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Introduction: Universal Health Coverage

Improving health and well-being is one of the overriding goals of all nations.
The United Nation’s Declaration on Sustainable Development Goals (SDGs)
in 2015 emphasised this (1). Goal 3 is about good health and well-being.
Universal health coverage (UHC) is framed along 16 other goals. Medical
care and its role in health improvement is the most prominent model for
attaining these measures in Uganda and most countries. The framing of
SDGs, however, brings a broadened agenda for the determinants of good
health and well-being. Goal 3 seeks to ensure health and well-being for all,
at every stage of life. The goal addresses all major health priorities, including
reproductive, maternal and child health; communicable, non-communicable
and environmental diseases; UHC; and access for all to safe, effective, quality
and affordable medicines and vaccines. It also calls for more research and
development, increased health financing, and strengthened capacity of all
countries in health risk reduction and management (1). In terms of measuring
success and programming, UHC provides three progressive actions to
be undertaken: 1) expanding the health service packages of good quality;
2) progressively expanding the populations that have access to the service
packages; and 3) financing the service packages in a manner that is affordable
to individuals, communities and nation states.
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In its simplest form, UHC is meant to promote health care without
financial hardship. As presented in the WHO 2009 report, the concept is aimed
at mitigating catastrophic health expenditure by making services affordable to
all and comprehensive enough to address the health care needs of individuals
in the community. Universal coverage evokes that principle of equity and social
protection – “leaving no one behind”(1). The comprehensiveness of UHC is
defined in terms of three dimensions: 1) covering more population groups; 2)
expanding the care interventions needed by the communities; and 3) expanding
the financial resources to sustain the services at increasing levels of coverage (2).
The nine indicators of UHC goal tell a different story (Figure 1.1). Most of the
targets are related to mitigation of death, disease and risks thereof – all actions
deeply anchored in the medical model. Optimising good health and well-being
(in contrast to infirmity) is barely addressed by the targets.
Figure 1.1: Targets within SDG 3 on ensuring healthy lives and
promoting well-being
SDG 3 GOAL: ENSURE HEALTHY LIVES AND PROMOTE WELL BEING FOR ALL
AT ALL AGES
TARGET 3.8: Achieve universal health coverage, including financial risk protection, access to
quality essential healthcare services, medicines and vaccines for all
MDG unfinished and
expanded agenda
TARGET 3.1: Reduce
maternal
mortality

TARGET 3.4: Reduce
mortality from NCD and
promote mental health

TARGET
3.2:
End
preventable
newborn and child deaths

TARGET 3.5: Strengthen
prevention and treatment
of substance abuse

TARGET
3.3:
End
the epidemics of HIV,
TB, malaria and NTD
and combat hepatitis,
waterborne and other
communicable diseases

TARGET 3.6: Halve
global
deaths
and
injuries from road traffic
accidents

TARGET 3.7: Ensure
universal
access to sexual and
reproductive
health-care services

New SDG targets

TARGET 3.9: Reduce
deaths from hazardous
chemicals and air, water
and soil pollution and
contamination

SDG3 means of Implementation targets
3.a: Strengthen implementation
of framework convention on
tobacco control
3.b: Provide access to medicines
and vaccines for all, support
R&D of vaccines and medicines
for all
3.c: Increase health financing and
health workforce in developing
countries
3.d: Strengthen capacity for
early warning, risk reduction and
management of health risks

Interactions with economic, other social and environmental SDGs and SDG 17 on
means of implementation
Source: UN 2015 (1)
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The Problem

