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EXECUTIVE SUMMARY  

This is the 4
th

 of a series of annual reports of Naguru Teenage Information and Health Centre 

(NTIHC), for the Strategic Plan period 2015/16-2019/20. For the four years, NTIHC has been 

offering a continuum of Sexual and Reproductive Health Rights (SRHR) services, as well as 

implementing programmatic activities to increase knowledge of SRHR and access to appropriate 

Youth Friendly services (YFS) for young people in Uganda.   

This Annual Progress Report (APR) is an account of the activities implemented during this 

financial year (2018/19), focusing on achievements, challenges and lessons learned. The report 

also highlights some sector development at national level that affected SRHR during this period.  

NTIHC has been building on the momentum that has been created since the start of the strategic 

plan period, and significant progress has been made. Since 2015, access to Sexual and 

Reproductive Health (SRH) services by young people has steadily increased at NTIHC but the 

growth rate was slow in supported facilities. Overall, the increase was from 408,623 in 2015/16 

to 416,161 this year (2018/19), growing at annual average rate 0.46% per annum. Majority of 

adolescents that accessed services, over 67% were female. On the other hand, generally access to 

information on SRH rights is universally high among adolescents and young people in areas 

where NTIHC has program activities. According to Midterm Review of NTIHC program, over 

80% of young people in the project areas have accessed information on SRHR. We believe that 

such young people are able to exercise their SRH rights including making informed choices and 

decision about their sexual behaviours and practices.     

NTIHC continued to promote access to appropriate YFS across the country through training of 

health workers, peer educators and Civil Society Organizations (CSOs) and through continued 

engagement with district authorities to integrate YFS in district programs. This financial year, 

399 people were trained in YFS delivery and ASRHR. NTIHC also offered practicum placement 

and internship, strategically to further propagate its YFS model.   

Currently NTIHC supports integration of YFS in 31 public health facilities besides the Kiswa 

facility and also works with some private clinics in Kampala. This intervention is part of efforts 

to accelerate coverage of YFS and acceptance of SRH rights in Uganda. From a total of 416,161 

adolescents and young people who accessed services through NTIHC and its other program 

facilities in Kampala and surrounding districts in central region; 45,343 received services at 

Kiswa facility including, 1,191 from private clinics, and 370, 818 from the 31 supported health 

facilities. From the supported facilities, 180,864 young people (49%) received services from 7 

service delivery facilities and 188,763 (51%) received services at the 24 capacity building 

facilities.  

Quality of services remains at the forefront of NTIHC activities and service delivery. This has 

been sustained over the years. Routine internal quality assessments as well as external quality 

control measures continued through this reporting period. Assessed through regular client 

satisfaction surveys, and review of services standards, the quality indicators remained high and 

above 80%. As a health service organization, NTIHC remained focused to Ministry of Health 

(MoH) guidelines, service delivery protocols and treatment algorithms. Internal standard 

operating procedures (SOPs) were also maintained. A whole package of Combination Prevention 

interventions for HIV, focusing on behavior change, biomedical interventions and addressing the 

social drivers of HIV, was purposively continued. Comprehensive package of services, with a 
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full range of services recommended for YFS intervention were maintained and staff training for 

quality assurance was also maintained.   

NTIHC continued with the important agenda of increasing understanding of sexual and 

reproductive health rights and promotion of YFS in order to achieve a greater national coverage 

of ASRH. This year NTIHC continued with sensitization of care providers, round table 

discussions, dissemination of policies and guidelines and establishment of adolescent 

committees at district level. NTIHC, working with other partners organized a national 

Reproductive Maternal Newborn Child & Adolescent Health (RMNCAH) youth summit, 

attracting over 500 adolescents, RH service providers, district officials, policy makers, 

researchers and CSOs. We continued our district level engagements through the District 

Committees on Adolescent Health (DICAH) and participated in 3 technical working groups 

(TWGs), where we shared good practice and success stories on SRH activities. Mass 

sensitization was achieved through the media, conducting 29 radio talk shows, 6 Television 

programs and 4 writing articles in the print media (newspapers, health magazines including 

producing and distributing 264,193 copies of IEC materials). More young people were reached 

through innovative approaches such as mass movement fora of young people in particular the 

health camps and health drives as well as participating in commemoration of notable days.   

To continue and expand engagement with district officials, two new DICAH committees were 

formed in Palisa and Budaka districts. Overall, 12 districts were supported to institutionalize the 

DICAH, to amplify YFS at districts, and to move the YFS agenda to national level. We also 

engaged with parliament by holding advocacy workshop and hosting 12 parliamentarians in 

learning visit to NTIHC. We furthered the distribution of policy documents including the 84 

copies of national sexuality education framework (NSEF) and 80 adolescent health (ADH) 

policy.       

Through these engagements NTIHC worked to influence decision and policies towards 

improving ASRH services delivery. The DICAH was adopted by the adolescent health technical 

working group as best practice for districts to identify local solution to adolescent health 

challenges, while health workers training and practicum placement taken as a good practice for 

improving service standard.   

NTIHC also hosted the AVAC (AIDS Vaccine Advocacy Coalition) fellowship program, which 

essentially focused on sensitizing 320 young people on Pre-exposure prophylaxis (PrEP) for 

prevention of HIV infection. The program also focused on advocating for conducive policy 

environment for provision of PrEP for adolescents and young people.  

It‟s evident that through these interventions, NTIHC is changing ASRH landscape, enhancing 
capacity of care providers and other practitioners to deliver services and to implement YFS 

model of programming. A midterm review (MTR) of NTIHC program for the current strategic 

plan period was conducted this year. It indicated that NTIHC program is doing a lot to increase 

access to and acceptance of SRHR services for young people, particularly through training of 

health workers, peer educators and CSOs representatives. The MTR further indicated that a large 

number of young people can now access services through the NTIHC supported youth friendly 

services centers in central region, significantly contributing to number of young people reached 

with SRH services throughout the country.   
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Conclusively, despite some persistent challenges relating to health policy implementation, health 

infrastructure, NTIHC has continued to register success promoting YFS, increasing access to 

ASRH services and, empowering young people in SRHR. We are very positive to achieving 

strategic plan targets and ultimately realizing the overall goal of the program, as well as 

contributing to national goal of realizing better health for all.  
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1.0  INTRODUCTION  

Naguru Teenage Information & Health Centre (NTIHC) has implemented the 4
th

 of its annual 

work plans, for the strategic plan covering the period 2015/2016 to 2019/2020. The goal of the 

strategic plan is to increase understanding of sexual and reproductive health rights (SRHR) and 

access to appropriate youth friendly services (YFS) for young people. Through its strategic plan, 

NTIHC positioned itself to expand coverage of adolescent sexual and reproductive health 

(ASRH) services and information in Uganda through scaling up and promoting YFS delivery. 

The 2018/2019 period was a continuation to that commitment, with NTIHC continuing to offer 

ASRH service to young people, providing learning opportunities to others; engaging with 

government leaders and local authorities to promote and scale up YFS.  

This Annual Report accounts for achievements on the activities, challenges, lessons learnt and 

proposes mechanisms for improvement. The report focuses on the progress in year 4 of 

implementation of the NTIHC‟s strategic plan.  

1.1 Background  

NTIHC is a pioneer adolescent health program in Uganda; established to provide “Youth 
Friendly” ASRH services and information, primarily targeting young people 10-24 years old. 

Founded in 1994, NTIHC has been on the forefront of ASRH programming in Uganda, offering 

medical services, reproductive health information for young people and acting as a learning 

centre for ASRH programming. The program was founded under the umbrella of Kampala City 

Council (KCC), as a small adolescent clinic. Over time, NTIHC has developed into a 

fullyformed health service program with a wider focus on ASRHR.   

Vision and Mission  

Vision: A society of young people who are empowered in ASRHR.   

Mission: To advocate for and promote access to quality ASRH services for young people.   

Core Activity: NTIHC provides a comprehensive package of ASRH services, guided by 

Ministry of Health (MoH) adolescent health policy guidelines and service standards (2012). The 

range of health care services now comprise: HIV Testing Services (HTS); management and 

treatment of sexually transmitted infections (STIs) and diseases; maternal health services 

including antenatal care (ANC), family planning (FP), pregnancy testing, post-natal care (PNC), 

post-abortion care (PAC) and sexual gender based violence (SGBV) screening and related 

services. Furthermore the program implements HIV prevention interventions including condom 

promotion, education and distribution; Antiretroviral Treatment (ART) and other general 

medical services.   

  

Program Implementation Framework: NTIHC has a 5 year strategic plan current strategic 

plan which is implemented through annual work plans and budget. The strategic plan has 3 main 

objectives, with a focus on 3 geographical areas as indicated in the results framework (Table 1).  
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RESULTS FRAMEWORK  

Table 1: The results framework of the NTIHC strategic plan  

  

NTIHC RESULTS 

FRAMEWORK:  
GOAL  

Increased understanding of SRH rights and access to appropriate  

youth friendly services for young people  

Objective 1:  

Best practise  
Objective 2:  

Scale up  
Objective 3:   

Promote ASRHR  

 

To provide excellent 

youth friendly SRH  
services at Kiswa health 

centre and in the  
surrounding community,  
and share best practices  

with practitioners by 

providing them with  
practical learning 

opportunities  

To expand and improve 

youth friendly SRH  
services in selected public 

health facilities by  
providing material and 

technical support  

To increase awareness, 

understanding and  
acceptance of young  

people‟s SRH rights and 
advocate for a more  

enabling environment for  
ASRHR  

 

Geographical target:  
Kiswa HC and 

surrounding area  

Geographical target: 

Kampala and Wakiso  
Geographical target: 

Uganda  

  

  

ASRH context  

Young people in Uganda continue to face a wide range of sexual and reproductive health related 

challenges. Uganda‟s reproductive health indicators manifest a big challenge for the health 

sector. 37.7 % of adolescents lack knowledge on their health rights and 51.6% are not involved 

in making decisions about their health. By 2015, the total fertility rate (TFR) for Uganda was 5.4  

children per woman, which is considered  among the highest total fertility rates (TFR) in the 

world (UBOS, 2016). The adolescent birth rate stands at 135 per 1,000 births (UDHS, 2016), 

contributing significantly to the TFR. Teenage pregnancy rate among the 15-19 years old stands 

at 25%, one of the highest in sub Saharan Africa and age of sexual debut is 16.7 years for girls. 

