
228

11
How Is Physical Health 
Infrastructure in Uganda 
Supporting Universal Health 
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Key Messages

•	 There	 has	 been	 expansion	 of	 physical	 health	 infrastructure	 from	
colonial	 times	 to	 the	present	day.	This	has	gradually	 increased	 the	
proportion	of	people	with	access	to	modern	health	care	services.

•	 The	 number	 of	 lower-level	 facilities	 has	 increased	 faster	 than	 that	
of	higher-level	 facilities.	This	has	 led	to	government	offering	more	
primary-level	health	services	and	fewer	secondary-level	services.

•	 The	 proportion	 of	 government	 hospitals	 has	 decreased	 over	 time	
compared	 to	 faith-based	 hospitals	 and	 private	 hospitals.	 Focus	
on	 referral	 care	 has	 only	 started	 after	 2015.	This	 has	 led	 to	more	
secondary	health	care	services	being	out	of	reach	for	the	majority	of	
Ugandans	since	patients	incur	direct	costs	to	receive	treatment	in	the	
private	sector,	leading	to	inequity	in	service	delivery.	

•	 The	 functionality	 of	 health	 facilities	 needs	 to	 be	 considered	when	
assessing	access	to	health	services	because	some	health	facilities	have	
the	infrastructure	but	cannot	offer	the	spectrum	of	services	they	are	
supposed	to	offer	and	this	directly	impacts	on	effective	coverage.

 Citation:  F. Ssengooba, SN Kiwanuka, E. Rutebemberwa, E. Ekirapa-
Kiracho (2017), Universal Health Coverage in Uganda: Looking Back and 
Forward to Speed up the Progress. Makerere University, Kampala Uganda.
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•	 The	infrastructure	of	private	health	facilities	 is	not	captured	in	the	
national	health	infrastructure	inventory.	Efforts	should	be	made	to	
locate,	categorise	and	coordinate	service	delivery	in	the	private	sector	
so	as	to	have	a	harmonized	health	care	system	as	all	the	sectors	serve	
the	same	population.

Introduction

Physical	infrastructure	is	a	key	factor	in	attaining	Universal	Health	Coverage	
(UHC).	 Many	 low-	 and	 middle-income	 countries	 have	 endeavoured	 to	
increase	 access	 to	 health	 services	 through	 scaling	 up	 their	 community	
outreach	 programmes	 and	 increasingly	 strengthening	 their	 community	
systems,	with	community	health	workers	playing	a	central	and	greater	role.	
Health	infrastructure	still	plays	a	pivotal	role	in	the	provision	of	quality	health	
services	 and	 also	 in	 supporting	 any	 community	 activities	 and	 the	 referral	
system.		This	chapter	starts	by	defining	infrastructure	and	its	importance,	and	
follows	 this	with	a	description	of	 the	historical	 trajectory	of	 infrastructure	
development	in	Uganda.	It	then	explores	the	factors	that	have	been	driving	
health	 infrastructure	 in	 both	 the	 public	 and	 the	 private	 sectors,	 before	
concluding	with	a	discussion	of	the	centrality	of	infrastructure	to	expanding	
health	services	to	populations.	

Definition of infrastructure

In	 the	 Uganda	 Second	 National	 Health	 Policy	 2010,	 infrastructure	
is	 described	 as	 “buildings,	 plants,	 equipment	 (medical	 devices,	 other	
equipment	 for	 health	 facilities	 and	 IT	 equipment),	 transport	 and	 health	
care	waste	management”[1].	The	working	group	in	the	Ministry	of	Health	
(MOH),	Uganda,	describes	health	infrastructure	as	“composed	of	buildings,	
medical	 and	 hospital	 equipment,	 communication	 systems	 and	 equipment	
and	 ambulance	 and	 transportation	 facilities”[2].	 In	 this	 chapter,	 however,	
the	discussion	will	be	restricted	to	the	physical	 infrastructure	of	buildings.	
Although	equipment	for	diagnostic	capabilities	like	a	CT	scan,	an	MRI	or	
an	X-ray	machine	and	other	IT	equipment,	transport	and	communication	
technologies	are	considered	as	part	of	the	infrastructure	that	delivers	services,	
these	technologies	and	information	systems	are	discussed	in	other	chapters.	