In Uganda, like in many other countries, the best way to improve health
and well-being remains contested. Policies and investments in health
improvement have followed a “care” approach – where communities are
expected to receive health services from health installations like hospitals and
health centres. Although health promotion has been advanced in the policy
discourse, its institutions and structures are diverse and less well understood
across development actors. WHO’s leadership on the social determinants
of health (3) redefined the dimensions necessary to improve health. The
Commission on Social Determinants of Health (3) that was set up by WHO
identified the social, economic and physical environment as determinants of
health, in addition to the behaviours and characteristics of individuals.
This chapter aims to illustrate the different sources of health improvements
and illuminate the broad set of actions necessary to produce good health and
well-being. To this end, the chapter lays out the frameworks and mechanisms
that underlie the production of health and improvements in well-being.
WHO has reframed the direct and indirect causes of improved health in the
context of the SDGs. Figure 1.2 illustrates the benefits to health and wellbeing from all other SDGs.
In 1946, The World Health Organisation provided a two-part definition
of health. The main text of the definition states that health is “a state of
complete physical, mental and social well-being, and not merely the absence
of disease or infirmity”. This definition underlines the “state of well-being”
and a focus NOT limited to “diseases” only (4). In this context, well-being
can be defined as rising income, falling poverty, the satisfaction of needs,
and increased security, happiness or empowerment (5). Over the years,
investments in health improvement have focused on mitigating the effects
of disease or infirmity and less on how to optimise the state of well-being.
Brower (2005) observes:
While the past few decades have seen many in public health talk about
‘‘health promotion”, most researchers and practitioners still tend to
conceptualise ‘‘health promotion’’ most often as ‘‘disease prevention’’
and focus primarily on changing individual behaviour to reduce the
risk of disease instead of seeking to understand and strengthen the
factors that create physical, psychological and social health (5, p. 746).
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Figure 1.2: The contribution to good health and well-being from
other sectors

HEALTH IN SDG ERA

Source: WHO | Sustainable Development Goals (SDGs), World Health Organization,
Health in the SDG era - infographic

Financing “pathology” instead of health promotion

Health investments are usually allocated on the basis of indices related
to disease burden and the infrastructure used to restore health. Common
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indices in this category include the number of hospital beds, inpatient days,
hospital admissions or outpatient department (OPD) visits. When health
financing is based on the populations to be served, the main parameters for
this allocation are disease prevalence, coverage and expected turn-out for care
programmes (6). These criteria have institutionalised an unsatisfactory norm
among policy-makers and technocrats that privilege the finance of “diseases”
instead of financing of good health and well-being of communities.
Health promotion programmes are commonly under-invested and
mostly relegated to unpaid and ill-trained volunteers like village health teams
(VHTs) while the response to disease outbreaks like HIV, cholera, malaria
and Ebola attract millions of dollars and an army of experts in epidemiology
(7-9). Prevention interventions that involve medical procedures like
inoculations of vaccines and that are delivered by the medical infrastructure
– hospitals and health centres – are the exception. Childhood and maternal
immunisation programmes that involve delivering vaccines continue to attract
government and international support. Health promotion interventions
have been marginalized, especially where these activities cannot be financed
and delivered using the hospital model (10, 11). For example, in a review,
Bonnefoy (2007) concluded that “(a)ddressing well known determinants of
health such as provision of safe water and sanitation, under-nutrition, shelter,
education and employment have proved even more difficult” (12, page 50).
Demanding care instead of well-being

Institutions training the health workforce have optimised the curricula
covering competencies for dealing with diseases. Community empowerment
programmes have also inculcated a mindset for demanding access to “care”
interventions after getting sick as the best way to hold government accountable
for health (13, 14). This weakens the incentive for government accountability
for investing in programmes that maintain good health. Few voices demand
interventions geared towards health promotion , such as protection from
mosquitoes, flies or vermin like rats, bedbugs and fleas, to mention but a
few. Programmes to reduce risk behaviours and environmental factors for ill
health are few outside the HIV/AIDS sub-sector (15). Within the HIV subsector, the elevation of prevention through treatment with ARVs has gained
more attention than mainstream HIV prevention programmes that address
the structural and behaviour determinants of HIV infection (16, 17).
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Tracking progress for universal “care” instead of universal
“protection”

It is vital to understand the role that health data has played in this agenda.
Evidence about health and well-being is currently premised on the medical
model and the prominence it gives to statistics about “sickness”. Data from
other legitimate sources of health improvement (such as water and sanitation,
housing, food security) are not well integrated into decision-making for
health investments and actions.
The discourse on how to monitor the overall basket of actions under
UHC after the 2015 UN assembly decision to promulgate the SDGs is
illuminating. The text box below indicates the triumph and the tribulations
that arise from conceptualising UHC as an intervention for diseases
associated with catastrophic expenditures. Simply put, actions that promote
good health but do not necessitate catastrophic payments by individuals are
largely overlooked. Investments and financial burdens to national states and
communities – collective investments and the burden thereof for keeping the
population in good health and well-being – are overshadowed by the focus
on the financial burdens that arise from the perspective of individuals paying
for health care when they get sick.
Text box 1.1:

Disease-based indicators for tracking the goal for good
health

“UHC indicator to measure what matters:100 million impoverish
while paying for health”
If the number of people pushed into poverty is the indicator for a goal for “good
health and well-being” how does the indicator for reducing poverty (SDG 1)
look like? True, the consumption of health services can be costly and in the
process cause impoverishment. This is particularly so for a fraction of 2 per
cent of the population that will need to consume health services – in particular
costly restorative care services such as hospital admissions and surgery from
the health system. For a planet with more than four billion people, how do we
monitor and track actions to keep the billions of people in good health
as well as track 100 million that get costly illnesses? This is the vital dilemma
that comes from using the medical model to frame the needed actions for
universal health coverage. Tracking interventions that generate well-being and
promote good health are vital if the UHC goal is to be optimised.
Source: Authors’ analysis
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As Uganda and similar countries reorient their health system to address
the SDGs and UHC through health and well-being interventions, the
guidance available for successful strategies is being revisited. In particular,
there is fair recognition among public health technocrats about the broader
sources of health improvement beyond the health sector. However, how
to leverage these sources remains a challenge in much of disease-centric
programming – exemplified by countries like Uganda. Global health
technocrats still have contradictory perceptions about the prerequisites for
UHC. The contestations about indictors for monitoring UHC (text box
1.1) clearly indicate the blinders that the disease-centric approach has had
on the global health experts and the guidance they provide to countries like
Uganda. For example, the indicator of catastrophic expenditure is premised
on hefty payments for severe illness. If one does not pay for severe illness
– like many poor people do – the indicator fails to track the loss of wellbeing and inadequate enjoyment of good health from the illness episode.
Public goods like protecting water sources, elimination of mosquitoes for
malaria, dengue and Zika are unlikely to attract payments by individuals.
For these investments, the indicator fails to capture the vital contributions
by government and communities necessary to maintain and promote good
health. How can an indicator based on catastrophic health expenditure help
to track progress for a set of actions geared towards “good health and wellbeing” (18)?
Therefore, the critical questions to be asked are: How should the
improvement of the health status be guided in the national health programme?
How should health investments be allocated to address the disease paradigm
as well as the well-being paradigm? How should an investment case for an
appropriate mix of disease-centred and well-being-centred interventions be
made to advance coverage for health care and health projection interventions?
The data metrics in use and the skill sets available to countries like Uganda
are yet to integrate data from the broad set of actions to improve health
and well-being (19). The next section of this chapter attempts to introduce,
albeit in brief terms, the variables that underlie the production of good health
and well-being. In so doing, the section lays out the essential action domains
and actors that are vital to the success of the agenda for UHC – which has
placed health and well-being at the centre of development. Besides being the
introduction to the book, this chapter aims to illuminate the different sources
of actions and programmes responsible for health production and the nature
of stewardship required to orchestrate them within the constrained resources
of developing countries like Uganda.

10

Universal Health Coverage in Uganda- Part I

The Production of Health

Several models, including the medical model, the social behaviour model
(SBM), the ecological model, the political economy model, the human capital
model and others explain the production of health. These models provide the
main variables and relationships necessary to produce good health and wellbeing from different perspectives. For example, the medical model speaks
to the perspective of the medical professionals, while the political economy
model speaks to the role of political actors in the production of good health
and well-being. These models and their implications are described briefly
below.
The medical model