Approximately 17.2% of the maternal deaths are due to teenage pregnancies, with about 2% 

obtaining fistula during childbirth. Although knowledge of modern contraception is high among 

adolescents aged 15-19 at 92 % for girls and 96 % for boys, access to and use of FP services is 

still very low. The unmet need for FP stands at 30% (PMA, 2015) while contraceptive 

prevalence among the married young women 15-24 years is only at 11.4%, according to UDHS 

2016. According to the adolescent health risk behaviour study (2016), nearly 1 in 10 adolescents 

have ever suffered from sexually transmitted infections (STIs). In addition, HIV prevalence 

among adolescents and young people 15-24 years is 3.2% for female and 1.7% male. SGBV is 

equally rampant in form of physical/emotional, sexual and economic violence. These have 

increasingly exposing young girls to HIV infection and early pregnancies. Alcohol abuse among 

adolescents stands at 14%, while 2% have abused drugs and smoked substances like tobacco, 

shisha, marijuana or grass (Adolescent Health Risk Behaviours survey 2016).   

There is generally a huge need for ASRH services; however the services are largely limited. 

Where some ASRH services are available, they do not address the full needs of adolescents, 
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including their SRHR. According to MoH 2017, assessment of adolescent youth and sexual and 

reproductive health (AYSRH) services, only 29% of assessed facilities offered some form of 

YFS; an indication that many of the young people who seek AYSRH services are attended to in 

the same environment as the adult clients in health facilities. NTIHC plays a role to fill the gap 

by working to increase understanding of SRH rights and promoting access to appropriate youth 

friendly services for young people. Through the current strategic plan, NTIHC implements 3 

mechanisms of service delivery: a comprehensive package of SRH services offered at NTIHC 

Kiswa facility, a minimum package of services offered through supported health facilities in 

Kampala and Wakiso and a capacity building support to selected health facilities in central 

region. The capacity building support aims at strengthening capacity of public health facilities to 

deliver SRH services in a youth friendly manner, making it attractive and responsive to the needs 

of the young people. Picture 1: shows clients at the waiting area at NTIHC in Kiswa.  

  
       Picture 1: Young people at the waiting area at NTIHC in Kiswa  

  

2.0  SECTOR DEVELOPMENT  

The health sector in Uganda has continued to experience progressive reforms including 

improvements in SRHR related policies and guidelines. A number of policies and guidelines 

have been reviewed in the recent past, yet others are still undergoing different processes. 

Specific to adolescent health, progress was registered on policy processes this financial year.  

The National Sexuality Education Framework (NSEF), for example has gone through levels of 

discussion although still under consultation with some section of key stakeholders like religious 

and cultural leaders. The school health policy has made significant progress and is currently 

within the host ministries of education and health for approval. While the national adolescent 

health policy guidelines and service standards have remained in draft throughout 2017.  
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Generally some of these processes are slow, which to some extent affects implementation of 

SRHR work, especially school based programs and activities.   

On the other hand there are restriction in some areas of SRH services including restricted 

provision of contraceptives, safe abortion services and sexuality education in school. In the epic 

of these limitations, teenage pregnancy rates remain high, largely leading to unsafe abortion 

which contributes to maternal deaths and high rates of school dropouts. There is generally a 

vacuum between policies, guidelines and service delivery, which continued to impact on SRHR, 

programming, during this reporting period. To some extent this affected NTIHC‟s work as well.   

However, NTIHC has adopted a decentralized strategy for advocacy to find local solutions at 

district levels. For example, working through the DICAH to bring together the health and 

education sector and parents to find workable solution SRHR issues by devising means to work 

with schools and communities without conflicting with the law. This approach started to yield 

some positive result, with local governments reaching consensus on some activities like health 

outreaches in schools and training of teachers in SRHR as a means for channeling life skills and 

RH information in schools to promoting positive behaviours and enabling young people make 

informed choices.   

3.0  PROGRESS REPORT  

he number of young people 

accessing services through 

NTIHC program has continued 

to increase throughout the years. 

The past 4 years, service 

utilization increased at an 

average rate of 27% per annum. 

At Kiswa facility the client 

volume increased at 

approximately 10% per annum 

over the 4 years. A comparison 

of 2018/19 and 2017/2018 

indicated an increase of 10%;  

at NTIHC Kiswa, from 40,879 to 45,343 and a decline in private clinics from 1,991 last year to 

1,191 this reporting period. The decline is attributed to the number of private clinics reducing 

from 7 last year to 4 this year. The 7 service delivery facilities registered an increase of 16% 

from 157,231 to 180,864 and in capacity building package the client volume increased from 

181,096 to 188,763 (4%). Overall, client volumes staggered within 300,000 - 400,000 young 

people, annually, over the 4 years as indicated in figure 1 above.   

General attendance, adolescent girls were the majority of clients making over 67% of the 

adolescents that accessed services in all facilities put together. About 21% of the adolescents 

were aged 10-14 years; 40% (15-19) and 39% were 20-24 years old.   

  

  

408,62 3 
305,74 2 

376,16 1 
416,16 1 

2015/16 2016/17 2017/18 2018/19 

Annual general attendance to all services across NTIHC  
program over the years 

Figure  1 :  Client Volumes at NTIHC program facilities (2015  -   2019)   
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3.1  Objective 1: Best practice  

Objective: To provide excellent youth friendly SRH services at Kiswa health centre and in 

the surrounding community, and share best practices with practitioners by providing them 

with practical learning opportunities  

The best practice objective is focused to offering quality SRH services to demonstrate how to 

deliver excellent youth friendly services. It‟s also focused on the provision of a comprehensive 
package of RH services so that adolescents can get all the services they need under one roof. The 

services are in 4 broad categories: HIV Testing Services (HTS); STI/STD diagnosis and 

treatment; Maternal Health services and general medical care.   

The services are mainly provided using two main strategies: facility based strategy; which is a 

conventional health care delivery at health facility. This is when clients come to NTIHC facility 

for services. The second strategy is the community based services, where the services are taken 

to communities through outreaches. The outreach approach involves counselors, peer educators 

and health workers moving to communities to offer some of the services. The community based 

approach targets young people who may not have opportunity to visit the facility, yet have needs 

for the services. This approach uses strategies including health drives, health camps, home visits 

and working through private health clinics. However, in providing services through this 

approach, some young people are identified with need for particular services yet these aren‟t 
provided for in the community. Thus, these are referred to either NTIHC – Kiswa facility or 

linked to the nearest health center where youth friendly services are offered.   

In terms of outputs, 45,343 young people (63%) females 37% males, received services from both 

facility based approach (clinic based) and through community based approach. About 34,959 

young people (77%) were reached through facility based approach and 10,475 (23%) reached 

through community approach. Among the clients registered this reporting period, 65% came to 

the facility for the first time (first time visit). About 32% of male and 38% female adolescent 

came in as return clients (came for service for second or more times).  

3.1.1 Results data and indicators for objective 1  

Table 2: Indicators for objective 1  

Indicator  Annual 

target  

Actual   

Indicator O1.1: Number of young people utilizing SRH services
1
 at 

NTIHC  
40,146  45,343  

Indicator O1.2: % young people expressing satisfaction with services they 

have received  
  

84%  

  

89%  

Indicator O1.3: Number of MOH service standards for SRH service 

provision achieved by NTIHC  
  

88%  

  

84%  

Indicator O1.4: Number of NTIHC staff and volunteers trained in 

ASRHR by level of training   
14  26  

Indicator O1.5: Number of people hosted for learning opportunities at 

NTIHC  
221  399   

  

                                                 
1
 Key: FP = family planning; STI = STI, ANC = ante-natal care, HCT = HIV counselling and testing, SMC = safe male circumcision, HIV = HIV care 

and treatment, SGBV = sexual and gender based violence, C = counselling  
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Table 3: Results data for objective 1  

Age & Sex  FP  STI  ANC  HCT  SMC  

HIV care  

&  

treatment  
SGBV  

General  

Counselling  

10-19  Male  9  674  0  997  141  196    6,345  

10-19  Female  394  1,146  2,127  3,289  0  453  9  12,795  

20-24 Male  38  1,049  0  2,143  177  112    6,134  

20-24 Female  1,618  2,046  2,579  3,858  0  445  7  12,123  

TOTAL  2,059  4,915  4,706  10,287  318  1,206  16  37,397  

  

HIV Testing Services (HTS)  

During the year NTIHC offered HIV counseling and testing to 10,287 clients, 70% females. Of 

the total tests conducted 1.3% (132 tests) turned positive; female (102) and 30 male. About 70% 

of the positives were aged 20-24 years, 26% (15-19 years) and 6% were 10-14 years old.  

Majority of HIV test entry point is through ANC, which accounted for 61% of the HIV tests 

conducted, of which 28% (23 clients) tested positive. HIV testing during ANC is mandatory as 

an HIV prevention strategy, for mother to child transmission, and this contributes to large 

numbers of HIV tests done among female clients. About 52% of the test were repeat test 

(coming in for second or more times), and 452 clients (4.4%) were tested as couples. Although 

still very low, couple HIV counseling and testing has been encouraged among young people, 

which has since seen some gradual increase.   

Out of the 132 young people who tested HIV positive, 116 were immediately enrolled for ART. 

The remaining 14 clients preferred not to be enrolled for ART, indicating denial of the test 

results. Overall 1,206 clients have been enrolled and sustained on ART since inception in 

February 2016, with 92% retained in active treatment, and just a few lost to follow up and some 

transferred out. Nearly 58% of the HIV tests were done through community outreaches targeting 

the (MARPs) Most At Risk Populations (majorly female sex workers and their clients).   

Diagnosis and treatment for STI/STDs  

STI/STDs are managed syndromically at NTIHC, according to MoH recommendation. However, 

there are special cases of etiological tests conducted to confirm presence of some specific STDs, 

especially among pregnant adolescent mothers and those presenting with repeated infection or 

those that do not effectively respond to treatment. Overall, 4,915 young people were diagnosed 

and treated for STI/STDs, (65%) female. Adolescents 10-14 years accounted for 5.2% (258 

clients), 15-19 years were 1,562 (31.8%) and the rest, 3,095 (63.0 %) were adolescents aged 20-

24 years. Some treatment was offered to partners of adolescents who are above 24 years. This is 

justified under the couple treatment program for complete treatment of STD for the adolescents.   

Although not really STI, Itching in the genitals which is highly associated with STI continued to 

be a commonly presented symptom. On the other hand lower abdominal pain, abnormal vaginal 

discharge and urethral discharge were also observed in many adolescents especially among 

female adolescents.  

