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Brief about SPEED
The Supporting Policy Engagement for Evidence-based Decisions (SPEED) for Universal Health Coverage in
Uganda is a 5 year partnership supported by European Union that started in 2015. The partnership comprises Makerere
University School of Public Health (Lead Agency), Uganda National Health Users Consumers’ Organization
(UNHCO), Economic Policy Research Centre (EPRC), National Planning Authority (NPA), Institute of Tropical
Medicine (ITM) Antwerp Belgium and Human Science Research Council (HSRC), South Africa.

THE VISION
The SPEED project has a two-part vision:

1. Makerere University School of Public Health (MakSPH) with an outstanding track record and sustainable
capacity for policy analysis, advice and influence for universal health coverage (UHC) and the resilience of health
systems in Uganda.
2. Having state and non-state agencies that understand what UHC entails, and what roles they individually and
collaboratively have to play in its realization.

SPEED Objectives
Overall objective: To strengthen capacity for policy analysis, advice and influence at MakSPH and partner
institutions and contribute to accelerating progress towards universal health coverage and health systems resilience
in Uganda.

Specific objectives are:
1. To engage and influence policy makers with contextually adapted evidence for health policy and systems changes
to advance UHC.

2. To support policymakers to monitor the implementation of vital programs for the realization of policy goals for
UHC.
3. To enhance the expertise, knowledge and resources for policy analysis and advice and influence at MakSPH and
partner institutions.

The SPEED partnership seeks to engage policy makers with contextually adapted evidence for health policy and
systems changes to advance UHC and to support policymakers to monitor the implementation of vital programs for
the realization of policy goals for UHC. The contributions of this partnership thus include engaging decision makers
in forums that enhance shared learning, shared vision of UHC goals, and collaborative decision making. In order to
contribute towards these goals, SPEED planned to host three symposia in years one, three and five. The first was held
in 2015. This has been the 2nd Symposium.

Symposium Objectives
1. To share lessons, reflections and evidence (both national and international) to guide national financing choices
and strategies for advancing the UHC agenda and to build resilient health systems that can sustain this agenda.

2. To build awareness among stakeholders on the priority and plausible financing approaches for leveraging
investments towards UHC in these countries.
3. To advocate for ways to optimize domestic financing and other sources to advance UHC, systems resilience and
improve health outcomes.

Symposium Themes
1. Ensuring financial risk protection using public funds
2. Risk sharing and pooling of funds through insurance
3. Leveraging Health benefits from investment in other sectors

4. Strategic purchasing and results-based financing (RBF)
5. Global health initiatives and innovative financing

v
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Profiles of selected Symposium Speakers

Professor Kabir
Sheikh

Dr. Kabir Sheikh, Joint Director (Research and Policy) at the Public Health
Foundation of India and Principal Fellow at the University of Melbourne, is a
public health physician, health systems researcher and policy analyst, with interests
in health systems strengthening, governance and social equity in low and middle
income countries. He directs the Health Governance Hub, an interdisciplinary
programme of health policy and systems research at PHFI. He also directs the
Nodal Institute of the WHO Alliance for Health Policy and Systems Research
at PHFI, and the WHO Regional Training Centre for Implementation Research
at PHFI. Dr Sheikh is also Honorary Senior Lecturer at the London School of
Hygiene & Tropical Medicine and Adjunct Professor at BRAC University Dhaka.

Dr Sheikh is Board Chair of Health Systems Global, the first international
membership organization for health systems research and knowledge translation. He is a member of the Global
Health Group of the Medical Research Council UK, the Lancet Commission on Migration and Health and
the WHO Health Systems Governance Collaborative. He has served in diverse roles as an expert and advisor
to the World Health Organization, the European Commission, UNICEF, the Wellcome Trust, USAID, DfID,
the Bill & Melinda Gates Foundation, the Government of India, and several universities and policy / research
groups globally.

Dr. Chris Atim

Dr. Chris Atim is a Senior Program Director at Results for Development Institute
(R4D). In the latter role, he also served for one year as the health systems and equity
advisor on USAID’s global flagship Maternal and Child Survival Program (MCSP).
At the same time, he serves as the Executive Director of the African Health Economics
and Policy Association (AfHEA), a pan-African think tank that brings together
experts in health economics, financing, policy and systems across the continent. He
recently chaired the Ghanaian President’s National Health Insurance Scheme (NHIS)
Technical Review Committee.

Dr. Atim has taught for many years in the health economics masters course at

the West African regional Institute of Higher Management Studies (CESAG) in Senegal. For about five years

to December 2014, he also served as a senior health economist with the World Bank based in Dakar, Senegal,
where he led on the Bank’s health financing support to a number of countries in the region.

Dr. Bart Criel joined the Institute of Tropical Medicine (ITM) in 1990. He is currently
Professor and Head of the Equity & Health Unit (formerly Health Financing Unit) in the
Department of Public Health. His main areas of work are the study of health care delivery
systems and systems of social protection in health in Low and Middle Income Countries.
In the ITM’s Masters course (Masters in Public Health or MPH), he is in charge of the
modules Local Health Systems Analysis (6 ECTS credits) and Social Health Protection (5
ECTS credits). He is currently co-director of the MPH, and in that function responsible
for the management and teaching policies of this international public health course.
He is involved in a number of health systems research projects in various sub-Saharan
African countries and in charge of the institutional collaborations ITM has developed
with sister academic institutions in the Democratic Republic of Congo (School of Public Health in Lubumbashi) and
India (the Institute of Public Health in Bangalore).
Professor Bart Criel
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Dr. Ssengooba, is the Chair of the Department of Health Policy, Planning and Management
at the School of Public Health and Director of the SPEED Project. He is a seasoned
researcher in health systems and policy. For more than one and a half decades, Dr. Ssengooba
has led a program of research on the organizational reforms like decentralization of health
services; autonomy and efficiency of hospitals; performance-based contracting and its
impacts on health system in general and on the workforce in particular. He has worked
closely with health sector ministry and agencies by providing technical consultancy services.
Associate Professor
He also provided overall technical leadership for the design and preparation of national
Freddie Ssengooba
and bilateral grants such as the Uganda’s Round-10 grant application to the Global Fund
that generated $210 million dollars for Uganda’s health system. He has provided technical services to WHO, DFID,
USAID, World Bank, Uganda AIDS Commission and multi-lateral and bilateral agencies and foundations. He
serves on the Sector Monitoring, Evaluation and Research Working Group of the Ministry of Health in Uganda and
he was founding member of the Governing Board of Health Systems Global.

Dr. Wilberforce
Kisamba-Mugerwa

Dr. Wilberforce Kisamba-Mugerwa is the Chairperson of the National Planning
Authority in Uganda. Before joining the International Food Policy Research Institute as
a Division Director in Addis Ababa, Kisamba Mugerwa served as an elected Member of
Parliament 1980-2004 and held various Cabinet Ministerial positions in the Government
of Uganda. He is 2009 Spring Semester Visiting Professor for International Studies in
Rural Development at Williams College, Massachusetts USA and a Research Fellow with
Makerere Institute of Social Research. He holds a PhD in Agricultural Economics from
Makerere University. He has made several publications mainly on issues related to social
economic transformation.
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Symposium Statement
THE KAMPALA SYMPOSIUM STATEMENT ON HEALTH FINANCING FOR UNIVERSAL
HEALTH COVERAGE IN LOW AND MIDDLE INCOME COUNTRIES
THE SERENA HOTEL, KAMPALA, AUGUST 16-18, 2017

INTRODUCTION
Globally, the focus in the health sector has shifted
towards the goal of achieving Universal Health
Coverage (UHC). This goal entails ensuring healthy
lives and promoting well-being for all at all ages” (goal
3.8) as part of the Sustainable Development Goals.
Subsequently, countries are grappling with strategies
that could optimally support progress toward UHC.
With the recognition that previous global health
initiatives have persistently not benefited the most
vulnerable populations, one key strategy for achieving
UHC has been identifying those health financing
reforms which will make health more accessible,
affordable and equitable for all.
From the 16-18 August 2017, Makerere University School
of Public Health – Supporting Policy Engagement for
Evidence-Based Decision Making (SPEED) for UHC

in Uganda program in collaboration with the Ministry of
Health, Uganda, hosted an International Symposium on
Health Financing for Universal Health Coverage in Low
and Middle Income Countries. The symposium theme
was “Financing for Universal Health Coverage: More money
for health AND more health for the money”. The overall aim
of the symposium was to critically examine the existing
health financing systems and policies for advancing UHC
and systems development in Uganda and other low and
middle-income countries so as to inform strategies that
are geared at achieving UHC in the region. Symposium
participants included members of the research community,
policy makers, practitioners, civil society, NGOs and
students. Delegates came from Ghana, Senegal, Rwanda,
Nigeria, Democratic Republic of Congo, USA, UK,
Switzerland, Belgium, India, Zambia, Mali and Uganda.

OBSERVATIONS
We the delegates made the following observations in line
with the subthemes of the Symposium.

b) Risk sharing and pooling of funds through
insurance

1. Government financing for health is the most
preferred source of funding given its capacity to
provide health risk protection. However, public
allocations have remained consistently below the
bench-mark (15% of Government budgets across
LMICs (current 6.1% for Uganda)

2. Many Low-Middle income countries are currently
implementing health insurance although at
different stages of implementation. The Uganda
NHIS Bill is currently under consideration.

1. Out of pocket payments still constitute a big
proportion of health financing (40% in Uganda),
which is inequitable (access and finance) and
associated with catastrophic expenditures.

a) Ensuring financial risk protection using
public funds

2. Address inadequate investments in building and
strengthening the health system, manifesting in
workforce shortages (quantity and skills mix),
high stock-out of medicines and equipment
3. Local government that carry the mandate for
service delivery have received low government
budget allocations for health and other related
programs – need to make optimal improvement
in service coverage and quality.

3. Existing prepayment schemes are faced with a
number of challenges including fragmentation,
low coverage (membership and breadth of benefit
packages), and exclusion of the poor, and poor
management, thus may not adequately address
financial risk protection for the population in the
short to medium term.

c) Leveraging health benefits from investments
in other sectors

4. Current investments in the preventive and
promotive health agenda remain sub-optimal,
yet these have the potential to reduce the bulk of
health system costs.
viii

1. Improving population health requires a multisectoral approach given the range of other
determinants of health (SDH). Controlling
population growth for instance is a strong lever for
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reducing health costs.

4. Non-state actors (Private for profit and private
not-for profit) compliment the public sector in
health service delivery, and thus can help improve
population and service coverage in LMICs.
However the cost of service provision in these
sectors remain unknown.

2. A number of initiatives that benefit health are
already happening in other sectors, e.g. Works,
Roads and Transport, Agriculture, Water and
Sanitation, Environment and Social Protection.
3. Low-middle income countries are grappling with
operationalization of the multi-sectoral approach
to health improvement. Limited understanding of
the concept, weak coordination and collaboration
mechanisms, and preference for working in sector
silos.

e) Global health initiatives and innovative
financing

1. Low-middle income countries heavily rely on
development partner funding and other global
health initiatives. This however has challenges
including poor alignment with national
priorities, unpredictability, sustainability, and lack
of national ownership.

d) Strategic purchasing and results Strategic
Purchasing and Results Based Financing

1. Traditional provider payment systems that
are input-based tend to escalate geographical
inequalities, do not fully reflect population health
needs, and do not give incentives for coverage,
quality and efficiency.

2. Adoption of expensive new technologies
including medicines, diagnostic technologies
and new vaccines, often supported by external
resources are driving health care costs in a
manner that slows down the financing capacity
for greater coverage goals.

2. Experiences with Performance-Based Financing
(PBF) were noted to advance provider
accountability, and improve service coverage for
selected services. However, operational research
on a number of challenges is required;

3. Community innovative financing strategies exist
e.g. crowd funding, local financial social networks,
which may be leveraged to mobilize additional
resources for health.

