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Summary  

This is a summary report to the Board of IDI on the implementation of the Strategic Plan 2013-2018 

following a review done in the period October 2015 to May 2016.  It draws on the IDI annual reports 

for 2013/14 and 2014/15 and highlights IDI’s progress and challenges in achieving its programmatic 

and business objectives; plus key changes in the environment and IDI's response to them for the 

remaining period of the strategic plan.  If approved by the Board, this report constitutes an 

addendum to the Strategic Plan 2013-2018. 

Review process 

The midterm review process involved the following steps: 

1. Updated SWOT analysis meeting with the IDI Senior Management team (SMT)  (see Annex   1 

(b) - SWOT Review) and reference to IDI Quarterly KPIs  followed by update meetings with 

individual heads of department to identify: 

a) Changes in environment. 

b) Progress against each indicator in the log frame as rated by  the SMT on the following 

scale: 5-Excellent progress (Better than planned); 4-Good progress (On target); 3- Fair 

progress (Close to target); 2- Little progress (Far from target); 1-No progress; 0-Worse 

than baseline.  Indicators that were no longer applicable were also noted.  Detailed notes 

describing progress against individual log frame items by department/program were 

summarized in the section below titled “Programmatic Performance under the Strategic 

Plan” and key milestones were adjusted appropriately (see Annex 1 (c) - Adjusted key 

milestones); and updated detail in the log frame is available. 

c) Achievements beyond the plan. 

d) Challenges encountered. 

2. Articulation of proposed adjustments to plan and program and system responses to four 

major changes in the environment (see section titled 'Major changes planned by 

programme/department' and Annex 1 (a) - Responses to major changes in the environment). 

3. The draft review was presented to the Board in their meeting of 12 February 2016 and 

members made the following recommendations:  

a) That IDI present the major changes in the Strategic Plan, and state what IDI needs to do 

more of or less of in the remaining period of the Strategic Plan (e.g. investment, staffing) 

in order to maximize the value of Board input into those changes. 

b) That IDI needs to also state if it will be tightening its targets, and adopting broad themes 

(e.g. Test and Treat) and the implications of such actions. 

c) That certain weaknesses that had been deleted during the SWOT analysis be maintained 

because there was still room for IDI to have more impact eg in impacting policy. 

d) That IDI devise ways to consult with the College of Health Sciences and other local 

partners, and to use the weaknesses thus identified as reference points to measure its 

progress. 
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e) That IDI improve its communication strategy to show its impact (including beyond 

Uganda). 

f) That IDI includes a wider group of stakeholders in its consultations before producing the 

next version of the Strategic Plan review report. 

These recommendations were incorporated into the review and form part of this report. 

Key changes in the legislative, policy and program environment  

1. Sustainable Development Goals adopted with a 2030 target to:  

a) End epidemics of TB, HIV, Malaria and NTDs (Neglected Tropical Diseases) and combat 

Hepatitis and water borne diseases.  

b) Achieve universal health coverage 

c) Achieve universal access to SRH services  

d) Support drug and vaccine development  

e) Strengthen capacity for Global Health Security  

f) Increase health workforce financing 

2. New Uganda  legislation:  

a) HIV Act (GOU 2014) 

b) National Population Council Act (GOU 2014) 

3. New UNAIDS global target (UNAIDS 2014): 90:90:90.  By 2020,  90% of those estimated to be 

infected with HIV will know HIV status, 90% of these will be on ART and 90% of those on ART 

will be virologically suppressed (UNAIDS 2014); this implies much greater use of viral load vs 

CD4 counts in monitoring of HIV patients on ART. 

4. Updated WHO Treatment Guidelines: 

(a) HIV (2015) implying  treatment of all HIV infected clients with CD4 less than 500 cells/ul, 

all HIV+ pregnant women, all children below 15 years; 

(b) Malaria (2015);  

(c) Hepatitis (2015); 

(d) 3rd NTD Report – Investment case for innovative and intensified disease management; 

preventive chemotherapy; vector ecology and management; veterinary public-health 

services; and  

(e) WASH (Water, Sanitation and Hygiene) (2015).  

5. Guidelines on Clinical Management of Patients with Viral Hemorrhagic Fever in Uganda (GOU 

2013)  
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6. Increased focus on “The Global Health Security Agenda”; increased demand for building 

systems and capacity for management of diseases with potential for bioterrorism. 

7. Global efforts to combat Hepatitis: Need to integrate with existing programs / cohorts and to 

leverage translational lab, workforce capacity building and research (implementation and 

clinical) capacity. 

8. MOH/UAC – National Strategic Plan (NSP) extracts: Call for research in primary prevention 

including microbicides and vaccines and a planned “National Research Agenda.” 

9. PEPFAR strategic shift to focus on UNAIDS’ 90%-90%-90% targets as well as geographical 

rationalization; and shifts may change the nature of IDI operations in some regions/districts. 

10. National Health Laboratory Services (NHLS) bill being drafted; will introduce new standards 

and there will be fewer lab players who meet the new standards. 

11. Uganda Retirements Benefits Regulatory Authority (URBRA) Act of 2011  (now being 

enforced) 

12. Occupational Safety Health and Environment (OSHE) Act of 20026 (now being enforced) 

External Consultation  

Due to time constraints and availability of informants, only five key external informants provided 

strategic comments on IDI, it values, its programmes, its image and its record as it appears to 

external stakeholders: 

 A representative of the School of Medicine, College of Health Sciences 

 A representative of the College of Health Sciences 

 A representative of the original Academic Alliance 

 A representative of a peer organization 

 A representative of the Friends’ (Patients’) Council  

We were unable to meet a representative of the Ministry of Health. 

In the interests of a having an informal, candid view, we framed the questions around three 

themes: what IDI is doing well and should continue to do; what IDI is not doing well and should 

discontinue or modify; what IDI is not doing and should consider introducing. We received the 

following comments: 

Continue to do / Do more 

(i) Research Capacity building: Providing platform and good environment for PhD   Masters, 

post-doc and senior scientist level career growth.  

(ii) Play appropriate HIV care referral role in national system: "There are not many other 

options" for complicated cases, so continue to limit primary care numbers and play 

secondary/tertiary care role. 
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(iii) Maintain high level research collaborations with renowned global scholars and institutions 

eg Warner Greene (UCSF), Tom Quinn (JHU) - even with limited involvement, they bring 

credibility and they open doors. 

(iv) Maintain the reputation of IDI’s administrative/financial/management systems. 

(v) Play a critical role in national health policy-making; e.g. presence on MOH policy 

committees. 

(vi) The health systems strengthening approach - IDI was a pioneer in it and other players are 

emulating their example. 

(vii) High quality program and institutional M&E and reporting. 

(viii) Leadership in research; IDI is known for high quality research infrastructure and outputs; 

and efforts to inform policy and practice. 

(ix) Offering the option of co-pay clinic services. 

    Stop or Modify 

(i) Do less basic outreach/service primary healthcare delivery (leave that to smaller 

organizations) and higher level care modeling to inform practice eg for "test and treat". 

(ii) One informant said IDI training is less prominent than in the past (when it was widely 

offered free of charge because of availability of unrestricted funds); the IDI certificate in 

HIV training was highly valued and well-known; introduce some new high value, 

differentiated offers. 

(iii) One informant said there is a perception that the IDI staff hiring process is not 

competitive/fair. 

(iv) Do not over-reach geographically; expand with care. 

Introduce/Implement  

(i) Find ways to help the College to build capacity for grant writing to address some of its huge 

resource gaps; e.g. for larger grants outside IDI's scope. 

(ii) Many College of Health Sciences (including School of Medicine) staff genuinely do not 

understand what IDI is about; open up and engage them through visits/open days to show 

what IDI is, what it does and how it links with and benefits the College of Health Sciences. 

(iii) Seek for new ways to demonstrate research to policy influence. 

(iv) COHS constituent (as opposed to individual) representation on Board to ensure continuity 

in institutional ownership (rather than individual membership) 

(v) More PR so that people are aware of IDI’s presence and its contribution to the health 

system. 