Physical	 infrastructure	 can	 be	 publicly	 or	 privately	 owned.	 Public	
infrastructure	is	that	owned	by	the	government.	Private	infrastructure	may	
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be	 private-not-for-profit	 (PNFP),	 mostly	 faith-based	 or	 other	 private-for-
profit,	also	called	private	health	providers	(PHPs).	Private	health	providers	
include	private	hospitals,	private	clinics,	pharmacies,	drug	shops,	traditional	
medicine	practitioners	and	providers	of	complementary	medicine.	Physical	
infrastructure	may	be	used	for	housing	diagnostic	services	like	laboratories,	
radiography	 equipment,	 the	 Outpatients	 Department,	 stores	 for	 drugs	
and	 supplies,	 inpatient	 services	 like	 wards,	 kitchen	 and	 sanitary	 facilities,	
accommodation	 for	 staff	 or	 buildings	 for	 other	 specialised	 activities	 like	
incineration.	

Importance of physical infrastructure

Physical	infrastructure	is	critical	for	service	delivery	like	static	immunisation,	
which	is	offered	at	health	facilities.	It	is	important	for	emergency	situations	
where	 proximity	 to	 a	 physical	 health	 facility	 contributes	 greatly	 to	 the	
promptness	with	which	a	patient	is	attended	to.	It	is	also	a	limiting	factor	in	
scaling	up	services	that	require	long	term	treatment	like	comprehensive	HIV/
AIDS	services	[3].		

Physical	 infrastructure	 has	 been	 used	 to	 allocate	 resources	 to	 local	
governments.	The	availability	of	infrastructure	puts	the	local	governments	in	
a	position	to	receive	more	funding	for	health	care	delivery	because,	in	some	
cases,	health	care	 funding	 is	dependent	on	current	 infrastructure	 levels.	 In	
South	Africa,	 for	the	period	1996	–	2007,	a	higher	density	of	pre-existing	
infrastructure	was	associated	with	higher	levels	of	government	allocation	for	
the	next	year	[4].Poor	distribution	of	infrastructure,	therefore,	brings	about	
inequity	of	financial	resources	and	access	to	services	[3].

The	Ugandan	 government	 uses	 physical	 infrastructure	when	 assessing	
population	 access	 to	 health	 care.	Geographical	 access	 to	 health	 services	 is	
given	as	the	percentage	of	the	population	that	lives	within	5	km	of	a	physical	
health	facility.	

Finally,	physical	infrastructure	constitutes	a	major	capital	and	recurrent	
expenditure.	 Finances	 are	 spent	 on	 the	 construction	 and	maintenance	 of	
buildings.	 Putting	 up	 physical	 infrastructure	 is	 expensive.	 Buildings	 have	
overhead	costs	of	maintenance,	especially	when	they	get	old.
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Physical infrastructure and universal health coverage

The	 absence	 or	 presence	 of	 certain	 physical	 infrastructure	may	 sustain	 or	
impede	the	expansion	of	health	services	and	access	to	health	services	by	certain	
populations;	it	can	also	lead	to	high	costs	of	health	care.	This	is	demonstrated	
in	Figure	11.1	below.

Figure 11.1: Physical infrastructure and universal health coverage

Figure	11.1	above	shows	that	the	attributes	of	distribution,	ownership,	level	
of	specialty	and	functionality	of	physical	infrastructure	affect	the	contribution	
of	infrastructure	to	the	attainment	of	UHC.	UHC	aims	at	reducing	costs,	
increasing	the	services	provided	and	expanding	population	coverage.	When	
health	infrastructure	is	concentrated	in	certain	places,	those	unable	to	travel	
to	such	areas	are	under-served.		But	it	also	increases	costs	for	those	who	can	
travel.	Whereas	public	health	facilities	offer	free	or	subsidised	services,	private	
facilities	charge	a	premium	that	further	increases	the	costs	of	care	to	clients,	
limits	access	to	services	and	deprives	certain	populations	of	the	opportunity	
to	access	needed	care.	Having	secondary	care	 in	fewer	places	and	focusing	
on	primary	care	 for	many	of	 the	 facilities	 reduce	access	 to	secondary	care.	
Having	non-functional	physical	infrastructure	also	deprives	the	population	
in	the	catchment	area	of	the	services	they	would	have	received	and	leads	to	
high	costs	of	care	as	the	population	seeks	care	elsewhere.
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History of infrastructure development in Uganda 

Physical	 infrastructure	 has	 increased	 over	 time	 since	 colonisation	 in	 the	
1890s.	 In	 pre-colonial	 Uganda,	 health	 services	 were	 mainly	 delivered	
by	 traditionalists	 and	 the	 health	 infrastructure	was	 not	 costly	 because	 the	
services	 rendered	 consisted	 mainly	 of	 herbal	 medicine	 and	 spiritualism.	
With	the	onset	of	colonialism,	traditional	medicine	was	viewed	as	witchcraft	
and	 criminalised.	 It	 became	 illegal	 to	 practise	 traditional	medicine	 or	 get	
treatment	 from	traditionalists.	However,	 traditions	do	not	die	quickly	and	
this	only	served	to	drive	the	practice	underground.