3. Successful implementation of RBF requires
appropriate institutions and a functioning health
system

RECOMMENDATIONS
From the three-day deliberations, we symposium delegates propose that:
1. Countries develop a clearly defined roadmap for achieving Universal Health Coverage that is appropriately
benchmarked and contextually adapted. This roadmap should invariably have a clearly defined Monitoring and
evaluation framework to monitor progress as well as feedback for better implementation.
2. Countries identify and adopt strategic mechanisms to address the key drivers of high costs of health care
provision and access including strategies to manage growing populations, regulate new and expensive health
technologies, improve health system efficiencies, and bolster adequate investments in preventive health.

ACTOR SPECIFIC CALLS FOR ACTION
institutions, as a cornerstone to sustaining
interventions aimed at achieving Universal
Health Coverage, including; regulatory, training,
procurement, information management and
local governments institutions to optimize value
from available financial allocations for health
improvements.

Government:

1. Progressively increase government budget
allocations for health as the major health
“insurance” mechanism for Uganda that will
guarantee fair access to health care services for all.
2. Develop a roadmap for implementation of a
NHIS that will increase coverage (services and
population) and financial protection especially for
the poor and vulnerable also known as “progressive
universalism. Among other actions, this requires
financial allocation to local governments to triple
in size from the current provisions.

4. Mainstream health and wellbeing improvements
in all policies and agenda of Government using
the Health in All Policies (HiAP) approach –
especially by leverage investments and coordinating
collaborations to optimize the contributions to
health and wellbeing outcomes from all sectors of

3. Invest in the health system and its governance

ix
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society.

5. Incorporate a learning agenda in the RBF design and implementation as a prelude to social health insurance
scale-up.
6. Emphasize and support stakeholder engagements in all UHC discussions, policy and decision making processes
and implementation to ensure ownership, responsibility, and accountability

Civil society and Media

1. Work closely with government, communities, and other stakeholders to engage in advocacy for increased
government budget allocation for health programs – especially preventive programs.

2. Create platforms for improved awareness for improving healthy behaviors, self-help community programs
including saving schemes and crowd financing to finance health, governance and accountability in health
spending and service delivery.

3. Monitor and Identify service coverage gaps and provide effective advocacy and institute remedial programs for
vulnerable communities.
4. Mobilize and harness community resources and existing community support systems and networks to advance
the Universal Health Coverage agenda.

Development partners

1. Health Development Partners (HDPs) should recommit to adhering to the principles of the Paris Declaration
on aid effectiveness. In the short to medium term, improve the financial support for health programs – including
the aid amount, predictability and the use of national financial systems so as to improve planning for aid
programs and boost accountability and oversight of aid programs by legitimate national institutions.
2. Invest in strengthening the capacity of the health system to expand coverage and use health funds effectively –
including increasing the production and skill mix of the health workforce.
3. Progressively broaden the decision space by government to allocate aid to the most pressing health needs in
the country including investments in programs for health systems strengthening and health prevention and
promotion.
4. Progressively enter compacts with government that clarify the transition plans for aid programs to sustainable
programming approaches that get to scale.

5. In the short-term HDPs should consider allocating a proportion of their development assistance for health
to be pooled in a trust fund for supporting national health insurance scheme particularly to cater for the most
vulnerable populations.

Academia and research institutions

1. Undertake operational and implementation research that is geared to supporting government and other
stakeholders in reducing the illness burden and optimizing health benefits from available and additional
financial resources for health.
2. Support the costing and cost-effectiveness of health programs and innovations that support the effective
stewardship of collaboration across sectors. This is vital to support the realization of the multi-sectoral
contributions to the health and wellbeing programs across government, in the non-state sectors and communities.
3. Create spaces for engagement and debate and sharing of evidence and experiences for policy and implementation
issues relevant to Universal Health coverage.

x
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Setting the Stage
1.0 Introduction

T

he International Symposium of Health Financing
for Universal Health Coverage (UHC) was held
between 16-18 August 2017, under the theme Financing
for Universal Health Coverage: More money for health
AND more health for the money”. The symposium was
organized by Makerere University School of Public
Health – Supporting Policy Engagement for EvidenceBased Decision Making (SPEED) for UHC in Uganda
program in collaboration with the Ministry of Health,
Uganda, Advocacy for Better Health program (PATH
Uganda) and Belgian Development Agency (BTC).

Thus, the symposium brought together different
stakeholders and this enabled them to share experiences,
collectively learn and appreciate the roles and
responsibilities that each stakeholder has to play in
advancing the UHC agenda in their respective contexts.
Several plenary and parallel sessions were convened with
various presentations made around five main themes;
(1) Ensuring financial risk protection using public funds
(2) Risk sharing and pooling of funds through insurance,
(3) Leveraging Health benefits from investment in
other sectors, (4) Strategic purchasing and results-based
financing (RBF), and (5) Global health initiatives and
innovative financing.
The various presentations underscored the fact that while
a lot is being done in the pursuit of UHC, gaps and
challenges still exist. Potential strategies for improvement
were shared. Discussions focused on how to maximize
value from lessons learned over the years; investing in
high impact interventions; ensuring more health for the
money; and using evidence to guide decision making for
UHC. This report highlights the key messages from the
symposium presented around the different themes.

Prof. Freddie Ssengooba – the SPEED Director, welcoming
symposium participants

The symposium critically examined the existing health
financing systems and policies for advancing UHC and
systems development in Uganda and other low and
middle-income countries so as to inform strategies that
are geared at achieving UHC in these settings.

KEY NOTE PRESENTATION
Accelerating progress towards
Universal Health Coverage requires
strong health systems governance
(HSG).

Symposium participants included members of the
research community, policy makers, practitioners,
civil society, NGOs and students. The symposium
drew attendance from sector experts in health, civil
society, the media, academia and researchers, policy
makers, politicians, and leaders at different levels, from
institutions of government, private sector players, NGOs,
etc. Participants came from different countries, including
Ghana, Senegal, Rwanda, Nigeria, Democratic Republic
of Congo, USA, UK, Switzerland, Belgium, India,
Zambia, Mali and Uganda.

The symposium stage was set by Prof Kabir Sheikh, Joint
Director (Research and Policy), Public Health Foundation
of India (PHFI), Principal Fellow at University of
Melbourne, Australia & Board Chair, Health Systems
Global, who delivered a keynote address. The keynote
address tackled the different understandings of health
systems governance and emphasized the importance of

Some of the participants listening to a presentation
1
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strong health systems (HSG) governance in the pursuit
for UHC. He reflected on the challenges in HSG and
what could be done to address them.

Governance challenges for UHC
It was observed that Health Systems Governance
(HSG) is a key global problem or challenge and more
so in low and middle income countries. This problem
often manifests in different ways, and so to address this
challenge, it is important to understand the specific
failures and their causes. He stressed five areas of major
weakness in governance that needs to be addressed:

Centrality of governance to UHC
agenda
The keynote underscored the critical role and centrality
of health systems governance in driving the UHC
agenda. Health system governance is critical in ensuring
that proposed solutions are implemented feasibly. There
is a tendency for stakeholders to generate varied policy
responses to health system failures or inefficiencies,
including solutions such as private-public-partnerships,
or rethinking the packages of products and services.
However, while these are critical, they may not address
the challenge (however technically sound they may be)
unless governance is streamlined.

1. Constitutional environment, laws regulations,
which empower the state to ensure effective services,
and articulate the rules of engagement with nonstate actors, etc.
2. Capacity. This is poorly understood but critical.
This relates to limited personnel to deliver services,
monitor and manage providers, etc. The issue of
MOH governance capacity is currently being
addressed by the World Health Organization
(WHO) HSG collaborative platform.

Prof. Kabir pointed out the pointed out the different
platforms through which policy issues to inform the UHC
agenda are generated; including: the daily interactions
with common people, media reports, and sometimes
experiences lived by individuals. However, these
platforms may not exhaustively explain the dimensions
of a debate and the interactions between different issues
to generate an actionable policy problem. Therefore, it is
important for policy makers and health sector stewards to
investigate further and broadly understand the problem
and how to address it.

3. Coordination. This is manifested by ambivalence,
conflict, and poor stakeholder coordination and
communication, unclear roles and sometimes
unnecessary duplications and overlaps.
4. Institutional capture. This concept goes beyond
corruption. It is about influence and subjugation of
public institutions by private institutions or private
interests
5. Accountability to and empowerment of
communities. There is evidence that in circumstances
where communities do find and have a voice, health
system governance does improve and this results in
streamlined service delivery

Prof. Kabir observed that problems or manifestations
thereof within the health sector may not necessarily be
a result of one single cause, but rather a multiplicity of
(sometimes) interrelated and interconnected factors – a
chain of potential obstacles. It is basically a complex web
of health system factors that may stretch from financing,
governance, administrative overload of health workers,
budget issues, logistics, etc. It is also important to note
that different stakeholders will often have different
perspectives of the problem and this influences the policy
responses.

Prof. Kabir elaborated two challenges that have
characterized Health systems Governance in low and
middle income countries – namely, institutional capture
and parallel systems.
a.

Prof. Kabir recognized the different definitions that have
been put forward for health system governance with each
having different implications. However, all definitions
underscore the concepts of: processes and rules (formal
and informal) that manage society or systems. Governance
is a quite complex concept. That, it is often possible to
know what good governance is but it is not very easy to
define it. It is easy to notice when governance has failed
to work because the failures clearly manifest. However, it
is not necessarily easy to understand what makes it work
(or not work) well. The concept of Governance includes:
accountability, responsiveness, capacity for policy making
and implementation, fairness, and participation, etc.

Institutional capture – related to how health systems
are configured, most commonly being mixed health
systems (private-public mix). Institutional capture
implied an intermixing of public and private
institutions, roles and priorities, coupled with
weakening of public institutions. Institutional capture
often resulted into regulatory failure, manifested in a
myriad of lobby groups that are working for private
interests, yet it is hard to explicitly notice this, and
eventually resulting into regulatory failure.

b. The second governance problem was one of “parallel
systems”. This is about informal and semi-formal
systems, decisions and behaviors existing side-by
side, sometimes driven by private interests and
operate through social or political networks. This
2
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behavior is often hidden because actors don’t operate according to written regulations and procedures. The
example of this, was situations where health worker postings and transfers may happen around informal financial
arrangements (underhand money exchanges between officials), which postings may not necessarily be in public
interest. These transactions sometimes lead to inequity in distribution (maldistributions) of health workers. The
systems may actually be seen to work, only for the few and not for the most. The system thus never achieves its
full stated objective of ensuring access to, quality and equity of health care for everyone. Failure of one parallel
system may get out of hand and eventually undermine the public system.

All hope is not lost
Prof. Kabir observed that it was possible to tackle governance problems, contrary to what many may think, but this
would require additional investment. While some interests may look as if they are entrenched and hard to dislodge,
strengthening the laws and rules, giving communities a voice, and improving organizational capacity can help to
overcome the governance challenge.
Governance and institutional strengthening are critical for service delivery. It is key to avoid evidence of effectiveness
trap. There is not much evidence on the link between effective governance systems and better health outcomes.
More research is needed on this topic. on this topic. However, this evidence could be generated without necessarily
conducting randomized control research designs.
In all this, nurturing new leadership is key. It was important to create mechanisms for retaining robust human resources,
and establish a framework to enhance community accountability and voice. Systems can sometimes be focused
(obsessed with) on rules, processes, and procedures rather than on people getting services as expected. Therefore it is
important to facilitate and streamline systems to ensure they deliver their mandates.

Key Points
• Better governance and institutions are very critical in achieving UHC.
• The success of any policy (including UHC) is contingent on better governance.
• While it is important to focus on rules, laws and processes, it is even more important to focus on how the institutions can
deliver services to the people.
• Focus on establishing and implementing policy frameworks that build and empower communities.
• There is need for shared learning from other countries and contexts, without necessarily transplanting all experiences.