(vi) Make an effort to counter the perception that IDI is an ivory tower. 

(viii) Move from relations with individual staff to relations with departments/units of College of 

Health Sciences so that they see IDI as an integral part of the university/ college system 
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(ix) Revive support to regular patient's peer support meetings for different patient groups; 

they increase retention and adherence. 

(x) Support patients' council community outreach in Kampala (especially with Mulago Hospital 

closed) and possibly export the model to the outreach districts 

(xi) Push for greater ATIC coverage to fill the gap for expert advice/referral information. 

(xii) Innovative, targeted course offers, especially for the private sector providers who tend to 

lag behind in updating their skills/knowledge because of lack of time (e.g. evening / 

weekend courses). 

(xiii) Webinars, instead of online courses might generate more attendance for online training. 

Programmatic Performance under the Strategic Plan  
The midterm review of the strategic plan is an opportunity for IDI to review its progress over the last 

two years, to engage and to align itself with new developments during that time that will have a 

significant impact on its own mission and/or activities in its programmes and also in the support 

functions that service the programs. 

General Performance by December 2015 

Overall, IDI achieved 74% performance against targets in the 2013-2018 Strategic Plan (being total 

percentage of “fair progress”, “good progress” and “excellent progress”).  Details of performance of 

individual programs are given below.  

  

Excellent 
Progress, 13%

Good Progress, 
34%

Fair Progress, 
27%

Little Progress, 
15%

No Progress, 7%

Additions and 
deletions, 4%
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Performance of individual programmes  

1. Prevention, Care and Treatment (PCT)  

 

PCT achieved 73% of its programmatic targets (being total percentage of “fair progress”, “good 

progress” and “excellent progress”).  Notable achievements include the development of additional 

services, including microbiology for SRH and three specialist clinics (mental health, NCD, and Senior 

Citizens’ clinic) which are now operational.  Average time between appointments for stable patients 

increased to 12 weeks from 6 weeks thus meeting the strategic intent of reducing overall workload 

related to patient visits in the main IDI clinic at Mulago.  

2. Training 

 

Training achieved 83% of its programmatic targets (being total percentage of “fair progress”, “good 

progress” and “excellent progress”). Key achievements include upgrades to IDI’s e-learning platform, 

including social network linkages and establishment of three international training teams in Nigeria, 

Kenya and Tanzania as well as development of capacity building Standard Operating Procedures 

(SOPs).  

However, the key target of maximizing revenue to consistently meet projections is affected by the 

lack of a clear differentiation/marketing strategy to promote courses and attract more trainees and 

funders.  As a result, funding is variable and reliant on developments in the environment (e.g. new 

Excellent 
Progress, 4%

Good 
Progress, 

33%

Fair 
Progress, 

36%

Little 
Progress, 

11%

No Progress, 
5%

Additions 
and 

deletions, 5%

Excellent 
Progress, 

18%

Good 
Progress, 

36%
Fair 

Progress, 
16%

Little 
Progress, 

13%

No 
Progress, 

16%

Additions 
and 

deletions, 
2%
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HIV treatment guidelines boosted training revenues significantly in FY2014/2015, but this can be 

hard to foresee and plan for).  Challenges also remained in the areas of tailoring courses to the 

apprenticeship model of training, and generating adequate demand amongst alumni and others for 

IDI open source educational e-health resources. 

3.  Research  

 

Research achieved 75% of its programmatic targets (being total percentage of “fair progress”, “good 

progress” and “excellent progress”).  The programme continues to have vibrant research output and 

hosts about 35 research forums per year for outside speakers and Professors in Residence (PIRs), 

presentation of scholars work, and research topics / IDI methods.  New international collaborative 

projects include the D43 (Fogarty) grant for research capacity building in Infectious Diseases and the 

U54 series of projects through the University of California  San Francisco (UCSF) supporting over five 

fellows. Over 90% of proposals reviewed by Institutional Review Boards (IRBs) were approved by 

UNCST. 

4. Outreach 

 

Outreach achieved 88% of its programmatic targets (being total percentage of “fair progress”, “good 

progress” and “excellent progress”). Key achievements include the attraction of new major non-CDC 

projects to complement IDI national prevention and care platforms including the ELMA Foundation 

Excellent 
Progress, 

14%

Good 
Progress, 

39%

Fair 
Progress, 

22%

Little 
Progress, 4%

No Progress, 
4%

Additions 
and 

deletions, 2%

Excellent 
Progress, 0%

Good 
Progress, 

63%

Fair 
Progress, 

25%

Little 
Progress, 6%

No Progress, 
0%

Additions 
and 

deletions, 6%
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and Elton John AIDS Foundation grants to support   maternal and child health in the context of 

HIV/AIDS; and the construction of a maternity block at Kyaterekera HCIII with funding from UAE 

philanthropists. The main challenge remains the finalization of a strategy for, and implementation of,   

health system strengthening /technical assistance in other African organizations. The possibility of 

overreaching geographically is an emerging area of concern.  

5. Laboratory Services 

 

The Laboratory Services program achieved 73% of its targets (being total percentage of “fair 

progress”, “good progress” and “excellent progress”). The IDI/MUJHU core lab passed a College of 

American Pathologists (CAP) audit in June 2015, hence earning international certification up to June 

2017.  At least 100 labs are being supported under the CPHL (Central Public Health Labs) basic LQMS 

(lab Quality Management Systems) model and WHO SLMTA/SLIPTA models (Strengthening 

Laboratory Management towards Accreditation / Stepwise Laboratory Quality Improvement Process 

towards Accreditation). IDI is represented in three technical working groups including: Ugandan 

Council of Laboratory Technologists works for the Core, Quality committee and the Anti-Microbial 

Resistance (AMR) Task Force. 

However, there are major challenges relating to significant reduction in research funding and 

improvement of lab capacity in Kampala/Uganda which has led to overall reduction of testing in the 

MU-JHU core lab; the management is crafting a new business model based on increasing volumes of 

non-research tests to meet this challenge.  

Management Systems  

IDI successfully completed a change of leadership (ED) as well as internal succession to senior 

management roles (particularly for Training, PCT, and Strategic Planning & Development).  In the 

same period, the IDI McKinnell Knowledge Centre at the Makerere University main campus was 

completed and launched and is currently generating non-grant revenue for IDI.  

There were no qualified external audit reports and/or major findings and risk management 

monitoring was greatly strengthened.  There were no major grant compliance problems and 

standards of grants management efficiency were generally maintained.  Information for 

management needs, as well as internal and external reporting, were largely met and the volume of 

Excellent 
Progress, 

13%

Good 
Progress, 

33%Fair 
Progress, 

27%

Little 
Progress, 

10%

No 
Progress, 

3%
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and 
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proposals remained at about 3-4 a month on average.  Management notes the need for better 

receivables management and is introducing measures to improve it.  

The successful introduction/upgrade and use of Information Technology has been an overarching 

success factor in increasing efficiency; key automated systems like ClockTime (time sheet system) 

and NOMAD (inventory and procurement) and PROMIS (procurement system) were upgraded and 

introduced respectively.  IDI software was deployed at non-IDI sites; NOMAD is in use at MOH 

(equipment inventory) and Government/private facilities where AMAKA is implemented; ICEA is in 

use at JCRC (IDI was paid a substantial amount for the licence) and a database for management of 

SLAMTA is in use at CPHL.  RENU (Research & Education Network Uganda) high capacity bandwidth, 

was introduced as was VOIP and NetApp which improved data management and telecommunication, 

minimized costs and allowed the successful  transfer of systems to the IDI McKinnell Knowledge 

Centre with minimum downtime.  A revised IDI website is now operational with a standing 

update/maintenance committee.  