Apart from HIV the other etiological tests mandatorily done for the adolescent pregnant mothers 

are Hepatitis B and Syphilis. This is in accordance with MoH requirement for congenital 
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infection prevention and PMTCT. All these test are done at first ANC visit with some instances 

of repeat testing if found necessary. Scores (1 in 25) adolescent mothers on average, were found 

to have syphilis and about 1 in 30 were confirmed with Hepatitis B virus.   

As part of initiatives to improve STI treatment, MoH working with Infectious Disease Institute 

(IDI) is conducting a Gonococcal surveillance to establish prevalence of sexually transmitted 

disease (STD) among men, in Uganda, and NTIHC is used as one of the sentinel sites where 

male specimen is being collected. Through this study NTIHC collected specimen from 254 

young men for etiological tests.    In a separate study NTIHC is collaborating with IDI on a study 

to estimate the prevalence of 4STI in a gonococcal surveillance program in Uganda. The study 

also involves collection of specimen from male adolescents for etiological test. Both studies 

contributed to the numbers of STI test conducted during the reporting period.     

  

Maternal health services   

Maternal health services include ante-natal care (ANC), post-natal care (PNC), post-abortion 

care (PAC), family planning (FP) and pregnancy testing. These are key components of NTIHC 

services aimed to improve the maternal and infant mortality rates where adolescents contribute a 

significant percentage. A significant number of young people are getting pregnant at early age 

nationally. The national status indicates teenage pregnancy rate of 25%, yet many of the 

pregnancies are unwanted. Data at NTIHC indicates that nearly 30% of all adolescent 

pregnancies are unwanted, potentially ending up in abortion. Conversely contraceptive use is 

very low among adolescents, which makes them vulnerable to unwanted pregnancies. The 

maternal health services focus at pregnant young mothers and those experiencing maternal 

related causes.  

Approximately 7,179 young women got maternal health services including routine checkups 

during ANC visits (4,706), PNC (333), FP (2,012), 28 PAC services and a number of them 

getting service to reduce or prevent congenital infections including ART for prevention of 

mother to child HIV (eMTCT), syphilis, chlamydia, and hepatitis B. Among those that attended 

ANC, 1,351 visited at least 4 times. Consistently, ANC is observed to start late, mostly in second 

or third trimester which also limits effective early monitoring. However there is no serious 

indication of anemia recorded among the young mothers which generally shows that they are 

healthy. Nonetheless, NTIHC continues with sensitization program for the young pregnant 

women to come for continuous monitoring throughout gestation period. They are also 

encouraged to visit a facility for postnatal checkups.   

NTIHC uses the ANC and PNC visits to provide information on family planning, discuss 

reproductive health goals as well as sharing the advantages of child spacing.   

In June 2019, NTIHC started group antenatal as recommended by MoH. The group antenatal 

clusters women according to their age groups and gestation period, for easy monitoring of 

gestational progress and to help the women learn to manage their pregnancies. Since then 134 

groups consisting of 12 women per group has been formed. The group has since indicated 

effective in managing appointments and for proper planning. To date the adolescent mothers 

have improved their ANC visits, and we are able to follow them and make effective referral for 

delivery.     

The adolescent women are encouraged to bring their spouses for the ANC, in order to promote 

male involvement. Through the ANC the men get information about the benefit of completing 
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recommended ANC visits, how to support their women through post-natal services and 

postpartum contraceptive use for effective child spacing. Overall 203 young men escorted their 

women for ANC. Some of them got STI screening services with their spouses during the ANC 

visits.    

Family Planning / Contraceptives  

A total of 2,012 clients obtained family planning services. Injection contraceptives (Sayanapress 

and Depo-Provera) were the most commonly used contraceptives, accounting for 89.6% of 

clients. Long acting contraceptives mostly Implanon and Jadella were utilized by 162 clients and 

only 5 clients utilized copper T. in addition 47 young women were recorded to take condoms for 

use to prevent pregnancy   

It‟s important to note that majority young women (59.2%) obtained contraceptives through the 

supported private clinics, implementing the voucher project. Service data indicates that 

approximately 44% of family planning clients were continuing clients, most of them having been 

on a method for more than 6 months. A small number of contraceptive discontinuation was 

recorded. Furthermore the data indicates that over 68% of contraceptive users were aged 20-24 

years old, most them out of school.  

General medical care   

General medical care is not necessarily the primary interest of NTIHC, but it‟s an entry point to 
SRH care services. Young people come with a range of complaints not necessarily SRH. 

However, unaware for them, some of the cases have a link to SRH (hidden agenda). Therefore 

the health workers use the opportunity of taking their complaints to do further assessment, which 

eventually may lead to SRH related issues. For example a young person may report some kind of 

inflammation presenting with headache, or pain, but through further investigation the health 

worker will discover an STI. In order to promote and reach more young people and introduce 

RH related issues, NTIHC offers general medical treatment.   

Of the 45,343 clients served this year, 58% came with SRH related issues as their primary 

service needs while the 21,836 (48%) presented general medical conditions. However, through 

provider initiated screening, (11,243) 51.5% of these were found in need of SRH services such 

as pregnancy testing, HCT, FP, STIs management etc which were associated to their ailments. 

Over the years, the service providers have learnt to do further investigation, beyond reported 

complaints. They have also learned that providing comprehensive assessment to young people 

help to discover some other health and psychosocial issues (hidden agenda) they may not be 

aware of or they may be shy, or deliberately fearing to talk about.   

  

Apart from actual service delivery, NTIHC implemented a range of programmatic activities to 

sensitize young people and create awareness and demand for SRH services as well as increasing 

awareness on reproductive health rights. These programmatic actives were done both at the 

Kiswa facility and in its neighboring communities.  

   

Educative Health talks with young people at NTIHC waiting area:  

The educative health talks (dialogue) with young people offer opportunity for live discussion on 

a number of health and growing up related issues. Moderated by NTIHC staff and volunteers, 

young people are stimulated to share experience, and learn from each other on selected health 

and growing up topics.  The moderator offers a verdict based on known facts, at the end of each 
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session. The discussion topics range from responsible health behaviours, hygiene body 

awareness and body changes, healthy relationships, life skills, health seeking practice to 

(SRHR).  The educative health talks are reinforced with educative films and the information 

education and communication (IEC) materials distributed for further reading. A total of 833 

sessions of educative health talks were conducted throughout the reporting period, with average 

attendance of 60 to 80 young people per session. We strongly believe that, educative health talks 

is a single most powerful platform where young people meet every day to discuss and learn 

about life skills, reproductive health issues and health rights. Picture 2 shows a typical educative 

health talk conducted at NTIHC waiting area.   

  
         Picture 2: A counselor conducting an educative health talk at the NTIHC waiting area  

  

SGBV and related services   

As part of SRHR intervention NTIHC offers a range of sexual gender based violence (SGBV) 

services including eligibility screening, provision of emergency contraceptive, post exposure 

prophylaxis (PEP), counseling support to victims; referral for legal support and linking to 

appropriate services. NTIHC also sensitizes and raises awareness of young people and general 

public on SGBV. The awareness focuses on empowering girls and young women to be able to 

prevent themselves from sexual abuse and other forms of SGBV. This reporting period 16 cases 

of SGBV were identified mostly through the provider initiated screening, with a few self-

reported cases. The cases identified were psychological and physical in nature including assault, 

coerced sex and family and relationship problems. Seven rape cases were identified. All the 

cases were counseled appropriately, and given prophylactic treatment whenever required, 

including 3 emergency contraceptives and PEP. Where found necessary, they were referred for 

further support to appropriate partner organizations. NTIHC has worked in close collaboration 

with Center for Domestic Violence Prevention (CEDOVIP) and other legal aid providers to 

provide legal aid and additional psychosocial support.  

  

Outreaches  

The outreach based services are demand driven, based on epidemiological information and/or 

current NTIHC focus of activity. Different approaches are used depending on the target group 

and focus of activity. Some of the approaches used include health drives, health camps, school 

debates and home visits. The services provided include (HCT), general counseling, medical 
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services including family planning, condom promotion and distribution and IEC material 

distribution among others.   

Overall, 171 outreaches were conducted throughout this period; 29 were in schools, 142  were in 

communities of which 74 were moonlight outreaches targeting most at risk populations 

(MARPs). Over 8,000 young people were reached with various services through outreach 

activities. During the moonlight outreach, alone, 4,258 clients, were reached with HIV testing, 

accounting for 41.4% of all HIV testing done throughout the reporting period.  

  

  

Reproductive Health drives (RH drives) 

This is a kind of outreach which 

integrates a range of edutainment and 

crowd pulling activities, concurrently 

happening while RH services are being 

provided. The drives are organized as 

sudden opportunity approach to service 

delivery. It targets large numbers of 

young people and offers variety of 

ASRH services within a short time.  It 

involves working with the community 

local leadership and partnering with 

other stakeholders to mobilize the 

young people to participate in the 

activities and access the available 

services. Two RH drives were  
Picture 3: Young people at the RH drive in Kiwatule  

conducted in Kiwatule and Banda, reaching a total of 585 young people, 301 female and 284 

male. Picture 3 shows a section of young people waiting for services at the RH drive in 

Kiwatule.  

  

Reproductive Health Camp (RH camps)  

Unlike the health drive, RH camps 

are structured and well organized 

service and information delivery 

approach implemented for a targeted 

period of time (usually 4 days), at a 

specifically defined place with a 

particular group of beneficiaries. It 

aims at delivering a package of 

information to the group,  but 

 also  to  provide opportunity 

for services and or identifying and 

referring those who need specialized 

services to other facilities where the 

services                   Picture 4: Young people attending a session during the RH camp  
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are available.  Important  about  RH camps is structured life skills sessions, experiential 

learning and role modeling offered to help young people shape their character in responding to 

SRH issues and to effectively make informed decisions concerning their sexuality and RH  

in general. This year‟s camp was  
conducted at Kiwatule recreational center under the theme „my life, my priority‟ and 97 young 
people participated, and they were oriented on youth mobilization for YFS After the RH drives, 

the young people are sent out as ambassadors for YFS, leading major youth based SRHR 

activities within their host health facilities across the supported facilities where they are selected 

from.  

  

School debates  

Debates provide opportunities for young people to express their opinions on different SRHR 

issues. It‟s implemented as school based outreach. It‟s an unstructured engagement with young 
people, especially in primary schools to deliver pre adolescence and early adolescence SRH 

information to prepare the 

adolescents transition 

effectively into adolescence 

and young adulthood. 