Prof. Ssengooba (MakSPH-SPEED) & Ms. Elizabeth A section of Members of Parliament of Uganda,
Ongom (European Union) listening attentively to a listening to presentations
presentation
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Official Symposium Opening Ceremony
Prof. Bazeyo William, Dean, Makerere University School of Public Health
(MakSPH)

T

he Dean welcomed, on behalf of the MakSPH,
the chief guest, other invited dignitaries, and all
participants from within and without Uganda. The Dean
re-affirmed MakSPH’s commitment towards improving
population health of Ugandans. He challenged the
MOH and government generally, to take advantage of
the resources that exist at the School of Public Health
and Makerere University to make a difference in people’s
lives. Dr. Bazeyo underscored the importance of health
as a precondition and outcome of development and
challenged all stakeholders to move beyond debate
and start real action. He noted that all Sustainable
Development Goals (SDGs) are directly or indirectly
linked to health. He also noted that Uganda’s National
Health Insurance Scheme (NHIS) was long overdue yet
its establishment seemed impossible in the foreseeable
future.

Prof. Bazeyo Willian, Dean of Makerere University School of
Public Health

they understand the rationale for NHIS in a more
simplified approach and language. He pledged continued
support of the school towards MOH and all activities
that the government thinks the school could be of help
to enhance the health of Ugandans.

To this effect, the Dean pledged the support of the
School of Public Health to work closely with MOH
to pursue the NHIS agenda, including engaging other
policy makers such as the Ministry of Finance to ensure

Prof Charles Ibingira, Principal, Makerere University College of Health
Sciences (MakCHS)

T

he Principal, welcomed the participants especially
the international ones on behalf of the MakCHS, and
thanked them to have come to be part of the symposium.
He encouraged international delegates to take advantage
of their time in Uganda to explore the country and all its
natural beauty. He underscored the contribution of the
MakCHS especially in the area of research, highlighting
that up to 99% of health research in Uganda is done by
MakCHS and this has positioned Makerere University
highly in rank. Prof Ibingira pledged the commitment
of the MakCHS to continuous provision of research
and evidence. Noted that Makerere University is home
for a diverse range of expertise and therefore challenged
government to take advantage of this. He appreciated the
role of SPEED Project in the area of evidence translation
and policy advice but thought it was important to move
beyond deliberations to focus on implementation.

Prof. Charles Ibingira, Principal, Makerere University College of
Health Sciences

The Principal thanked the European Union for the
generous support in funding and facilitating the
symposium and SPEED Project generally. Uganda and
similar countries can only move to middle or even high
income status if the systems are developed and resources
provided to implement interventions that are usually
well designed.

He underscored the contribution of the MakCHS
especially in the area of research, highlighting
that up to 99% of health research in Uganda
is done by MakCHS and this has positioned
Makerere University highly in rank.

Beyond this, the country must ensure value for the
4
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money that the limited resources are optimized. Innovation and accountability can deliver more results with less
inputs. Prof Charles thanked MOH for the collaborative environment and longstanding relationship with MakCHS.
As a training institution, he pledged continuous support of producing human resources for health that are fit for
UHC purpose and Uganda’s development aspirations. This MakCHS vision is espoused in its strategic plan that was
informed by a needs assessment and market survey. The Principal assured that participants that the MakCHS will
continue to ensure to optimally support the health sector in Uganda and other countries in the region. Finally, the
Principal thanked the SPEED Director – Prof. Ssengooba, for his leadership in managing well the EU funding

Prof Nawangwe Barnabas (Vice Chancellor Makerere University (Mak)

Prof. Barnabas Nawangwe, Makerere University Vice Chancellor

T

he Vice Chancellor, welcomed all guests especially
those who had travelled from other countries to
the symposium that Makerere was proud to host. He
acknowledged the support that the European Union and
other development partners have been providing to the
University to undertake research, develop infrastructure,
as well as generally improve the teaching and learning
environment within the University. The Vice Chancellor
acknowledged the fact that while a lot of research has
been conducted by Makerere University, the largest
percentage of this research was being conducted by the
College of Health Sciences (MakCHS).

in driving the development agenda in Uganda. To this
end, he asked the MOH to give a special status to
Makerere and ensure that government leverages the
already existing assets at the Institution. He stressed that
Makerere had done a lot of ground breaking research
in Malaria, HIV/AIDS, and Ebola, and so its strategic
importance cannot be over-emphasized.
A productive population cannot exist unless government
invested highly in people’s education as a cornerstone to
human capital development.

The University contributes up to 99% of all
graduate training in Uganda and the biggest
bulk of research. Up to 980 PhDs are at Makerere
University out of around 1032 PhDs in the whole
of Uganda.

However, he pointed out that this success for
MakCHS could be attributed to the fact that almost
70% of international research funding to Uganda
goes to MakCHS the better leadership at MakCHS
notwithstanding. He reflected on the vision of the country
and indicated that Makerere is critical in that vision. The
University contributes up to 99% of all graduate training
in Uganda and the biggest bulk of research. Up to 980
PhDs are at Makerere University out of around 1032
PhDs in the whole of Uganda. It is therefore important
to strategically invest in Makerere University.

He concluded by challenging all stakeholders to take
advantage of the work being undertaken by SPEED and
university generally, to ensure that it transforms policy
and implementation processes. He assured the minister
of Health that Makerere University would remain open
and a very reliable strategic partner to engage with
government in all areas aimed at transforming the lives
of Ugandans.

The Vice Chancellor underscored the role of higher
institutions of learning particularly Makerere University,
5
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Mr. Tarik Kubach (Representative of the European Union)

Mr. Tarik Kubach, Representing the European Union at the symposium

M

r. Kubach, welcomed everyone to the second
SPEED symposium1 and thanked the SPEED
team for organizing the event that focus on health
financing to ensure attainment of the SGDs particularly
UHC. He noted that while Uganda had recorded
numerous gains in the area of health including improving
life expectancy, high immunization coverage, reduced
maternal and child mortality rates, a lot still needed to
be done.

mere expenditures or consumptive expenditures, rather
as investments in a country’s economic growth and
development. Mr. Kubach pledged the EU’s commitment
to continue partnering with countries and support such
efforts. He welcomed other international efforts in
efforts in the domain of health and population wellbeing.
He noted that all EU member states were more than
committed to continue this support to Uganda and other
countries with similar contexts and challenges.

He challenged the participants that when discussing
UHC, one ought not to lose sight of the root causes of
poor health, most of which require leveraging non-health
investments for the benefit of the health sector. It is
achieving progress in health outcomes that will underpin
achievement of other SDGs. He emphasized the need
for countries to address the political, social, economic,
and environmental determinants of health to attain good
health and wellbeing for all.

Mr. Kubach underscored the fact that Uganda’s
resources allocations to health have been falling short
of international declarations and commitments over the
years. For 2017/2018 financial year, the percentage of
government budget for health at 6.1% was way less than
15% commitment by African countries2 in 2001. Only
20% of estimated financing for the five-year health sector
development plan was being covered. He emphasized
that donors and development partners still do a lot but
this dependence needs to progressively change. He noted
revenue uncertainties within low-income countries to
be a serious constraint to UHC aspirations. However,
countries must focus on increasing funding for health,
because there is no sector where the immediate link
between sufferings of people is as close as the health
sector.

For 2017/2018 financial year, the percentage of
government budget for health at 6.1% was way
less than 15% commitment by African countries
in 2001. Only 20% of estimated financing for the
five-year health sector development plan was
being covered.
Establishment of partnerships with other sectors as well
as other countries is critical to achieve UHC aspirations.
Countries must create safeguards that ensure that people
don’t become poorer as a result of health care consumption.
The health sector investments should not be looked at as
1
2

The EU reiterated its continued support for the SDG
agenda in Uganda and other countries where it operates.
He wished the participants fruitful deliberations during
the symposium.

First Symposium was held in August 2015; http://speed.musph.ac.ug/symposium-on-universal-health-coverage-2015/
Abuja Declaration
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Hon. Jane Ruth Aceng, Ministry of Health, Uganda.

Dr. Jane Ruth Aceng, Minister of Health, Uganda

T

he Minister welcomed all symposium participants
and thanked the organizers of the symposium
for bringing different stakeholders together to discuss
matters of Universal Health Coverage in low and middle
income countries.

(2015-2020) was broadly to achieve UHC. At country
level, the target is how to grow the economy for Uganda
to attain a middle-income status by 2020. However,
achieving these broad and ambitious goals depends on
contribution from a wide range of stakeholders.

She further thanked the European Union for the support
extended to the SPEED Project and Makerere University
School of Public Health. The Minister expressed her
pride for being associated with Makerere University
and specifically MakSPH, initially being a graduate of
the same school. She also thanked the Prime Minister
for letting her to represent him at officiating at the
symposium.

Achieving UHC requires that business must be done

SPEED and MOH have continued to work
together to ensure provision and use of the
much needed policy evidence and advice to
move Uganda towards UHC.
differently including identifying and implementing
innovative health financing arrangements. The Ministry
of Health had recently developed the health financing
strategy, which underscored the need to reform the
financing system and realign it with the financing
demands for UHC. A number of financing reforms were
under discussion including national Health Insurance,
and Pay for Performance or Results-Based Financing .
The Ministry is in plans to roll out the RBF program,
following financial support from the World Bank’s
Global Financing Facility. The SPEED project was
already working with MOH to ensure that these and
other sector reforms are harmonized and aligned to the
UHC objectives.

The Minister thanked all institutions affiliated to the
SPEED initiative. The Minister disclosed that she
has been associated with the SPEED project since its
inception, and currently works as the Chairperson of
the Advisory Board of the Project. She thus expressed
knowledge of the work that SPEED does that it was
based on the expressed needs of MOH. SPEED and
MOH have continued to work together to ensure
provision and use of the much needed policy evidence
and advice to move Uganda towards UHC.
Dr. Aceng also noted that the symposium theme fitted
well with the aspirations of MOH. The goal of the HSDP
7

Symposium Proceedings Report 2018 | Opening Ceremony
The Minister noted that the budget allocation to health
in the 2017/18 budget dropped to 6.1%. She explained
that this was due to change in government priorities,
especially owing to the need to initially fast track sectors
that underpin economic growth including infrastructure
and extractive industry. This approach would help to
generate more resources in order to finance health sector
budgets better. However, Cabinet had agreed that next
year (2018/2019) priority will go to the health sector.
She challenged the participants especially those from the
health sector to take advantage of this and reorganize the
sector so that when resources are available, all will be set.

Dr. Aceng underscored the need to develop national
roadmaps to UHC. This would entail re-aligning
sector reform proposals, identifying priority investment
areas that will generate optimal value benefits such as
Reproductive Maternal and Child Health (RMCH),
Malaria, HIV/AIDS, other drivers of rising costs of
health care. The Ministry of Health as steward must
create a framework to harness contributions of and from
other sectors of government to the realization of the
UHC goal. But, this requires a high level of coordination
across all players.
Finally, the Minister thanked the School of Public
Health, and more particularly SPEED for continuing to
provide platforms and spaces for engagement on issues of
health policy. The Ministry pledged to continue to work
with SPEED and all other stakeholders and promised to
take forward the outcomes of the deliberations generated
from the symposium.

A number of financing reforms were under
discussion including national Health Insurance,
and Pay for Performance or Results-Based
Financing . The Ministry is in plans to roll out the
RBF program, following financial support from
the World Bank’s Global Financing Facility.

Dr. Aceng underscored the need to develop
national roadmaps to UHC. This would entail
re-aligning sector reform proposals, identifying
priority investment areas that will generate
optimal value benefits such as Reproductive
Maternal and Child Health (RMCH), Malaria, HIV/
AIDS, other drivers of rising costs of health care.