Western	medicine	was	 introduced	by	 the	 Imperial	British	East	Africa	
Company	(IBEAC)	mainly	to	provide	medical	services	for	their	workers	–	
the	Europeans	who	were	working	in	the	company	and	the	Indians	who	had	
come	to	work	on	its	projects.	Later,	these	services	were	handed	over	to	the	
colonial	government	[5].	In	Uganda,	missionary	involvement	in	the	provision	
of	medical	care	dates	back	to	1897	when	Mengo	Hospital	was	established	[6].	
Most	of	these	missionary	health	facilities	were	located	next	to	churches	and	
they	provided	part	of	the	services	that	missionaries	rendered	to	their	converts.	
Most	of	these	missionary	hospitals	started	with	grass-thatched	houses	with	
modest	physical	infrastructure.	With	time,	more	buildings	were	constructed,	
mainly	with	support	from	donations.	When	donations	started	drying	up	in	
the	1990s	and	foreign	missionaries	started	going	back	home,	maintenance	of	
this	physical	infrastructure	became	a	problem,	especially	in	rural	areas	where	
the	population	was	not	affluent	enough	to	pay	high	maintenance	costs	[7].

By	1956,	six	years	before	Uganda	attained	her	independence,	there	were	
175	health	 facilities	 in	 the	country,	excluding	the	tuberculosis	and	 leprosy	
centres.	 Of	 these,	 33	 (18.9	 per	 cent)	 were	 hospitals,	 and	 remaining	 142	
facilities	were	maternity	centres	and	dispensaries	that	could	provide	inpatient	
facilities.	In	1968,	six	years	after	independence,	health	facilities	had	increased	
to	528,	an	increase	of	more	than	200	per	cent	in	just	12	years.	Of	these,	71	
(13.4	per	cent)	were	hospitals.	Although	the	number	of	hospitals	had	more	
than	doubled,	the	proportion	of	hospitals	as	a	percentage	of	all	 the	health	
facilities	 had	 reduced.	The	 lower-level	 facilities	 had	 also	 diversified.	There	
were	18	health	centres,	79	dispensary/maternity	units,	77	dispensaries,	154	
aid	posts	and	37	mission	units.	By	2004,	there	were	2,731	health	facilities	in	
Uganda,	with	108	being	hospitals	(4.0	per	cent),	showing	a	further	reduction	
in	the	proportion	of	hospitals	within	health	facilities.	Other	categories	were	
health	centre	 (HC)	IVs	 (160;	5.9	per	cent),	HC	IIIs	 (873;	31.0	per	cent)	
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and	HC	IIs	(1593;	58.3	per	cent).	Between	1968-2004,	a	period	of	36	years,	
the	physical	health	infrastructure	increased	from	528	to	2731,	an	increase	of	
over	400	per	cent,	but	hospitals	increased	just	from	71	to	108,	an	increase	
of	52.1	per	 cent.	 In	2013,	 the	number	of	health	 facilities	 in	Uganda	had	
increased	 from	2,731	 to	3,357,	 an	 increase	of	22.9	per	 cent	 in	 almost	10	
years.	Once	again,	the	hospitals	increased	just	from	108	to	115,	an	increase	
of	6.5	per	cent,	a	much	lower	increase	than	was	observed	across	the	entire	
physical	health	infrastructure.	There	was	also	a	proliferation	of	health	centre	
IIs	driven	by	the	district	local	leadership.	This	was	mostly	in	the	decade	of	
1999/20	 –	 2009/10	 [3].	 Even	 with	HC	 IVs	 added	 to	 the	 hospitals	 over	
the	 years,	 the	 increase	 has	 not	 matched	 that	 of	 the	 lower-level	 facilities.	
Considering	the	non-functionality	of	the	HC	IVs,	which	is	discussed	below,	
it	 is	clear	that	access	to	health	services	has	generally	increased	across	many	
parts	of	 the	 country.	However,	hospital	 services	have	 continued	 to	 receive	
less	infrastructural	development	compared	to	the	lower-level	facilities.	This	is	
presented	in	Figure	11.2.