Through debates, young 

people develop skills of 

self-expression and public 

speaking in addition to 

seeking accurate 

information to support their 

positions on a given SRHR 

topic, creating demand, 

enhancing choice and 

promoting health seeking. 

NTIHC has supported  

selected schools to organize and conduct debates on different topics. Some of the topics / 

motions were: „Girls who get pregnant should be allowed to continue with their studies‟, 
„Sexuality education should be provided in schools‟ and  „Abortion should be legalized‟ among 
others. During this reporting period a total of 4 debates were conducted in 3 schools, with 

average attendance of 80 – 100 pupils per debate. To motivate young people NTIHC gives some 

little promotion items with key RH messages to the best debaters in the schools where the debate 

is conducted.  

  

Picture  5 :   NTIHC staff at one of the school debates handing over gift s to best  
participants   
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Picture 6:  NTIHC staff at one of the school debates handing over gifts to best participants.   

Information, Education and Communication (IEC) and Promotional materials  

NTIHC uses IEC and promotional materials as one of the strategies to deliver health information 

to young people and to create demand through stimulating health seeking behaviors. The IEC 

materials work to reinforce information they could have obtained from various sources and also 

to provide totally new information. The IEC materials contain key messages to promote behavior 

change, encourage health seeking practice and empower young people on SRHR. The 

promotional materials on the hand, is mostly used to sensitize young people and general 

populations to appreciate and take positive action towards SRHR services and interventions. 

Promotional materials produced by NTIHC include T-Shirts, wristbands, water bottles, diaries 

and other branded products. The materials are distributed at the youth corners, during 

outreaches, drives, camps, national events and during other activities conducted in the 

communities. This reporting period a total of 264,193 IEC were also distributed.  

  

 

Picture 7: Copies of IEC materials on display at the waiting area    

 

Condom distribution   

Condom use is promoted for infection prevention and prevention of unwanted pregnancies. A lot 

of literature has indicated that many young people are sexually active. The age of first sexual 

intercourse among Ugandan adolescents and young people ranges between 16 and 17 years. 

However, majority of young people get exposed to risky sexual practice soon after or just before 

they start sex. For example, many young people take first time HIV test at about 17 or more 

years, after first sexual experience. For female adolescents a significant number start sexual 
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activity before 10 years. Additionally there is a large number of adolescents and young people 

living with HIV, some of them unaware. Both categories are at risk of being infected/reinfected 

or infecting others. NTIHC intensifies condom distribute to increase access to the condoms as a 

single proven product for dual prevention of STI including HIV and prevention of unwanted 

pregnancies. Service providers discuss condom use with the young people at various service 

deliver points including in outreaches. The young people are also informed of our condom 

outlets in the community so that they are able to access condoms without necessarily coming to 

the facility. A total of 674,082 pieces of male condoms were given out, both at the facility and 

during outreach activities. Other condoms were distributed through partner organizations and the 

supported facilities. However there was a general shortage of condoms in the country for about 6 

months (November 2018 to April 2019) which affected distribution and as such affected NTIHC 

target for the period.  

Toll free Help Line service   

For nearly 2 decades, NTIHC has 

used toll free telephone service to 

deliver  health  information 

 and referral to services for young 

people. Offering anonymous 

communication platform, the toll 

free has proved successful in 

delivering counseling services and 

information especially among 

 the  male  adolescents. 

Approximately 6,000 young people 

are attended to annually through the 

toll free; a significant number 

linked to service delivery facility 

closer to them and other to NTIHC. 

In recent times NTIHC has started 

to adopt eHealth  system 

 for  health information  and 

 communication, through the use of 

social media platforms integrated 

with the toll free.                          

The eHealth system works with partners at country level to promote and strengthen referral 

networks. NTIHC currently is collaborating with „safe pal‟ and Health e-chat to implement 

eHealth communication and referral. This reporting period the toll free helpline received 5,818 

calls with fairly equal distribution among male and female callers (51:49) male to female. This is 

an emerging change observed in use of telephone by young people to seek health services. 

Before, the toll free service was dominated by male caller, but this is seen to be changing. 

Through the Safe-pal, 5 sexual violence (rape) cases were linked to NTIHC for services. 

Through Facebook, a monthly average of 5,000 Posts were made to NTIHC account and 1,200 

post engagements were registered, mostly from young people, indicating yet another powerful 

tool used to deliver electronic health information.   

  

Picture 8: Service providers promoting the toll free helpline through 
community outreach 
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Providing quality ASRH in Kiswa  

NTIHC is focused to strengthening quality of care by implementing internal standard operating 

procedures (SOPs) which adhere to and are in line with MoH service standard guidelines. This is 

operationalized with routine internal quality assessment as well as external quality control 

measures. Quality is regularly assessed through client satisfaction survey, client feedback 

through suggestion box and through observation of provider performance on ASRH care 

procedures. The client satisfaction survey allows clients to provide individual judgments, based 

on a set of questions related to services and service delivery environment.   

Client satisfaction assessment is conducted with a cross section of clients who come for services 

at NTIHC, to ensure services are appropriate and relevant for the young people. Client 

satisfaction has remained above 80%. On the other hand, 84% of MoH adolescent health service 

standards were met.  

Furthermore in providing quality services, a social capital strategy is implemented through a 

network of young people living with HIV (YPLH) offering peer support to each other. Twelve 

psychosocial support meetings for young people living with HIV were conducted, attended by 

about 70 YPLH per meeting. The meetings provide an opportunity to share experiences and 

encourage each other to positive living.   

Young people were also involved in programming process, to allow them provide critical 

feedback and recommendation to improve services to meet the needs of young people.   

Quality improvement and maintenance   

Key to quality improvement and maintenance is through continuous training and support 

supervision for staff, implementing quality control measures and, adoption of new procedures 

and recommendations. Specific activities conducted in this regard include Quality Control tests 

(QC), run on new laboratory supplies and testing kits; external quality assurance control 

implemented by Uganda Virus Research Institute (UVRI) and internal checks on adherence to 

SOPs and QI procedures. At NTIHC, quality goes beyond clinical procedures to other amenities, 

including service hours, availability of essential drugs and supplies, infrastructural effective 

information system, timely operational response among others; which NTIHC constantly strived 

to maintain throughout the entire implementation period.  

NTIHC is focused to client cantered approach to quality improvement, which is implemented 

through young people‟s involvement in programming work. Young people provide feedback on 
their perceived service standards through the suggestion box and client satisfaction surveys. The 

feedback is analysed to informed decision making towards meeting the needs of the young 

people. Over time, use of suggestion box and client satisfaction survey has increased young 

people voices to quality improvement.  

Furthermore, NTIHC benefited from collaboration with IDI to improve quality of care especially 

HIV care and treatment. During this period IDI offered capacity building support in delivery of 

HIV testing, care and treatment through trainings and onsite mentorship. All medical and 

counselling staff were trained in general comprehensive ART management and others offered 

specialized trainings on HIV care among adolescents. Joint review meetings were conducted 

between staff of NTIHC and those at Kiswa HC to enforce client monitoring for HIV positive 

clients, for adherence and retention on ART. This has been an opportunity for the staff to learn 
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from a more experienced team but to also share lessons learnt in relation to adolescent HIV care 

and treatment, which is an important element of quality of service.   

High Level Skills Training for Staff  

Skills development is among quality improvement strategies at NTIHC. It‟s implemented by 
organizing in-house trainings, and or identifying short external trainings opportunities for staff. 

These are aimed at enhancing specific capacity to enable staff perform better in delivering their 

tasks. During the period, 15 staffs were sent for high level trainings in areas of strategic 

management, project planning and management, Tax management and Comprehensive 

HIV/AIDS care & management.   .  

Continuous Profession Development Sessions and Continuous Medical Education Sessions  

A number of these sessions targeting all staff (CPDs) and specific groups of staff cadres (CMEs) 

were undertaken to ensure that their skills, knowledge and experience remain relevant to the ever 

changing professional needs landscape. External resource persons from different professional 

backgrounds were sourced to conduct these specific sessions. Overall, 15 CPDs and CMEs were 

conducted and attended by all staff and volunteers at NTIHC.  

Sharing best practice  

NTIHC offers practical learning opportunities to partner organizations, institutions and 

individuals in the areas of ASRH service delivery. This is implemented through practicum 

placements, internships, study tour and organized training. Best practice is also shared through 

conferences, technical working groups, media engagements and during stakeholder‟s meetings.  

This reporting period, NTIHC participated in 3 International Conferences: 2
nd

 African Youth 

SGDs Summit Accra – Ghana, 5
th

 International Family Planning Conference Kigali, Rwanda and 

3
rd

 Annual scientific conference on Youth & Adolescent SRHR Malindi – Kenya. Locally, 

NTIHC participated in a number of local conferences, workshops, seminars, Technical Working 

Group (TWG) meetings and in notable days, where best practice was show cased in terms of 

programming and service delivery. The local conferences include Uganda Counseling 

Association 15
th

 Annual conference Kampala and Pre- RMNCAH Assembly among others.  

Learning Opportunities for Others Provided by NTIHC  

As a pioneer youth clinic in provision of Adolescent Friendly Services, NTIHC continued to 

provide and advocate for quality YFS, acting as a role model youth health program. Learning 

opportunities offers a platform for parties both in health and non-health related sector draw 

lessons on implementing YFS. In terms of sharing best practice through learning, NTIHC 

continued to offer learning opportunity to others as earlier mentioned. Practicum placement, 

mentorships, study visits and training in adolescent health and youth friendly services (were 

implemented for a range of providers, project implementers, researchers, policy implementers 

and students. NTIHC hosted 399 people on learning placement, among them, 104 health workers 

and peer educators were specifically hosted on practicum after theoretical trainings The Health 

workers were from Butambala, Nakaseke, Luwero, Mpigi, Gomba and Wakiso. Other health 

workers were mobilized and trained by Action for Health and Save the Children, and placed at 

NTIHC to learn how to handle young people in health facility setting. In addition to the health 

workers and peer educators, 26 students (from local and international universities) were also 

hosted. Furthermore, NTIHC hosted both professional and nonprofessional young people on its 

volunteering program. The program attracted social workers, counsellors, clinicians, medical 

students and students in senior six vacation. These young people were both local and 
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international (Sweden, Korea and Kenya), who are believed to carry on and propagate 

ADH/YFS model in their future careers.  

