The acquisition of the gene expert machine improved case detection rate of tuberculosis and hence increased workload on staffs. Due to limited funds to purchase reagents for chemistry analyzer and CBC machines, these tests decreased.
	Table 26: The total blood transfusions for 2017/2018
	The presence of blood products in the regional blood collection point improved number of transfusions and hence reduction of deaths due to anemia. Most transfusions were due to obstetric hemorrhage and anemia in malaria.
	Figure 25: Tests by category in FY 2017/18
	The figure above shows a higher number of tests in parasitology and serology as their reagents and test kits are affordable.  Hematology testing is supported by the presence of the CBC machine while a reduction in chemistry and microbiology was effect...
	Figure 26: Comparing the trends of laboratory tests done in FY 2016/17 and FY 2017/18
	Generally the increase in serology for 2017/18 is due to Assisted Partner Notification (APN) activity, routine testing and counseling in HIV. Hematology increase is a result of the CBC machine.  Reductions in parasitology and microbiology may be due ...
	Figure 27: Comparing positivity trend between FY 2017/18 and FY 2016/17
	In FY 2017/18, the rate of positivity is very low compared to numbers of tests completed.  This could be a result of patients coming to the hospital after securing treatments from drug shops.
	Challenges
	 Minimum staff knowledge in some areas of laboratory practice;
	 Reagent stock-outs;
	 Affordability of investigations for some of our patients;
	 Staff capacity building due to scholarship;
	 Equipment/device maintenance and backup systems;
	 Staff remuneration/poor motivation leading to a high attrition rate;
	 Blood scarcity;
	 Staff attitude leading to lack of discipline among staff negatively affecting performance; and
	 Limited equipment in the department.
	Achievements
	 Department acquired a CBC machine and chemistry analyzer in this FY;
	 Renewed Genexpert machine in this FY;
	 Department was awarded a certificate by URI for participating in proficiency testing earning External Quality Assurance;
	 Opening a lab at OPD reception which is running well;
	 Departmental meetings every month;
	 90% of the technical personnel are licensed; and
	 Participating in Continuous Professional Development (CPD) workshop.
	CHAPTER 9: CHAPLAINCY
	The chaplaincy of Maracha hospital works as a team which includes a priest, two pastoral care givers, three counselors, and a catechist.  The work has been integrated into palliative care services offered to patients as an outreach service.  There ha...
	Challenges
	 The death of our Chaplain left a big gap;
	 Financial difficulties made our work difficult to accomplish at times;
	 Vessels and vestments of the chapel are old and need replacing; and
	 The hospital chapel needs renovation to continue offering services.
	Table 27: Chaplaincy Activities in the Hospital
	Figure 28: Chaplaincy Activities in Palliative Care Outreach Services
	CHAPTER 10: ADMINISTRATION AND MEDICAL RECORDS
	The Administrative Director is the supervisor of the Administrative staff of the hospital. Our policy documents are still valid but need review. Records officer reports to both administrator and medical director.
	Stores and Accounting Procedures:
	The stores and Accounting procedures used are from the Financial and material resource manual that is clearly stipulated how to proceed. The accountant was keeping mandatory books and having an ethical behavior at work and was therefore interdicted. M...
	Medical Records:
	The management of medical records of the hospital is done by the two Records officer and the Assisted by the Clerk. They use both computerized HMIS and manual.  Data capture improved from third quarter due to collective efforts of the data clerks and ...
	Table 28: Challenges and Recommendations
	Domestic Services
	We provide accommodation for one care taker, they cook at the kitchen and laundry area was provided to them. The challenge is the kitchen is not well finished, it’s small and near the mortuary. The caretakers complain of long distances to fetch water ...
	For sanitary purpose the hospital has both flush and VIP toilets on the compound and the wastes are managed centrally through a sewer line to the wetland. The solid medical wastes are incinerated, burnt and buried at the sewage plant which is among th...
	Ambulance Services
	We have one functioning ambulance which picks mothers from lower units while the second one needs repair. The fuel is provided by district through its implementing partner AVSI but no fuel is provide for referral out of the hospital hence patients h...
	Technical services
	The hospital has a technical department as a cost center of the hospital. The activities under this cost center are: water supply for the hospital, electricity supply, solar energy machinery, transport and log book, equipment’s and building maintenanc...
	This department does a lot of activities for the services of the hospital for example repairs of furniture, equipment’s and repairs to equipment’s and acts as income generating for the department and hospital at large.
	Transport
	The responsibility of the vehicles still remains the responsibility of the deputy administrator. One pickup is functional, the other needs repair.  At the moment the income that is generated from this department comes from, minor repair of vehicles, v...
	Water
	The main source of water are the two solar driven pumps with storage in the 30,000 cubic meters tank. The yield is however decreasing due to lowering water table especially during dry seasons.  Plans are underway for assessing water quality and drilli...