Revenue, expenses and resource mobilization and management  

Total income generated was  relatively stable being $20,614,108 in FY 2012/2013, $20,209,907  in FY 

2013/2014, and $20,678,443 in FY 2014/2015.  IDI generated a deficit of $378,042 in FY 2012/2013, 

a surplus of $1,449,160 in FY 2013/2014, and a small deficit of $80,330 in FY 2014/2015; fluctuations 

in currency exchange rates contributed significantly to these variations. Revenues were adequate to 

meet most programmatic objectives, as observed in the overall performance rate (see above).  

The volume of proposals to funders was maintained at the historical rate of about four per month 

with a success rate of about 30% (by both number and value).  By September 2015, IDI had 92 

projects in progress worth $32.4 million in signed on-going business and $33.2 million in pre-contract 

business (awarded, but not signed).  Efficient grants management and grant compliance were 

generally maintained. 

Major overarching changes in the environment  

In management’s opinion, four major changes have had the most significant impact on the plan and 

will continue to be major strategic themes through to the next strategic plan: 

 The emerging importance of Global Health Security (GHS) /Emerging Infectious Diseases (EID) 

for IDI’s programmatic and business growth; 

 WHO’s Test and Treat policy; and 

 the associated UNAIDS / PEPFAR 90-90-90 target; and  

 PEPFAR geographical rationalization across programs in Uganda.  

A strategy evaluation exercise was conducted with the Senior Management team (SMT) to review 

the implications of these changes across programmes and the consistency, consonance and 

advantages of each department’s strategies to respond to them in view of IDI’s mission; the results 

of the evaluation are summarized below. They will translate into revisions to work plans and log 

frames for the relevant departments/function. 
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Major changes planned by programme/department 

Prevention, Care and Treatment (PCT) 

 Increased partnerships for service delivery in the context of IDI operating as a Centre of 

Excellence (CoE). 

 Enhanced viral load (VL) monitoring platform (particularly in the context of IDI as a referral 

center). 

 Develop and implement innovative strategies (models of care) to improve efficiencies in roll out 

of test and treat   e.g. co-pay clinic and patient management e.g. longer appointments and 

pharmacy refills. 

 Build capacity for handling EID in a clinical setting. 

 Contribute to the deployment of “medical countermeasures” through building capacity for early 

phase clinical trials for EID.   

Training 

 Significant increase in training volumes because of expansion to West Nile (and possible further 

expansion next year). 

 Identify new potential areas for training and mentorship, review existing training materials and 

tailor training materials to needs. 

 Revamp role of ATIC as provider of specialized consultation for health workers in the context of 

switching and VL monitoring. 

 Review, adapt and improve the quality of courses thereby increasing efficiencies in Test and Treat 

e.g. counseling trainings modified to emphasize management of healthy positive clients. 

 Explore new opportunities to expand GHS/EID-related training (including AMR) including 

contributing towards development/adaptation of curricula to address GHS/EID needs. 

Research 

 Increased Operational Research /Implementation Science Opportunities (ImS).  

 Explore opportunities to identify and monitor ART naïve patients, and patients who do not 

progress for natural history studies-an important component of understanding immune defenses 

against HIV. 

 Respond to Operational Research opportunities. 

 Tap into opportunities for clinical and implementation research for AMR and disease surveillance 

research and for early phase clinical trials for EID medical countermeasures. 
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Outreach 

 More consolidated, integrated programming across larger geographical areas.  

 Likely strategic (full or partial) pull out from one or more regions where IDI is currently the main 

PEPFAR partner. 

 New strategic partnerships to cover programming gaps.  

 Significant increase in number of clients being started on ART. 

 Possible significant increase in number of clients being tested and started on ART once MoH 

adapts universal test and treat. 

 Possible use of clinical platforms in high-risk areas  for GHS training and work e.g. surveillance 

Lab services 

 Develop niche area of supporting lab certification (SANAS, CAP, KENAS etc..) in line with referral 

mission  

 Support for expanded VL testing capacity at IDI sites and for VL-related research eg on new 

devices , ImS 

 Support for expanded VL testing capacity at IDI sites  

 Opportunity to have a one-health microbiology lab (possibly in partnership with COVAB) and/or 

surveillance system (but all in support of MoH) 

Finance and Administration 

 Maximization of  property income  

 Better management of receivables  

 Better management of Human Resource  (HR) Function 

 Audit to take a more systems – oriented view. 

 Targeted decentralization of some lower level functions (eg facilities and accounts staff to 

manage geographical spread. 

 Finalization of occupational Safety, Health and Environment (OSHE) Policy.  

 Improve communication with key stakeholder communities in order to improve  image and  

foster collaboration  

Strategic Planning and Development (including Grants)  

 Large multi-year grants with high core contribution. 

 Likely  strategic  (full or partial) pull out from one or more regions where IDI is currently the main 

implementation partner   

Information Services (IS) 

 Key support role in decentralizing support functions as a result of the PEPFAR rationalization.  

 Key support function in new EID Information Systems.  
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Planning/ M&E 

 Streamline strategic planning and reporting with new tools.  

 Develop working Strategy for new strategically critical area of EID 

Major response to recommendations from external stakeholders 
In response to observations from external stakeholders interviewed as part of the review process, IDI 

will additionally take the following actions: 

(i) Engage better with CHS, and organize specific events for CHS staff to find out more about IDI 

with a view to strengthening mutually-beneficial collaborative linkage. 

(ii) Ensure that relationships with CHS are managed through the formal department structures 

to the extent possible (rather than through individuals). 

(iii) Seek to better demonstrate research to policy influence by actively documenting numerous 

interactions with policy makers and health practitioners.   

(iv)   Actively seek to revive support to patients’ peer support groups and the associated 

community outreach activities meetings in order to increase retention and adherence. 

(x) Seek to expand ATIC coverage and reinvigorate its role as a referral / consultation 

mechanism.  

(xi) Explore the creation of more innovative, tailored training solutions (e.g. evening & weekend 

courses and webinars). 
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Annex 1 (a) – Detailed responses to overarching changes in the environment  

1. Prevention, Care and Treatment (PCT) 

Change in 
environment 

Change expected in IDI 
program Risks/Constraints  

Actions 
 July 216- June 2018 

Indicator(s) Resource 
requirements/investments  

PEPFAR 
Rationalization 

Increased partnerships 
for service delivery in the 
context of IDI operating 
as a Centre of Excellence 
(CoE). 

 

Significant increase in client 
numbers  may overwhelm 
existing capacity (infrastructural, 
financial and human resources) 

Increase technical financial and 
infrastructural capacity within IDI 
PCT. 

i. IDI established as CoE 
ii. Number of 
beneficiaries (by type) 
iii. Capacity needs 
addressed (by type)  

Additional staff and facilities; 
costs to be met by GOU and CDC 
COE grant. 

90/90/90 

Enhanced viral load (VL) 
monitoring platform 
(particularly in the 
context of IDI as a referral 
center). 

Significant increase in client 
numbers  and associated costs 
which may overwhelm existing 
capacity with PCT. 

Build capacity for scale up of 
existing viral load monitoring 
platforms including targeted VL 
testing, VL results tracking actions, 
counselling approaches and switch 
meetings. 

Functionality of VL 
monitoring platforms (by 
type). 
 
Viral load test volumes. 
 

Additional VL testing; costs to be 
met by GOU and COE grant. 

Test & Treat 

Develop and implement 
innovative strategies 
(models of care) to 
improve efficiencies in 
roll out of test and treat   
e.g. co-pay clinic and 
patient management e.g. 
longer appointments and 
pharmacy refills. 

Significant increase in client 
numbers following test treat 
which may overwhelm existing 
capacity. 
 
Restrictions (financial, technical 
and infrastructural) to the roll out 
models of care in other settings 
especially public facilities. 

Develop, test and roll out 
innovative models of care to 
improve efficiencies at various 
levels of the health system. 
 
 

Models of care by type. 
 
Number of beneficiaries 
(by type). 

If policy is adopted by MoH, 
there will be significant additional 
VL testing; costs will be met by 
GOU and COE grant. 
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Change in 
environment 

Change expected in IDI 
program Risks/Constraints  

Actions 
 July 216- June 2018 

Indicator(s) Resource 
requirements/investments  

EID 

Build capacity for 
handling EID in a clinical 
setting. 
 