  

3.1.2 Achievements in objective 1  

High retention and adherence on treatment (ART) for YPLHA. Generally there was a minimal 

loss to follow up of 5 clients registered. Viral load monitoring was intensified, working in 

collaboration with government central laboratory in Luzira. For most ART clients the viral load 

was maintained below 1,000 copies per cell for over 95% of the clients attending NTIHC‟s HIV 
clinic.  This achievement is attributable to constant reminder calls for appointment dates, peer 

support, linkage facilitators and home visits.  

NTIHC adopted group antenatal as recommended by government. This approach was integrated 

with the New born mothers club, and it quickly picked up. Through the group antenatal sessions, 

a number of young women are sensitized and are now able to support each other in doing 

measurement, nutrition monitoring, encouraging routine antenatal checkups and coming with 

their partners for ANC sessions.    

Implementing point of care/provider initiated screening continued for SGBV and substance 

abuse; through this approach 7 rape cases were identified and supported and some elements of 

drug and substance abuse were offered recovery sessions and psychosocial support/counselling. 

Furthermore focused counselling was offered to girls who reported unwanted pregnancies.   

The other achievement is on the continued maintenance of high quality of services as indicated 

by client satisfaction, external quality assurance and MoH standard of service delivery met. As 

seen earlier 89% of clients expressed satisfaction with services received. The quality assessment 

report from UVRI indicates that NTIHC passed the quality parameters assessed, and 84% of 

MoH adolescent health standards were met according to internal assessment.  

Furthermore, NTIHC registered achievement reaching out to Most at Risk Populations (MARPS) 

of young women. Most of these young women are engaged in commercial sex work in the slums 

of Kampala. They were reached through the moonlight outreaches. Implementing the fast 

tracking Presidential initiative, of offering targeted HIV testing services for MARPS, NTIHC 

reached approximately 4, 258 adolescents and young women who were offered HIV testing, 

through the Moonlight outreaches   

3.1.3 Challenges under objective 1  

In providing the moonlight outreaches lighting was the major challenge registered on which thus 

requires some kind of portable lighting system.   

The other challenge emerged from nutritional needs of YPLHA, including the emerging shortage 

of food needed to support treatment adherence. This has continued since the start of HIV care 

and continued to be indicated during the psychosocial support meetings for the YPLHA. 

Although treatment adherence is emphasized, some of the young people cannot adhere to timely 

treatment, without proper feeding. Some young people need social protection support to 

facilitate health seeking and adherence to treatment, which NTIHC is not able to offer, due to 

limited resources and because of the need to prioritize niche role.  
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The other challenge was shortage of condoms for approximately 6 months during the financial 

year was yet another challenge, such that there was no consonance between demand creation and 

supply of condoms.  

Lessons Learnt on ASRH  

Continuous quality improvement, effective and timely response training of health care providers 

are critical in improving quality and providing services that are acceptable for young people. 

Meaningful involvement of young people is important in designing effective intervention model 

and content. Through engagement with young people we were able to establish available 

knowledge and local skills relevant especially for community interventions and mobilization.  

Furthermore, functional feedback from beneficiaries keeps us in check.   

We have also learnt that there is still a huge unmet need for SRHR services among young 

people. Large populations of young people don‟t have access to services because they need 
parental consent or permission to go for it. Others especially the males have important priorities 

over health care. Our community based interventions (outreaches, home visits and network 

groups) have proved very effective and successful, particularly for reaching males clients.   

The other lesson is that comprehensive provider initiated assessment helps to discover some 

other health and psychosocial support needs of the young people beyond self-reported 

complaints. Sometime young people may not be aware of some problems or they may be shy, or 

deliberately fearing to talk about.   

  

3.2  Objective 2: Scale up  

Objective: To expand and improve youth friendly SRH services in selected public health 

facilities by providing material and technical support  

Expanding and improving quality of youth friendly services means working with more health 

facilities to deliver services that meet the needs of young people, performed within standard 

operating procedures of NTIHC and MoH service standard. NTIHC continued to achieve this 

objective by working with 31 public health facilities in central region districts in Uganda, as well 

as building capacity of other non-project public health facilities, CSOs and private provider 

facilities in the region. The overall goal of objective 2 is to increase access to and utilization of 

SRHR services and awareness of SRH rights among young people and general population in the 

region.   

The scale up plan is implemented through 2 packages of support: (1) Service delivery package to 

help health facilities provide care and treatment as well as implement program activities and  

(2) Capacity building package of support, to help public health facilities integrate YFS program 

in the facilities. The capacity building package is more of material support and technical skills 

development, while the service delivery package is for actual service provision.  

After establishing youth corners in public health facilities, NTIHC embarked on strengthening 

functionality of the youth corners and working through to sustain the project beyond the strategic 

plan period.  This reporting period, NTIHC continued to facilitate youth friendly activities with 

health information materials, financial assistance to facilitate peer education activities at the 

facilities and during outreaches, train health workers and peer educators in youth friendly 
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services delivery; strengthening coordination and cross linkages with other implementing 

partners and, engaging into advocacy and promotion of ASRHR.    

NTIHC continued to work on strengthening functionality of youth corners in the supported 

facilities. This was done through continued supply of assorted medicine for treatment of STIs, 

other supplies for maternal health services, YFS educational and promotional materials and 

monetary facilitation was provided to facilitate as part of the packages. With that support, the 

facilities conducted outreaches in school and in communities. Aside from service delivery, 

NTIHC continued with the cork to strengthen coordination and cross linkages with other 

implementing partners and, engaging district leadership through the DICAHs. Dialogue 

meetings with district officials, meeting with civil society organizations (CSO‟s) and other 
stakeholder; annual review meeting with implementing facilities were conducted.   

Furthermore, trainings to health workers and peer educators was continued, along with support 

supervision, monitoring visit and quality improvement mentorship. Advocacy meetings with 

young people, district leaders, parents, teachers and general public were conducted to sensitize 

people on SRHR and promote ASRH services.  

Service Delivery package of support  

This package supports actual care and treatment and other programming activities. It is 

implemented in 6 KCCA facilities and in Kira HC IV, in Wakiso district. The package involves 

strengthening commodity security for essential medicine for young people, facilitation of peer 

educators to implement community based activities, support supervision and skills development 

for health workers including provision of other material support such as IEC materials, 

promotional materials and enter-edutainment equipment and supplies.  

Capacity Building support   

Capacity building package of support helps selected public health facilities to integrate YFS 

program in the facilities. It involves provision of material support and technical skills 

development for health workers and peer educators, as well as engaging local government 

(through district health department), to support YFS program. This reporting period 104  health 

workers were trained, and they were further offered on job mentorship after training and, 4 

rounds of support supervision was conducted. About 193,664 copies of IEC materials and 351 

assorted promotional materials including calendars, water bottles, diaries, wrist bans among 

others were also provided to each of the facilities to enhance demand creation as well as 

dissemination of information and education messages to young people. The capacity building 

package continued in all the 24 health facilities in 8 districts in central region.  
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Service Utilization in Supported Facilities  

 A total of 370,818 young people accessed 

services in all supported facilities. Service 

delivery facilities registered 180,364 and in 

capacity building package 188,763 young 

people. An overall increase of 32,491 (10%) 

from last year. This reporting the 24 facilities 

in capacity building package registered slightly 

more (51%) of the total client volume 

registered. It is the first time this happened 

since the beginning of the strategic plan period 

in 2015. Over the years the service delivery 

facilities recorded large numbers compared to 

capacity building. 
 

 

 

 

This achievement is attributed to the increased involvement of host facilities, district officials, 

other district based civil society organization, resulting from the stronger collaboration and 

linkages created.   

On average high volume facilities offered services to approximately 2,100 clients per month 

while the low volume reached about 900 clients per month, lowest of 500 clients in HCII. 

Service utilization in supported facilities for both capacity building and service delivery 

packages of support combined, were significantly high (21%) above annual targets.  

According to the strategic plan, two new health facilities (Kawempe and Kiruddu) were to be 

rolled into the support after undergoing upgrade by MoH, however this did not happen 

because of internal reorganization by the MoH. Therefore, NTIHC opted to increase 

catchment coverage for Kisugu HC III, to fill the gap in Kiruddu, and to address Kawempe 

through facilitation of more community outreaches.  

 Table 4: Indicators for objective 2  

  

Indicator   Annual 

target  

Actual  

Indicator O2.1:  Numbers of facilities supported  33  31  

Indicator O2.2:  Number of young people utilising SRH services
2
  101,711   180,364  

Number of young people utilising SRH services in 

capacity building facilities  
191,404  188,763  

  

  

   

 

                                                 
2
 These are young people utilizing services from 7 facilities supported to deliver clinical care through the youth 

friendly corners  

49 % 

51 % 

Distribution of clients by package of  
support 

Service Delivery Package Capacity Building Package 

Figure 2: Service utilization by package of support 

2018/2019  
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3.2.1 Results data and indicators for objective 2  

  

Table 5: Results data for objective 2  

  

Age & Sex  FP  STI  ANC  HCT  

10-19 Male  1,536  3,322  -  16,358  

10-19 Female  7,604  8,886  26,991  27,074  

20-24 Male  3,757  5,009  -  22,053  

20-24 Female  20,120  11,575  68,298  43,752  

TOTAL  33,017  28,792  95,289  109,237  

   

Trends of Utilization of Core Services in supported facilities 2015-2019  

 

  

 
  
Figure 3: Number of young people seen by core services  

  

Scaling up ASRH service  

NTIHC‟s program to scale up YFS has continued from the previous years as indicated in the 
strategic plan. Significant success have been registered over the last 4 years. This financial 

year the program leveraged from the already built momentum, and continued with 

strengthening functionality of existing youth corners in the supported health facilities. 

Through the scale up program, services utilization has greatly increased; health workers 

trained in YFS delivery and ASHR programming; CSOs and local government leaders 

especially district health officials engaged to promote YFS delivery.   As a result, the 

numbers of young people accessing services and information increase by 10%, to a total of 

370,818 this year from 338, 327 last year.  Compared to previous years, the capacity building 

facilities reached slightly more young people (51%) of young people served. In actual 

numbers, 188,763 young people were seen from the 24 capacity building facilities and 

182,055 from 7 service delivery facilities, 1,191 private clinics, and 188,763 (51%) received 

services at the 24 capacity building facilities.  