The Minister pledged on behalf of MOH, commitment
to continue to engage every stakeholder so that
everybody buys into the sector vision. The need to build
collaborations with others sectors was emphasized.
Communities and individuals must however be
reminded, “your health is your responsibility”. Eating
well, exercising, saying the right things to others to also
do it right, etc., is everyone’s responsibility. “We must
be purposeful in our investments to ensure we optimize
resource use”, she emphasized.

The Minister pledged on behalf of MOH,
commitment to continue to engage every
stakeholder so that everybody buys into the
sector vision.
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1.1. Increase Public investments in health, re-align sector priorities, and
improve efficiencies in service delivery

T

he sessions on public financing for UHC generated
discussions around four main issues necessary for
attracting additional financing for health and adequately
utilizing the same for better health outcomes. These
issues were; a) the existing funding gap for health b)
priority setting and choice of health interventions with
broader benefits, c) framing health care expenditure as
a necessary investment for economic growth, and, d)
looking at health in a human rights perspective.

the allocated resources are utilized in the health sector.
Disparities between resources allocations and national
priorities were highlighted as key constraints. For
example, almost 70% of Uganda’s total health budget is
spent on Tuberculosis, HIV and malaria. The rest of the
diseases and other critical health system strengthening
activities have to fit into the remaining 30%.
The delegates noted the utmost importance of
streamlining governance and accountability structures
to ensure proper allocation and value for money. It was
noted that a lot of inefficiencies exist within the health
sectors. Therefore, addressing inefficiencies within
the system may be a better action beyond asking for
additional investments in health. Undertaking strategic
priority setting would in the long-run reduce costs across
the system, while generating a lot of long term benefits
from the investments.

The discussions noted that public investments in health
sector are generally minimal yet a lot is needed if improved
and quality health care were to be provided. It was
observed that public financing (government allocations)
to health in Uganda had in the recent past declined way
below most of the international commitments made. Yet,
world over, government is taken to be the major health
insurer of its citizens. Government takes collective risks
on behalf of its citizens. So it is important that public
funding allocation is improved to cushion citizens against
risks of catastrophic health expenditures.

Some priority health interventions that have already
proved their potential to generate broader benefits fro
UHC agenda were pointed out to be prioritized for scale
up. These include family planning and malaria control
(using IRS) in Uganda and most developing countries.
Investing in family planning especially contraceptives
would reduce unwanted pregnancies and hence reduce
the burden and cost of maternal and child health services.
This would greatly relieve the financial burden on the
health care system and generally on the budget.

Participants also noted the need to rationalize health
sector investments. It was observed that, even within the
limited resource envelop that comes to the health sector,
it was important to prioritize interventions to focus on
those that are cost-effective, generate broader, and long
term benefits. It was noted that the current debate on
health financing should move beyond a focus on raising
additional resources for health to understanding how
9
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It was observed that the in Uganda, the MOH had
embarked on creating mechanisms to address binding
constraints to streamlining the health service delivery in
the country. a) Adoption of a multi-sectoral approach to
addressing the challenges of the health sector is one such
strategy. b) In addition, MOH was already in advanced
stages of implementing the NHIS that will help to
address issues of financial risk protection. Government
subsidies were to be extended to civil servants and

indigents. c) The MOH also decided to focus strategically
on preventive services rather than much of curative care.
To this effect, a policy of Community Health Extension
Workers (CHEWs) was being developed to ensure that
communities are well linked to the formal health system.
d) The MOH with her development partners invested in
educating communities not only about their rights, but
also the responsibilities that individuals have, to work to
ensure personal and communal wellbeing.

Dr. Diana Atwine, PS – MOH, handing an award to Civil Society Budget Group (CSBAG) in recognition of their work in Health
Financing Advocacy

The participants agreed that public funds are critical investments in overall system strengthening to support and
sustain coverage agenda. They recommended the following for purposes of leveraging public financing to advance
UHC objectives in Uganda and similar countries:
1. Strategic investment in population growth control (through scale up of contraception and family planning
services) would reduce demands on the health systems and free up money, if these interventions are effective,
accepted, and safe.
2. There is need to improve medicines efficiency including streamlining the quality and supply chain management
and addressing the feasibility of different medicines financing arrangements.
3. Address the high costs of medicines and health supplies by for example reducing high wastages on packaging
and shipment.
4. Increase funding for health workers remunerations to cover the gap and overcome issues of absenteeism at
work places.
5. Reach out to communities through outreaches to prevent majority of diseases which can be addressed at that
level. Programs like immunization, IRS, ITNs, water and sanitation (WASH), etc need to emphasized within
communities.
6. There is need for innovation within the health system, but all innovation need politics (political will and support)
for scale-up.
7. Government (s) should change the way they view health investments as costs. Expenditures into health are long
term investments into the quality of the citizens which would yield benefits through increased productivity and
working hours. A healthy workforce is essential for economic proliferation. Health underpins economic growth.
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8. Amplifying citizen voices to demand for accountability and better quality services, confers pressure on
governments to appropriately allocate resources for the greater good of the public, and creates a sense of
community trust for government. This however requires establishment of strong and accountable community
structures that are empowered to engage.
9. A discussion of the appropriate institutional frameworks for health service delivery to advance UHC should be
initiated. Role bearers should re-evaluate the mandates of various institutional structures, with a view of reducing
unnecessary administrative costs and duplicity of mandate
10.
Application of a rights approach to health implies that access to health care is not treated as a privilege
by the state. This would confer responsibility for the state to allocate adequate resources to ensure that everyone
enjoys this right.

1.2

Increasing public funding for health care is the most sustainable
approach to ensuring financial risk protection

Danel discussion on Risk protection using public funds: L-R: Dr. Ibrahim Kasirye (EPRC Uganda), Ms. Angela Kisakye (MakSPH),
Dr. Frances Liika (USAID/Abt Associates – Nigeria), Mr. Tony Odokonyero (EPRC- Uganda )

S

everal sessions discussed how to ensure financial risk protection using public funds to advance the healthcare
access and coverage agenda. Key topics discussed were summarized under (a) role of public finance management
in resource mobilization, (b) leveraging aid for UHC, (c) interface of macroeconomics and maternal health outcomes,
and (d) addressing household coping mechanisms under high costs of care
a.

Role of public finance management in resource
mobilization. drawing from experience from
Nigeria, it was noted that there is high aid
dependency syndrome in Africa and this was due to
limited domestic spending, despite declining donor
funding for HIV/AIDS. It was noted that increasing
domestic revenue mobilization was an inevitable
step for sustaining health interventions, but this
Mr. Tony Odokonyero of Economic Policy Research Center (EPRC)
required an effective Public Financial Management
discussing a paper on Aid Effectiveness in Health Financing in
(PFM) system. Low budget credibility due to the
Uganda
lack of accurate costing, unavailability of estimated
budget ceilings during the planning process, and unrealistic budgets can undermine resource mobilization efforts
and lead to erosion of confidence by funding agencies and institutions. Reforms must be undertaken to assure
robust PFM systems. Several actions may be required: i) Improvements in documentation of best practices, ii)
development of realistic budgets based on the fiscal space, iii) focusing on decentralized control around budget
approval and iv) disbursements with streamlined approval processes for predictable disbursements.
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b. Leveraging aid for UHC. It was noted that more than
36 % of health financing in Uganda had been donor
funded, and this is focused on health infrastructure
development and maintenance, reproductive health,
HIV/AIDS, malaria, human resources for health,
medicines and commodities etc. It was observed
that while aid has been substantial in the last 15
years, not so many public health indicators have
significantly improved. The sessions noted that for
aid to be effective, there was need for (a) better
aid targeting, (b) better aid management, and (c) Session participants contributing to the discussions
better program implementation. Aid needed to be
prioritized for providing primary healthcare to the poorest populations in addition to covering convergence
interventions. However, there was important to ensure aid pledges are met, while at the domestic level, pursue
options for sustainable financing mechanisms.
c.

Macroeconomics factors and maternal health.
The discussion was about the link between
macroeconomic factors such as government
expenditures and external aid, on maternal mortality
in sub-Saharan Africa. A study done in 23 countries,
found that government expenditure and external aid
were associated with higher odds of skilled birth
attendance, antenatal and postnatal care. In addition,
health system characteristics: more midwives, more
doctors and more hospital beds were also associated
with higher odds of skilled birth attendance,
antenatal and postnatal care. Relatedly, residing in
urban areas gave more chance to use of skilled birth Mane Papa Yona from Ghana, making a presentation
attendance, antenatal and postnatal care. From the
findings, it was noted that government policies on financing and health systems strengthening are critical for
reduction of maternal mortality.

d. Household coping mechanisms under high costs
of care. The session observed that from a study
conducted among 108 motorcycle victims admitted
at Mulago Referral Hospital, the cost if injuries was
high and had spillover effects to the entire health
system with implications to UHC. It was noted that
the economic consequences of motorcycle injuries
to the victims and their household members was
immense. The loss of income due to motorcycle
crashes was estimated at 30-148 USD per week, and
more than 295 USD per victim in case of referral. The
session observed that the main coping mechanism
for motorcycle crash victims and families was sell
of property or household belongings and borrowing.
e.

Ms. Angela Kisakye presenting on out-of- pocket expenditures for
health

It was concluded that it is extremely important for government to prioritise public health efforts to curb
motorcycle crashes, including trainings of motorcycle riders on protective wear, accepted driving speed and the
risks of reckless riding.
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Various presentations, plenary and parallel sessions were conducted covering issues of financial risk protection through
insurance – and particularly focusing on social health insurance and community based insurance. A number of issues
emerged, and were summarized under the following sub-themes.

2.1 National Health Insurance Scheme (NHIS) is a potential strategy to
finance UHC, only if the design of the scheme is appropriate.

Panel Discussants: Dr. Ekirapa (MakSPH), Dr. Chris Atim (R4D), Prof. Bart Criel (ITM)

Dr. Chris Atim, Senior Program Director, Results for
Development (R4D) Institute and Director African Health
Economics and Policy Association (AfHEA) set the stage for
discussions on financial risk protection through insurance.
He delivered a keynote address on the opportunities and
challenges for mobilizing additional finances for UHC
through National Health Insurance systems drawing
on experiences of Ghana. The keynote addressed how
the Ghanaian National Health insurance Scheme was
conceived, was being implemented, the challenges
so far, and the lessons from Ghana for countries that
are planning to launch insurance schemes. Whether
insurance is a sustainable financing mechanism for UHC
compared to other funding approaches was discussed.

Gross Domestic Product (GDP) as government revenue
(about 22%) compared to high income countries, and
(e) LMICs face constrained fiscal space. Debt to GDP
ratios are capped for LMICS (should not be above 40%
which is arbitrary) yet countries should ordinarily be able
to borrow (especially if they are undergoing economic
crisis) to maintain aggregate demand. Unfortunately the
constraints imposed do not allow this, and this works
against possibilities of stimulating growth.