Moreover,	the	increase	in	the	number	of	health	facilities	was	not	similar	
across	the	country.	Some	areas	had	more	facilities	built	compared	to	others.	
For	example,	before	independence,	the	Karamoja	region	had	only	one	facility	
compared	to	the	West	Nile	region	that	had	more	than	10	facilities.	The	area	
covering	 the	current	 Isingiro	and	Kiruhura	districts	had	no	health	 facility,	
while	 the	 neighbouring	Mbarara	 district	 had	 at	 least	 two.	 Some	 of	 these	
disparities	have	persisted	to	date,	where	you	find	that	a	district	like	Kabarole	
has	 three	 hospitals	 located	 in	 one	 town	 (Fort	 Portal),	 i.e.	Virika	Hospital	
(PNFP),	 Kabarole	 Hospital	 (PNFP)	 and	 Fort	 Portal	 Regional	 Referral	
Hospital,	while	the	neighbouring	districts	that	were	split	from	Kabarole,	i.e.	
Kamwenge,	Kyenjojo	and	Kyegegwa,	have	had	no	hospital	for	a	long	time.	
This	 persistent	 disparity	 in	 infrastructure	 availability	 continues	 to	 deprive	
populations	within	these	other	districts	of	the	necessary	secondary	care	that	
is	found	in	facilities	at	the	level	of	hospitals.



234 Universal Health Coverage  in Uganda - Part IV

Figure 11.2: Decreasing proportion of hospital physical infrastructure 
in the health care system 1956-2013

The	missionary	 hospitals	 increased	 from	 9/33	 (27.3	 per	 cent)	 in	 1956	 to	
21/67	(31.3	per	cent)	 in	1968,	to	42/97	(43.3per	cent)	 in	2004	and	then	
to	62/127	(48.8per	cent)	in	2011[2].	This,	therefore,	implies	that	much	as	
the	proportion	of	hospitals	within	 the	health	 infrastructure	decreased,	 the	
missionary	 /	 PNFP-owned	 hospitals	 kept	 increasing,	 as	 demonstrated	 in	
Figure	11.3	below.

Figure 11.3: Number of health facilities across the years from 1956 - 
2015
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Over	time,	especially	after	1968	-	2015,	the	government	did	not	invest	a	lot	
in	hospital	infrastructure	compared	to	the	faith-based	institutions.	Gradually,	
secondary	 care	was	 getting	more	 expensive	 as	 the	 role	 of	 the	 government	
gradually	 diminished.	When	 private	 hospitals/PHPs	 are	 included,	 it	 gets	
even	clearer	that	secondary	and	tertiary	care	was	getting	relegated	to	private	
facilities,	which	the	majority	of	Ugandans	cannot	afford.	This	had	an	adverse	
effect	on	the	type	of	services	the	majority	of	the	population	could	access.	An	
attempt	was	made	to	put	doctors	and	minor	surgery	at	HC	IVs	in	the	early	
2000s.	By	2004,	160	HC	IVs	had	been	built	and	in	the	next	10	years,	there	
were	only	an	additional	24	HC	IVs.	The	challenge	was	the	non-functionality	
of	the	HC	IVs,	an	issue	we	turn	to	next.

A ten-year trend of health centre IV functionality: 2005/6 – 2015/16 
The	 health	 sub-district	 (HSD)	 structure	 was	 conceptualised	 in	 1999	 against	 the	
backdrop	of	a	high	maternal	mortality	ratio,	inequitable	distribution	of	health	care,	
poor	accessibility	to	health	services,	with	only	49	per	cent	of	the	population	within	
walking	 distance	 (5	 km)	 of	 a	 health	 facility,	 and	 poor	 quality	 health	 services.	The	
HSD	was	based	on	the	constituency	whose	population	at	the	time	ranged	from	7,981	
–	172,146	with	an	average	of	95,507	persons	 [8].	The	HC	IV	was	 then	 started	 to	
operationalise	the	HSD	concept.	It	was	meant,	among	other	things,	to	increase	equity	
in	 access	 to	 essential	health	 services,	with	 the	HC	IV	as	 the	 service	 level	 closest	 to	
providing	a	full	spectrum	of	services.	There	was	supposed	to	be	an	operating	theatre	
to	 provide	 for	 emergencies,	 especially	 those	 related	 to	 pregnancy	 and	 childbirth	
[9].	Consequently,	 the	key	 indicator	of	 the	 functionality	of	 the	HC	IV	was	having	
performed	at	 least	one	caesarean	section	 in	a	financial	year.	By	2004/05,	using	this	
criterion,	33	per	cent	of	 the	HC	IVs	were	 functional.	However,	 for	 the	next	 seven	
years,	functionality	of	HC	IVs	oscillated	between	19	per	cent	and	24	per	cent.	It	was	
only	in	2012/13	that	it	 increased	to	36	per	cent,	ultimately	hitting	the	62	per	cent	
mark	in	2015/16,	almost	16	years	after	the	HSD	concept	was	implemented	in	1999.	
See	Figure	11.4	below.
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Figure 11.4: The functionality of HC IVs from 2005/06 – 2015/16 
financial years