Contribute to the 
deployment of “medical 
countermeasures” 
through building capacity 
for early phase clinical 
trials for EID.   

Limited IDI capacity and 
experience in the area of 
GHS/EID. 

Explore the hiring of a dedicated 
EID expert (particularly in the area 
of biosafety and biosecurity) to 
support EID activities across all 
programs.   
 
Strengthen capacity in 
management of EID in a clinical 
setting trough implementation of 
ongoing grants and continuous 
trainings. 
 
Building capacity for early phase 
clinical trials for EID. 

Biosafety/biosecurity 
expert identified and 
hired. 
 
Number of projects 
building capacity for EID 
in a clinical setting. 
 
Number of projects 
supporting capacity 
building for early phase 
clinical trials for EID. 

Biosafety/biosecurity expert’s 
salary; only to be hired if the 
workload warrants it so that s/he 
is paid from a combination of 
projects across all programs.  
 
Capacity building activities to be 
fully funded by beneficiary 
projects.  
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2. Training 

Change in 
environment  Change expected in IDI program  

Risks/Constraint
s  

Actions                                
(July 2016 – June 

2018) 

Indicators Resource 
requirements / 

investments 

PEPFAR 
Rationalization  

Significant increase in training volumes 
because of expansion to West Nile (and 
possible further expansion next year). 

Insufficient 
capacity internally 
to handle the 
increased demand 
for trainings from 
the expanded 
programmatic 
mandate. 

Boost the existing IDI 
technical training team 
including recruitment of 
a pool of competent 
external trainers and 
identify additional 
practical placement sites 
to supplement trainings. 

Training capacity (by number of 
trainers, mix of trainers, placement 
sites). 
 
Volume of trainees by cadre, course, 
by region, by district among others. 

Additional dedicated 
training staff; costs to be 
met by beneficiary 
projects. 

90/90/90 

 Identify new potential areas for 
training and mentorship, review 
existing training materials and tailor 
training materials to needs. 

 Revamp role of ATIC as provider of 
specialized consultation for health 
workers in the context of switching 
and VL monitoring. 

Insufficient 
curriculum 
development 
expertise. 
 
 

Continuously assess the 
needs in the 
environment and 
develop innovative 
solutions to address 
capacity gaps. 

New trainings offered by type, 
method, targeted beneficiaries, and 
geographical location. 
 

Curriculum development 
expertise; costs to be met 
out of training budget. 

Test & Treat 

Review, adapt and improve the quality 
of courses thereby increasing 
efficiencies in Test and Treat e.g. 
counseling trainings modified to 
emphasize management of healthy 
positive clients. 

Insufficient 
curriculum 
development/adap
tation expertise. 
 

Review existing training 
materials and develop 
innovative solutions to 
improve identified gaps. 

Test and treat related training courses 
by type, method targeted 
beneficiaries and geographical 
location. 

Curriculum development 
expertise; costs to be met 
out of training budget. 

EID 

New opportunities to expand GHS/EID-
related training (including AMR) 
including contributing towards 
development/adaptation of curricula to 
address GHS/EID needs. 

Limited IDI 
capacity and 
experience in the 
area of GHS/EID. 

 Participate in 
capacity building 
activities aimed at 
addressing EID/GHS 
needs. 

 Send at least two IDI 
staff for specialized 
EID training.  

Trainings in GHS/EID offered by type. 
 
Volume of trainees by cadre, course, 
by region, by district among others. 
 
Number of IDI staff with specialized 
EID training.  

Training of EID staff: costs 
to be borne by identified 
beneficiary projects. 
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3. Research 

Change in 
environment 

Change expected in IDI 
program  Risks/Constraints  

Actions                                
(July 2016 – June 2018) 

Indicators Resource requirements / 
investments 

PEPFAR 
Rationalization  

No major change. 
 

N/A N/A N/A N/A 

90/90/90 

Increased Operational Research 
/Implementation Science 
Opportunities (ImS).  

Strong competitors in the area of 
ImS in Uganda for example IDRC 
(infectious Diseases Research 
Collaboration). 
 
Constraints on staff (scholars and 
statistics) available to conduct ImS 
which may limit the number of ImS 
projects per year. 

Continue to identify and 
implement ImS projects 
especially addressing 
operational level issues 
across 90/90/90. 

ImS projects 
implemented by type. 

Build long term ImS capacity 
by hiring a dedicated ImS 
point person; to be paid 
from a combination of 
projects across all programs. 

Test & Treat 

Opportunities to identify and 
monitor ART naïve patients, and 
patients who do not progress for 
natural history studies-an 
important component of 
understanding immune defenses 
against HIV . 
 
Operational research 
opportunities. 

Ethical issues related to 
withholding treatment from 
patients with high CD4 counts. 
 
Strong competitors in the area of 
ImS in Uganda for example IDRC. 
 
Constraints on staff (scholars and 
statistics) available to conduct ImS 
which may limit the  number of 
ImS projects per year  

Apply for ethics approval 
for a select group called 
elite controllers.    
 
Continue to identify and 
implement ImS projects 
especially addressing 
operational level issues 
across 90/90/90. 

Approved study protocol 
for elite controllers. 
 
No. of Research articles 
and publications to 
influence policy and 
practice. 
 
No. of ImS projects 
implemented by type. 

Elite Controller retention 
costs; should this be cleared 
for ethics, then some limited 
costs would be incurred to 
retain the individuals 
involved.  

EID 

Opportunity for clinical and 
implementation research for 
AMR and disease surveillance 
research and for early phase 
clinical trials for EID medical 
countermeasures. 

Limited capacity and experience 
with GHSA given that it is an 
emerging area. 
 
 

Conduct research on AMR 
and early phase clinical 
trials for EID medical 
countermeasures drawing 
on the existing GHSA grant; 
outreach department 
presence in EID hot spots; 
and develop partner 
network which includes 
expertise in GHSA. 

No. of Research articles 
and publications on 
AMR and EID medical 
counter measures.  

ImS lead (see above) to 
identify opportunities and 
write technical pieces; to be 
funded from a combination 
of projects across all 
programs. 
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4. Outreach 

Change in 
environment  

Change expected in 
IDI program  Risks/Constraints  

Actions                                
(July 2016 – June 2018) Indicators 

Resource 
requirements/investments 

PEPFAR 
Rationalization  

 More consolidated, 
integrated 
programming across 
larger geographical 
areas.  

 Likely strategic (full or 
partial) pull out from 
one or more regions 
where IDI is currently 
the main PEPFAR 
partner. 

 New strategic 
partnerships to cover 
programming gaps.  

Huge increase in 
geographical and 
programmatic scope 
may overwhelm 
existing capacity. 

 Increase technical and 
administrative/support 
capacity.  

  
Decentralize 
program/project 
management structure. 

 
 Maximise use of web-

based IT (e.g. financial 
systems).  

Number of program/project 
functions with representation in 
field program/project 
management structures by 
region and technical need. 
 

Additional program staff to be 
deployed in field offices; costs to be 
met by beneficiary projects. 

 

90/90/90 

Significant increase in 
number of clients being 
started on ART. 

Huge increase in 
numbers may 
overwhelm existing 
capacity. 

Build capacity   to support 
targeted services, especially 
VL monitoring. 

No. of sites supported to 
provide VL monitoring (by level 
of health system, type of 
services offered, capacity of 
support mechanisms). 

Additional costs of VL monitoring; to 
be met by beneficiary projects. 

Test & Treat 

Possible significant 
increase in number of 
clients being tested and 
started on ART once 
MoH adapts universal 
test and treat. 

Huge increase in 
numbers may 
overwhelm existing 
capacity. 

Build capacity for quick scale 
up of testing and treatment. 

%age change in number tested 
and number enrolled into care.  
 

Additional costs of VL monitoring; to 
be met by beneficiary projects. 