Dr. Chris Atim noted a number of contextual factors
justifying advocacy for additional resources for health
financing under the era of UHC in Low and Middle
Income Countries (LMICs). Some of these factors
were broader and beyond the health sector, and include:
(a) Very low per capita health spending, (b) external
resources actually contribute a very a small portion of the
total health spending and cannot be relied upon, and has
been declining owing to the dynamics in international
financing architecture (c) the need to shift away from
Out-of-Pocket expenditures, which are extremely high in
many countries, signifying existence of very little pooling.
Other factors were (d) LMICs collect much less of their

Dr. Chris Atim of R4D during his keynote address

The three common methods through which countries
that have financed UHC were highlighted (a)
premiums and social contributions – for example in
13
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Germany, (b) general taxation – the case of the UK
and the Scandinavian countries, (c) medical savings
accounts (MSA) and premiums – only one country had
achieved UHC through this approach (Singapore). The
circumstances in Singapore are quite different though.
For example Singapore has high Per Capita Income
(PCY), low poverty levels and therefore government
spending is very low in that country. Note however that
the conditions there may not be replicated elsewhere. He
observed that countries have opportunities to finance
health using different sources – heritage tax (taxes on
natural resources, extractives, service companies), taxes
on goods and services, such as VAT, and taxes on currency
and financial transactions, and then debt financing. These
opportunities should be explored.

make it feasible within the context of resources and only
guarantee a PHC package for all citizens. b) Making
NHIS enrolment automatic rather than mandatory
for everyone and cover priority services. c) inclusion of
preventive and promotive services in the package; d) pay
providers based on capitation in order to contain the costs,
and e) establishment of cost containment strategies such
as strategic purchasing, budget neutral arrangements for
higher levels of the health system, and mechanisms for
providers to police themselves. In addition, the review
recommended f ) the creation of provider networks for
enrolment of members to address quality and the problem
of bypassing. Finally, g) was the need to create reforms to
include patient protection councils and National Health
Commission (protect members especially on issues of
quality and safety) to monitor safety and quality of care.
Dr. Atim advised on a number of issues as countries
discuss establishment of social health insurance schemes:

Sharing lessons from the Ghana experience, Dr. Chris
Atim noted that the Ghana National Health Insurance
Scheme (G-NHIS) plays a big role in health financing
UHC agenda in the country. Social Health insurance is
a very big player in health financing in Ghana. G-NHIS
was started in 2001 by a new government following
public concerns about the rising user-fees and out-ofpocket expenditures incurred by households. There were
already existing frameworks – Health Management
Organisations (HMOs) and Community Based Health
Insurance (CBHIs) around which the NHIS would be
built. The main source of funding for the NHIS was Value
Added Tax (VAT) which is essentially public financing.
Dr. Atim noted that a number of factors existed that
made it possible to start NHIS in Ghana. These were
political will and commitment, national agitation, and
multi-stakeholder commitment.

1. Insurance becomes successful if it
mechanisms to contain cost escalations.

contains

2. There is need for legislation against exploitation of
membership.
3. Identify a sustainable source of financing for
insurance for example earmarked taxation.
4. Increasing funding for health sector ultimately
requires growing the economy so that enough
resources are available at the macro level. This is
where the focus of government must be.
5. Every stakeholder must be involved in the insurance
discussions but more importantly, the Ministry of
Finance must be in the lead for them to appreciate
and provide resources.

The NHIS in Ghana however later faced implementation
challenges, and hence a review was commissioned to look
into issues of funding sources, benefit package, efficiencies
and cost containment strategies. The review made several
recommendations that have implications for countries
initiating NHIS: a) review of the benefit package to

6. A careful design of the NHIS scheme so that it
does not raise unrealistic expectations that can’t
be guaranteed under the context of available
resources.
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2.2 Community Health Insurance (CHI) schemes can be levers for social
protection but social protection must be transformative in nature

Bart Criel (ITM) giving a keynote on leveraging community health insurance for UHC.

This was yet another keynote on how to address financial
risk protection in low and middle countries. It was
delivered by Prof. Bart Criel, from the Institute of Tropical
Medicine Antwerp, Belgium, who presented a brief history
of development of community health insurance (CHI)
in sub-Saharan Africa (SSA) over the last 20 years, and
lessons and implications for health financing and policy
for UHC. A lot of experience was drawn from work done
in the DRC, Guinea, his and other people’s work from
other SSA countries. These LMIC experiences were
contrasted with research from Belgium.

for the proper functioning and success of CHIs. These
include
a. A relatively well functioning system with quality
care
b. External support and subsidies because payments
by members may not be enough
c. Built trust and confidence
management and

in

the

scheme

d. Participatory decision making structures. Prof.
Bart highlighted that prepayment is sometimes not
an obvious option, although it makes theoretical
sense because it ensures access to health services
at any time of the year. The ability to prepay is
problematic irrespective of the willingness to pay.

CHI is common in some African countries like DRC.
CBHIs emerged from a recognition of the difficulty
for communities to access care. There were times when
patients disappeared from hospitals because they could
not afford inpatient care. So CHIs were set up for people
to prepay annually and this would serve them if they
needed care. They would pay a flat fee to hospitals and
the rest would be paid by the insurance scheme. Within
a very small time, the CHIs had grown tremendously,
and their impact on hospital utilization was spectacular
(had increased) even for more remote and distant areas
away from the hospital. For example, five years after the
establishment of the Bwamada CHI in Congo, data
showed that live-saving C-Section rates had increased,
implying existing unmet need before insurance.

He shared the experience of CHIs in Belgium.
These started in the 19th century during the industrial
revolution that had been characterized by mass misery,
and high levels of mortality. People decided to organize
themselves in emerging social movements, political
parties, and industrial organizations, etc. Then mutuelles
emerged. However, these have evolved over 100 years
with a lot of challenges, and now we have quasi-universal
coverage with robust systems, comprehensive, effective
health care systems, institutionalized with management
complexities.

Prof. Bart noted that a number of conditions must exist
15
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Prof. Bart Criel of ITM, presenting on the role of Community Health Insurance in Health financing

Bringing the experience of Guinea, Prof. Bart observed
that CHIs evolved from a small mutuelle (CHI) scheme
that took a year to establish. Within the first year,
enrolment rate was 8%, and in the second year it even
dropped to 6%. This was attributed to issues of low quality
of care in hospitals coupled with extensive individual
needs that required resources. Similar work in Uganda on
CHI shows the same story – inability to pay premium,
poor quality of care, lack of trust, and poor design of the
schemes undermine scale up.
Prof. Bart emphasized the concept of Transformative
social protection (TSP), simply that social protection
should be more than just giving money to beneficiaries.
Added to social protection should be how to address the
sources of vulnerability. This is closely linked with the
social determinants of health. There is need to transform
existing power relations within households and society.
That, CHIs should do more than ensuring health care
access, but include strategies to empower communities
or members on issues that affect their health and social
wellbeing.
Quality of care is a key determinant of enrolment and
retention. CHI indeed can increase access and utilization
of quality care. However, people are attracted to join
schemes if the quality of care provided is good. Each
country designs its own schemes depending on their
context. But CHIs must be supported by government or
other funding partners, because there are no systems in the
world that can self-finance. A criteria for who to exempt
from premium contributions must be transparently
developed.

of problems, as well as pressure off the health workers.
So it is critical to identify a cadre of people within
communities that can work with those communities to
address localized issues.

The future of CHIs in the era of NHI
schemes
With the emergency of NHI, CHI are anticipated to
disappear, but in the meantime, they are an intermediate
solution. In the future, CHIs could be a strategy to
complement national health insurance system, especially
to cover for particular service packages.

Summary Issues
• Better governance and institutions are very critical in
achieving UHC.
• Community Health Insurance Schemes have been very
critical in improving access to critical health services in
those communities where they have been implemented.
• Community health insurance schemes do evolve over
a period of time and so they do not just emerge to
become a success story.
• The success of Community health insurance is anchored
on a well-functioning health system (Quality of care),
trust, customized institutional design, and generally
external support (subsidies)
• It is not possible to copy and paste designs that have
been implemented elsewhere, but rather develop a
customized system that takes cognizance of local
context, historical and political environments
• Beyond social protection, we should focus on
transformative social protection that looks at
empowering the community to overcome underlying
vulnerabilities.

From his experience while working at a municipal
council in Belgium, Prof. Bart observed that people’s
problems were not necessarily health – but they are
bothered by many other issues. That, social workers were
very important in as far as managing and relieving society

• A criteria for selecting the rightful and deserving poor
need to be established and transparently elaborated.
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2.3 Implementation experiences on harnessing potential of Community
based health insurance schemes to reduce out-of-pocket expenditures
and increase access to healthcare.

T

he break way sessions on
community health insurance
shared implementation experiences
of different community based
insurance schemes in Uganda
and other LMICs. Schemes
covered included Kisizi Hospital
Health Insurance Scheme in
Western Uganda, Mutual Health
Organizations
(MHOs)
in
Rwanda, Save for Health Uganda,
and ICOCARE in South Western
Uganda. The session generated
discussions around three issues
necessary for improving the
contribution of CBHIs to universal
Health Coverage (UHC). These
included

Prof. Omaswa Francis, chairing the Session

1. Contribution of HMOs and CBHIs toincreasing access to health care, and
2. Recruitment and retention of membership and related factors, and
3. How to improve and strengthen CHIs coverage.

MHOs and CBHIs were common in many African
countries and they are mainly dominated by low income
socioeconomic groups such as farmers. Enrolled members
have an opportunity to pay small premiums and share
risks when absurd event occurs. Experiences shared
showed that members have an opportunity to access
care especially in emergency situations. In countries
where social health insurance is yet to be implemented,
community schemes have a potential to increase access
to healthcare by reducing out-of-pocket expenditure
faced by especially poor households and could be used as
a vehicle to progress towards UHC.

vi. Previous illness experiences; and
vii. Distance from home to service provider and related
means of transport while accessing the services.

To leverage the potential of CHIs, the participants
recommended paying attention to the following
a. Local contextual factors,
b. Additional support from government or other
funders,

Community insurance schemes however have
challenges that hamper their financial and operational
capacities. These include low recruitment and retention
of membership. These two challenges were in turn
associated with a number of factors including

c. Capacity building management capacity for CHIs,
d. A review of benefit packages to make them
appealing to potential enrollees, and
e. Continuous CHI awareness creation
communities to attract new members.

i. Limited technical competence of the scheme
management;
ii. Poor quality of healthcare services offered by the
schemes;
iii. Extra charges in form of copayments to members;
iv. Limited knowledge of CHI principles;
v. Structural exclusions of poorer segments in society.
Others factors include
17
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Theme 3: Leveraging Health benefits from investment in other
sectors
3.1 Achieving UHC and the SDGs require working across sectors, but
countries must ensure functioning institutions as well as mainstreaming
health in all policies (HiAP)
The discussions on leveraging non-health sectors in
achieving UHC were preceded by a keynote address
delivered by Dr. Kisamba Mugerwa, the Chairman of the
Uganda National Planning Authority (NPA). His key note
address focused on how to generate and utilize synergies
and collaborations across different sectors and players
to achieve UHC and more generally the Sustainable
Development Goals (SDGs). Dr. Mugerwa observed
that an earlier experiment of multi-sectoral collaboration
was supported by the Sector Wide Approaches (SWAps),
although this approach had challenges such as trust and
corruption that reduced buy in by the major players.

costs of ill-health. He however noted that the addressing
SDH are not a preserve of the Ministry of Health,
because they fall in different sectors of government –
such as Ministry of water, education, finance, agriculture,
transport, etc. There is need to leverage the resource
allocations that go to these different sectors.
Dr. Mugerwa noted that improving population health
and achieving Universal Health Coverage will require
specific policy actions, including:

Dr. Mugerwa noted that LMICs including Uganda
several challenges related to demographic characteristics
that could constrain progress towards UHC. These
include high fertility rate, big family sizes, low productive
capacity and less tax revenue being generated, low human
capital development, ill-health and cyclic poverty.
Therefore investments in social sectors such as health
and education are critical for economic growth because
such investment increases population participation in
economic development, by building a quality human
resource.
Multisectoral efforts could rally around the concept of
determinants of health. These determinants include:
material circumstances, behavioral, psychosocial and
biological (genetics) aspects. Water and sanitation, food
security and nutrition, hygiene and household incomes
are examples of social determinants of health (SDH).
Addressing these determinants of health is critical to
preventing occurrence of disease, which then would reduce

•

Mainstreaming health and related issues in all sectors
(implementing Health in All policies). However, this
requires building capacity to address governance and
management challenges.