All	 the	Annual	Health	Sector	Performance	Reports	 for	 the	financial	 years	2005/06	
-2011/12	indicate	three	factors	hindering	the	functionality	of	the	HC	IVs,	namely:	
inadequate	infrastructure	and	equipment;	lack	of	human	resource	capacity;	and	lack	of	
local	government	oversight.	Whereas	the	doctors’	houses	and	theatres	were	promptly	
constructed,	many	HC	IVs	lacked	adequate	accommodation	for	health	workers	and	
other	infrastructure	such	as	wards,	offices	and	stores.	Many	HC	IVs	lacked	utilities	like	
running	water	and	electricity.	Doctors	were	not	easily	recruited	and	those	recruited	
were	in	some	cases	not	retained.	Many	lacked	anaesthetists	and	midwives.	There	was	
lack	 of	 local	 government	management	 capacity	 to	 oversee	 the	 health	 sub-districts.	
The	Ministry	of	Health	 (MOH)	 took	over	massive	 recruitment	of	doctors	 for	HC	
IVs	 in	2012/13.	Consequently,	 infrastructure	was	 improved	with	 the	 rehabilitation	
of	 theatres	and	the	construction	of	wards.	Some	HC	IVs,	especially	those	 in	urban	
areas,	 recorded	numbers	of	caesarean	sections	 that	were	as	high	as	 in	hospitals.	For	
instance,	in	the	financial	year	2014/15,	Mukono	HC	IV	did	742	caesarean	sections,	
Rwekubo	HC	IV	645,	Rukunyu	453,	Mukono	CoU	440	and	Kabuyanda	HC	IV	400,	
while	the	majority	of	the	HC	IVs	had	fewer	than	200.	This,	therefore,	highlights	the	
need	for	a	reassessment	of	whether	the	physical	infrastructure	that	is	available	in	these	
high-performing	facilities	and	the	financial	resources	they	receive	should	be	the	same	
as	in	those	which	have	fewer	operations.	Alternatively,	it	calls	for	a	reassessment	of	low-
performing	HC	IVs	to	see	why	they	are	not	performing	as	expected.
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In	the	2014	census	in	Uganda,	36/112	districts	then	(32	per	cent)	did	not	
have	hospitals.	Owing	 to	poor	 communication	networks,	 sometimes	 even	
smaller	 districts	 like	 island	 districts	 may	 need	 hospitals,	 despite	 having	
smaller	population	sizes	[10].	From	2015	onwards,	there	has	been	renewed	
investments	in	government	infrastructure,	but	this	time	focused	on	referral	
facilities.	Mulago	National	Referral	Hospital	was	being	upgraded	into	a	super-
specialised	hospital,	Kiruddu	and	Kawempe	Health	Centres	were	upgraded	
into	general	hospitals,	construction	of	a	specialised	hospital	for	women	and	
children	as	part	of	Mulago		was	undertaken,	and	the	hospitals	of	Moroto,	
Mubende,	Entebbe,	Mityana,	Nakaseke,	Kiryadongo,

Anaka,	Moyo,	 Nebbi	 and	 Iganga	 were	 renovated	 [11].	 Furthermore,	
specialised	 institutes,	 such	 as	 the	 Uganda	 Cancer	 Institute,	 have	 been	
constructed.	Secondary	and	tertiary	facilities	are	still	not	spread	throughout	
the	country	and	access	to	them	for	people,	especially	in	rural	areas,	is	still	low.	
In	 addition,	 owing	 to	 human	 resource	 shortages,	 inadequate	 supplies	 and	
lack	of	equipment,	some	of	these	hospitals	that	have	been	rehabilitated	may	
have	the	infrastructure	but	not	offer	the	requisite	services.	It	is	pertinent	that	
for	 the	 refurbished	 and	newly	 constructed	 facilities	 to	 increase	 the	 service	
provision	package,	these	other	ingredients	of	service	delivery	need	to	be	in	
place.	Secondly,	since	it	is	not	practically	possible	to	have	tertiary	facilities	in	
each	district,	there	needs	to	be	an	effective	referral	system	so	that	those	who	
need	the	services	can	access	them.

What has been driving health infrastructure?

Politics and policy

Immediately	 after	 independence,	 the	 government	 embarked	 on	 building	
health	facilities	for	people	who	had	in	most	cases	been	deprived	of	health	care	
as	hospitals	were	built	mainly	in	towns	while	the	majority	of	the	indigenous	
population	 lived	 in	 the	 villages.	Most	 of	 the	 hospitals	 constructed	 by	 the	
government	immediately	after	independence	were	built	in	villages.	However,	
after	the	Amin	coup	in	1971	and	with	the	ensuing	economic	decline,	public	
health	services	collapsed	and	this	led	to	the	emergence	of	the	private	sector	to	
fill	in	the	resultant	gap.	The	missionary	hospitals	became	the	only	surviving	
facilities	where	people	could	get	health	care	during	this	time.	The	civil	war	
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that	occurred	between	1981	and	1986	also	disrupted	any	development	 in	
health	infrastructure	that	could	have	taken	place.