Medical models have evolved globally from the role of germs in disease
causation to the innovations to treat those infected, or to vaccinate persons
susceptible to the germs. Professionals in this model perceive the production
of health as restoring the sick back to normal health. Advocates for this
model concern themselves with accelerating the adoption of evidence-based
medicine (or clinical practices) – where new technologies are applied on a
wider scale to improve health benefits (20). Discovery of diagnostic tools,
medicines and vaccines occupy central investment areas for this model. The
discovery of antibiotics, vaccines and diagnostics – and the wide application
of these – has resulted in tremendous health improvement. The medical
model has made a major contribution to the health and well-being agenda by
providing medicines and vaccines that have formed a pillar in the elimination/
eradication of infectious diseases like smallpox that devastated millions of
lives through epidemics.
Clinical care protocols are essential for this model. Other considerations
include the training of health workers to use the clinical innovations(21).
Hospitals and related infrastructure have come to symbolise the strength
of the health system. Hospital-based investments – location, financing and
capabilities – are perceived to be important markers of service coverage and
health system functionality.
From this perspective, knowledge translation (from research to wide
application) is seen as a major source of health improvement. Overall,
the medical model is therapy-oriented in its solutions. Its intent is to cure
or rehabilitate after the onset of illness. By providing remedies after the
manifestation of illness, the medical model is viewed as sub-optimal, especially
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where effective prevention interventions exist. For instance, when faced
with the problem of mental illness, the medical industry works in research
and development to discover medicines that mitigate the symptoms. If the
mental problem was caused by economic recession, employee layoffs and
anxiety about being unemployed, the medical model is unable to provide a
“root cause” remedy. In this situation, the effective remedy requires working
with social security agencies and managers of the economy.
Seeking health care services is a key limitation of the medical model.
For the most part, the medical model has been criticised for dealing
with those that elect to seek care while ignoring those that do not. Many
deserving groups are left behind for not seeking health care services. The
UHC agenda is in some respects about the need to correct this inequality
problem. Awareness of health care needs is socially constructed (22). The
better educated groups in the population perceive more need for health care
than the less educated despite the latter having much higher need for care
and health promotion(23). Effective solutions to correcting the inequality
in access to care require working beyond the medical model. The SBM,
in particular, shapes the cognition of illness, perceptions about the sources
of effective remedies and the individual and community behaviours and
practices to improve health. As discussed below, the SBM conceptualises
the behavioural controls that are vital to personal and community actions for
health production.
The social behavioural model

A cluster of models in this category brings focus to the role of individuals and
communities in the production of health and well-being (24). These models
highlight the variables related to agency – or the “capabilities” for self-help and
community actions to produce health(25, 26). The main variables are related
to person-level and community-level behaviours, resources and practices
that produce or subtract from health status and well-being. For example,
domestic violence, the abuse of alcohol, physical inactivity, smoking and an
unhealthy diet are major factors for non-communicable diseases at the level
of the individual person (27). Other variables relate to access to services. In
communities that have strong and hierarchical social structures, the power
to make decisions or adopt new ideas or health practices is controlled by
socially revered persons or custodians of customs and traditional norms.
Evidence shows that strong cultural and religious institutions can aid health
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improvement if they espouse positive and progressive beliefs about the
values of personal and environment hygiene, peace and harmony that create
happiness, educating and expanding opportunities for girls as a means of
empowering women (28). For example, well-educated women have more
leverage in controlling their reproductive health goals (29) and participate in
progressive child survival interventions (30). Respected community leaders
are more likely to play effective roles as gatekeepers of progressive beliefs and
practices in their communities (31). Gatekeepers of cultural practices and
unfair gender relations are also fundamental sources of health improvement
or the lack thereof. Ethnographical studies about female genital mutilation
(FGM) indicate that prominent women leaders in the community can be
champions of both progressive changes as well as unfortunate adherence to
unhealthy cultural norms or practices (32).
Investments such as schooling and education of children have a
significant contribution to the production of health (33). The adoption
of healthy beliefs, practices and norms comes with more years of effective
schooling. School programmes are more effective if they equip the citizens
with the vital life skills to navigate social interactions. Programmes that
inculcate competencies in language and relationships as well as nutrition and
reproduction are vital to the production of well-being (34, 35). Likewise,
programmes at school that establish norms of physical exercise, personal
and environmental safety, and law-abiding attitudes are all vital skills that
education programmes are expected to address, in addition to skills directly
needed for economic outcomes, productivity or labour markets.
In sum, the social model identifies the need to build human capital
by investing in a broader set of social capabilities linked to health status.
Education is a vital input. Engineering positive cultural, religious and
interpersonal norms is also vital to interventions for producing health. Health
promotion interventions that help reduce negative practices and behaviours,
such as smoking, alcoholism, unsafe sex and unhealthy diets, a sedentary
lifestyle etc., are key to the production of health. Although the health sector
can contribute to these interventions, in countries like Uganda, the action
network for effective actions is much broader. The education sector, the
gender and community development sector, and the religious and cultural
institutions are all key actors that need to play their rightful roles to contribute
to the production of health from within the communities. At the household
level, how parents socialise their children and inculcate social norms and
behaviour is a vital source of health production. Schooling and other
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interventions that equip current and future parents to undertake these vital
roles are currently relegated to the community choices, with little policy and
programming to assure common goals. Investment in systematic processes of
developing capabilities that support life-long and age-appropriate production
of health by individuals, households and communities need to be upgraded
in the investment case for UHC and public policy thereof. Likewise, how all
forms of community leadership are engaged to transform health and improve
well-being cannot be neglected in the UHC agenda.
For instance, Uganda’s Health Sector Development Plan recognises the
role of other actors for the successful realisation of UHC goal. These include
water, sanitation, housing, nutrition, pollution, safe transport; veterinary
services and poverty alleviation programmes (HSDP, 2015). Beyond the
recognition of these interventions, the mechanisms to mobilize role bearers
to effectively address the expected contributions from all these broad scope
remain unclear. Ensuring effective multi-sectoral action in addressing health
and well-being remains a challenge in Uganda and many countries.
The ecological model