  

14,541 19,032 

40,102 
35,915 37,108 

23,533 

86,651 91,082 

34,006 26,406 

100,668 
106,674 

33 ,017  
28,792 

95 ,289  

109,237   

FP STI ANC HCT 

2015/16 

2016/17 

2017/18 

2018/19 
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The data indicates continuous increase in numbers of young people accessing SRHR services 

at supported health facilities, at 9.6% annual rate of increase, over the past 4 years. Figures 12 

shows trend of clients accessing services in all supported facilities over 4 years   

Sustainability of scaled up ASRH  

As already indicated sustaining the scale up is in positive trajectory. The health workers and 

peer educators have been trained, civil society mobilized and sensitized to integrate YFS in 

their programs and local leaders involved actively in operationalizing the youth corners. A 

positive indication has already been registered at national level, when TWGs identified 

DICAH model as a good approach for finding local solutions to adolescent health challenges. 

The DICAHs have committed to promoting YFS agenda at district and central government 

level.  Collectively, all these strategies work to sustain scale up of YFS.  

Strengthen Coordination and Cross linkages  

To strengthen district involvement in coordination and cross linkages, 14 dialogue meetings 

were conducted with district officials, 4 civil society organizations (CSO‟s) and other 
stakeholder in addition to the annual review meeting with implementing facilities. The 

emphasis in the meetings were about expanding integration of youth friendly services in 

facilities where NTIHC was not directly supporting but having the presence of the CSOs  that 

NTIHC has engaged. In Kampala and Kira, the meetings focused more on mobilizing district 

leaders and CSOs to integrate adolescent health into their programs. As a result of the 

meetings CSOs committed to continue working and supporting adolescent health work, 

particularly promotion of health rights of young people. They committed to continue working 

with NTIHC and learning from its model as a best practice center. Kira municipality leaders 

re-echoed that space has been provided at Kira HCIII to support for youth corner to house 

youth friendly services activities. The health in charge confirmed that health workers will be 

rotationally deployed to the youth corner to specifically handle adolescent seeking services.   

  
Picture 9: Participants at advocacy meeting with community leaders at Kira municipality  
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3.2.2 Achievement under objective 2  

NTIHC has since registered relatively improved coordination and support from district 

leadership in central region, which potentially legitimized the project in facilities and 

surrounding communities. Working with district officials have motivated interest of facility 

incharges on youth friendly services, making the youth corners more functional.  

Specific achievements were registered on training of health workers (94), CSOs (54) and peer 

educators (20) to improve skills to deliver quality SRH services. The Health workers were 

trained in ADH and YFS to support integration and to propagate adolescent health services 

across the country. Specifically, the training of more health workers from Wakiso, Kampala, 

Gomba, Butambala, Nakaseke, Luweero and Mpigi.  

Similarly, the role of peer educators in filling human resource gap in health facilities would 

not be downplayed. In terms of strengthening human resources for YFS, the peer educators 

were successfully integrated in public health facilities after the trainings and engaged to 

mobilize, and to support in disseminating information to their peers through health talks, 

distribution of IEC materials, condom promotion and peer referral. This integration has since 

translated in the large numbers of young people utilizing services across all the supported 

facilities. By and large the achievement is attributed to the increased involvement of host 

facilities, district officials, other district based civil society organization, resulting from the 

stronger collaboration and linkages created as well as introduction of school outreaches 

which also contributed to increased access and awareness about the services. For example, 

Kira municipality leaders re-echoed that space has been provided at Kira HC III in support 

for youth the corner to house youth friendly services activities  

3.2.3 Challenges under objective 2  

Health system challenges, including deficit in health human resources, infrastructure, and 

drug shortage remain a persistent challenge for integration of youth friendly services and 

generally, provision of quality services to young people.  Despite the recruitment of peer 

educators to fill the gap in community activities the health system does not recognize the peer 

educators in health services workforce. The challenge is for NTIHC to sustain the peer 

educator role in health facilities, including direct supervision of their activities.   

The provision of YFS is to some extent considered as additional work which the service 

provides expectations are to be remunerated, integration of YFS (youth corner) in public 

health facilities, though a good practice to deliver SRH services for young people, remains 

challenged by some health workers and indeed local government systems which still consider 

the idea as additional workload that should be separately remunerated.  This has therefore 

slowed the rate at which YFS program is being embraced. It therefore affects NTIHC‟s plan 
to wean off support to these facilities. In some facilities, there was need for renovation the 

youth corners and maintenance of audio visual equipment which severally slowed down YFS 

activities.   
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3.3  Objective 3: Promoting ASRHR  

Objective: To increase awareness, understanding and acceptance of young people‟s SRH 
rights and advocate for a more enabling environment for ASRHR  

Objective 3: Promoting ASRHR   

Since 2015, NTIHC has strategically conducted advocacy and mass sensitization activities 

throughout the country to increase awareness and promote provision of ASRHR services.  

NTIHC‟s work is centered on influencing policies at local and national level, by engaging 
with local government officials, central government through government ministries and 

departments and through engagement with parliamentarians to influence policy decisions 

towards improving ASRH.   

NTIHC is cognizant of the largest segment of Uganda‟s population being adolescents and 
young people. However this population subgroup is faced with huge unmet needs for SRH 

services, and low knowledge of sexual and reproductive health rights. As such access to and 

utilization of SRH information and services, significantly compromising due to little 

awareness about the SRH rights. Through objective 3 NTIHC‟s activities focused to 

popularize and cause acceptance of sexual and reproductive health and rights: increasing 

awareness and advocating for an enabling environment for SRHR. It‟s implemented through 
advocacy, capacity building and research.  NTIHC heighted these activities to ensure that 

structures are strengthened where they exist and systems are put in place to address young 

peoples‟ SRHR needs, such as increasing access and choice for treatment, care and 
information.  

Throughout the strategic plan period, NTIHC is focused to implementing cutting-edge 

approaches, reaching out to young people both in and out of school: The combination 

interventions for increasing coverage of youth friendly  services, as well as creating 

awareness and increased knowledge of SRH rights among all populations was aimed to 

addressing demand and supply side of SRHR for the young people. Key interventions and 

activities for this reporting period include training of health workers, peer educators, civil 

society organization, and district officials; advocacy meeting with district officials and other 

stakeholder, advocacy with policy makers (parliament), promotion and sensitization through 

radio and TV programs, research, learning and sharing and engagement through mass 

movements of young people.    
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3.31  Results data and indicators for objective 3  

  

Table 6: Results data for objective 3  

  

Indicator  Annual 

target  

Actual   

Indicator O 3.1: Number of people trained by sector and type of training  134  399  

By sector:  By type of training:  

Gov  Priv  CSO  Total   YFS  ASRHR  

283  37  79  399  240  159  

Indicator O 3.2: Number of radio/TV programmes by topic  32  35  

Indicator O 3.3: Number of advocacy meetings and events organised and 

participants attending  
8  8  

Indicator O 3.4: Number of advocacy meetings and events attended  
8  25  

Indicator O 3.5: Number of documentation 

products  

Products generated  1  4  

Copies shared/distributed    
250  

  

National Advocacy through Technical Working Groups (TWG)  

NTIHC is a member of TWGs in ministry of Health, Education (MoH) and Sports (MoES) 

and Gender Labour and Social Development (MoGLSD). Through the TWGs NTIHC has 

shared work done on ASRH especially promotion of YFS in the country. The work of 

NTIHC has severally been adopted for scale up and to benchmark ADH activities. 

Throughout this reporting period NTIHC continued with this engagement to share best 

practice and provide evidence for policy decisions. Particularly we participated in the 

quarterly working groups of Maternal and Child Health working (MCH) group; Adolescent 

Health (ADH) working committee, male involvement working committee, Health/HIV 

Technical Working Group among others. Through the TWGs, NTIHC registered a success 

pulling together partners to implement the first RMNCAH youth symposium, preceding the 

nation Reproductive Maternal Newborn Child and Adolescent Health (RMNCAH) summit. 

The youth summit was a platform where young people shared their potentials to reducing 

vulnerability in SRH, including innovations for economic dependence, self-reliance, life 

skills and resilience strategies to avoid sexual exploitation and pressures that expose them to 

SRH risks.   

Sharing the DICAH model to the ADH and MCH technical working groups, the members 

unanimously adopted the DICAH as a model for finding local solutions to SRH problems 

facing adolescents at local level. The same working group recognized training of health 

workers in YFS and subsequent practicum placement as a best practice for integrating YFS in 

public and private facilities.   
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Advocacy with district authorities:  

In 2017, NTIHC started work to functionalize District Committee on Adolescent Health 

(DICAH), strategically to support present adolescent health issues at district meetings and 

decision processes, without needing the presence of NTIHC in those activities.  The DICAH 

would function as advocacy conduit at district and local levels. By end of financial year 

2017/2018, 8 DICAH committees were functioning in selected central region districts, with a 

number of them already taking up lead roles to institutionalize YFS within district health 

programs.   

This reporting period, two new districts (Budaka and Pallisa) in Eastern Uganda came on board, 

making  a 

 current total of 

12 DICAH committees 

formed.   

 

DICAH to the East is 

part of our efforts to 

promote ASRHR in the 

entire country. The 

 two  districts 

were  selected 

because  they 

 are among the 

districts with relatively 

high teenage 

pregnancies in the region, and also with great needs to increase awareness and understanding so 

as the accelerate acceptance of Sexual and Reproductive Health and Rights (SRHR).   

The DICAHs have since seen districts appreciate the importance of enacting bi-laws and 

developing local policy documents to guide and streamline adolescent health work. In Gomba 

district for example, a Key resolution was made in 2018 to regulate activities of social spaces 

like the Karaoke clubs that are influencing young people‟s behaviour and increase sexual 
risks associated with excessive alcohol use. In Budaka a resolution was also made for the 

DICAH to submit to the district council on setting up adolescent and youth corners and 

allocating health workers trained in youth friendly service provision. In Mukono, the DICAH 

is currently a platform where stakeholders review progress of ADH activities before they 

report to the council health committee. The DICAH in Mukono has s functional system that 

meets every quarter to discuss ADH. NTIHC has regularly been invited to participate in the 

DICAH in Mukono, to offer oversight guidance on effective integration of YFS in public 

facilities. The DICAHs are therefore playing a pivotal role in shaping adolescent health work 

in the districts.   