After	 1986,	 there	was	 a	 drive	 to	 decentralise	 and	 bring	 the	 planning	
down	to	the	local	level.	In	the	National	Health	Policy	of	1999,	the	HSD	that	
was	conceptualised	was	to	be	implemented	according	to	constituencies	whose	
populations	varied	from	7,981	to	172,142,	which	was	a	very	big	range.

In	 1993,	 the	 Government	 of	 Uganda	 decentralised	 infrastructure	
development	 and	 management	 to	 the	 district	 level.	 District	 engineers	
were	 to	 assist	 the	 District	 Health	 Officer	 in	 infrastructure	 development	
and	 management	 at	 district	 level	 [12].	 Construction	 of	 health	 facilities	
was	 effectively	 placed	 under	 the	 direction	 of	 the	 respective	 district	 local	
governments.	One	of	 the	key	challenges	 that	 the	 functionality	of	HC	IVs	
faced	was	the	inadequate	local	government	management	capacity	[13].

Religion 

Faith-based	institutions	have	continued	to	play	a	significant	role	in	putting	
up	health	infrastructure	in	the	country.	In	the	2014/15	Annual	Health	Sector	
Report,	the	Uganda	Catholic	Medical	Bureau	reported	on	281	facilities	(32	
hospitals,	5	HC	IVs,	169	HC	IIIs	and	75	HC	IIs),	the	Uganda	Protestant	
Bureau	reported	on	283	facilities	while	the	Uganda	Muslim	Medical	Bureau	
reported	on	54	health	facilities	(5	hospitals,	2	HC	IVs,	24	HC	IIIs	and	23	
HC	IIs)	[14].

Private sector

The	 role	 of	 the	 private	 sector	 in	 the	 health	 care	 system	 greatly	 expanded,	
especially	 after	 the	 liberalisation	of	 the	 economy	 in	 the	1990s	 and	2000s.	
Many	drug	shops,	private	clinics	and	private	hospitals	came	up	to	offer	care	
to	those	able	to	pay.	Some	of	the	drug	shops	were	located	in	trading	centres	in	
the	rural	areas	and	far	outnumbered	the	government	or	faith-based	facilities	
[15].	Of	the	155	hospitals	in	Uganda	in	2014/15,	government	hospitals	were	
65,	the	PNFP	,	which	is	mainly	composed	of	faith-based	hospitals,	had	63	
and	there	were	27	private	hospitals.	There	has	been	a	higher	increase	in	the	
number	of	hospitals	in	the	private	sector	in	the	years	2004	–	2015	than	any	
other	provider.		The	government	hospitals	increased	by	a	mere	18	per	cent	
(from	55	in	2004	to	65	in	2015),	the	PNFP	hospitals	by	50	per	cent	(from	
42	in	2004	to	63	in	2015)	and	the	private	hospitals	by	145	per	cent	(from	
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11	in	2004	to	27	in	2015)	[5,	14].	This	is	indicated	in	Figure	11.4	above.	
Unfortunately,	the	private	sector	has	not	been	fully	integrated	into	the	health	
care	system.	

Indigenous/traditional beliefs 

Traditions,	 customs	 and/or	 beliefs	 have	 been	 the	 driving	 force	 behind	
the	 resilience	 of	 the	 traditional	 medicine	 and,	 consequently,	 its	 physical	
infrastructure.	Indigenous	medicine	was	demonised	but	not	eradicated	and,	
in	the	absence	of	a	competent	replacement,	it	stayed	underground,	and	there	
have	 been	 calls	 to	 integrate	 it	 within	 the	 health	 system	 framework	 [16].	
With	 the	many	 years	 of	 being	 locked	 out,	 it	 stagnated,	 was	 exploited	 by	
unscrupulous	people	and	it	is	difficult	to	track	how	this	traditional	knowledge	
is	handed	down	across	generations.	While	many	people	may	have	embraced	
modern	medicine,	traditional	medicine	has	remained	embedded	within	the	
thinking	of	many	people.	Physical	infrastructure	for	traditional	medicine	is	
not	 complex	 since	most	 of	 what	 is	 offered	 is	 herbs,	 spiritual	 healing	 and	
natural	ingredients	like	soil	etc.	It	is,	therefore,	easy	to	set	up	and	maintain.