The interaction between humans, animals and the environment forms
the ecological model that has evolved into the ‘One-Health’ approach to
addressing outbreaks and global security programmes aimed at mitigating
pandemics. Global pandemics like SARS (in 2002-4) and the Ebola
outbreak in West Africa (in 2014-2015) have provided a renewed focus on
the spread of infections arising from human interactions with animals and
the environment (36). Economic activities such as poultry farming in Asia
and food gathering in the forests were implicated in the spread of SARS
and Ebola, respectively. For Ebola outbreaks, social conflicts and wars
that push large populations from their stable livelihoods into forests and
unconventional foods such as monkey meat are now confirmed ways to ignite
Ebola epidemics (37). Population explosion has similar effects – especially
in countries with high fertility rates and land shortage. Many people are
pushed beyond the margin of habitable areas, thus making them vulnerable
to psychosocial stress, social conflicts and rare diseases. Shortages of water,
land and farmland for animals also make people and their animals mix with
wildlife – a situation that increases outbreaks of plague, anthrax and similar
epidemics. Similarly, urban areas and cities create greater exploitation of the
environment, which can generate environmental pollution and worsens the
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pressures on housing and other social amenities to support healthy lifestyles
(38). Extractive industries like oil and minerals are also known to cause major
interruptions in the ecological balance that may release toxic substances into
the environment or generate oil spills that affect the livelihoods of surrounding
communities. Environmental exposures that lead to poor health do exist.
Harsh climates, poor soils and natural disasters can make the attainment of
well-being elusive to many communities. For these, policy interventions such
as resettlement or environmental engineering may be necessary to optimise
good health (4, 5). Health and environmental impact assessments have been
developed to support the evaluation of major effects and potential outcomes of
interventions in the social and physical environments (6).
The political economy model

Political engagement is fundamental to the agenda to improve good health and
well-being. Many public health interventions rest on the political agency and
choices of decision-makers to design and resource programmes that support
health improvements. From this perspective comes the popular expression
that “politics is medicine on a grand scale” (45). The political economy
models illuminates the range of stakeholders, their roles, assets and interests
in the production of good health and well-being in society. The power and
capacity to make decisions, allocate resources, implement programmes and
regulate a diversity of interest groups (stakeholders) affect the production of
health. As noted by Conrad and Kern (1986), “(t)o make the connection
between social structure and health, we must investigate how social factors
such as the political economy, the corporate structure, the distribution of
resources, and the uses of political, economic and social power influence
society’s response to health and illness (39, page 2).”
Organisations and institutions that play vital roles in the production of
health for the country or communities are also clusters with self-interest and
diverse preferences. The micro- and macro-level politics and deliberations
necessary to negotiate the self-interest and preferences influence the choices
of interventions and the magnitude of resources made available to alternative
programmes that produce good health and well-being(40). The main
mechanisms for improving good health from this perspective include:
1. Implicit and explicit interests related to health and its causal levers. The
production of health has many interventions shrouded in the economic stakes of corporations and political elites at the national and global
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levels. Health professionals may have interest in interventions that
optimise their income or power (41). Manufacturers of medicines and
medical technologies have a strong interest to earn from their discoveries and investments. Medical technologies can escalate the financial
burden on the national health budgets and, in the process, create catastrophic resource allocation decisions or indecisions about expanding
coverage. HIV and antimalarial medicines are modern-time examples
of interventions whose political economy discourses have influenced
the national and supra-national resource allocation decision-making
(7, 42). Laws and enforcement efforts to curtail the sale and advertisement for tobacco products and junk food as well as the consumption
of addictive drugs like cocaine and marijuana are examples of mitigating commercial interests that are known to reduce the good health and
well-being of communities (43).
2. Societal processes for consensus-building, regulation and enforcement come into play to improve health – especially when interests
and preferences are in conflict. Public policy is one of the tools for
resolving conflicts in values, norms and social goals. In many cases,
policy elite or lobby groups that have selfish interests may capture
processes and outcomes. How policy decisions are made and the
engagement of legitimate stakeholders in these arenas are all vital
mechanisms to improve health.
3. The exercise of power can be used to produce health. How power
is used to allocate resources, to regulate negative behaviours, such
as smoking and the distribution of fake drugs, or to promote the
standards of professional training, licensing or accrediting health
providers all form a basket of tools to improve health from a political
economy perspective. When used negatively, power can also generate
or increase ill health. Active prosecution of sex workers, for example,
is known to transform unsafe sex from formal to informal settings – a
situation that magnifies the risks of unsafe sex and sexually transmitted diseases. When industry actors make use of their financial power to resist safety standards, their products can contribute to poor
health outcomes (44).
Discourses that influence political choices, such as public participation in
decision-making and resource allocation, advocacy for public health, and
empowerment of the citizenry, make vital contributions to improving health.
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Where the interests of different groups collide – especially in a manner
that affects health – the laws, regulatory tools, courts and other systems of
arbitration become necessary entry points to advance health and well-being
(44). The fusion of politics, economy and the interests of institutions and
decision-makers is meant to lead to the realization that the production of
health is part and parcel of the political systems. The main variables that
arise from the political economy perspectives relate to the political missions,
ideologies and value systems that underlie the policy choices that govern
society.
The human capital model