•

Leveraging community resources for health (for
example VHTs, and CDOs)> exemplar actions
include reaching out to communities on hygiene,
sanitation, health prevention, etc.

•

Encourage and establish resource pooling
mechanisms for health care financing – for example
through community health insurance, national
health insurance, etc.

•

Creating strategic alliances and partnerships
with varied stakeholders including civil society,
Development partners, and all other stakeholders.

Encouraging participation in bottom-up planning
processes, so that critical issues at the lower (community)
level are included in the national plan. However,
alignment of all plans to national, regional, and global
plans, policies, and agendas will be paramount.

Participants in Session

Participants in Session
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For multi-sectoral collaboration to be successful, the following issues need to be noted:
• Multi-sectoral collaboration requires viable and functioning institutions with clear mandates supported by appropriate
and feasible strategic plans, reasonable funding, and capacities
• Cross cutting issues must be appropriately executed at local levels (by local authorities) where programs and projects are
implemented, enforced and monitored
• Opportunities for collaboration are available through proper planning and budgeting, but these are often hampered
by limited capacities, limited funding and weak implementation institutions prevalent in most low and middle-income
countries.

3.2 Multi-sectoral collaboration is vital for UHC but requires attention to the
politics and disparities in interests, power, resources and capacities of
the stakeholder agencies.
The key issues were raised during panel discussions aimed at sharing experiences on implementation of multisectoral
collaboration for health in Uganda and beyond. The panelists included representatives from local government, the
World Bank, UNICEF and the Traffic Department of Uganda Police.
iii. The central government establishes appropriate
policies that can facilitate multi-sectoral
collaboration at local government level,
iv. Districts should focus attention on preventive
programs rather than a curative agenda evidenced
by efforts skewed towards improving hospitals
and health centers, and
v. National governments should operationalize a
bottom-up planning approach to ensure local
authorities are involved in identifying problems
at local level and propose locally specific
solutions.
Cross section of Symposium Participants

b. There are various understandings of the concept of
multi-sectoral collaboration that could undermine
establishment of successful multi-sectoral initiatives.
Making, collaborations work required borrowing
perspectives of disciplines like Public finance, public
administration, sociology, psychology, political
science and economics. Multi-sectoral collaboration
is a political concept. It is about structures of
government and how they work together to
promote the policies of government. It was noted
that sometimes agencies claim to be working under
multi-sectoral collaboration approach, yet they
continue to maintain their silos. For multi-sectoral
approach to flourish, it is important that a shared
understanding of the concept is cultivated in order
to successfully operationalize it. In pursuit of the
UHC objectives, the Ministry of Health and the
team therein need to be reoriented to appreciate
that multi-sectoral collaboration is not about MOH
benefiting at expense of other agencies but rather
leverage each other’s contributions towards the
respective mandates. Each sector must understand
the values, culture, politics and structures of the other

The main points are summarized below:
a.

Under decentralized systems, local governments are
the main implementers of government programs.
In Uganda, however, the level of resources from
the center to local governments are limited, and in
recent years allocations have been declining. Local
governments no longer have the traditional revenue
sources such as taxes increasing their dependency
on the central government. While different funding
opportunities and implementing partners exist
within local governments, they are not harmonized
with district priorities. To this effect, it was thus
recommended that:
i. Government of Uganda increases funding to
local governments,
ii. Local governments in liaison with central
government create a coordinating mechanisms
to ensure that all stakeholders and implementing
partners agree on implementation areas and
modalities,
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sectors, with whom they want to work together.
Strategic partnerships with local governments, Civil
Society Organisations (CSO, and communities
remain very critical ingredients for the success of a
multi-sectoral approach in Uganda.
c.

then there are chances that all agencies and sectors
will pursue it and it would highly succeed.
d. The panel discussion noted one key example of a
successful multi-sectoral collaboration approach in
Uganda – the operation-ffika-salama” spearheaded by
the traffic department of the Uganda Police. It was
observed that “operation-ffika-salama” was launched
by the Uganda Police alongside other ministries and
agencies, at the behest of traffic accidents on the
Kampala-Masaka road, following its reconstruction.
The operation was a package of mobile traffic
check points at every few kilometers, apprehension
of offenders and charging them in courts of laws,
and strict enforcement of traffic regulations. The
operation recorded a decline in the accident cases
drastically over the period of operation. The key
lesson is that as long as all stakeholders are involved,
with each playing their respective roles,
multi-sectoral collaboration is bound to
succeed.

Universal Health Coverage (UHC) cannot be
feasible without multi-sectoral collaboration to
address most underlying structural and underling
determinants of health. The operationalization of
multi-sectoral collaboration varies with sectors,
agencies, and development settings. Multi-sectoral
collaboration is critical in addressing issues of
duplicity of mandates and confusion especially
at community level which breeds inefficiency.
However, the success of this approach requires
leadership and coordination. But most importantly,
if multi-sectoral action is demanded by government,

e. The participants recommended that
even when it was ideal to collaborate, it
was essential that motives and interests
of all collaborating institutions and
agencies are established beforehand so
that such interests do not later conflict
to hamper the collaboration. Above all
however, there is need to build capacity
of players around collaborative efforts,
in addition to identifying evidence of
effective collaborative initiatives.

Session Participants in a presentation

3.3 Achieving Universal Health Coverage (UHC) in low and middle income
countries requires harnessing and leveraging existing community
resources
Oral presentations that all focused on generating health
benefits from non-health sectors and particularly how
community resources for health generated the following
three issues:
1. The place of participatory action research (PAR) in
generating community participation,
2. Community-based mechanisms to address financial
constraints to health care access,
3. Social innovations for health.

The place of participatory action research (PAR) in
enlisting community participation. Experiences from
the MANIFEST study in Eastern Uganda revealed that
PAR allows for inclusion of people being researched

Dr. Ekirapa presenting on Using Community SACCOs to improve
Health
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upon as agents of change. PAR also allows for a process
of reflection and continuous learning. It was noted that
for UHC, the PAR approach was relevant in as far as it:
(a)) allows for the definition of problems and solutions
that are context specific, (b) allows redistribution of
resources, (c) allows for improvements in the quality
of care through harnessing an expanded resource base
of people who are involved in different tasks including
progress monitoring and reviews. PAR also expanded
space for innovation, and improved the quality of
decision making, It was however observed that PAR is
an intensive approach requiring specific skills, and an
understanding of its principles (reflection, participation,
collaboration and dialogue). It is also conflict prone, time
intensive and also requires a lot of flexibility.

of population in Uganda live . Therefore using SACCOs
to save for health would help to prepare better for birth
(pregnant mothers), improve access to transport facilities
especially during emergencies, as well as meeting different
personal needs. To ensure that SACCOs are successful, it
was important that
4. There is increased awareness of the importance of
saving,
5. Easy access loans from savings groups than other
financial institutions, and
6. Safety of members’ funds is guaranteed.

Role of social support programs on UHC. Participants
noted the challenge of social exclusion as one of the
major constraints to access and utilization of health and
other social services as some people needed a affirmative
action.– Exclusion manifested in different dimensions:
social, economic, political, etc. It was noted that social
health assistance for indigents in low and middle income
countries was critical in helping them access care. The
challenge was how to identify indigents and whether
there are any institutionalized mechanisms for social
assistance. Participants observed that
7. Ensuring appropriate public funding of social
assistance policies is an important role of the state,
and
8. Decentralizing publicly organized social assistance
into the community is vital.

It was concluded that while social assistance programs
are important in enabling communities and individuals
to demand and utilize services, there is need to rethink
the overall philosophy of social assistance. Beyond
just providing support, social protection should be
transformative (TSP) – in a sense that it must also address
structures and mechanisms that cause social vulnerability
and exclusion. TSP crosscuts all social protection sectors.

Participants in Session

Improving access to health care requires addressing
financial constraints to health care access at community
level. There exists a lot of financial constraints that hinder
access and utilization of health services especially for
specific vulnerable groups and geographies. It was noted
that over 40% of total health expenditure in Uganda is
met by households especailly to procuring drugs and
medicines, etc. It is important therefore to cushion
households against the challenges of ill-health especially
under circumstances when they may not have resources
despite apparent need for health services.

Social innovations for health: To address the challenges
at community level, especially in the maternal and child
health area, it is critical that researchers and policy
members think around locally generated and driven
approaches that are context specific that can be scaled
up to improve health. Context specific innovations help
to generate feasible implementation strategies that could
help generate accelerated progress towards universal
health coverage.

Using the MANIFEST project case, it was noted that
there already exists an infrastructure at community level
in Saving and Credit Cooperatives (SACCOs) around
which communities could be mobilized to save for health
and ease health care access pressures off households.
These savings groups exist in rural areas where p to 80%
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3.4 Case Studies on Multi-sectoral collaboration: Addressing challenges of
Teenage pregnancy and Water, Sanitation & Hygiene (WASH).
Participants for this experience sharing session were
drawn from district health managers, representatives from
civil society organizations and actors from non-health
ministries in Uganda such as 1) Education, 2) Water
and Environment and 3) Labour, Gender and Social
development. The panel discussed two areas of teenage
pregnancy and WASH – two issues that cannot be
addressed by one agency or entity.. These were identified
examples of complex issues with multiple intricate causal
pathways and solutions.The panel addressed key questions
of: how multi-sectoral collaboration works in practice?
What can be learnt from initiatives in these case studies?
What works or does not work, how and why? What the
challenges are, and how multi-sectoral collaboration can
be used in planning, design, implementation, monitoring
and evaluation, of interventions.

involving treating sexually transmitted diseases (STDs),
teaching about safe sex, building capacity for parents and
teachers to deal teenagers who get pregnant.
The panel challenged participants to look at health as
completely about behavior change. To this effect, all
sectors must come together for health improvements,
and the community must be on board. Government
could do more to boost confidence in their commitment
improve the health systems performance in Uganda.
Every stakeholder including the church, and district on
issues of by-laws, what non-governmental agencies can
do, without necessarily leaving everything to government.
Above all, the ministry of Health needs to reorganize and
come to communities because there is immense potential
within communities that remains untapped.

Does multi-sectoral collaboration work? Success stories
on how multi-sectoral collaboration were shared from
Kibuku District local government especially in the area
of promoting handwashing and addressing teenage
pregnancies It was observed that the judiciary, the Police,
and the community worked closely to address these two
issues, and out of this model, latrine coverage in the
district stood at 87%. Furthermore, a community service
model of punishment was adopted where culprits are
apprehended and given community service. This model
helped to enlist the closer participation of community
resource persons, who were respected and trusted by
their respective communities. The challenge however was
that the education sector has not worked closely with
the health department to reduce teenage pregnancy.,
The statistics for teenage pregnancy was 26%, which was
alarming. Local governments need to supplement these
collaborative efforts by enacting by-laws that would allow
for decisive action on offenders.

Session participants in a presentation

The panellists observed that to address the issue of
teenage pregnancy, it was essential to engage the young
people in decision making. Young people have stories
and ideas they need to share. There is need nurture and
foster child-parent relationships to allow for discussions
between parents and their children. Strategies must be
identified and implemented to allow girls stay in school
and encourage them to have children at the right age.
Parents and teachers have often pushed the responsibility
on one another, and this needs to be addressed. The panel
averred that social media and social networks need to
be harnessed to get voices of the young people. Also use
social platforms to share lots of ideas. Information is key
and it is important to break down information to a level
teenagers can understand and absorb it.

Beyond the government institutions mandated to address
the issues of WASH and teenage pregnancy, other actors
must come on board. Straight Talk Foundation (STF)
has undertaken successful efforts in health education and
communication for the youth on sexual and reproductive
health. Leveraging electronic and mobile technology,
STF had engaged in efforts around behavior change
communication (BCC) through messaging about the
need to delay sex, how to prevent pregnancy as well as
the dangers of teenage pregnancy. STF has also been
providing youth friendly services, and more particularly
for the teenagers who get pregnant and need help
and support. STF employs a multi pronged approach
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4.1. Various mechanism exist to influence the private providers to offer propoor services.