The status of health infrastructure

The	 infrastructure	 is	 said	 to	 be	 old,	 poor,	 inequitably	 distributed	 and	
rehabilitation	of	buildings	is	not	regularly	done	[1,	3,	17].		The	priority	for	
the	 Second	 National	 Health	 Policy	 2009/10	 –	 2019/20	 is	 consolidation	
of	 health	 infrastructure	 [1].	The	priority	 strategies	 for	 the	policy	were	 “to	
prioritise	renovation,	maintenance	and	rational	use	of	health	infrastructure;	
ensure	 evidence-based	 capital	 investment	 to	 address	 sectoral	 priorities;	
strengthen	planning,	procurement	and	management	of	health	infrastructure	
according	 to	 agreed	 standards	 and	 supporting	 the	 private	 sector	 in	 health	
infrastructure”	[1].	Health	infrastructure	was	one	of	the	key	areas	of	 focus	
in	 the	 Health	 Sector	 Investment	 Plan	 (HSIP)	 2010/11	 –	 2014/15,	 the	
National	Development	Plan	(NDP)	II	[17]	and	the	current	Health	Sector	
Development	Plan	(HSDP)	2015/16	–	2019/20	[16].
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Key priority policy issues on how physical infrastructure can promote 
universal health coverage

In	 order	 to	 bring	 the	 infrastructure	 of	 health	 facilities	 to	 promote	UHC,	
there	is	need	to	address	certain	current	constraints.

Ensuring functionality of infrastructure

Some	 infrastructure	 was	 constructed	 but	 is	 not	 delivering	 the	 services	 it	
is	meant	 to	 deliver.	 Some	 theatres	 at	HC	 IVs	 have	 been	 redundant	 for	 a	
long	time.	This	is	not	peculiar	to	Uganda.	Even	in	other	countries,	it	is	not	
uncommon	 to	 find	 magnificent	 structures	 without	 the	 requisite	 services	
being	delivered	[18].	It	is	critical	that	there	is	mapping	of	the	infrastructure	
and	the	services	offered	so	that	remedies	are	instituted	in	those	areas	where	
there	 is	 redundant	 infrastructure.	When	 the	government	 assesses	 access	 to	
health	care,	some	of	the	infrastructure	to	which	people	are	expected	to	have	
access	 is	not	 functional.	People	 in	proximity	 to	 these	 structures	ultimately	
pay	high	costs	to	access	alternative	providers	from	far-off	places.

Improving the distribution of infrastructure

Most	 of	 the	 private	 facilities	 are	 concentrated	 in	 towns.	 So	 when	 the	
government	also	puts	up	physical	 infrastructure	in	urban	areas,	this	brings	
about	duplication.	An	example	 is	Fort	Portal	 town,	which	has	 two	PNFP	
hospitals	and	a	government	hospital	yet	the	surrounding	districts	do	not	have	
any	hospital.	In	some	rural	areas,	however,	there	are	private	facilities	which	
could	 provide	 specific	 services,	 such	 as	 diagnostic	 services,	 at	 a	 cost.	The	
government	 can	procure	 such	 services	 from	 the	 same	 facilities	 rather	 than	
constructing	 other	 health	 facilities	 to	 provide	 similar	 services	 in	 the	 same	
areas.	There	could	be	collaboration	between	the	public	and	the	private	sectors	
so	that	services	are	procured	from	other	providers	in	places	where	there	are	no	
public	providers.	The	government	has	started	identifying	infrastructural	gaps	
within	existing	health	facilities	[3].		The	government	could	establish	health	
facilities	 in	 those	areas	where	both	 the	public	 and	private	 infrastructure	 is	
lacking.	Not	addressing	the	discrepancies	between	and	within	different	areas	
will	lead	to	the	perpetuation	of	the	infrastructure	inequality	trap.

Furthermore,	 rationalisation	 of	 the	 current	 health	 infrastructure	 is	
necessary,	although	politically	difficult	to	implement,	to	ensure	that	there	is	
an	equitable	spread	of	facilities.	This	can	be	achieved	through	the	introduction	
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of	 incentives	 to	 encourage	private	providers	 to	 construct	 facilities	 in	 areas	
deemed	as	key	by	the	government,	for	example	through	the	issuance	of	some	
form	of	certificates	of	need	[19].	The	PNFP	faith-based-related	infrastructure	
has	historically	developed	in	areas	where	there	were	public	health	service	gaps	
and	 hence	 are	 complementary.	 Such	 organisations	 could	 be	 supported	 in	
their	provision	of	care.