From a macro-economic imperative, human capital is a key input in the
development equation. The preparatory phase of human capital includes
skills development in the different specialisations necessary for the labour
market and optimum productivity of the economy. Evidence shows that the
costs of training and education programmes increase markedly, especially in
situations of high population size, fertility and rapid growth. Likewise, many
cases of sickness-related absenteeism from school and among the employed
and economically productive population can reduce labour productivity and
firm-level profitability. A study by Nabyonga et al. (2012) shows that malaria
was responsible for nearly US$ 50 million in lost income to the economy
in 2003 owing to the costs of treatment as well as school and work-related
absenteeism. Ill health reduces the ability to learn and to work. This underlies
Bleakley’s (2010) finding that “unhealthy countries tend to be poor”. Ill health
has long-term and short-term implications respectively. When labour-ready
adults get sick, their labour is idle or discounted by the extent of the disability
caused by he disease. Before the advent of ARVs, HIV was a major source
of labour losses due to prolonged illness and premature deaths (46). Human
capital justifications were used to establish large-scale interventions to curb
HIV-related morbidity and mortality – in part, to mitigate the human capital
loss in the economy of countries like Uganda and to mitigate the costs of care
for orphans. Skilled and educated individuals are more likely to make healthy
life choices and invest in their own health and that of their families. Increased
longevity means that people can work productively and contribute to society
for a longer period of time. The macro-level effects of investing in human
capital has intergenerational effects since it supports the persistence of socioeconomic advantage – as wealth, the associated well-being and health benefits
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are transmitted from one generation to the next (30). As more families are
taken out of poverty, new possibilities and opportunities are created which
help sustain good health and well-being at all levels of society. From the
policy standpoint, increasing investments and the coverage of education and
skilling programmes and expanding decent employment opportunities are all
vital to the production of health and well-being.
Discussion

How should countries approach UHC and primary health care (PHC)
to address all the essential drivers of good health? The scan of the main
models attempting to explain how health is produced emphasises the
many dimensions that need coordinated investment to generate health
improvements. Mainstreaming health into all social and development
programming is vital despite the structural challenges to be overcome. Health
in all polities is identified here as one of the leverage concepts for this agenda.
1. Health-in-All Policies (HiAP) – investing in the social determinants of
health