Prof. Freddie Ssengooba, presenting on the historical evolution of Public-PNFP relationships in Uganda

The private sector plays a critical role in expanding
and sustaining coverage objectives. The presentations
and discussions covered how best to leverage
these contributions through various mechanisms
including shaping motivations for the private sectors.
Understanding the evolution of these governmentprivate sector relationships is vital to design appropriate
strategies.

NGOs, b) size of the facility, c) bargaining power of
both client and provider, d) trust and e) perception
of clients about prices and services provided. Other
factors include f ) how long the facility has stayed in
business, and g) the facility perception that it could
break even at a particular pricing and service delivery
level. That PFP are very critical in supporting the
coverage agenda, they need to be both supported
and regulated.

a) What influences Private for Profit (PFPs) to offer
pro-poor services? The PFPshad developed market
strategies to continue to deliver the services.
These strategies include (1) subsidies either from
government or other funding agencies, which
enable them to cover some of their costs, and hence
translate these into lower prices for their services so
that the poor can utilize them, and (2) increasing
prices, establishing credit facilities, and “cutting”
doses to meet their client needs, for those that don’t
receive subsidies. It was therefore noted that FPP
can only institute mechanisms that guarantee propoor service delivery and utilization depending on
a number of issues: a) Subsidies by government and

b) Understanding the government –PNFP relationship:
the good and the bad and how to handle them for
UHC! The government of Uganda and PNFPs have
had a historical relationship built around exchange
of resources, such as human resource, financial
subsidies, and even supplies. The PNFPs were very
critical in service delivery in Uganda and contribute
between 30-40% of annual health outputs. At
hospital level more than 50% and at lower levels
around 15-20% of health services are provided by
PNFPs. From the study, the following key issues
were noted:
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c)

Decline phase – occasioned by changes in
leadership, contestations about payments,
entrance of new players say global fund, etc.).

3. The declines in subsidies had led to f coping
mechanisms that constrain UHC objectives such as
the increasing user fees to partly recover costs, but
also enable them continue to provide services.
4. Even amidst challenges, the volumes of health
services had generally increased.
5. Credit lines had gone up and the northern part of
Uganda has benefited due to affirmative action
programs in the post conflict recovery efforts.

Session participants in a presentation

6. Staff secondment to PNFPs had not changed so
much. The challenge was government poaches on the
PNFPs everytime it t recruits staff. This exercebates
the already existing human resource gaps within the
PNFPs undermining their complementary service
delivery role.

1. PHC funding, credit lines, and secondment of
staff, provision of additional supplies were the main
resources that were provided to PNFP providers.
2. Three phases describe the evolutions in Primary
health care grants funds:

a) Initiation phase – when government was trying
to cultivate a relationship with PNFP providers.

In summary PNFPs are critical part of the Ugandan
helath systems and government support is critical
to facilitate their contribution to the UHC efforts.
For this relationship to continue to thrive, there
must be ways of reducing distrust and negative
perceptions within the leadership, but also continue
to expand the PNFP infrastructure for expansion
and improvement of service quality.

b) Sharp increase – attributed to i) existence of
champions to push for the collaboration, ii)
debt relief through the Highly Indebted Poor
countries (HIPC) initiatives that required that
money be invested in social sectors, and iii) the
removal of IMF sanctions.

4.2. Adopting Results-Based Financing towards UHC in the Ugandan health
systems.

An organized session by the Belgian Development
Agency (BTC) and Ministry of Health focused on
experiences for the BTC PBF projects in the Rwenzori
sub-region and West Nile region. Currently, Uganda

uses an input-based financing to financehealth care. PBF
has several potential benefits and limitations in terms
of encouraging provision of quality services, equity and
efficiency.. RBF operates on a number of key principles
24

Theme 4: Strategic purchasing and results-based financing (RBF)
– (1) Separation of functions (fund holding, regulator, purchasing, service provision, verification), (2) autonomy, (3)
Public-private partnerships, (4) transparency, (5) equity, (6) community empowerment, (7) linkage of payment to
results, (8) RBF funds as additional source of funds. The following observations were made from the experiences from
the BTC pilots y :
•

For the success of RBF, (1) health facilities need to be prepared before implementation of RBF, (2) an
accredidation mechanisms should be in place to select facilities to include in the program, and (3) capacity
building for selected providers is a prerequisite fro successful RBF implementation

•

Quality of Care within RBF. It is critical that Quality Improvements strategies are identified and implemented
under RBF. The MOH developed a Health facility quality assessment tool that was currently under use. This
tool had dimensions of infrastructure, availability of equipment and drugs and facility management. Any quality
improvement processes must be documented.

•

Challenges of RBF. From the experiences of pilot projects, a number of challenges were noted, including limited
capacity available especially in the area of information Technology to help harmonize the records, some services
may get neglected at the expense of those under RBF (cream skimming), and supplier induced demand and
irrational referral of patients.

Lessons learned from RBF implementation
• Efficiency can be improved if RBF is well implemented
• Verification is not an easy exercise; it needs to be done by an independent team not known to the

Health Facility.
• RBF is a strategic purchasing mechanism and a means to an end (UHC).
• RBF on its own doesn’t improve quality but the way in which it operates slowly builds on quality

Dr. Fedjo Galbert, BTC Technical Advisor, discussing Dr. Tony DeGroote, BTC Technical Advisor, sharing
the challenges of RBF implementation in Uganda.
experiences on RBF implementation in Uganda.
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U

nder this theme, the influences of global factors
on the health financing architecture for most low
and middle income countries (LMICs) were discussed.
It was noted that most LMICs rely on external funding
for financing health care, although out-of-pocket
expenditure (OOP) still contributes quite significantly.
However, most LMICs had limited cross subsidization
and risk pooling arrangements. Where these exist, they
are fragmented, coupled with an unfavorable fiscal space.
It was also observed that global public health impacts
local health financing in both positive and negative
ways. For example, international trade and travel, flow of
goods and services, food, capital, humans, and knowledge
itself have influence on local public health policy. It was
observed that to address issues in global health, there was
need to recognize three spheres and governance spaces,

there are significant gaps in projected funding for family
planning for the year 2015-2020. There were calls for
continuous sourcing of funding (especially locally) to
sustain family planning programming.
The effectiveness of health financing networks at global,
national, and subnational level. This utilized a case study
of Northern Uganda, where there conflict and post
conflict recovery efforts attracted a lot of players especially
non state actors in the health system, influential donor
agencies, local NGOs, and private sector entrepreneurs.
It was observed that while this has offered an opportunity
to attract additional resources for health and service
delivery, it has also created challenges around health
sector leadership, a non-uniform and shared vision across
stakeholders, and aid ineffectiveness. It was thus noted
that to ensure funding effectiveness, there was need for:

1. Global governance for health,

1. Clear identification of inter organization networks,
and

2. Governance for global health, and
3. Global health governance.

2. Explication of network structures i.e. core and noncore agencies.

Population control, Family planning and UHC. Family
planning was noted to be a critical strategy to achieving
UHC, because it reduces demand for health services,
poverty, unintended pregnancy, and increases gender
equity. Available data shows that fertility was highest
among the poorest people compared to the rich. It was
observed that socio-cultural and political factors have
hampered family planning uptake in Uganda. In addition,

Finally the session noted the need to create an
accountability mechanism on the part of external funders
or implementing partners. This was because some
agencies or countries pledge resources and never deliver
on their pledges, which creates huge anticipations and
funding gaps, that impact program implementation.

Mr. William Kidega of Advocates for Better Health (PATH-ABH) receiving an award in recognition of PATH contribution to the
symposium
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Crowd funding: An innovative health financing mechanism for copying with
high costs of health care
The panel discussion observed that crowd funding
has lately become a means of generating resources for
individuals to seek care for chronic conditions such as
cancers – especially in foreign countries. This panel
constituted of health economists, Rotarians, policy makers,
as well as beneficiaries of crowd funding campaigns and
subsequent discussions made the following observations :

• Government uses a lot of resources to finance health
care abroad for its officials. However, the criteria for
selection of beneficiaries needs to be made public,
because there seems a general view that it’s the elite
and well connected who benefit. Besides, resources
that are incurred in health care abroad could be used
to strengthen the local health system such that the
wider population benefits.

• Crowd funding has emerged because of the fact that
by its nature, chronic care is expensive, and sometimes
not readily available within the developing country
settings like the Ugandan health care system. However,
crowd funding was successful for individuals that
have broader networks including in the mainstream
media as well as social media. Fundraising campaigns,
such as car washes, marathons, and other forms of
financial mobilization campaigns are the common
forms of crowd funding mechanisms used. Since
the government fails to finance and deliver some
of the health services required by the citizens,
individuals attempt to take responsibility of their
own health through calling on their social capital.
However, the success of crowd funding initiatives
requires transparency and accountability for resources
generated.

• To ensure that a number of individuals benefit, the
panel discussions suggested that government could
consider instituting a loan scheme to help the poor
access healthcare – using the design of the loan scheme
in the education sector where students are enabled to
access university education through education loans,
and only pay back when they have jobs (resources).
• Crowd funding presents an opportunity to
mobilize public-private funding but they need to
be coordinated. The best partners for crowd funding
must be identified, so that such funding can instead be
mobilized to improve the local health system so that
in the long-run, many people benefit rather than a few
being taken abroad.

Dr. Timothy Musila, Principal Planner, Ministry of Health, Uganda

• Government need to invest in improving the health care system, for example by establishing centers of excellence
where necessary to reduce relying on external health care. In some cases, government could import external capacity
within country in terms of equipment and personnel, so that care can be provided locally at relatively lesser costs.
• While crowd funding may be a short term solution, in the long run, individuals must be educated to take
responsibility for their own health. In addition, citizens must put pressure on government to improve the system
and account for tax and budget funds entrusted to the state. Government must boost investment in healthcare,
given that the current government per capita investment (expenditure) in health is grossly inadequate to support
the achievement of UHC.
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CROWD FUNDING

Theme 5: Global health initiatives and innovative financing

Symposium Proceedings Report 2018 | Closing Remarks

Symposium Closing Remarks
Closing Remarks – Prof. Elizeus Rutebemberwa, Chair, Organizing Committee

T

he chair, delivered a
message of gratitude
for the participants and the
organizing committee and the
funders. Promised to work
on the proceedings from the
symposium and share them
to different stakeholders. He
challenged all in attendance to
continue the discussion even
after the symposium and see
that changes happen in policy
and practice for the betterment
of the people

Prof. Freddie Ssengooba – SPEED Director

T

he SPEED director
thanked the delegates,
and everyone who has spent
three days in the discussion.
He specifically thanked the
funders for the symposium: The
EU, PATH, BTC Uganda, and
other unspecified institutions
that in one way or another
enabled the participants to
attend by facilitating their
attendance. He noted that the
symposium focused on among
others the following issues: the
status of healthcare financing,
the need for more financing
for health, what innovative
mechanisms can be utilized to
increase healthcare financing, how to effectively use available financial resources (money), optimizing financial risk
protection for the poor, leveraging benefits outside the health sector, and how global health initiatives could help the
country achieve its health care goals. He appreciated the richness of the discussions and implored the different role
bearers to take forward and continue to engage on the issues discussed, beyond the symposium. He indicated that a
symposium statement had been generated, and detailed symposium proceedings would be produced and shared with
all stakeholders using various media. He encouraged all stakeholders to continue to create spaces for partnerships,
dialogue and engagements.
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Dr. Abel Nkolo – On behalf of WHO Country Representative

T

he WHO representative noted that
Health System Strengthening is going
to be critical in achieving Universal Health
Coverage. He also emphasized the need
to protect the population against financial
challenges in accessing health services. To
this effect, he argued the Ministry of Health
and government to expedite the National
Health Insurance discussions. The WHO
appreciated the need to continue creating
platforms for all stakeholders to discuss
and generate strategies that will propel
the country towards achieving Universal
Health Coverage. He pledged the WHOs
commitment to continuing to work with
Government of Uganda and specifically
the Ministry of Health in its pursuit of
Universal Health Coverage

Dr. Abel Nkolo, representing the WHO Country Representative for Uganda

Dr. Diana Atwine – Permanent Secretary, MOH Uganda

T

he PS thanked MakSPH, SPEED
and all participants for taking time to
organize and participate in this symposium.
The PS reflected on the symposium theme:
“more money for health and more health
for the money”. However, she thought it
would have been rephrased as “More health
for money and more money for health”. She
based this argument on the understanding
that LMICs indeed do not have enough
resources, yet amidst this situation must
make UHC a reality.
The PS indicated considering the disease
burden in Uganda, more than 70% of
diseases were preventable. It is therefore
critical that focus should be placed on the
social determinants of health and examine
the root cause of diseases. Issues such as
education, and community engagement
must be discussed thoroughly. Experience
shows that where we have educated people,
Dr. Diana Atwine, Permanent Secretary, Ministry of Health, Uganda, presenting
the levels of malaria are relatively low
the symposium closing remarks
because probably the know what to do.
People must appreciate the starting point
accountability for the little that is already in the system.
for good health – the issue of personal responsibility and While everyone has been arguing for the NHIS, without
living good lives helps to prevent diseases at household accountability, the health system challenges will continue
and individual level and these are processes that to exist. The argued for a stop to the culture of seminars
contribute to universal health coverage.
and workshops that consume lots of resources and instead

do the rightful work for which resources are meant to do.
Everyone must start focusing on the details.