As already indicated before, the DICAH is adopted as best model for districts to identify local 

solution to ADH challenges. To reinforce district level advocacy, NTIHC continued to 

reproduce and disseminate policy guidelines including the ADH policy (80 copies) and the 

National sexuality education framework (84 copies) to increase awareness among key 

stakeholder at district levels. The policy documents were distributed to members of 

P icture  10 :  The Advocacy officer attending one of the DICAH meetings   
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parliament, DICAHs and CSOs representatives in selected districts, to stimulate thinking on 

how to make it better in future and also how to make sure it‟s implemented effectively.  

Advocacy through mass movement fora of young people   

Mass movement fora of young people are congregations that brings together numbers of 

young people through organized events or meeting to learn, share and discuss issues of 

SRHR for the young people. It‟s an advocacy platform through which NTIHC sensitizes 
young people on SRHR decisions. Mass movement fora is a market place of a range of 

creative ideas and innovative ways of creating awareness and empowering young people to 

demand for rights as well as making informed decision about SRH.   

This reporting period NTIHC with partners organized the first ever RMNCAH summit. The 

summit brought together over 900 participants who included in and out of school young 

people, line ministries, civil society organizations, development partners and media.   

At the summit, the guest of honor, the state minister of health for general duties Hon. Sarah 

Opendi reassured the nation and participants that the government is committed to investing in 

young people's health programs. She particularly mentioned that the government is 

embarking on improving reproductive health services with 124 health facilities under 

construction.  Other key speakers included Dr. Richard Mugahi, the Assistant Commissioner 

for Community Health at MoH, who particularly indicated that the ministry is doing 

everything to provide space and opportunities for young people to be catered for in public 

health facilities throughout the country.   

Throughout the summit the young people committed their participation to holding decision 

makers accountable for health service delivery, as well as taking action to reducing their 

vulnerability.   

  
Picture 11: The State Minister for Health for general duties Hon Sarah Opendi and all stakeholders making 

commitment’s at the RMNCAH youth summit  

  

Other Mass movement activities were conducted in Pallisa and Kyotera districts respectively. 

In Pallisa the NTIHC team joined the district leaders to provide SRHR information and 

services to the young people. This was the first activity to mark the launch DICAH in the 

district, which came with enthusiasm and commitment by the district to champion ADH 

advocacy and related activities in the district. Approximately 200 young people were reached 
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with information and services at the launch of the DICAH in Pallisa.  On the other hand, in 

Kyotera NTIHC joined DROTEY and partners in conducting a health run that was used to 

create mass awareness on SRHR. Peer discussions were also conducted with district based 

peer groups. The Naguru Teens Club (NTC) members (young people) used this opportunity 

to share the best practices at the center but also to learn from the peer groups as well. About 

230 young people 

participated in the run 

and received SRHR 

messages while 

approximately 57 got 

other SRHR services 

Radio and Television 

programs on ASRHR  

NTIHC continued with 

media engagement 

through TV and radio 

programs to create 

awareness of SRHR, 

and to sensitize young 

people about their 

health and behaviors. 

The discussions were 

focused around root causes of sexual reproductive health problems among young 

people; the role of the young people and different stakeholders in reducing risky 

behaviors and practices and attitudes among other things.   

  

NTIHC worked with technical people and health experts from other partner institutions to 

dialogue on key topics. At local level, district based radio stations were engaged to deliver 

similar messages using Jingles and mentions in local languages and to meet the social and 

cultural diversity of different societies. Similarly national televisions including Nation media 

(NTV), Bukedde TV and NBS were used to disseminate health information to young people 

and the general public. A total of 35 talk shows are conducted 6 TV and 29 Radio Talk 

shows. This was in addition to several Jingles, and Mentions passed in the various radio 

stations during peak hours.   

  

Advocacy and Technical input to Policy Decision  

NTIHC has a role to support ADH policy process by providing evidence and engaging with 

parliament towards favorable health policies for ADH work. The parliament is mandated to 

make laws, approve budgets, and monitoring government programs. It is therefore key in 

improving and addressing the environment to which ASRH operates.  Over the last 3 years 

NTIHC has been engaging with parliament particularly through Uganda Women 

Parliamentarians Association (UWOPA). This year we hosted 15 members of UWOPA to a 

learning visit at NTIHC, which was followed with dialogue involving other key stakeholders. 

The exposure of the legislators to a youth friendly health service delivery center enabled them 

to interact with the young people and health services providers. The visit also enabled the 

legislators to attain a better understand of the ASRHR issues of young people.   The Members 

of parliament applauded NTIHC for the work it is doing in improving and impacting health of 

Picture  12 :   Young people participating in a TV program   
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adolescents and youth, and they expressed interest in strengthening partnerships with the 

centre, and most importantly to use the lessons learned at NTIHC to legislate for better 

services for adolescents and young people in Uganda.   

“I am amazed by the work NTIHC is doing in this part of the country. I wish that this model 
can be replicated and established in various parts of the country, so we can save lives and 

support parents in shaping and transforming the health and lives of adolescents and youth 

across the country” – Hon. Ajilo Maria, Woman MP Kaberamaido, member of UWOPA and 

the Education and Sports committee of Parliament.   

 “I am a health practitioner and a counsellor. I am passionate about the health of young 
people and I work with my fellow health workers to offer services to all of them. Through this, 

I have noted several challenges, especially with young people who have tested positive to HIV 

and these include; non-disclosure of status to their parents and pill burden. I would like to 

encourage those who have tested positive that it’s not the end of your life’s journey, you can 
live a perfectly healthy life” – Hon. Gaffa Mbwatekamwa, MP Kasambya Mubende, member 

of UWOPA and Health Committee of Parliament.  

The dialogue brought together key stakeholders including members of media, local leaders, 

young people and representatives from partner civil society organisations. In this meeting 

legislators made specific commitments on supporting the SRH agenda on the parliament floor 

and in their specific constituencies.  

“On behalf of the Hon. members of parliament, i would like to pledge our commitment and 
support, and i also request for several engagements with different Hon. members of 

parliament on the SRH issues so that we can all appreciate the depths of these issues and 

legislate laws that are youth friendly, responsive and supportive” – Kamugo Pamela Nasiyo, 

Woman MP Budaka District” member of UWOPA and HIV/AIDS & related Diseases 

committee of Parliament.  

  
Picture 13: Members of Parliament and other stakeholders interacting with adolescents at NTIHC  
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Promoting ASRHR at National and International meetings and Conferences  

Sharing and learning from national regional and international best practices, innovations and 

research forms part of NTIHC‟s capacity building and learning strategies. Through 
conferences NTIHC share their work as well as learning from other programs how to better 

improve service delivery and ASRH programming in Uganda. Staff of NTIHC participated in 

a number of national events to promote and advocate for SRHR promotion in Uganda 

including the World Contraceptive Day (WCD), World Population Day, World AIDS Day, 

International youth day, Day of African Child among others.   

The team also participated in several coalition meetings to further advance the SRHR agenda. 

The team participated in meetings organized by the Kampala youth Advocacy network, 

RMNCAH Coalition meetings, Family planning budget Advocacy group and the Men Engage. 

Through  these 

 engagements NTIHC 

advocacy team together with other 

partners were able to organize a 

national RMNCAH summit, 

planned and organized budget 

conferences through the  

Family planning budget 

advocacy group and Kampala 

youth advocacy network.   

At international level, staff 

participated in 3 conferences: 2
nd

 

African Youth Sustainable 

Development Goals (SDGs) 

summit in Accra, Ghana; 5
th

 International Family planning conference in Kigali, Rwanda and in 

the 3
rd

 Annual scientific conference on Youth & Adolescent SRHR in Malindi Kenya. The SDG 

summit attracted more than 1,500 youth from Africa and beyond. The summit ignited deeper 

conversation and inspired practical approaches to move from policy to actions that involve 

young people to drive the implementation of Agenda 2030 and Agenda 2063. The summit also 

provided a platform for dialogue on youth inclusion and participation in Africa‟s social, 
economic and political systems. For NTIHC, the summit was a learning opportunity and how our 

work can be implemented with focus of contributing to SDG indicators at national level.  

At the Family Planning conference, in Kigali Rwanda, 3 staff participated, made 

presentations and collected updates on family planning innovation, and technological 

developments for better service delivery. At the SRHR scientific conference in Malindi 

Kenya the staff presented papers on some of the key researches and program based activities 

done by NTIHC.  

Picture  14 :  The Advocacy officer with some of the participants at the  
SDGs summit in Ghana   
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              Picture 15: NTIHC staff making a contribution at the SRHR conference in Malindi Kenya  

 

Training of service providers ADH and YFS  

Preparing a health workforce of adolescent care providers is an essential component for 

expansion of youth friendly services under the NTIHC program thematic areas. Existing 

mainstream health workers‟ training program are insufficient in their inclusion of adolescent 
health content and competencies, and therefore has failed to address the uniqueness and 

multiplicity of adolescent health problems, including their social, behavioral, developmental 

needs. The promotion of youth friendly services itself require a pool of trained health workers 

with some specialized skills for handling adolescent. As such NTIHC has adopted “in 
service” training program for health workers, focused on effective adolescent 
communication, case assessment and evaluation and, psychosocial support. The training is 

offered through a 5 days instructional module and 3 days onsite practicum placement. These 

trainings were provided to health workers and peer educators from public, private, and CSOs 

provider facilities. It‟s part of capacity building program, strategically to enable integration of 
YFS in public and private facilities. In addition to the curriculum based training, NTIHC 

offered opportunity for a learning visit to practitioners, medical students and other students 

from high institutions of learning.  

Through these trainings and learning visits health workers‟ knowledge, skills and 
preparedness to offer friendly service to adolescents is increased, which is seen to have great 

potentials for propagating YFS beyond the geographical programs areas for NTIHC 

activities.   

Throughout this reporting period, 399 people benefited from NTIHC training program, 94 

health workers, 120 peer educators, 90 ToT and 15 CSO program people implementers and 

80 from medical schools and a collection of other institutes of higher learning.  

As it can be seen in table 6, the number of people trained went far above the planned target 

for the year. This is not a surprise to us and it‟s historical, because we always receive trainees 
that are sent from organizations interested in learning from NTIHC‟s model of work. These 
category of people, are not budgeted for in our training. Most of them are catered for by their 

host organizations or institutions while others manage their training expenditures on their 

own, NTIHC takes full responsibility for planned trainings according to work plan and 

budget.     
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Research and documentation and learning.  