EID 

Possible use of clinical 
platforms in high-risk 
areas  for GHS training 
and work e.g. 
surveillance 
 

No funding and/or 
no capacity to roll 
out to  platforms  

 Deliberately build all 
possible EID capacity in 
current  IDI-supported  
sites/regions  

No. of IDI- PEPFAR supported 
sites with  EID surveillance 
and/or management  capacity  

Additional costs will be met by funds 
currently available under the 
CDC/GHSA project and others of its 
kind 
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5. Lab Services  

Change in 
environment  

Change expected in 
IDI program   Risks/Constraints  

Actions                                 
(July 2016 – June 2018) 

Indicators Resource 
requirements/investments 

PEPFAR 
Rationalization 

 Develop niche area 
of supporting lab 
certification 
(SANAS, CAP, 
KENAS etc..) in line 
with referral 
mission  

 Loss of some platforms for 
lab systems development 
due to strategic withdrawal 

 Loss of key lab staff :current 
Inadequate human resource 
to cover the full expanded 
scope of lab systems 
development  

Budget provisions to hire  
higher level staff for Lab 
Systems development / TA 
team  

 Lab certifications 
offered by type  

 Number of labs 
certified (by level, 
type of certification by 
region, district)  

 Limited Budget provision  
was made for FY 
2016/2017 ; any more 
needs would be met by 
beneficiary project 
budgets 

90/90/90 

 Support for 
expanded VL 
testing capacity at 
IDI sites and for VL-
related research eg 
on new devices , 
ImS 

 Support for 
expanded VL 
testing capacity at 
IDI sites  

 Missed  opportunities to 
test (research) and/or 
deploy (Outreach) new VL 
diagnostics (especially point 
of Care (POC) )diagnostics  
 

 Hiring or co-opting a 
person (eg from 
Translational Lab or 
Outreach Lab teams) to 
Coordinate lab capacity 
building efforts across all 
IDI work and to scan for 
new opportunities’ eg for 
new devices and to 
maintain partnerships 
with CPHL, FIND, LSHTM 
etc… 

 Viral load capacity 
measured by volume 
of tests, method, 
number, location and   
level of labs offering 
VL testing service   

 Co-opting  existing staff; 
any more staff costs will 
be met out of new  
project budgets  

Test & Treat 

EID 

 Opportunity to 
have a one-health 
microbiology lab 
(possibly in 
partnership with 
COVAB) and/or 
surveillance system 
(but all in support 
of MoH).  

 Lack of a complete Act 
(regulatory) for the sector 
and lack of MoH 
engagement.  

 Lack of a lab and/or 
surveillance platform: 
Missed opportunity for IDI 
to be the leading 
organization for One Health 
capacity building. 

 Establish fund for 
coherent, coordinated 
EID program 
development fund eg to 
support IDI partnership 
development with MoH 
and other key partners.  

 Sign MOU with COVAB 
and develop workplan for 
joint EID activities. 

 One Health 
Microbiology Lab 
established by IDI or in 
partnership with 
COVAB. 

 FY 2016/2017 budget 
provision for EID program 
development fund  
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6. Systems Development  

Function/ 
department 

Change expected in IDI Risks/Constraints 
Actions 

(July 2016 – June 2018 
Indicators 

Resource 
requirements/investments 

Finance and 
Administration 

Maximization of property 
income.  

 Non-compliance 
with funder and 
government 
regulations 
regarding rental 
income.  

 Uncompleted, idle 
or underutilized 
space.  

 Complete space 
marketing plan and 
achieve full occupancy 
of building/s. 

 Propose long term 
archival and storage 
solution. 

 % age of space 
occupied.  

 Progress in 
implementing long 
term storage/archival 
solution.  

Property manager function (staff 
time); to be combined with other 
roles of current IDI staff.  

Better management of 
receivables.  

Increase in bad 
debts. 

Better aging analysis and 
more coordinated action 
between F&A and Grants 
Office to identify and 
promptly address 
potential or actual 
defaulters.   

Number of monthly 
aging analysis reports 
and joint Finance / 
Grants receivables 
analysis meetings. 

None: To be integrated within Finance 
and Grants team tasks. 

Better management of Human 
Resource (HR) Function. 

 Potential high 
turnover. 

 Loss of technical 
competitiveness. 

 Lack of motivation.  

Review of structures, 
roles and processes in 
order to make HR 
systems serve the 
function better.  

Revised HR manual, 
improved systems and 
restructured HR team.  

None: To be integrated within F&A 
work plan.  

Internal audit to take a more 
systems – oriented view. 

-- 
Audit team approach to 
be more focused on 
improving systems. 

%age of systems 
improvements initiated 
by the audit team. 

None: To be integrated within internal 
audit team tasks.  

Targeted decentralization of 
some lower level functions (eg 
facilities and accounts staff) to 
manage geographical spread. 

Loss in efficiency of 
management 
systems.   

Better coordination 
between sites and IDI 
main office.  

%age change in lead 
times for transactions 
(eg procurement, 
liquidation of 
advances).   

Additional staff to be deployed in field 
offices; costs to be met by beneficiary 
projects. 

Finalization of occupational 
Safety, Health and Environment 
(OSHE) Policy.  

Non-compliance with 
the new OSHE Act.  

Introduce fully compliant 
IDI OSHE policy.  

IDI OSHE policy signed 
and introduced.  

External (volunteer) consultant; no 
cost implications.  
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Improve communication with key 
stakeholder communities in 
order to improve image and 
foster collaboration.  

Unfavorable image of 
IDI in CHS and other 
key stakeholder 
communities. 

Implement 
communication strategy, 
particularly relating to 
CHS starting with visit by 
senior CHS staff.  

 CHS senior staff visit. 
 Quarterly CHS 

collaboration report.  

None: To be integrated within existing 
Communication team tasks. 

Strategic Planning and 
Development  
(including Grants)  

 Large multi-year grants with 
high core contribution. 

 Likely strategic (full or partial) 
pull out from one or more 
regions where IDI is currently 
the main implementation 
partner.   

 Awards not won by 
IDI. 

 Awards won by IDI, 
but capacity to 
manage them is 
limited (e.g. in sub-
granting). 

 Adequate scoping and 
preparation for major 
RFAs. 

 Capacity strengthening 
for sub-grants 
management eg 
automated sub-
granting (Optimy). 

 Number and value of 
new major CDC 
awards won.  

 Automated sub-
granting portal/ 
system introduced.  

 Existing program and business 
development teams; no cost 
implications. 

 Costs of automated grants 
management portal to be charged 
to projects. 

Information Services 
(IS) 

Key support role in decentralizing 
support functions as a result of 
the PEPFAR rationalization.  

Lack of capacity to 
roll out and support 
widespread national 
network of IDI and 
partner sites.  

Roll out key IT support 
systems (e.g. for 
Finance). 

Number of IDI and 
partner sites 
supported. 

 

Additional staff time to be spent in 
field office and partner sites; costs to 
be met by beneficiary projects. 

Key support function in new EID 
Information Systems.  

Lack of capacity to 
roll out and support 
widespread national 
network of IDI and 
partner sites. 

Build capacity for EID 
Information Systems 
support.  

Number of EID partner 
sites supported to 
implement Information 
systems. 

LIMS consultant to support LIMS roll-
out; costs to be met by the GHSA 
project and any other beneficiary 
projects. 

Planning/ M&E 

Streamline strategic planning and 
reporting with new tools.  

Capacity to use new 
tools may be lacking. 

Investigate strategic 
reporting tools such as 
the Balanced Scorecard. 

Strategic planning 
tool/s introduced.   

Training in Balanced Scorecard 
methodology; to be borne by 
Strategic Planning department 
budget. 

Develop working Strategy for 
new strategically critical area of 
EID. 

Loss of national first 
mover advantage in 
GHS/EID 
programming. 

Start program strategic 
planning process 
specifically for GHS/EID 
to guide coherent 
approach to current and 
future opportunities. 

Strategy completed and 
adopted.  

External (volunteer) consultant; no 
cost implications. 