Alignment of infrastructure with population-level demand

The	development	of	health	infrastructure	according	to	administrative	areas	
fails	 to	 take	 into	consideration	the	big	variations	 in	the	number	of	people	
that	 such	 administrative	 areas	 cater	 for.	 Efficiency	 in	 service	 delivery	
needs	 to	 be	 considered.	There	 should	 be	 purposeful	 alignment	 of	 health	
infrastructure	with	 the	needs	of	 the	population.	 In	 addition,	 there	 should	
be	the	strengthening	of	the	referral	system.	It	may	not	make	sense	to	build	
a	hospital	in	a	place	where	there	will	not	be	an	operation	over	a	long	period	
of	time.	Some	of	the	services	are	more	efficiently	offered	as	referral	services.	
There	 is	 need	 to	 separate	 ambulatory	 health	 care	 from	 inpatient	 hospital	
care.	Efforts	are	already	being	made	to	establish	a	national	infrastructure	for	
patient	referral	and	follow-up	[3].	However,	these	need	to	be	aligned	with	
need	and	fast-tracked.

Offering a comprehensive package in an accessible facility

Since	5	km	from	a	health	 facility	 is	used	to	describe	access	 to	health	care,	
there	is	need	to	focus	on	coverage	of	a	more	comprehensive	package	of	health	
care.	The	physical	infrastructure	at	the	first	place	of	call	should	be	in	such	a	
way	that	it	can	identify	and	manage	most	of	the	illnesses	and	appropriately	
refer	 the	 complicated	 cases	 to	 a	designated	higher-level	 facility	 for	 further	
management.	Even	after	the	HC	IVs	have	been	instituted	as	a	mechanism	to	
increase	access	to	health	care,	most	of	the	HC	IVs	are	not	giving	all	the	11	
services	that	should	be	offered	at	a	HC	IV	level	[14].	In	addition,	assessing	
the	functionality	of	HC	IVs	needs	to	go	beyond	just	having	conducted	at	
least	one	caesarean	section	in	a	year.

Upgrading infrastructure to meet the needs of the services to be offered

There	is	need	to	standardise	the	requisite	physical	infrastructure	to	the	level	
of	 a	 health	 facility	 and	when	 the	 demand	 for	 the	 services	 a	 facility	 offers	



242 Universal Health Coverage  in Uganda - Part IV

increases,	the	infrastructure	should	then	be	upgraded	to	match	the	increased	
demand.	Many	HC	IVs	were	built	without	wards	yet	they	had	theatres	and	
were	supposed	to	carry	out	operations.	Some	of	the	HC	IVs	over	time	were	
conducting	many	caesarean	sections	 in	the	range	of	hospitals	and	yet	they	
were	still	labelled	as	HC	IVs,	meaning	that	their	financial	support	and	human	
resource	establishment	were	still	at	HC	IV	level.	

Operationalising the referral system

Health	infrastructure	development	in	Uganda	needs	to	be	aligned	with	the	
referral	 system.	 Service	 packages	 at	 each	 level	 of	 care	 need	 to	 be	 defined.	
National	 guidelines	 should	 facilitate	 both	 the	 geographical	 spread	 and	
rational	use	of	health	services.	Universal	health	coverage	presupposes	that	no	
population	groups	have	difficulty	in	accessing	essential	services.	The	MOH,	
in	collaboration	with	the	districts,	needs	to	develop	a	health	infrastructure	
map	to	guide	planning	for	infrastructural	expansion.	

Conclusion

The	physical	health	 infrastructure	 in	Uganda	has	undergone	five	historical	
phases.	 The	 first	 phase	 was	 the	 pre-independence	 phase	 from	 1897	 to	
1962.	This	marked	the	beginnings	of	western	medicine.	Public	and	private	
facilities	were	being	built	that	spread	western	medicine	into	the	country.	The	
second	period	was	 the	 immediate	post-independence	period	1962	–	1972	
characterised	by	rapid	expansion	of	government	health	facilities.	This	was	the	
public	health	care	expansion	period.	The	period	from	1972	to	1986	was	one	
of	political	instability	and	this	was	when	faith-based	facilities	took	over	the	
lead	in	health	services	provision.	This	was	the	faith-based	facility	expansion	
period.	The	 fourth	 period	was	 the	 1986	 -	 2015	 period,	marked	 by	 rapid	
expansion	of	the	private	sector.	This	was	the	private	sector	expansion	period.	
The	 fifth	 period	 is	 from	 2015	 to	 date.	This	 is	 the	 period	 of	 tertiary	 care	
expansion.	For	UHC	to	be	realised,	the	public	and	private	sectors	need	to	be	
coordinated	as	one	health	care	system,	an	effective	referral	system	should	be	
instituted,	it	should	ensure	that	all	populations	are	served	and	that	services	
are	 accessible	 and	 safety	 nets	 instituted.	 Public-private	 partnerships	 and	
health	care	financing	are	discussed	in	other	chapters	of	this	book.
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