As Uganda and similar countries begin to elaborate their approach to achieve
SDGs, it is vital to broaden the conceptualisation of how good health and
well-being is produced for the population. As WHO has proposed (see
Figure 1.2), good health and well-being is a product of investments directly
made to improve good health as well as a product of indirect investments in
other development goals. As reflected in the SDGs, a premium was placed
on poverty reduction, equity and partnership. In addition to Goal 3 (health
and well-being), many other goals have health-related targets. More specific
targets for health are also reflected in Goal 1 (poverty), Goal 2 (hunger), Goal
4 (education), Goal 5 (gender), Goal 6 (water) and Goal 11 (cities).
The HiAP conceptualisation flows from the realisation above – that health
is contributed to by actions and programmes in many sectors of government
and the non-governmental sphere. HiAP is a policy practice adopted by
leaders and policy-makers to integrate consideration of health, well-being
and equity during the development, implementation and evaluation of
policies. “This policy practice requires a new form of governance where there
is joined-up leadership within governments, across all sectors and between
levels of government” (Adelaide Statement, p.308 2010).
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Deliberate actions rooted in policies and programmes across the vital
agencies are necessary to address the social, environmental and economic
determinants of health. The practical imperatives of establishing programmes
that improve health from the distributed responsibilities across many other
development sectors of government and non-governmental enterprises
(47) are yet to be operationalised. The implication of the models reviewed
above is that the production of health is a multi-actor enterprise with many
agencies responsible for different roles to improve population health. Other
authors have refereed to this phenomenon as the “congested state” – with
many duty bearers working together to achieve a common goal. It is not
enough to have doctors, nurses and medicines. To achieve good health and
well-being, governance systems have to engage teachers, civic and political
leaders, the police force, engineers, legal experts (etc.) as agents whose actions
are synergistic for better health outcomes (40, 44, 47).
2. Multi-sectoral coordination

The main challenge that arises from a more broadened scope of role bearers
in the production of health is the question of coordinating the collaborations
and interdependencies among them (48). Are all role bearers aware of their
roles? Are those roles well resourced? What interdependencies do they have
with other actors to ensure that their roles are effectively implemented? What
mechanisms are in place to build coherence of actions? Is there a common
vision, mission and leadership to guide the network of actors?
Policies are among the tools that solve coordination and interdependency
problems. Countries that have attempted to coordinate a broader set of actors
have invented governance systems to coordinate the congested state of affairs.
Lin et al. (2012) identified several governance arrangements to operationalise
the HiAP. These include “joined-up government” and inter-sectoral governance
structures – all with a common feature of creating a regular platform for dialogue
and problem-solving with other legitimate actors or sectors for joint policy
innovations (47). Looking again at the current policy and related programmes
is vital to advance good health and well-being across all the action networks in
the social, economic and environmental domains. Joint budgeting, partnership
funds, formalised consortiums, inter-ministerial committees and interdepartmental committees are examples of governing mechanisms and structures
in the literature to steer multi-actor programming for common goals such as
UHC. The HSDP of the Ministry of Health and the National Development
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Plan (NDP) steered by the National Planning Authority in Uganda should
work closely with political and technocratic governance structures such as
Cabinet and the Prime Minister’s Office. At the lower levels of government,
governance structures involving districts, municipalities, and religious, business
and ethno-traditional leaders should be activated, engaged and leveraged for
better health. This area is largely ignored in terms of investments – reflecting
the historical silo-based governance and financing systems.
3. Health system governance

Governance is contextual and is socially constructed – usually involving the
institutions that wield power by allocating resources, determining priorities,
and providing the services that are needed for the universal coverage agenda.
For improvements in health and well-being to result from the partnership in
this process with the private sector, global industry actors like pharmaceuticals,
and producers of goods that influence good and poor health outcomes – such
as tobacco products junk food and addictive drugs – requires collaborative
actions and regulatory tools to promote good health. This expands the scope
and numbers of legitimate stakeholders in the agenda for good health. How
to manage the congested states of influential stakeholders on a national
and global scale – many with high-powered interests – calls for strong and
interactive governance systems(4). Enlightenment of the communities about
health consumerism and the mitigation of high-risk lifestyles is an essential
action to improve health. Distributed leadership from all categories of
influential leaders in the community should be cultivated. Public institutions
are essential but not sufficient to steward the expectations of universalism
across all society’s actions. The UHC agenda requires champions at all levels
of society, all of them grounded in the value of social protection and collective
health improvements as a fundamental human right. Policies to guide the
increasing roles of the private sector and global institutions are necessary to
balance the interests of elites, business actors and politicians with the needs of
the communities. Strong voices from the communities as beneficiaries need
to be cultivated along with responsibilities and empowerment to improve
their own health.
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