Page 23 of 32 

 

Annex 1(b) - Review of Strengths, Weaknesses, Opportunities, Threats (SWOT) 

General … changes in bold 

Strengths Weaknesses 

1. Governance structure (independent Board) 

within Makerere University. 

2. Strong partnership with and complementarity 

to MoH, MoE and UAC. 

3. Integration and interrelationship of quality 

PCT, research, training & capacity 

development, laboratory and outreach. 

4. Strong support systems (for example: IT, 

grants management, finance, operations, HR). 

5. Firm links with many reputable national and 

international organisations. 

6. Strong leadership (Board and Senior 

Management Team). 

7. Thorough and regular audit (external, internal 

and project). 

8. Strong outreach programme; including lab 

services. 

9. Complementing roles of health system 

strengthening and infectious diseases 

1. Partnerships with some local institutions 

need further systematic strengthening. 

2. Insufficient demonstrated impact to date on 

national policy given large amounts of 

research and capacity building carried out. 

3. Limited collaborations with non-English 

speaking SSA countries. 

4. IDI career structure not well integrated with 

those of Makerere University and Mulago 

Hospital which may affect retention of 

some staff.  

5. Some internal systems have become slow, 

bureaucratic and risk averse. 

6. Over-stretched capacity in some areas to 

manage projects and partnerships. 

Opportunities Threats 

1. Additional collaborations and funding from 

national, regional and international 

partnerships (including private sector). 

2. Expanding current joint collaborations with 

Makerere University, Mulago Hospital and 

MoH. 

3. Establish strategic connections with other 

medical schools in Uganda as well as in 

Rwanda, DRC and South Sudan. 

4. Potentially greater resource contribution from 

the Government of Uganda. 

5. Broaden sources of funding (especially China, 

Japan and India) for a broader range of uses. 

6. Attract new grants for health  systems 

strengthening  

7. Strengthening of regional dimension to IDI 

programmes and linkage with East African 

Community. 

8. Opportunities to leverage IDI  experience 

and capacity in the emerging Global Health 

Security(GHS)/Emerging Infectious 

Diseases (EID)  arena 

1. World recession leading to funding 

cutbacks by governments and private 

donors. 

2. Funders’ rules becoming more constraining 

as IDI seeks to cover core costs from 

project income. 

3. Shift in global funding priorities away from 

HIV/AIDS and related infectious diseases 

towards other health priorities. 

4. Weak health systems that will not provide a 

good quality platform for IDI’s work to make 

an impact. 

5. The global image of Uganda (relative to 

corruption and human rights) will have an 

impact on IDI. 

6. Perception of IDI as a silo 
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Prevention, Care and Treatment 

Strengths Weaknesses 

1. Reputation as outstanding facility for patient care 

which directly strengthens Uganda health system 

capacity; and directly supports training and 

research. 

2. Development and testing of new models of care 

(for example: pharmacy-only and nurse-only 

visits). 

3. Capacity to treat effectively the more complicated 

and severe cases; largest cohort of 2nd line 

patients in Uganda. 

4. Active participation by patients (‘Friends’) in clinic-

related activities. 

5. Strong links with ID ward at Mulago Hospital plus 

capacity within IDI to provide intermediary care for 

very sick patients. 

6. Linkages with Regional Referral Hospitals 

improves overall quality of care in a wider 

catchment area 

7. Focus on continuous quality improvement. 

8. Link with research attracts higher quality staff. 

9. High quality clinic management system (ICEA: 

Integrated Clinic Enterprise Application). 

1. QA / QC systems in need of 

strengthening and accreditation. 

2. Insufficient outreach services to 

prevent patients being lost to follow up. 

3. Career structure and staff development 

needs strengthening to reduce staff 

turnover. 

4. Limited access to some advanced new 

HIV technologies (for example, related 

to measuring drug resistance). 

5. Limited relationships with other HIV 

care partners on Mulago Hill in terms of 

patient care / CMEs. 

6. Medical officers tend to be post Interns 

and there is need for more experienced 

physicians as complexity of clinic 

grows. 

Opportunities Threats 

1. Manage case mix so that IDI plays stronger role 

as national referral centre; support development of 

referral systems. 

2. Develop partnerships to build capacity with urban 

care centres and underserved, high HIV 

prevalence areas in Uganda. 

3. Perform stronger external QA role (for example, in 

relation to switching decisions in other clinics). 

4. Intensify support to development of national 

strategies and guidelines; and technical 

assistance to National ART Programme. 

5. Pilot limited fee for service. 

6. Expand PCT operational research. 

7. Develop further models of care, leading to further 

capacity building to other centres (such as 

Regional Referral Hospitals). 

8. Use the model of HIV care to assist with roll out of 

treatment for other medical conditions (such as 

other infectious diseases and NCDs). 

1. Excessive demand for services may 

compromise quality. 

2. Breaks in supply of ARV drugs. 

3. Strong competition for high quality staff 

from other HIV/AIDS organisations. 

4. With cessation of Pfizer funding, other 

funders like GoU cannot fully meet the 

costs of PCT. 

5. Challenge of transitioning an existing 

cohort of patients to a new funder once 

their old funding expires 

6. Nosocomial infections and other 

epidemics. 
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Training & Capacity Development 

Strengths Weaknesses 

1. Good reputation as a high quality training 

programme funded by diverse national, 

regional and global organizations. 

2. Trains the breadth of health workers found 

in Africa. 

3. Practical training with expanding follow up of 

trainees. 

4. Widening scope of training programme (for 

example: advanced ART; HIV prevention; 

TB/HIV co-infection; malaria; M&E; and 

pharmacy); flexibility and capacity to adapt 

to clients’ needs. 

5. Strong technical capacity due to 

knowledgeable staff and links with Makerere 

University, Mulago Hospital and international 

academic institutions / associations. 

6. Effective network of training partners for 

clinical placements. 

7. Linkage with pre-service medical training.  

8. ATIC provides an online mechanism for 

alumni follow up as well as CME. 

9. Other IDI departments like Outreach and 

PCT provide a stable demand for courses. 

1. Some IDI curricula not formally accredited; 

although accreditation options for non-degree 

training are limited nationally and 

internationally. 

2. Focuses mainly on biomedical training and 

not enough on social/psychological 

approaches. 

3. Need for more effective marketing strategies; 

especially in SSA. 

4. Insufficient measurement of impact of 

training on service delivery. 

5. Potential for training staff burn out due to 

heavy workload; fears of job security. 

6. Some trainers losing their frontline 

experience and therefore their ability to be 

cutting edge in practical themes. 

Opportunities Threats 

1. Expanding volume of training in both current 

and new courses as well as emerging areas 

like SMC, Bio-security and MCH. 

2. Funders’ shift in focus to funding indigenous 

organizations as more cost-effective. 

3. Maintaining / updating capacity and linkage 

with QA processes. 

4. Intensify support to development of national 

strategies and guidelines especially 

targeting mid-level practitioners. 

5. New modes and models of training (for 

example, in the districts). 

6. Distance learning and distance learning 

platforms. 

7. Greater role in pre-service training in 

College of Health Sciences and other 

medical schools in Uganda. 

1. Some funders unwilling to pay for training 

‘costs of excellence’: lower quality training 

elsewhere elbowing out higher quality. 

2. Partially or fully subsidized competition from 

other training organizations. 

3. Limited availability of experienced high 

quality training staff; and higher pay offered 

by some competitors. 

4. Rapid policy change by WHO and MoH 

rendering some training obsolete in a short 

time period. 
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Research 

Strengths Weaknesses 

1. Reputation as high quality research programme; 

supported by internationally accredited lab, 

translational lab, data management unit, and 

Scientific Review Committee; with highly motivated 

and well-structured research team. 

2. Large longitudinal databases; and urban / rural 

research platforms.  

3. Linkages with major international research 

organizations and individuals that enable large 

research projects and multiple Masters and PhD 

students. 

4. Ability to attract high quality international 

researchers through proximity to Mulago Hospital 

and integration with Makerere University.  