	CHAPTER 11: FAITHFULNESS TO THE MISSION
	Access to services
	Access to services means utilization of services and existence of services that befits a hospital. Utilization of services is measured using a composite indicator. The standard unit of output (SUO) is the OPD equivalence of all the services provided i...
	Table 29: Access to service over the last 5 years
	Figure 29: Trend of accessibility to services over 6 years
	The accessibility was gradual between 2012/2013 and 2015/2016. However, in 2016/2017 utilization went up. The automatic improvement margin of accessibility was because of reduction of user fee, financial support by the program of BTC, and acquisition ...
	Range of services
	The Hospital provides a range of services. These includes: essential clinical care, comprising of diagnostic services such as X-ray and Ultrasound, dental services, Palliative care and Pastoral Care, Orthopedic services, CBC and other new machine for ...
	Equity
	Equity indicator, refers to fairness in the provision and accessibility of services; it shows whether services are accessible to the poor and the vulnerable groups, as demands by the mission of the health facility. Equity is measured by fees per SUO a...
	Table 30: Average fee paid per SUO
	Figure 30: Trend of fee/SUO over the last six years.
	The table above shows increment in average user fee per patient from 2012 to 2016. While in FY 2016/2017 average user fee per SUO declined and increased in 2017/2018 meaning services were cheap for people, while in 2017/2018 the services looked expens...
	Table 31: Maternity admissions, Deliveries and OPD <5yr contacts over the last 5yrs.
	Figure 31: Utilization of vulnerable patients over the years
	Generally, as compared to the FY 2016/2017 the utilization in FY 2017/2018 dropped as explained earlier due to increase in user fee. Secondly the hospital is a referral center for all the units in the health sub-district. Also with well-established HC...
	Hospital efficiency
	Hospital efficiency measures cost effectiveness in service delivery by measuring how much output one can produce with the given resources. This can be assessed by getting the cost per standard unit of output and measured in two ways; Average expenditu...
	Table 32:   Average expenditure per SUO in the last 5 yrs.
	Figure 32: Showing Expenditure/SUO over the years
	The hospital expenditure per SUO has been gradually increasing annually up to 2015/2016. However as mentioned earlier with the program of BTC this has shown that, low user fee results in increased access. While in the FY 2017/2018 the access reduced t...
	Staff productivity
	Table 33: Productivity of staff in the last 5 yrs (SUO per staff)
	Comparatively productivity has reduced compared to last year 2016/2017. It also shows up and down movement of productivity of staff. That means the hospital should work towards having steady way of improving its access to services, through staff motiv...
	Quality indicators
	Good quality service positively affects service utilization. The quality indicators we monitor include, among others, the following:
	 Maternal death rates decreased this FY under review as compared to the previous year from 0.4% to 0.2% and all deaths were audited;
	 Fresh still birth rates reduced from 6.0 % to 3.0% this FY 2017/2018;
	 Infection rates of caesarian section wounds reduced from 3.3% to 1.8% this financial year;
	 Recovery rates after admission have increased from 94% to 99%, a significant margin;
	 Self-discharged rate reduced from 1.8% last financial 2016/ 2017 to 0.8 % FY 2017/2018; and
	 Early Neonatal death rate decreased from 3.9% to 0.2% this year under review. This is because efforts were made to create NICU to improve neonatal care in the hospital. Pediatric department had a separate doctor to care for them, so more oxygen is p...
	SUMMARY
	In conclusion, the utilization of the hospital services reduced. This was due to revised user fee increment which affected utilization. It should be noted that Maracha HSD has well-developed lower health facilities with adequate staff. Therefore, any ...
	St. Joseph’s Hospital-Maracha still remains the only hospital in the District though its HSD functions were scrapped. We still serve the wider District population in curative, palliative and preventative services as both primary and secondary care poi...
	Quality indicators
	Good quality service positively affects service utilization. The UCMB score was used to assess the quality of services offered by the hospital as shown in the table below.
	Figure 33: UCMB Quality Indicator Scores
	Neonatal mortality risk reduced from 37/1000 to 26/1000 due to development of special care unit, equipping it and training staffs on new born care. Also several CME’s were conducted on partograph use, team building with lower level units so that they ...
	Maternal deaths reduced by three folds from 8 to 3 because doctors are called to review mothers within 30 minutes of patients arrival and deliberate efforts to endeavor presence of blood to address issue of hemorrhagic anemia. The recovery rate improv...
	Figure 34: Comparison Data Related to Pharmaceutical Use
	Patients percentage encounter with injectable antibiotics, percentage of encounters with antibiotics prescribed and average number of prescribed medicines per encounter are well within the recommendations but there must have been an error in data/repo...
	Figure 35: Prescription Antibiotic Use Trend
	Figure 36: Dispensing Trends                            Figure 37: injectable antibiotics trend
	Figure 38: Trend of ANC Services
	ANC coverage is on the decline due to various factors like limited outreach programs due to limited financial support, community attitudes and lack of partner support for which plans are being made for improvement.
	Figure 39: IPT2 Trends             Figure 40: Trend in Immunization Services
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