The PS Argued for more voices that emphasize disease
prevention and individual responsibility, as well as
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 e PS argued all stakeholders to move policies from
Th
paper to actual practice and implementation. All work
within the Ministry of Health was to be aligned to the
sector priorities that have been set out under the Health
Sector Development Plan. All funders will have to align
their funding to sector priorities and the Ministry will
not be diverted because of resources.
The PS pledged the Ministry of Health’s commitment
to working closely with other sectors and stakeholders in
the pursuit of Universal Health Coverage. The PS further
expressed commitment to take forward the discussions
and resolutions reached during the symposium.

Dr. Diana Atwine PS – MOH, Presenting an award to Dr. Ama
Fenny, of ISSER, Ghana, for best symposium presentation

Dr. Diana Atwine, PS – MOH, handing an award to Civil Society Budget Group (CSBAG) in recognition of their work in Health
Financing Advocacy

Dr. Diana Atwine PS – MOH, Presenting an award to
Ms. Lillian Namagembe of The Daily Monitor, for best reporter
on Health Policy Issues in Uganda

Dr. Diana Atwine PS – MOH, Presenting an award to Ms.
Babirye Suzan of MakSPH, for best presenter for the UHC
symposium
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217 Owomugisha Paula

MUST

paula.tayebwa@gmail.com

218 Patrick Birungi

Director NPA

pbirungi@npa.ug

219 Patrick Kadama

ACHEST

kadamap2@gmail.com

220 Patrick Mwanza

SELF

nzapat@yahoo.com

221 Peter Asiimwe

BTC

pasiimwe@btcctb.org

222 Peter Okwero

SHS-World Bank

pokwero@worldbank.org

223 Peter Waiswa

MakSPH

pwaiswa@musph.ac.ug

224 Phyllis Awor

MakSPH

Pawor@musph.ac.ug

225 Racheal Bakubi

Partner Institute

rbakubi@yahoo.com

226 Rebecca Nayiga

SPEED

bekinalil@yahoo.com

227 Remco van de Pas

ITM

rvandepas@itg.be

228 Richard Kabagambe

AC/B4F (MOH)

richardkabagambe@yahoo.com

229 Richard Ssewakiryanga

UNNGOF

r.ssewakiryanga@ngoforum.or.ug

230 Robert Basaza

IHSU

rbasaza@gmail.com

231 Ronald Kamara

UCMB

232 Rosette Tumuhairwe

CONAS 3 year student, Biochemistry

trosette2016@gmail.com

233 Rutebemberwa Elizeus

MakSPH

ellie@musph.ac.ug

234 Rwabwogo Sylvia

MP Kabarole District

sylier749@gmail.com

235 Sam Asiimwe Mugalura

Commuity Health Alliance Uganda (CHAU)

asimuga@gmail.com

236 Sam B Kamba

MOH

kambasam@yahoo.com

rkamara@ucmb.co.ug
rd  
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237 Sam Orach

Executive Secretary UCMB

238 Sande George B

BTC

sorach@ucmb.co.ug

239 Sarah Auma S

MakSPH

asarah776@gmail.com

240 Sebastian O Baine

MakSPH

sbaine@musph.ac.ug

241 Semulimi Andrew W

Student

andrewweil89@gmail.com

242 Senfuka James

MakSPH

jasenfuka@yahoo.com

243 Serunjogi Brian

Namutumba district local government

amobrin562@yahoo.com

244 Serunjogi Davis T

MakSPH

serunjogidavis@gmail.com

245 Serunjogi Davis Tamuzadde

Makerere University School of Public Health

serunjogidavis@gmail.com

246 Seruwagi Gloria

MakSPH

gseruwagi@musph.ac.ug

247 Sewagudde

Makerere University School of Public Health

sewaguddepaul@rocketmail.com

248 Shaffi Hamuza

RBF-Focal person Yumbe

Shaffihamuza@yahoo.com

249 Silvester Mubiru

MOH

silvestermubiru@yahoo.com

250 SIMON DEMBE KASANGO

Makerere University School of Public Health

skdembe@gmail.com

251 Simon Kasasa

MakSPH

skasasa@musph.ac.ug

252 Simon Kibira

Makerere University, School of Public Health

pskibira@musph.ac.ug

253 Solome Nampewo

MOH

snampewo44@gmail.com

254 Spellanza Baguma Muhenda

MP Kyenjojo

speabwooli@yahoo.com

255 Ssegawa Cylus

Creation Media

cyddem12@gmail.com

256 Ssekandi James Raymond

Daily Bulletin

jsekandi@gmail.com

257 Ssemuyaba John Bosco

Student KIU

jbsemu@outlook.com

258 Ssenfuka James

MOH

jasenfuka@yahoo.com

259 Stella Kakeeto

MakSPH

skakeeto@musph.ac.ug

260 Stephen Asiimwe

ICOBI

asiimwes@icobi.or.ug

261 Stephen Mwanje

Rotary International

mwannjes@gmail.com

262 Steve Kasiima

Uganda Police

stevenkasiima@yahoo.com

263 Sudat Kaye

UBC TV

basiimaimran@gmail.com

264 Susan Tusiime

TMR International Hospital

tusiime.susan@gmail.com

265 Suzanne Kiwanuka

MakSPH

skiwanuka@musph.ac.ug

266 Swaleh Sebina

MOH Economist

swalehsebina@gmail.com

267 Sylvester Mubiru

MOH

sylvestermubiru@yahoo.com

268 Sylvia Bahireira

RBF-FP

bahireira@yahoo.com

269 Tamale George

Federation of Uganda Employers

gwtamale@gmail.com

270 Taremwa Kelly

MUST

kellytaremwa@gmail.com

271 Tarik Kubach

EU

Tarik.Kubach@eeeas.europa.eu

272 Tausi Mbaga Kida

Economic & Social Research Foundation

ed@esrf.or.tz

273 Tebandeke Grace

UNACOH

gracetebandeke@yahoo.com

274 Tefula Trevor Kwagala

Makerere University

trevorkwagala@yahoo.com

275 Thomas Walusimbi

MOH

twalusimbi@gmail.com

276 Timothy Musila

MOH

timothymusila@yahoo.co.uk

277 Tom Aliti

MOH

aliti68@yahoo.com

278 Tonny Odokonyero

EPRC

todokonyero@eprcug.org

279 Tony De Groote

BTC

tony.degroote@btcctb.org

280 Toure Chickna

R4D

ctoure@r4d.org

281 Trevor Ariho

UNIHEALTH (U) LTD

tlinesint@gmail.com

282 Tweheyo Raymond

MakSPH

ratwehwyo@gmail.com

283 Twinamatsiko Catherine
284 Twineamatsiko Andrew

mcath01@gmail.com
Gulu University

pidander2012@gmail.com
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285 Vento Ogora A

MakSPH

aumaogora@gmail.com

286 Victoria Bird

Queen Mary University of London

v.j.bird@gmail.ac.uk

287 Vukoni Gilbert Asiga

Makchs

gilbertasiga1@gmail.com

288 Walimbwa Aliyi

MOH

aliyi2001@yahoo.com

289 Wanyana Angela

angelawanyana@yahoo.com

290 Wapowo John Anthony

makerere university

wapowojohna@gmail.com

291 Were Jackson

MakSPH

jackwere97@gmail.com

292 Wilberforce Kisamba Mugerwa

Chairman NPA

wkisambamugerwa@npa.ug

293 Wilberforce Owembabazi

USAID

wowembabazi@usaid.gov

294 William Bazeyo

MakSPH

wbazeyo@gmail.com

295 William Kidega

PATH-ABH

wkidega@path.org

296 Winfred Lubega

WNL Management Consultant

nbarbara11@gmail.com

297 Yakubu Cherima

USAID/NIGERIA

ycherima@gmail.com

298 Rhona Mijumbi

MakCHS

mijumbi@yahoo.com
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Symposium Organizing Committees
Steering Committee

Logistics & Resource Mobilization

1. Prof. Elizeus Rutebemberwa (Chair).

1. Prof. Freddie Ssengooba (Chair)

3. Prof. Freddie Ssengooba

3. Dr. Aloysius Ssennyonjo (Secretary)

2. Dr. Aloysius Ssennyonjo(Secretary/Vice Chair).

2. Ms. Enid Kemari (Vice Chair)

4. Dr. Elizabeth Ekirapa

4. Dr. Phyllis Awor

5. Mr. William Kidega (PATH)

5. Ms Stella Kakeeto

6. Mr. Tony DeGroot (BTC)

6. Dr. John Ssekamatte-Ssebuliba

7. Mr. Tom Aliti (MOH)

7. Ms Lydia Itaaga

8. Dr. Timothy Musila (MOH)

8. Mr. Duncan Mugisha

9. Mr. Moses Mukuru

9. Mr. Aloysius Mutebi

10. Mr. Marvin Kansime

10. Ms. Lydia Namulondo (BTC)

11. Ms. Milly Nattimba

Scientific Committee

Publicity and Communication

1. Dr. Elizabeth Ekirapa (Chair)

1. Ms. Milly Nattimba (Chair)

3. Mr. Moses Mukuru (Secretary)

3. Mr. Moses Kirigwajjo

2. Dr. Suzanne Kiwanuka (Vice Chair)

2. Mr. Mayora Chrispus (Vice chair)

4. Dr. Christine Kirunga

4. Dr. Denis Akankunda

5. Mr. Marvin Kansime

5. Ms. Sawiya (PATH)

6. Prof. Peter Waiswa.

6. Mr. Deo Agaba (PATH)

7. Mr. Tony Odokonyero

7. Ms. Dora (BTC).

8. Dr. Simon Kasasa

9. Dr. Timothy Musila

10. Dr. Valeria Campos da Silveira.
11. Dr. Ssennyonjo Aloysius
12. Prof. Freddie Ssengooba
13. Mr. Brendan Kwesiga

39

For details about SPEED
Makerere University School of Public Health,
College of Health Sciences
Level 3, School of Public Health Building,
Mulago Hospital Complex
Office: Room 323, MakSPH Building
Website: www.speed.musph.ac.ug
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