This year was quite remarkable in research and documentation. Three research studies were 

conducted including: „„Feasibility and acceptability of Toll free helpline for SRHR services 
in secondary schools‟‟, „„Assessment of Behavioral change communication (BCC) 

interventions of NTIHC and “Sexuality Education Needs of young men in Kampala‟‟. The 
research findings are very informative and NTIHC is positioned to utilize it to implement 

targeted activities and interventions that align to the findings.   

Aside from the operational researches conducted internally, it‟s already indicated above that 
NTIHC also collaborated with MoH and IDI in STI surveillance researches currently 

ongoing. NTIHC is working as a research site for the two studies, which has seen 

considerable numbers of STI etiological tests done. Through these researches, NTIHC is 

strengthening its internal capacity to do research as well as using intermittent test results to 

improve on the STI treatments.       

AVAC fellowship program  

The AIDS Vaccine Advocacy Coalition (AVAC) fellow‟s project is collaboration between 
NTIHC and Global Advocacy for HIV Prevention. It‟s an HIV prevention research advocacy 
fellowship program, which provides support to emerging and mid-career advocates to 

implement projects related to biomedical HIV prevention research. Started in April 2018, the 

AVAC fellowship program was being hosted at NTIHC, running for a period of one year, 

which ended in July 2019, with a 3 months no cost extension to allow for completion of 

activities and report writing. The project primarily focused on advocacy to advance 

Adolescent Girls and Young Women (AGYW) involvement and participation for ethical and 

equitable implementation and roll out of Pre-Exposure Prophylaxis (PrEP) in Uganda; with 3 

specific objectives: 1). to integrate Pre-exposure prophylaxis (PrEP) and other HIV 

prevention interventions into SRHR program/activities by targeting SRHR advocates; 2). To 

build adolescent girls and young women‟s voices and agency in advocating for PrEP and 

comprehensive prevention rollout and 3). To have PrEP and comprehensive prevention 

integrated into communication materials for use.  

During this period the fellow worked with advocacy team and accomplished activities 

including advocacy workshops, trainings and meetings with different stakeholders at national, 

sub national and community level. Through the fellowship program NTIHC got involved in a 

number of advocacy engagements on promotion of PrEP for adolescent girls and young 

women, at high risk of HIV infection. Through the fellowship program, NTIHC organized 4 

PrEP advocacy meetings with service providers and technical members from MoH and 

MGLSD; and oriented over 130 health workers on PrEP services, through the NTIHC 

training activities   

Key achievements from the fellowship include:  

• Developed action plan to strengthen CSO engagement in PrEP rollout and address the 

challenges in implementation of PrEP and Voluntary Medical Male Circumcision 

(VMMC) in Uganda.  

• Engaged and sensitized adolescent girls and young women on a range of HIV prevention 

interventions including PrEP. This was done through sensitization workshop/meetings at 

Makerere University, adolescent health clinic at MUJHU and group in discussion at 
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NTIHC. Overall 320 girls were reached with HIV prevention information through these 

meetings.  

• Stakeholders and partners were oriented on PrEP and how they can support advocacy for 

access among AGYW. The NTIHC staff received more information on PrEP, preparing 

them to both provide services and refer clients to where services are provided and 

improving their own skills and knowledge on HIV prevention science.  

• Development of a package of information regarding PrEP for young people particularly 

the  

AGYW.   

3.3.2 Achievements under objective 3  

Continued achievements were made towards strengthening health service delivery and health 

system, through policy advocacy, human resource strengthening, and health awareness.   

At National level NTIHC participated in validation of Adolescent Health Landscape report, 

review and updating ASRHR/ YFS guideline 2012.  We participated in review the peer 

educator‟s guide; consultation meeting on proposed implementation of a peer model for 
adolescent HIV care and development of menstrual health management (MHM) guide and 

the development of Adolescent Peer support Training Curriculum.   

Members of Parliament attended NTIHC events and also committed to support ASRHR work 

at all levels through advocating for, and ensuring funds allocated to disseminate and 

implement the sexuality education framework  

At local level NTIHC expanded District Committee on Adolescent Health (DICAH) in the 12 

which continued to amplify SRHR programs in districts activities.   

Goal level  

Goal: Increased understanding of SRH rights and access to appropriate youth-friendly 

services for young people
3
  

Significant progress has been made towards realizing the objectives of the strategic plan. 

From the beginning of the strategic plan NTIHC has intensified awareness creation to 

increase understanding of SRHR, sensitizing communities on SRH issues; engaging with 

young people to improve health seeking behaviors and practices.  A lot of achievements have 

equally been registered over the past 4 years of implementing the strategic plan. We have 

observed increasing trends in service utilization among young people, growing at 

approximately 27% per annum.   

With the intensive awareness creation as well as promotion of YFS so far implemented, it‟s 
hoped that young people have increased their knowledge on reproductive health rights and 

they are empowered to utilize the services they require, without fear.   On the other hand 

considerable numbers of health workers have been trained, potentially contributing to health 

service improvement for adolescents. The end term evaluation slated in 2020 will provide 

better performance evaluation.   

                                                 
3
 Note: this goal is based on and is worded very similarly to the government’s Standard 3, stated in the Adolescent Health 

Policy Guidelines and Service Standards (2011), which states: All adolescents are informed of their sexual and reproductive 

health rights and services whereby these rights are observed by all service providers and significant others  
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What is so far evident is that NTIHC have stimulated YFS expansion; demonstrating best 

practices in building capacity of health workers to deliver improved YFS and approaches to 

finding local solution to ADH challenges. Work being done with local governments and 

CSOs through the DICAH is a true demonstration of these achievements. In the remaining 

year, NTIHC will consolidate these gains, by focusing more on what has really well, and also 

learning from what didn‟t work well and forging ways to improve or completely remove 
them from future programming plans.   

4.0  FINANCE AND ADMINISTRATION  

The Embassy of Sweden (ES) has continued to be the main source of funding for NTIHC. 

This financial year the ES contributed approximately 86% of total funding contribution 

received which include contribution received in form of materials, products and technical 

support. In terms of cash contribution the ES contributed   the main operational costs of the 

organization (human resource, administration, and activity implementation).    

Some additional contributions of 12.6% was realized in non-monetary terms (medicine 

supplies, utilities, technical support and office space) from KCCA and other partners. NTIHC 

also realized 0.5% cash receipt from locally generated income including collaboration 

activities, trainings and internships, research and technical support services; and another 0.1% 

from AVAC fellowship program. Details of financial report is provided separately in the 

audit report.   

  

These sets of activities continued to be delivered through the 3 strategic objectives indicated 

in table 7. Accordingly a summary budget expenditures for the financial year 2018/2019 is 

presented below   

  

Table 7: Financial Expenditures  

  

Details  ES  In-kind  

Other 

Incomes  Total  

Best practice ASRHR 

services  574,034,791   268,041,582   -    842,076,373   

Scale up ASRHR  574,992,686   -    -   574,992,686   

Promote ASRHR in Uganda  282,410,674   -    16,243,500    298,654,174   

Personnel costs  1,474,655,666    -   53,006,287    1,527,661,953   

Administrative/ support  376,131,578    179,771,829   16,263,487   572,166,894   

Total expenditure   3,282,225,395   447,813,411   85,513,274   3,815,552,080   
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5.0. CHALLENGES, LESSONS LEARNED AND WAY FORWARD  

5.1  Challenges  

Although the service delivery environment is generally conducive, failure of government to 

finalize some key policies including school health policy, sexuality education framework and 

adolescent health policy remains an impediment to adolescent health program. Without 

school health policy, ADH work with schools is largely unclear, in terms of what should or 

should not be done at school program. Like other implementing partners, NTIHC‟s work in 
schools, remain limited to health talks embedded within school debates. For example, we 

were challenged to conduct condom education in schools, discussion around pregnancy is 

done with fear, and even distribution of IEC materials is feared because of delayed resolution 

on sexuality education in schools. By and large ADH programs have been implemented 

without policy guideline and service standard since 2015. As a key stakeholder in ADH the 

lack of policy guideline have significantly limited NTIHC‟s scope of work and content of 
some educative materials.    

We recognise that government has done a lot to improve supply chain for essential medicine 

including contraceptives. For example contraceptive coverage has gone to over 89% in public 

health facilities, according PMA report 2017. The challenge however remains with deficit in 

health human resources (health workers) both in numbers and skills in youth friendly services 

delivery. Secondly, persistent shortage drugs in health facilities remained a recurring 

challenge.   

5.2  Lessons learned  
The major lesson learned this season was the ability of local leaders (district officials), 

through the DICAH, to support integration of YFS in health facilities in their respective 

districts. This was clearly demonstrated in Kayunga, Mukono where the DICAH has led to 

key resolutions on support supervision plans, working with peer educators and using other 

district based programs to integrate/ disseminate messages on reproductive rights.  In Pallisa 

and Budaka, we have learned through the DICAH that district officials and health workers 

need more support especially to access and understanding policies policy provisions and 

guideline about their core roles in implementing ADH at district and facility levels.    

And finally we learned of the strength of Partnership with private clinics being effective 

strategy for reaching out to young women within their local communities. As earlier 

indicated, this showed a greater success in provision of family planning contraceptives to 

young women.   

5.3  Moving forward  

Having learnt of the potentials of DICAH to organizing local leadership and finding local 

solutions, we plan to continue strengthen functionality of the current DICAH in 12 districts. 

We plan also to conduct participatory monitoring activity for the DICAH itself to document 

some of the successes they have registered in absence of NTIHC. Secondly, we shall continue 

to consolidate our gains with private clinics, to ensure the FP services are made more 

attractive, and reliable to the women, through the private clinics.   
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6.0  CONCLUSIONS  

NTIHC continued to contribute to national intervention for adolescent health, as a core 

partner with a niche on increasing understanding of sexual and reproductive health rights and 

access to appropriate youth-friendly services for young people. This reporting period was yet 

another successful year for NTIHC activities. Considerable achievements were made in 

services delivery especially in scale up facilities, particularly the capacity building facility, 

which registered significant increase in client volumes. Working through 31 public health 

facilities in central region, NTIHC supports expansion of ASRH in Uganda, contributing to 

improvement in SRHR indicators; accelerating universal coverage.  

Amidst some challenges, activities where generally implemented successfully. Most targets 

were met, and there is still room to improve even better on the target, both in terms of quality 

of care and numbers of people reached.   

Overall, NTIHC remains committed to changing ADH landscape by building capacity of 

public health facilities, CSOs, and other practitioners to deliver youth friendly service, 

offering technical advice to government on YFS programming and advocating for improved 

policy environment for implementation of ADH programs.   
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