5. Mature scholars programme (Sewankambo, 

Fogarty and ID) that continues to produce large 

numbers of publications. 

6. Routine research events (for example, weekly: 

journal club; research forum; case conference). 

7. Clinical trials programme expanding. 

1. Capacity for research supervision limited 

locally; particularly for PhD students. 

2. Younger researchers requiring intensive 

capacity building in grant / paper writing, 

research methods and critical analysis. 

3. Limited policy influence due to suboptimal 

dissemination and irregular interfaces with 

MoH/WHO/UNAIDS. 

4. Limited outputs in social and basic 

sciences. 

5. Unarticulated career paths for research 

staff. 

6. Insufficient space - archival, admin, clinical 

space (screening, enrollment, follow-up). 

7. Some processes delayed by outside forces 

– regulatory, logistics etc.. 

8. Limited capacity to ensure that research 

groups hosted by IDI deliberately 

protect  IDI financial and programmatic 

interests   

Opportunities Threats 

1. Develop strong regional / global collaborations 

through funded networks; recognising prominence 

of themes of Global Health and South-South 

collaboration. 

2. Maximize very high quality support available 

through long term research leaders connected to 

IDI; greater engagement of Scientific Advisory 

Board (SAB) and their networks. 

3. Expansion of research capacity building 

programmes; with critical pool of internal 

scholars/mentors. 

4. Lab-based research in diagnostics in HIV-related 

infections. 

5. Advocacy for evidence-based policy / practice. 

6. Strengthen links with strong HIV prevention group 

in School of Public Health, MU. 

7. Host more meetings of international research 

collaborators. 

8. Foster closer links with College of Health Sciences 

(especially labs) and Mulago Hospital. 

9. Use of HIV infrastructure for NCDs (chronic care 

pathways; data capture). 

10. Develop existing Outreach care platforms for 

research. 

1. Challenges with quality of research 

data collected at sites away from IDI 

main building. 

2. Some research funders only willing to 

fund very low indirect costs; thus 

jeopardising sustainability. 

3. Shift in funder priorities. 

4. Unarticulated GoU research agenda. 

5. Unpredictability of research funding. 

6. Very low overheads for many 

international research grants. 
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Laboratory Services (MUJHU and IDI expanded laboratory services) 

 

Strengths Weaknesses 

1. High quality of tests offered at MUJHU lab; with 

well-trained, long term staff, using hi-tech 

equipment, housed in modern infrastructure. 

2. MUJHU Lab is certified by College of American 

Pathologists (CAP); one of very few in Africa. 

3. IDI is lead partner with MoH and CPHL for lab 

strengthening throughout Uganda, currently 

having supported 60 laboratories. 

4. IDI has a strong laboratory training component 

covering HIV, TB, Malaria as well as general 

lab strengthening. 

5. Several district labs supported by IDI are being 

used for training and surveillance. 

6. The Capacity Pyramid approach to district lab 

strengthening and SLAMTA have been merged 

for a unique model approved by MoH. 

7. Translational laboratory research space. 

1. Limited range of types of tests currently 

offered with focus on monitoring rather than 

diagnostics. 

2. Lack of reliable and affordable sample 

transport systems to provide services across 

Uganda. 

3. Demands of research projects increase costs 

of providing standard lab service processes. 

4. Many district laboratories are in advanced 

state of decay making it hard to rehabilitate to 

an accepted standard. 

Opportunities Threats 

1. Offer testing to private healthcare providers 

and individuals in Kampala; and customised 

testing for large research projects. 

2. Expand national QA/QC role working with 

CPHL. 

3. Provide support to Mulago Hospital, 

Schools/Faculties of Medicine (MU and Gulu 

University), and geographical focus areas. 

4. Provide specialised contract research 

laboratory tests through partnerships with 

Quintiles in RSA and in the United States. 

5. Become part of a regional laboratory 

surveillance network. 

6. Develop sustainable diagnostic lab capacity 

beyond support for clinical research (for 

example: in molecular pathology); and support 

development of Department of Microbiology at 

School of Medicine, MU. 

7. Strong national demand for lab system 

strengthening. 

1. Stiff competition from subsidised institutions 

and from labs established (perhaps 

temporarily) with project funding. 

2. High dependence of MUJHU lab on revenue 

from IDI (including many IDI projects) and 

MUJHU. 

3. Establishment of other well-funded labs in 

near vicinity. 

4. Most of the district lab strengthening is funded 

by PEPFAR and would be under threat if 

funding stopped. 
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Outreach 

 

 

 

 

 

Strengths Weaknesses 

1. Support to the use of the Health Systems 

Strengthening approach which strengthens 

MoH programmes and provides a platform for 

clinical patient care, prevention, research, 

training and other capacity building platforms 

for both IDI and national programmes with both 

a rural and urban mix of projects. 

2. Presence of highly qualified, experienced and 

strong technical support systems: project 

management, lab, M&E, pharmacy/logistics, 

health worker mentors, etc... 

3. Strong collaborations, relationships, linkages 

with different stakeholders: MoH, funders, 

districts, other implementing partners (IPs), 

training institutions, etc... 

4. Ability to actively engage the participation of 

‘friends’ in clinic, community and outreach 

programmes in line with the GIPA principle. 

1. Rapid expansion of outreach scope may 

compromise quality of care for served 

populations and increase work load for 

technical teams. 

2. Limited career and staff development 

structure coupled with increased workload has 

potential for staff burn out and turnover and 

loss of institutional memory. 

3. Lack of a strong system for documentation of 

vast amount of practical interventions 

supported across districts coupled with a 

weak electronic patient data collection system 

across rural sites due to a mix of challenges. 

4. Reliance on external funding is a challenge to 

sustainability of outreach programme 

interventions. 

Opportunities Threats 

1. Current outreach programme platform provides 

opportunities for additional funding and 

implementation of other programmes aimed at 

further strengthening of district, national and 

regional partnerships and collaborations. 

2. Current platform provides opportunities for 

additional funding for HSS interventions in 

different areas as well as broadening of 

sources of funding to support expanding 

outreach scope in other areas such as SMC, 

MCH, PHEs, etc.. 

3. Operational research and publications to inform 

national and global policy decisions, strategies 

and decisions as well as exploring other 

emerging areas such as NCDs, other tropical 

diseases, etc.. 

4. Specialised technical assistance teams could 

offer support to national, regional and 

international networks and contribute to the 

programme’s sustainability. 

1. Decreased funding streams from funders and 

governments and the shift in global funding 

priorities away from HIV/AIDS and related 

infectious diseases threaten sustainability. 

2. Recurrent programme policy changes (e.g. in 

PMTCT) as well as the changing political 

environment and governance structures. 

3. Increasing demand for outreach programme 

services outstripping available capacity as 

well as increasing competition for high quality 

staff from other implementing organisations. 

4. Broken down pieces of the health system 

across the supported districts coupled with 

HR challenges, breaks in drug/ART supplies 

and other critical logistics. 
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Annex 1(c) 

  

Mutual Programmatic Support among IDI Programmes 
One of the strengths of IDI is the way that the various programmes inter-relate in a supportive 

manner that enhance the coherence and resilience of the entire programme of the Institute.  

Team culture is carefully nurtured at IDI (especially as IDI has expanded) and has developed 

into one of the key strategic features of the Institute.  Such a culture is conducive to the 

growth of mutually-supportive internal programmatic linkages (which can also have marked 

effect on financial performance too; such as training income which is largely derived from 

outreach projects).  The schematic below highlights some of the more important connections. 

 PCT Research Training Outreach 

 
  

 
 

PCT 

 1. Clinic data for 

research 

2. Clinical research 

sites  

3. Post-trial access 

schemes 

4. Opportunities for 

clinical experience 

through rotations in 

PCT 

1. Trainers  

2. Input to course 

material 

3. Sites for trainee  

placements  

4. Opportunities for 

clinical experience 

through rotations in 

PCT 

1. Proven models of 

care 

2. Inward referral 

from outreach sites 

3. Access to clinic 

meetings 

4. Opportunities for 

clinical experience 

through rotations in 

PCT 

Research 

1. Improved models of 

care 

2. Avenues for 

professional growth 

in both clinical and 

research career 

paths  

 1. Input to course 

material 

2. Trainers 

3. Placements for 

trainees 

1. Improved models of 

care 

2. Avenue for career 

advancement 

Training 

1. Skills development 

2. Opportunities to 

train others 

 

1. Research capacity 

building (eg ethics, 

Good Clinical 

Practice, research 

methods) 

2. Provides operational 

research platform  

 1. Training for project 

and district staff; 

including online 

2. Technical 

Assistance for 

Outreach-led 

training   

3. ATIC provides 

ongoing advice to 

Outreach staff 

4. Provision (and 

reporting) of CPD 

for staff and HCW 

in project-

supported sites 

Outreach 

1. Sites for scale-up of 

models of care 

2. Opportunities for 

PCT staff to provide 

TA 

3. Primary care sites 

for outward referral 

from IDI   

1. Research sites 

2. Generation of 

topical questions 

from practice for 

research to answer 

 

1. Large number of 

trainees  

2. Alumni network for 

ATIC and Learning 

Information Centre 

(LIC) activity 
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Annex 1 (d):  

Adjusted Key milestones … changes in bold red. 

Strategy Indicator 
5-year 
target1 

Annual Milestones 

Year One 
(to June 
2014) 

Year Two 
(to June 
2015) 

Year Three  
(to June 
2016) 

Year Four 
(to June 
2017) 

Year Five 
(to June 
2018) 

Prevention, Care and Treatment 

Patients in care  
Number of active 
patients supported by 
IDI2 

IDI: 8,000 8,000 8,000 8,000 8,000 8,000 

Outreach: 
100,000/ 
141,000 

90,000 90,000 95,000/ 
116,000 

100,000/ 
129,000 

100,000/ 
141,000 

Total active 
patients: 
108,000/ 
149,000 

98,000 98,000 103,000/ 
124,000 

108,000 
137,000 

108,000/ 
149,000 

New models of 
care  

Number of new 
models of care 

5 (cum.) 1 1 1 1 1 

Casemix at IDI 
Number of 
complicated cases3  

5,000 (Y5) 4,000 4,500 5,000 5,000 5,000 

HIV/OI prevention 
Percent of IDI patients 
receiving basic care 
package 

100% (Y5) 100% 100% 100% 100% 100% 

Quality of Clinical 
Practice 

Annual clinical audit 
report 

5 (cum.) 1 1 1 1 1 

Outreach  

Outreach projects 
implemented 

Number of outreach 
projects started4 

10 (cum.)  2 2 2 2 2 

Circumcision 
Number of 
circumcisions 

470,000 
(cum.)/410,000 

80,000 90,000 40,000 100,000 100,000 

Access to care 

Number of individuals 
accessing services 
through institutions 
supported by IDI 
outreach 

HCT: 950,000 
(cum.) 

150,000 200,000  200,000  200,000  200,000  

ART: 
79,000 (Y5)/ 
120,00 (Y5) 

66,000  69,000  76,000/ 
100,000 

79,000/ 
110,000 

79,000/ 
120,000 

Non-ART: 
21,000 (Y5) 

24,000 21,000  
19,000/ 
16,000  

21,000/ 
19,000 

21,000 / 
21,000 

Total in care: 
100,000 (Y5) 
141,000 (Y5) 

90,000 90,000 95,000/ 
116,000 

100,000/ 
129,000 

100,000/ 
141,000 

Training & Capacity Development 

New and relevant 
course in ID 
management 

Number of new and 
relevant courses 
developed in ID 
management 

  
5 (cum.) 

  
1 

  
1 

  
1 

  
1 

  
1 

Develop national / 
regional capacity 

Number of trainees5 

7,947 
(cum.)/ 
8,952 
(cum.) 
 

1,440 1,512 
1,588/ 
2,000 

1,667/ 
2,000 

1,750/ 
2,000 

                                                           
1 Either cumulative target of all five years or the target at Year Five (Y5). 
2 Patients from IDI Clinic and Outreach clinics. 
3 Assumes half of patients enrolled in research studies are complicated. 
4 Projects where IDI is prime or sub-contractor. 
5 Some trainees attend more than once course at IDI; includes training in the districts. 
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Strategy Indicator 
5-year 
target1 

Annual Milestones 

Year One 
(to June 
2014) 

Year Two 
(to June 
2015) 

Year Three  
(to June 
2016) 

Year Four 
(to June 
2017) 

Year Five 
(to June 
2018) 

Increase online 
training 

Number of courses 
with online 
component 

10 (cum.)/ 
7 (cum.) 

2/1 5/2 6/3 8/5 10/7 

Relevant, and up-
to-date information 
available to health 
workers 

Number of queries 
made to ATIC 

7,183 cum.) 
/ 6,565 
(cum.) 

1,300  1,365 
1,433/ 
1,200 

1,505/ 
1,300 

1,580/ 
1,400 

Research  

Publications 
Number of 
publications 

277 (cum.) 50 53 55 58 61 

Research activity 
Number of active 
research projects6 

45 (Y5)  45 45 45 45 45 

Enhance research 
capacity in Uganda 
and SSA 

Number new 
enrollees in graduate 
training7 

97 (cum.)/ 
93 (cum.) 

15 17 19 21 
25/ 
21 

Number trained 
through research 
short 
courses/workshops 

783 (cum.)/ 
728 (cum.) 

135 143 
 
160/ 
150 

 
 
170/ 
150 
 

 
175/ 
150 

Regional and 
global research 
collaboration 

Number of SSA 
organizations/ 
agencies partnering8 
with IDI on current 
projects 

15 (Y5) 8 10 12 14 15 

Number of  global 
(non SSA) 
organizations/ 
agencies partnering 
with IDI on current 
projects 

20 (Y5) 14 15 16 18 20 

Laboratory Services 

Volume of tests Number of tests 

CAP 
certified: 
750,000/ 
580,000 

150,000  150,000  150,000 / 
100,000 

150,000 / 
100,000 

150,000 / 
80,000 

Central lab: 
90,000 

18,000 18,000 18,000 18,000 18,000 

Laboratory training 
courses 

Number of trainees 
1,050 
(cum.) 

 190 200 210  220 230 

Translational lab 
Number of diagnostic 
tests validated 

5 (cum.) 1 1 1 1 1 

Lab outreach 
Number of labs 
supported by IDI 

80 (Y5) 60 65 70 75 80 

Quality of lab tests 
from outreach clinic 
labs 

Percent of agreement 
between tests at clinic 
and reference center 

100% (Y5) -- 
  
96% 

  
98% 

  
98% 

  
100% 

  

                                                           
6 Clinical trials, observational studies and capacity building projects: continued, completed, started and completed, or started 

during the year. 
7 Includes PhDs, fellowships and post-doctoral training; plus Masters level training including MScs, MPHs and M.Meds. 
8 Partners include contractors, subcontractors, and implementation partners; does not include funders/sponsors.  
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Sustaining IDI  

Total revenue Total annual revenue 
$108m 
(cum.) 

$20.5m $21m $18.4m $23.8m $24.4m 

Coverage of core 
costs9 

Percent core 
contribution 

15% (Y5) 14% 15% 15% 15% 15% 

Infrastructure 

Construction of 
new IDI building 

Building fully 
operational 

Building 
fully 
operational 
(Y5) 

Building at 
90% 
completion 

Building 
occupied by 
IDI 

Building 
largely 
occupied by 
IDI and 
some 
tenants 

Building 
fully 
occupied by 
IDI and 
tenants 

Building 
fully 
occupied by 
IDI and 
tenants 

  

 

                                                           
9 Core costs: Costs limited to general, administration and facilities costs.  This includes the following cost 

centers:  Governance, Executive Director, Resource Development, Communications, Grants Management, Monitoring and 
Evaluation, Finance, Human Resources, Facilities and Information Services. 


